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Preface

Very few people argue with the need to address the social determinants of health. 
The Commission on the Social Determinants of Health (CSDH) affirms that the 
conditions in which people grow, live work and age have a powerful influence on 
health. The Commission’s holistic view of these determinants calls for sustained 
action, globally, nationally and locally to overcome the unequal distribution of 
power, income, goods and services which often lead to unfair access to health care, 
schools and education and an individual’s chance of leading a flourishing life 
(CDSH 2008).

Asset based approaches offer one means of contributing to these goals by recog-
nizing that traditional epidemiological risk factors approaches to health develop-
ment such as programmes on smoking cessation, healthy eating and physical 
activity are insufficient on their own to ensure the health and well-being of popula-
tions. In particular, many of the solutions to addressing the social determinants of 
health rely on the ability of professionals to recognize that individuals, communi-
ties and populations have significant potential to be a ‘health resource’ rather than 
just a consumer of health care services. The Asset Model described by Morgan and 
Ziglio (see Chap. 1) provides a framework for establishing fresh insights into how 
best to collect and collate scientific evidence to demonstrate the benefits of the asset 
approach for population health and how to harness the sorts of effective practice 
that strengthen community capacities, promote independence and autonomy. They 
also have the potential to secure sustainable and cost containment approaches to 
health and development.

There are two things that should be noted about the asset approach as described 
in this book. Firstly, it is not in itself a new concept or approach – but aims to add 
value to other existing concepts and ideas by bringing them together in such away 
as to promote a more systematic approach to assembling and applying knowledge 
for health solutions. Secondly, it would be naïve to think that the asset approach 
could exist in isolation from the more predominant deficit tradition to health pro-
motion. There will always be some situations where individuals, communities or 
broader populations are exposed to health threats or increased exposure to known 
health risks and therefore need the immediate attention of health professionals and 
access to services. However the identification and strengthening of health assets 
should be a key component of a country’s overall development strategy, because 
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they can act as a buffer or resilience factor to disease risk exposure and importantly 
can produce health as a positive entity with a focus on quality of life and wellbeing. 
It is possible to identify health promoting/protecting assets from across all the 
domains of health determinants including our genetic endowments, social circum-
stances, environmental conditions, behavioural choices and health services. An 
inventory of health and development assets would, as a minimum, include family 
and friendship (supportive) networks, intergenerational solidarity, community 
cohesion, environmental resources necessary for promoting physical, mental and 
social health, employment security and opportunities for voluntary service, affinity 
groups (e.g. mutual aid), religious tolerance and harmony, life long learning, safe 
and pleasant housing, political democracy and participation opportunities, social 
justice and enhancing equity (Harrison et al. 2004).

The overarching aim of this book is to stimulate researchers, policy makers and 
practitioners to think differently about how they approach their goal of improving 
the health of populations particularly to minimise the risks of exacerbating or wid-
ening health inequities. It brings together the work of a number of well known 
authors who have been working in fields that have direct relevance to the asset 
model. The 18 chapters included in it provide illustrations as how asset based 
approaches can be brought to fruition. Of course, it presents only a starting point 
for further work, particularly in research – but hopefully its immediate impact can 
be to change the mindsets of those in decision making positions to think of the 
‘glass half full, not half empty’ scenario.

We introduce each chapter here, to highlight how they can help us advance the 
asset approach to ensure it can demonstrate its potential to contribute to the produc-
tion of health and reduction of health inequities through science and practice.

The Chapters

Chapter 1 provides the overarching framework for the rest of the contributions to 
the book. It sets out the rationale for asset based approaches and provides a system-
atic way of thinking about how to build an evidence base which can identifies the 
most important assets for health; help us understand the potential cumulative effect 
of a range of different assets; and clarify their relative importance over the more 
well established determinants of health such as absolute and relative poverty. It also 
provides insights in to the sorts of practices that are conducive to the approach. The 
chapter highlights a number of existing concepts which can be helpful in develop-
ing this evidence base and together help to bring the asset model to life. 
Salutogenesis is introduced as a concept which can help us to think outside of the 
deficit, disease orientated approach to health and health services as by its very defi-
nition asks what creates health, what helps us to manage and understand the world 
we live in. By doing so it immediately highlights some of the key assets necessary 
for the development of health and wellbeing. Lindstrom and Eriksson explore the 
potential of this concept in more detail in Chaps. 2 and 18. The very well known 
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concepts of resilience and social capital are also included in the model as ones with 
potential to identify a set of indicators for monitoring and evaluating the impact of 
investing in programmes which emphasis the positive rather than negative. 
Specifically, in this context, the asset model demonstrates how social capital can be 
applied for health benefit – offsetting some of its criticisms concerning its ‘dark-
side’ (Portes 1996). Chapters by Bartley, Kawachi and Baum (6, 9 and 16, respec-
tively) all elaborate the potential for these concepts to contribute to the model.

Another important idea intrinsic to the model is that of asset mapping – this 
technique seeks to build capacity within local communities by making the most of 
the existing competencies of individuals, the resources of organisations and institu-
tions and the collective ability of groups take control of their own health (see 
Chap. 4 by McKnight). The model also identifies the need to develop new indica-
tors and evaluation techniques that can take account of the asset approach and 
ultimately demonstrate the benefits of investing in it (see Chaps. 5 and 7).

The concept of lifecourse is also important to the model – as the potential for 
health assets to be offset by all those risks that individuals and communities inevi-
tably face during the life experience, can be understood if we assess those assets 
that can be accrued at different life stages. Chapters 8 by Morrow and 17 by Baban 
illustrate the importance of applying the approach to young people’s health and 
development.

Of course, none of the ideas, concepts or techniques mentioned above can be 
brought to practical value unless researchers, practitioners and policy makers embrace 
positive approaches to health and importantly focus on health and wellbeing rather 
than disease and dying. One of the reasons why politicians at least might favour the 
latter is on the surface it is easier count death and measure progress against it. The 
asset model provides an opportunity to make more explicit the concepts of wellbeing 
and its associated precursors and to demonstrate how they can be measured. The asset 
model challenges all professionals involved in health development to re-think their 
strategies for promoting health and to balance their activities between the asset and 
more familiar needs based approach – more thoughtful investments might then bring 
the longer term gains required to promote the best health we can and help us manage 
the limited resources available in our health systems.

Lindstrom and Eriksson (Chap. 2) consider the theoretical and empirical work 
relating to the salutogenic framework. This framework focuses on positive health, 
in contrast with the traditional disease-orientated approach.

Salutogenesis centres on two core concepts: Generalised Resistance Resources 
(GRR) and the Sense of Coherence (SOC). The GRRs are biological, material and 
psycho social factors that make it easier for people to perceive their lives as consis-
tent and structured. ‘The GRRs lead to life experiences that promote a strong sense 
of coherence – a way of perceiving life and an ability to successfully manage the 
infinite number of complex stressors encountered in the discourse of life.’

The authors review a range of other concepts and their relationship with saluto-
gensis. These include hardiness, theories on welfare and quality of life, learned 
resourcefulness, resilience and theories relating to social and cultural contexts. The 
review indicates that salutogenesis draws a range of other related concepts.
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The SOC questionnaire has been used to understand and test the role of SOC in 
explaining health outcomes. SOC has been shown to be strongly related to health, 
especially mental health. Lindstrom and Eriksson state that SOC, although not the 
same as health, ‘is an important disposition for people’s development and mainte-
nance of their health’.

These findings suggest that the real potential of a salutogenesis approach relates 
to the adoption of healthy public policies. Historically public health has operated in 
a risk framework, while salutogenesis makes other solutions available for improv-
ing health. Two themes have evolved within salutogenic research-resilience and 
sense of coherence – that can now guide action that addresses social and mental 
wellbeing in a post-modern world.

Kelly (Chap. 3) highlights the importance of complexity of understanding 
how to create the optimum conditions for health by introducing the notion of the 
lifeworld. This chapter explores the relationships between those assets that help 
to protect health and those conditions which create vulnerabilities to ill health. 
It explains how these are located in the lifeworlds of ordinary human experience 
and the health benefits and disbenefits which accumulate over the life course. Kelly 
explains that the lifeworld and lifecourse together are the bridge between social 
structure and individual human biology. Together they constitute the focal point 
where society and biology intersect and interact. The lifeworld and lifecourse are 
the mechanisms through which the social determinants of health produce biological 
outcomes in individuals. Theorising this vital causal link from the social to the 
biological and from society to individuals, is essential for ensuring the success of 
the asset approach in practice. Assets and vulnerabilities are the crucial mediating 
or intervening variables between the wider determinants of health and the human 
body and it is those intervening variables that produce individual differences in 
health. Researchers can help us to understand how through the identification of key 
health assets these differences in health can be minimised.

Asset mapping is introduced in Chap. 4 as a means of capturing the spirit and 
energies of communities to assert their ownership on health development. McKnight 
highlights how policy makers have tended to create hierarchical systems where a 
small number of people are in charge of the mass production of standardised goods. 
Clients/consumers in large numbers grow dependent on this cycle of production. 
Such systems create dependency rather than empowerment. He argues that in creat-
ing maps to reflect the way in which these systems work we have tended to neglect 
the notion of “associated community”; where there is a dependence on consent, 
choice, care and citizen power. Systems are seen to exploit need in individuals, 
whilst communities, in contrast nurture existing skills and capacity. Systems iden-
tify with “the glass half empty” approach, whilst communities with “the glass half 
full”. The service culture produces “clients”, whilst the community culture pro-
duces “citizens”.

This chapter explores the nature of the relationship between systems, communi-
ties and citizens, and looks at the shift, in developed society, from equal relation-
ships between citizens and communities to a relationship where systems are 
dominant. The authors argue that the move towards an increasingly “consumerist 
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society” has marginalized the role of the citizen. In order to encourage and build 
healthy communities we must recognise and appreciate the unique capabilities that 
communities offer in developing, nurturing and caring for their citizens.

Hills and colleagues (Chap. 5) discuss the limitations of current evaluation 
frameworks and methods for evaluation of an asset based approach. The challenges 
that need to be addressed for developing the evidence base on effectiveness are 
highlighted.

The authors assert that a new paradigm is required for evaluation of a health 
assets based approach. The orthodox approach, based on the epidemiological disci-
pline, has limited utility for evaluating the effectiveness of community assets, 
capabilities, risks and protective factors; and for the synthesis of evidence across 
studies.

There are major challenges for the evaluation of complex initiatives and pro-
grammes. There is a need for greater theoretical and methodological precision, 
particularly with respect to definition of health assets and their operationalisation 
through appropriate indicators. A more integrated approach to process and out-
comes evaluation, formative and summative approaches is required. ‘Improvements 
in specific health assets need to be seen as intermediate outcomes in a linked chain 
of progress towards improving overall health and social outcomes.’ Participatory 
evaluation approaches need to be adopted that provide greater understanding of the 
processes involved in implementing programmes and their impact on the outcomes 
of the programme. Evaluators need to have a more direct role in programme devel-
opment: evaluation becomes ‘reflective practice’.

Realist synthesis is applied to determine the effectiveness of a Canadian 
Community Interventions Project. This provides an example of an alternative meth-
odology that enables the synthesis of evidence from different initiatives and pro-
grammes. Programmes are viewed as the interaction between context, mechanism 
and outcomes. Systematic review is concerned with understanding ‘families of 
mechanisms’ across programmes. The ‘mechanisms’ operating in the Community 
Interventions Project are illustrated, and relate to elements of collaborative plan-
ning, community organisation and action, and transformational change. The authors 
indicate that evaluation of the assets based approach is possible, but will required 
development of such innovative methodologies.

Bartley et al. (Chap. 6) examine evidence relating to positive adjustment and 
resilience as an asset which can promote health even in adverse conditions.

Studies show that individuals and families experiencing difficult conditions are 
more likely to experience negative health consequences. However the processes by 
which individuals and communities adapt have received less research attention.

Three models of resilience have been identified based on a review of evidence 
in this field. These three models (compensatory, protective and challenge) are 
described.

A link has also been made between the study of resilience and research on the 
life course processes involved in chronic diseases. This has highlighted the need to 
examine the accumulation of both risks and resources or assets. Health assets are 
shaped by the social and physical environment. Resilience is a set of conditions that 
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allow individual adaptation to different forms of adversity. Resilient practices and 
processes may be viewed as health assets. Such processes need to be identified and 
promoted by social and economic policies.

The authors discuss issues relating to resilience and freedom. Sen’s work indi-
cates that the ability to adapt in the face of adversity can increase an individuals 
perception of their own freedom to lead a valued life, i.e. resilience increases capa-
bility. ‘It is important for the individual to have the freedom to pursue health itself, 
and therefore to understand constraints on that freedom’: such as being forced by 
financial necessity to accept stressful working conditions, and to live in polluted 
areas.

This means that policy should be concerned with enabling people to make 
healthy choices while faced with these challenges; different policy responses will 
be required to address different threats to freedom.

Bartley and colleagues consider a number of cases that show how health resili-
ence can be promoted in communities that are disadvantaged. For example analysis 
of health inequalities in Europe, has shown that socially disadvantaged populations 
in Southern European countries, possess a source of resilience in terms of a healthy 
diet. Although these countries have clear income inequalities, these populations 
have long life expectancy and less heath inequalities. More research is required to 
understand diet as a source of health resilience but there are potentially important 
implications for wider policies.

The authors explore how that process of modernisation may lower the economic 
capability societies with detrimental health consequences. The role of women in the 
nurture of children and families has added value in traditional economies. However 
the changes in this role in modern societies (a shift between home and work) are 
not fully understood and the authors assert that skills in the conduct of family rela-
tionships as a major health asset are being neglected – there is loss of ‘free emo-
tional labour’ and … ‘It is important to increase the capacities of both men and 
women to choose a way of life they can sustain themselves in terms of both physi-
cal and emotional self care’.

Bartley and colleagues argue that there are many aspects of human relationship 
that function as health assets for individuals and communities. However they are 
only acknowledged when they are lost. The assets based approach provides the 
potential for recognising and understanding the processes necessary to develop-
ment of these capabilities in the modern context.

Wille and Ravens-Sieberer (Chap. 7) consider approaches to the measurement of 
resilience. Research in resilience does not address pathological responses of indi-
viduals to stress but investigates health protecting mechanisms, i.e. the ability of 
individuals to maintain good health despite considerable stressors.

Resilience research has aimed to identify protective factors or developmental 
assets that can modify a child’s response to adversity. This understanding provides 
the basis for designing prevention programmes that promote factors that buffer 
effects of adversity.

Conceptually resilience is characterised by good outcomes despite of serious threats 
to adaptation or development. Two conditions pertain: the presence of demonstrable 
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risk and competence in response. There is an interactive process involving a person’s 
constitution as well as functional qualities of its environment.

There are certain conceptual challenges. For example there is some inconsis-
tency in how the term ‘protective’ is used. Certain authors only use ‘protective’ to 
factors that operate in the presence of adversity-buffering the effect of risks, but it 
is also applied more broadly.

From a salutogenic perspective there is a case for a population based approach 
for supporting resilience among children and adolescents through direct ameliora-
tion as well as buffering of protective factors. Large population based studies that 
assess a variety of risks and resources can support the design of effective public 
health interventions. Such studies are rare; however the BELLA study provides an 
important example of a study that is focusing on mental health problems in children 
and adolescents and associated risks and resources. The range of measures used to 
assess risk factors and protective factors are described. The chapter demonstrates 
the need for researchers to pay attention to better measurement so that their work 
can be more easily applied to policy action.

Morrow and Mayall (Chap. 8) explore the concept of children’s well-being, how 
it is measured and how it is being researched. The authors indicate that the concept 
of well-being is not well defined, yet it has become part of public, political and 
policy discourse particularly in the UK. Given the emphasis of wellbeing in the 
asset model, this chapter provides important reflections on the issues involved in 
assessing how best it should be conceptualized and measured.

A number of important questions are raised, including whether other European 
countries would simply refer to ‘children’s welfare’; and whether the focus on well-
being is ‘inherently individualistic’, and detracts from a concern for welfare and 
responsibilities of governments towards children.

The authors conclude with a number of suggestions. Care needs to be taken with 
conceptualisation of complex concepts such as ‘well-being’. There remains a ‘dan-
ger that a focus on well-being is ultimately an individualistic, subjective approach 
that risks depoliticising children’s lives’. Caution is required when reporting 
research relating to children, as there is a risk of over-simplification through inter-
national comparisons. Both qualitative and quantitative approaches should be used. 
Children and young people should be involved in the conceptualisation of well-
being. There should be greater understanding of UN Convention on the Rights of 
the Child in moving towards a ‘genuinely rights-based approach to monitoring 
children’s everyday lives’ that confronts the low social status of children in western 
societies.

Kawachi (Chap. 9) summaries the nature of the knowledge base concerning 
social cohesion as a community level asset and determinant of health – covering 
theories of causation, measurement approaches, empirical evidence and also the 
potential of social capital as a public health intervention.

Social cohesion is clearly related to an assets based model of health – enhancing 
the capacity of communities to preserve and maintain. Residents of cohesive com-
munities can access and mobilise to protect their health consist of norms, trust, and 
the exercise of sanctions. These assets are translated into improved health status 
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through a number of social processes – socialisation, informal social control, and 
collective efficacy.

Recent reviews of the empirical evidence link community cohesion to health 
outcomes. Studies indicate a link between community cohesion and physical health 
outcomes (including self rated health) and health related behaviours. The evidence 
on mental health is more sparse and mixed. The majority of studies have been con-
ducted in developed countries. Community cohesion (as a health asset) appears to 
be more salient in societies characterised by the deficient provision of material 
infrastructure.

There is debate about the value of investing in social cohesion as a public health 
improvement strategy. Social cohesion is not a panacea for population and can 
sometimes have negative consequences. For example strong social networks may 
demand conformity and restrict individual freedoms. Kawachi identifies a number of 
principles that should guide investment in building social capital. Broader structural 
interventions (such as job creation and improved working conditions) aimed at 
boosting the capacity of individuals and communities to organisation should be 
considered along side building social capital locally. Attention needs to be given to 
the type of social capital; building bridging social capital rather than bonding social 
capital. For example the linking of unemployed youth to employed adults can pro-
vide access to role models and mentoring. The distribution of costs and benefits 
should be assessed to avoid unintended consequences. For example women may 
disproportionately be expected to provide support. There is also a need for govern-
ments to be actively involved in building social capital, voluntary efforts are 
insufficient.

Popay (Chap. 10) focuses on activities concerned with enabling communities to 
have greater control over decisions that affect their lives with the aim to improve 
population health and or reduce health inequalities.

The author provides definitions of community development, community 
empowerment and community engagement and involvement. A theoretical frame-
work is presented that defines a number of interlinked pathways between activities 
aimed at increasing community engagement and/or empowerment and health out-
comes including both improved population health and reduced health inequalities. 
In theory different pathways to health outcomes will be operating at different levels 
of empowerment and/or engagement. Activities involved in giving communities 
more power and control over decisions that affect their lives are more likely to have 
positive impacts on service quality, social capital, socio economic circumstances, 
community empowerment and ultimately on population health and health 
inequalities.

Popay states that community engagement and development have a long history 
both in the UK and internationally. Current UK policy across many different areas 
view engagement and empowerment as the means to finding local solutions and a 
pre requisite for success and sustainability. However evidence highlights that there 
are a range of barriers to effective community development which relate to a lack 
of both community and organisational capacity.
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Popay discusses the challenges and limitations relating to the evidence base and 
provides a comprehensive set of issues that need to be addressed in conducting 
evaluations. Given the diversity of the evidence base, there is a strong case for 
constructing a review of evidence that tests theoretical models of the pathways 
between different approaches to community empowerment and engagement (and 
specific methods) and different intermediary and longer term outcomes.

Rutten (Chap. 11), Mukhopadhyay (Chap. 12), Franceschini (Chap. 13) and 
Houeto (Chap. 14) all provide examples of the issues involved in the development, 
implementation and evaluation of asset approaches to community health in differ-
ent country contexts. The experiences from Germany, India, Latin America and the 
Caribbean and West Africa, demonstrate the commonalities and differences of 
applying the model in different circumstances.

Rutten et al., (Chap. 11) uses the concept of asset mapping to improve opportuni-
ties for women living in difficult life situations in Germany to engage in physical 
activity or ‘movement’ as they define it. It demonstrates how the model can be used 
to challenge power structures within communities to overcome how professionals 
in positions of power can work with representatives from the community to achieve 
their health goals. Importantly they describe a process that could be replicated in 
different country contexts to help overcome some of the barriers that local com-
munities face in try to have their voices heard by professionals in positions of 
power. They also highlight how the processes important to the success of community 
focused initiatives can be captured by mixed method approaches to evaluation and 
use of indicators that represent the assets necessary for improving the opportunities 
for health and access to facilities and services.

Chapter 12 focuses on sustainable community based health and development 
programmes in rural India. It introduces the Khoj project, a community based 
development programme which exemplifies the power of the asset approach to 
change the life circumstances of people living in poorer circumstances. 
Mukhopadhyay and Gupta describe their experience of strengthening the capaci-
ties of local communities in remote rural parts of India. The project is set within 
the broader context of Indian state’s commitment to achieve “health for all”. The 
overall vision of Khoj is to create an enabling climate for the sociopolitical devel-
opment of communities living in difficult terrains of the country. The chapter 
highlights the successes of a non government group through implementation of a 
range of cross cutting interventions aiming to bring about a holistic change in the 
lives of the communities by uplifting their socioeconomic and health status. The 
Khoj projects emphasizes that there is no concept of recipients, as the community 
is involved in managing the development of the project including efforts access 
and obtain the resources needed. The chapter outlines the broader context within 
in which the project takes place with a brief description of the health sector in 
India and highlights the features of the community centric sustainable strategies 
of Khoj that brought about improvements in the overall well being of the 
population.

Chapter 13 by Franceschini and colleagues use the settings approach to high-
light what can be achieved in Latin American countries (LAC) where policies and 
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interventions to tackle poverty and inequalities in health have tended to focus on 
disease prevention and treatment. The authors argue that to create sustainable strat-
egies it is more beneficial to follow a “settings approach”, based on the belief that 
determinants of poverty and equity, and their influence on health, can be tackled 
through activities, which embrace and work with existing community networks and 
infrastructures. This may include the creation of appropriate public policies and 
laws and places particular emphasis on the importance of working with regional 
and local governments.

This chapter looks at the Healthy Municipalities and Communities movement, 
developed in the 1990s, whose aim was to look at underlying living conditions and 
build on existing assets. The focus is deliberately shifted from a focus on illness and 
disease to tackling the determinants of health. The chapter concludes by highlight-
ing the constraints of traditional evaluation methods in their ability to record and 
assess the significance and impact of “asset building” in projects. Participatory 
evaluation techniques, it is proposed, may be an effective methodology to engage 
people in a joint reflection and learning process.

Houeto and Deccache (Chap. 14) provide an example from Benin, West Africa 
of how parental and community assets can help to control under five child malaria. 
This chapter reviews the issues around the burden of malaria in the region and 
details the successful facets of a community-led, assets based, anti-malarial 
project.

Chapters 15–18 (Makara, Baum, Baban and Eriksson, respectively) consider the 
asset model through the policy lens and the range of issues that need be addressed 
by those in positions of power to ensure that appropriate attention is given to the 
approach.

Chapter 15 (Makara et al.) reflects on the Hungarian experience of adopting 
assets based approaches and the timeliness of adopting the asset approach as the 
country faces the challenges of the social and health impact of the economic and 
financial crisis. A greater focus on assets based approaches could help unlock some 
of the existing barriers to effective action on health inequities. The chapter high-
lights that Hungary has a history of asset based approaches in local communities. 
However, if an asset approach is to be realised, a number of things need to be in 
place to ensure that the aims and objectives of the New Hungary Development Plan 
(NHDP) can be reached. This chapter sets out the lessons learnt from the past and 
highlights the critical conditions for policy to assure they take account of the coun-
try’s assets at the national, regional and local level.

In Chap. 16, Baum examines the role of social capital in bringing about equity 
based policies that are central to achieving healthy populations. This involves a 
review of theories and evidence on the relationship between different forms of 
social capital (bonding, bridging and linking), equity and health outcomes.

Baum explores in detail how health inequities are created through social and 
economic structures, opportunities and networks, and psychosocial and behavioural 
mechanisms, and how social capital can play a role in making the outcomes more 
equitable. ‘A high social capital society has high social and civic participation with 
bonded, bridging and linking networks which produce co-operation and trust 
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among the citizens and a desire to provide a fair go, for all members of the 
community’.

But there is an issue of direction of causality. Wilkinson’s work indicates that 
equity of income distribution in a population leads to a society with these high 
social capital attributes However Baum points out that it is possible to assume that 
high social capital society will result in more equitable health outcomes and that 
social capital is easier to generate in more equitable societies. A virtuous cycle can 
be established.

The role of governments in creating and supporting social capital, and how 
social capital can effect political processes, is also examined. Linking social capital 
implies can be particularly important in bringing about redistributive and progres-
sive policies. A number of historical and contemporary examples are cited that 
demonstrate how movements of solidarity and democratization can impact on 
equity that there is a sense of obligation from powerful institutions in society 
towards the less powerful.

Thus a crucial public policy question is what are the conditions under which a 
society demonstrates higher degrees of linking social capital and solidarity? How 
can these attributes be fostered especially in an age in which economic globalisa-
tion stresses the value of individual autonomy.

Baum concludes that further research on social capital and its relationship to 
health equity that is more strongly informed by political economy theory will be 
important for better understanding of its role as a health asset.

Chapter 17 by Baban and Craciun focuses on the assets required for the health 
and wellbeing of adolescents living in Romania. They use data from the Romanian 
Health Behaviour in School Aged Children survey to examine how ‘internal and 
external assets’ relate to the mental health and health behaviour of this group of 
young people. In particular they investigate the relationship between school social 
capital and mental health and consider the implications for health promoting school 
based policies. The authors argue that the assets based model for health provides a 
useful framework, demonstrating how school health promotion should focus on 
building internal and external resources, helping young people to become active 
agents in the promotion of their own mental well being and health behaviour. 
Results demonstrate that changes in family structure, parenting patterns and the 
easy availability of unhealthy lifestyle options means that the contemporary role 
played by school in the health education of teenagers has assumed greater impor-
tance than in the past. Gender differences also emerged from the study, with boys 
demonstrating more internal and external resources than girls. Data such as this can 
be useful in developing national school policy, promoting student centred methods 
that help increase self efficacy and self esteem.

Eriksson and Lindstrom in the final Chap. 18 assess the potential of the saluto-
genic approach as the basis for tackling public health challenges. The salutogenic 
approach focuses on assets for health and the processes that can promote health.

Salutogenic theory is conceptually and empirically sound. The application of the 
sense of coherence scale (SOC) demonstrates the evidence potential as for research 
and practice.
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Potentially the salutogenic approach embraces a number of concepts that are 
concerned with assets for promoting health. The sense of coherence has similari-
ties, as well as differences with a range of other concepts including resilience, 
hardiness, self efficacy, empowerment and habitus and cultural capital.

There is potential to integrate the sense of coherence as an indicator within the 
health indicator system. It is important that SOC as a health indicator is assessed 
on a population level, and the authors propose introducing a new concept RALY – 
Resource Adjusted Life Year as a measure to include in vital statistics – applied on 
a general population level. The inclusion of SOC as a health indicator is important 
for the deeper integration of the salutogenic perspective on healthy public policy – a 
policy development approach that ‘gives people the possibility to live the life they 
want to live’. The salutogenic model can also provide a comprehensive cross sectoral 
framework and coherence for policy making.

The salutogenic framework is also important for public health and health promo-
tion research. The authors introduce a model that draws on a number of theories and 
brings together ‘research on risk factors for vulnerability and adversities, protective 
factors for survival and good health outcomes with salutary factors promoting 
health and Quality of life’.

Together the chapters demonstrate what we already know about positive approaches 
to population health. In doing so, they raise the issues that need to be addressed if we 
are to move towards a robust and systematic evidence base that highlights the benefits 
of investing in the assets of individuals, communities and populations for long term 
sustainable health and development.

London, UK Antony Morgan
London, UK Amanda Killoran
London, UK Maggie Davies
Venice, Italy Erio Ziglio
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1.1 Introduction

In an increasing number of countries, politicians, policy makers and  practitioners are 
now convinced about the need to tackle health inequities both between and within 
countries to ensure that these heath inequities are increasingly recognised as a global 
problem. In 2000, the 189 states of the United Nations reaffirmed their commitment 
to work towards a world in which eliminating poverty and sustaining development 
would have the highest priority (WHO 2003). Nonetheless, whilst there are many 
examples of national governments developing comprehensive  strategies, programmes 
and initiatives to tackle inequities (DH 2003; MHSA 2003; King 2000), countries 
vary in their awareness and commitment to take action (Judge et al. 2006).

Despite the growing number of policy commitments to tackle inequities, overall 
improvements in health since the 1950s are coupled with persistent differences in 
health between different social groups. Evidence demonstrates that even in Europe 
today, there are many examples of systematic differences in health between 
 different social groups and in all European countries most disadvantaged groups 
have worse health and higher mortality (Whitehead and Dahlgren 2006). This 
 suggests that some of the policies and interventions put in place to alleviate these 
differences are failing some sections of our societies. Moreover in some instances, 
some of these well-intentioned policies may in fact be having some negative 
 unintended consequences. Despite calls for all health policies to be “equity 
proofed” (Acheson 1998; Stahl et al. 2006) many cross-government policies are 
implemented without adequate attention to their impact on health inequities.
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Why should this be? Firstly, it is well recognised that the multifaceted causes 
and solutions required to address the underlying determinants of inequities pose 
particular problems for policy makers, in that policies need to be long term, require 
intersectoral collaboration (Exworthy et al. 2003) and continued resources if goals 
of sustainability are to be reached.

Secondly, whilst there is a wealth of data (Marmot et al. 1991; Wilkinson 1996) 
documenting the amount and type of inequities that exist in populations, there is 
little empirical evidence about the effectiveness of strategies for reducing them 
(Mackenbach and Bakker 2002; Whitehead and Dahlgren 2006). Moreover, the 
evidence that does exist tends to be of a higher general order, describing the types 
of actions that are required but stopping short of how these actions might work for 
different population groups in different contexts. In addition, the mechanisms giving 
rise to inequities are still imperfectly understood and evidence remains to be gathered 
on the effectiveness of interventions to reduce such inequities (Woodward and 
Kawachi 2000; WHO 2005).

Thirdly, a lack of attention to follow through well-intentioned policies and prog-
rammes with sophisticated action plans for implementation, often leads  expectations 
by Government, professionals and the general public to be undermined. Action 
plans which don’t pay attention to the need for adequate performance manage ment, 
insufficient integration between policy sectors, and contradictions between health 
inequities and other policy imperatives may fail (Exworthy et al. 2002).

Fourthly, in the context of this paper we argue that in its quest to improve health 
and combat disease, public health has focused on gathering evidence about “what 
works” from a deficit point of view. That is, there is a tendency to focus on identifying 
problems and needs of populations that require professional resources and high 
levels of dependence on hospital and welfare services (Morgan and Ziglio 2006; 
Ziglio et al. 2000). This leads to policy development which focuses on the failure 
of individuals and local communities to avoid disease rather than their potential to 
create and sustain health and continued development.

Whilst deficit models are important and necessary to identify levels of needs and 
priorities, they have some drawbacks and need to be complemented by asset perspec-
tives. The asset model presented here aims to redress the balance between evidence 
derived from the identification of problems to one which accentuates positive capability 
to jointly identify problems and activate solutions, which promotes the self-esteem 
of individuals and communities leading to less dependency on professional services. 
This can lead to an increase in the amount and distribution of protective/promoting 
factors that are assets for individual and community level health. Redressing the balance, 
however, does not mean that one approach is better than the other. But in evidence terms 
at least, the asset model may help to further explain the persistence of inequities despite 
the increased efforts by governments internationally to do something about them.

The asset model described here draws on a number of perspectives to help us 
more systematically understand the causes and mechanisms of inequities in health 
and what to do about them by:

Drawing on the theory of salutogenesis to investigate the “key factors” or “health • 
assets”, which support the creation of health rather than the prevention of disease.
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Applying the concept of asset mapping to help create more effective solutions to • 
implementation working with the existing capabilities and capacities of indi-
viduals and communities and building on them.
Employing the use of a new set of asset indicators with multi-method evalua-• 
tions to assess the effectiveness of community based approaches to tackling 
health inequities.

1.2  What Are Health Assets?

The World Health Organization (WHO) European Office for Investment for Health 
Development based in Venice, Italy, is using the term “health assets” to mean the 
resources that individuals and communities have at their disposal, which protect 
against negative health outcomes and/or promote health status. These assets can be 
social, financial, physical, environmental or human resources (e.g. education, employ-
ment skills, supportive social networks, natural resources, etc.) (Harrison et al. 2004).

As such, a “health asset” can be defined as any factor (or resource), which 
enhances the ability of individuals, groups, communities, populations, social 
 systems and/or institutions to maintain and sustain health and well-being and to 
help to reduce health inequities. These assets can operate at the level of the indi-
vidual, group, community, and/or population as protective (or promoting) factors to 
buffer against life’s stresses.

It is possible to identify health promoting/protecting assets from across all the 
domains of health determinants including our genetic endowments, social circum-
stances, environmental conditions, behavioural choices and health services. An 
inventory of health and development assets would, as a minimum, include:

At the • individual level: social competence, resistance skills, commitment to 
learning, positive values, self-esteem and a sense of purpose. For example, with 
respect to young people an asset approach to health and development could 
involve prevention activities which focus on protective factors which build resil-
ience to inhibit high-risk behaviours such as substance abuse, violence, and 
dropping out of school.
At the • community level: family and friendship (supportive) networks, intergen-
erational solidarity, community cohesion, affinity groups (e.g. mutual aid), reli-
gious tolerance and harmony. For example, the cohesiveness of a community 
measured by a set of strong and positive interlocking networks may be seen as 
a health asset. In this instance, the asset has the potential to be health promoting 
irrespective of the levels of disadvantage in that community.
At the • organisational or institutional level: environmental resources necessary for 
promoting physical, mental and social health, employment security and oppor-
tunities for voluntary service, safe and pleasant housing, political democracy and 
 participation opportunities, social justice and enhancing equity. For example, health 
systems across Europe are under utilised instruments for social and economic 
development. In an asset model, planners would ask how health services can make 
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best use of their resources (and maximise their assets) to help reduce health inequities 
by impacting on the wider determinants of health, to build stronger local econo-
mies, safeguard the environment and to develop more cohesive communities.

1.3  Developing the Asset Model

Working together, assets based approaches add value to the deficit model by:

Identifying the range of protective and health promoting factors that act together • 
to support health and well being and the policy options required to build and 
sustain these factors.
Promoting the population as a co-producer of health rather than simply a consumer • 
of health care services, thus reducing the demand on scarce resources.
Strengthening the capacity of individuals and communities to realise their • 
 potential for contributing to health development.
Contributing to more equitable and sustainable social and economic develop-• 
ment and hence the goals of other sectors.

In reality, both models are important, however, more work needs to be done to 
redress the balance between the more dominant deficit model and the less well-
known (and understood) asset model. The asset model presented here promotes a 
more systematic approach to understanding the science and practice of an asset 
approach to health and development. In doing so, it has the potential to create a 
more robust evidence base that demonstrates why investing in the assets of indi-
viduals, communities and organisations can help to reduce the health gap between 
those most disadvantaged in society and those who achieve best health.

The asset model draws on a number of current and resurgent ideas found in the 
literature. The first of these is the concept of salutogenesis, coined by Aaron 
Antonovsky (1987, 1996) to focus attention on the generation of health as compared 
to the pathogenesis focus on disease generation. Salutogenesis asks, “what causes 
some people to prosper and others to fail or become ill in similar situations?” It 
emphasizes the success and not the failure of the individual and it searches for the 
foundations of positive patterns of health rather the foundation of negative outcomes.

The asset model also incorporates the idea of asset mapping as a way of 
 promoting effective implementation of equity focused policies by taking a  positive 
approach to measuring and diagnosing community capacity to engage in health 
development activities. Kretzmann and McKnight (1993) describe asset mapping as 
a process of building an inventory of the strengths and gifts of the people who make 
up a community prior to intervening. Asset mapping reveals the assets of the entire 
community and highlights the interconnections among them, which in turn reveals 
how to access those assets. McKnight (1995) claims that asset mapping is necessary 
if local people are to find the way toward empowerment and renewal.

The asset model also promotes a multidisciplinary approach to the evaluation of 
complex interventions, deriving a new set of “salutogenic” indicators useful for 
measuring the effectiveness of these interventions in different contexts.
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Figure 1.1 highlights how the asset model can be utilised to:

Generate a “salutogenic” evidence base that identifies the most important health • 
promoting and/or protective factors for health and the actions that need to be 
taken to create the necessary conditions for health.
Assess how most effectively to implement the actions required to create these • 
conditions for health.
Develop the most appropriate measures and evaluation frameworks to assess the • 
effectiveness of these actions.

1.4  Using Salutogenesis to Build an Evidence Base for Health

Evidence-based public health is now well established and forms an integral part of 
the decision making process for health development. Much work has already been 
done to create the scientific base for action (IUHPE 2000), and a range of method-
ologies developed to evaluate these actions. The asset model seeks to complement 
these achievements by building a more systematic approach to collecting and syn-
thesising evidence based on the theory of salutogenesis.

The “salutogenic” perspective or “the origin of health” allows us to identify 
those factors which keep individuals from moving toward the disease end of the 
health and illness spectrum (Lindström and Eriksson 2006). It can help us to iden-
tify the combination of “health assets” that are most likely to lead to higher levels 
of overall health, well-being and achievement. Specifically, the concept embraces 
the need to focus on people’s resources and capacity to create health. It argues that 
the more that individuals understand the world they live in, which is manageable 
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and has meaning, the more they can utilise the resources they have themselves and 
around them to maintain their own health. Lindström and Eriksson (2005) argue 
that the concept can be applied at an individual, group and societal level.

A “salutogenic” approach to building an evidence base for public health would 
include the need to identify those health promoting or protective factors (assets) that 
are most important in creating health and to understand the implications for action.

At its core, salutogenesis asks:

What external factors contribute to health and development?• 
What factors make us more resilient (more able to cope in times of stress)?• 
What opens us to more fully experience life?• 
What produces overall levels of well being?• 

Applying this concept to the search for evidence on the determinants of health 
and the evidence of the most effective actions has the potential to explain further 
what is required to tackle inequities in health. It also encourages the discipline 
of modern epidemiology to move towards finding answers to what creates 
health, rather than its traditional focus of generating evidence about the causes 
and distribution of disease and early death. The asset model therefore calls for a 
rethinking of the theoretical basis on which the public health evidence base is 
built.

The key questions for an epidemiology of health would include:

What are key assets for health and development at each of the key life stages?• 
What are the links between these assets and a range of health outcomes?• 
How do these assets work in combination to bring about the best health and well • 
being outcomes?
How may these factors be used to contribute to reductions in health • 
inequities?

Of course, there are many examples where this approach to research is already 
being taken. The asset model aims to encourage a more systematic way of collecting 
and synthesising this research to ensure that it features in the ongoing practice of 
evidence-based public health which is still dominated by a positivist biomedical 
approach to understanding “what works.”

Notable examples include the work of the Economic and Social Research 
Council (ESRC) Priority Network (http://www.ucl.ac.uk/capabilityandresilience/) 
and the Search Institute (http://www.search-institute.org/).

The ESRC Priority Network (Bartley 2006) has compiled the most recent evi-
dence on the best ways to promote “capability and resilience” two concepts used to 
refer to the ability to react and adapt positively when things go wrong. This research 
recognizes resilience as an asset because it allows individuals to rise above poor 
circumstances and succeed either to avoid high risk taking behaviour or to thrive in 
the face of these circumstances.

The concept of resilience has been identified as an example of an important 
health asset to support the healthy development of young people particularly those 
who are growing up in difficult circumstances. Resilient young people possess 

http://www.ucl.ac.uk/capabilityandresilience/
http://www.search-institute.org/
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problem solving skills, social competence and a sense of purpose, which can be 
utilised as an asset that can help them rebound from setbacks, thrive in the face of 
poor circumstances, avoid risk-taking behaviour and generally continue on to a 
productive life.

The Search Institute has developed 40 essential developmental assets for young 
people, particularly during adolescent years, which foster resilience capabilities 
and support growing up as healthy, caring and responsible people. Many of the fac-
tors associated with resilience in young people relate to the social context within 
which they live.

1.5  Assets in Action

The Acheson Report on Inequalities in Health (Acheson 1998) recognized that 
the solutions to major public health problems such as heart disease, cancers, 
mental health and accidents are complex. These problems require interventions, 
which cut across sectors to take account of the broader social, cultural, economic, 
political and physical environments which shape people’s experiences of health 
and well-being.

Some evidence exists to demonstrate that communities which are more cohe-
sive, characterized by strong social bonds and ties are more likely to maintain and 
sustain health even in the face of disadvantage (Putnam 1995; Kawachi et al. 
1997).

The cohesiveness of a community measured by a set of strong and positive inter-
locking networks and their positive impact on well-being may be seen as a health 
asset. In this instance, the asset has the potential to be health promoting irrespective 
of the levels of disadvantage in that community.

Supporting the development of strong cohesive communities is now common-
place in many government strategies to tackle health inequities and most people 
working with local populations realise that good community capacity is a necessary 
condition for the development, implementation and maintenance of effective inter-
ventions (Morgan and Popay 2007). However, Jordan et al. (1998) argues that 
whilst the nature and extent of public involvement in determining the most appro-
priate ways of developing health has increased, the quality of consultation remains 
questionable. One reason for this is that policy makers under heavy pressure to 
achieve very specific national policy targets may feel that the involvement of the 
community is time consuming and that they can suffer a loss of control. This can 
lead to community involvement activities becoming tokenistic and separated from 
the main decision making processes of professionals.

Another problem associated with poor community involvement is that profes-
sionals tend to define communities by their deficiencies and needs. These needs are 
often translated into deficiency-orientated policies and programmes which rightly 
identify the problems and try to address them. A possible downside to this approach 
is highlighted by Kretzmann and McKnight (1993), who claim, from their work with 
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communities, that many low-income urban neighbourhoods have become environ-
ments of service where behaviours are affected because residents come to believe 
that their well-being depends upon being a client. They therefore suggest that rather 
than focus on deficits an alternative approach would be to develop policies and 
activities based on the assets, capabilities and the skills of people and their 
neighbourhoods.

Learning how to ask what communities have to offer begins a process of building 
and developing local capacities for creating health. It brings knowledge, skills, and 
capacities out into the open, where they can work together to everyone’s benefit. 
As the web of assets grows, so does the potential for the community to work with 
professionals as co-producers of health, which can also contribute to a sense of 
belonging and more cohesive communities.

Community asset mapping processes, as outlined by Kretzmann and McKnight, 
help to initiate a process that fully mobilizes communities to use their assets around 
a vision and a plan to solve their own problems. They illustrate the differences 
between the traditional approach to assessing need and the asset approach, which 
identifies the following distinct categorisations for asset identification:

• Primary building blocks: assets and capacities located inside the neighbourhood 
and largely under neighbourhood control (e.g. skills, talents and experience of 
residents, citizen associations etc).

• Secondary building blocks: assets located within the community but largely 
controlled by outsiders (physical resources such as vacant land, energy and 
waste resources; public institutions and services).

• Potential building blocks: resources originating outside the neighbourhood out-
side the neighbourhood controlled by outsiders (e.g. public capital improvement 
expenditures).

Guy et al. (2002) promote asset mapping as a positive, realistic (starting with what 
the community has) and inclusive approach to building the strengths of local com-
munities towards health improvements for all. Asset maps provide a starting point 
for taking action in a way which builds trust between professionals and local 
communities.

Asset mapping is therefore a key step in the process of implementing well-inten-
tioned policies aiming to tackle health inequities. Good health needs assessment 
should provide a means of identifying the health assets and needs of a given popula-
tion to inform decisions about service delivery. Combined with more traditional ways 
of measuring need, asset mapping can provide health promoters with an understand-
ing of how best to create the conditions required to maximise the potential for 
health.

Asset mapping also helps us to conceptualise what is “salutogenic” – health 
enhancing in the contexts of people’s physical, emotional, economic and cultural 
environments. In doing so, it begins the process of identifying the most appropriate 
“asset indicators” to be used in the evaluation of strategies aiming to create the 
conditions for health.
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1.6  Assets and Evaluation

The asset model encourages the use of a new set of indicators to evaluate those pro-
grammes and initiatives that are developed to promote health and the reduction of 
health inequities, as defined in this article. Work is already under way to classify a 
set of “salutogenic” indicators that can be used for this purpose (Bauer et al. 2006). 
The development of these indicators is the first step in producing a revitalised evi-
dence base developed through an asset approach to health and development.

The next, perhaps more challenging, step is to find appropriate methods and 
means of evaluating these programmes to help demonstrate the value in investing in 
the asset based approach. Some of this evidence already exists, however, as Hunter 
and Killoran (2004) note, much of the relevant evidence base available to provide 
answers on the best way of tackling inequities does not match the traditional requirements 
in evidence based medicine. Evidence arising from a “salutogenic” approach to 
health and development probably lies in this domain.

Savedoff et al. (2006) argue that this evaluation gap has arisen because govern-
ments and official donors do not demand or produce enough impact evaluations 
which aim to tell us the types of social interventions that succeed, and those which 
are commissioned are often methodologically flawed.

In addition, whilst there is much rhetoric in policy and research about the need 
to employ a multidisciplinary approach to finding evidence about the social deter-
minants of health, the positivist model of synthesising evidence on the whole 
remains in the biomedical tradition.

The asset model uses an evaluation framework that follows the general shifts in 
policy thinking over the last few years which have refocused interventions (Hills 
2004):

From a disease prevention model targeting morbidity and mortality to a more • 
positive approach targeting general health and well-being.
From a model of single disease causality to a multiple dynamic model of health • 
and its determinants.
From individual style interventions to more community based and system level • 
interventions.
From the notion of passive recipients of health programmes to a more active • 
public participation movement in health.

The asset model approach to evaluation endorses the framework put forward by 
Wimbush and Watson (2000) which demonstrates that there are many stages and 
forms of evaluation which contribute to the development of effective interventions. 
They call for a more explicit expression of the types of questions that need answer-
ing, for whom and for what purpose. Focusing evaluations on outcomes and effec-
tiveness may meet the information needs of strategic planners but often fall short 
of answering questions for stakeholders involved in other parts of the implementa-
tion chain. In addition, as Koelen et al. (2001) argue, “methods of research have to 
be determined, among others, by the purpose of the study the context and the 
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 setting, the theoretical perspectives, the applicability of the measurement tools and 
the input of community participants.”

More emphasis on evaluation that helps us to understand the mechanisms of 
change and the underpinning theories upon which programmes are based may help 
us to overcome the evaluation gap on how best to tackle health inequities. Pawson 
and Tilley’s (1997) notion of realistic evaluation is helpful as it promotes 
 theory-driven evaluations which help to capture the linkages between the context 
(the necessary conditions for an intervention to trigger mechanisms), mechanisms 
(what is it about a particular intervention that leads to a particular outcome in a 
given context) and outcomes (the practical effects produced by causal mechanisms 
being triggered in a given context).

The values of the asset model fit comfortably with these approaches to evaluation. 
Its framework for evaluation incorporates an analysis of different stakeholder per-
spectives, in particular, the voices of local communities in the evaluation  process, 
and addresses the need to ask questions not only about what works, but for whom 
and in what circumstances. In doing so, it draws on a range of approaches and 
methods to produce a single coherent model for assessing the effectiveness of 
“salutogenic” approaches to health and development.

The asset model evaluation framework also answers the call by Hunter and 
Killoran (2004) for interventions to reflect theoretical approaches to understanding 
social and environmental sources of structural inequities. As many of the important 
assets for health and development lie within these domains, it promotes the need to 
answer questions of how these factors interrelate, how they are mediated and how 
they are constructed over an individual life history.

The asset model encourages the art of systematic reviewing to pay more atten-
tion to how different kinds of evidence can be brought together to help with the task 
of piecing together an “evidence jigsaw” (Whitehead et al. 2004). Such a “jigsaw” 
would encompass different types of evidence – for example, evidence about the 
potential effectiveness of policies (from experimental, quasi-experimental, and 
observational studies); evidence on the diagnosis and/or causes of problems that 
could contribute to the development of appropriate interventions/programmes; and 
evidence on costs and cost-effectiveness.

Therefore, it may not be a lack of evidence that is necessarily the problem, but 
the ways in which we conceptualise issues and where we look to find the evidence. 
Judd et al. (2001) advocates a shift away from a pathogenic risk factor and 
outcomes-orientated perspective of evaluation towards a more balanced menu of 
possible targets for change and accompanying standards for defining success. They 
argue that this is not at odds with standards that are systematic and supportive of 
accountability. A more “salutogenic” approach to evaluation will allow the process 
and outcomes of community based evaluations to be relevant to community stake-
holders, policy makers and funders.

The asset model has the possibility to help to reconstruct better evaluation 
frameworks because:

It seeks to understand the combination of factors required to effect population • 
heath.
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It majors on the need to employ community-based approaches to health develop-• 
ment and in so doing recognises that evaluations should articulate process, 
impact and experience.

1.7  Conclusions

The values and principles of the asset model reflect those originally articulated in the 
Ottawa Charter (WHO 1986). In particular, it emphasises the need to strengthen 
local communities – the model, through asset mapping, promotes the process of 
community empowerment to encourage “their ownership and control of their 
own endeavours and destinies” (McKnight 1995). It also supports the development 
of personal skills through its “salutogenic” approach to health development. It  creates 
supportive environments by helping to identify the key assets which generate living 
and working conditions that are safe, stimulating, satisfying and enjoyable.

Many of the key assets required for creating the conditions for health lie within 
the social context of people’s lives and therefore it has the potential to contribute to 
reducing health inequities.

It has the potential to revitalise the evidence-base for public health by helping 
politicians, policy makers, researchers and practitioners rethink how to conceptua-
lise the concept of health to:

Raise the self-esteem and resourcefulness of individuals to improve and sustain • 
their own health.
Provide mechanisms to ensure that all policies and programmes aimed at tack-• 
ling health inequities take account of the positive attributes already existing in 
individuals and communities.
Improve the efficiency of organisations to contribute to the overall well-being of • 
the communities they serve.

The asset model presented here aims to revitalise how policy makers, researchers 
and practitioners think and act to promote a more resourceful approach to tackling 
health inequities. The model outlines a systematic approach to asset based public 
health which can provide scientific evidence and best practice on how to maximise 
the stock of key assets necessary for promoting health.

In research terms, this evidence-base needs to articulate what the most important 
assets are for health and development and how policy and practice can support 
individuals, communities and organisations to utilise them for health and develop-
ment. Research is also required to convince policy makers of the economic benefits 
of investing in the positive-centred asset approach. The evidence-base also needs to 
be drawn from the practical experiences of the people working most closely with 
communities to understand how these assets can be released in real life settings. 
If it does this, it has the potential to strengthen the evidence-base for public health, 
which, to date, has been dominated by deficit models of health.

Redressing the balance between the asset and deficit models for evidence-based 
public health could help us to unlock some of the existing barriers to effective 
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action on health inequities. This re-balancing would help to better understand the 
factors that influence health and what can be done about them. It therefore pro-
motes a positive and inclusive approach to action.

Given the increasing global context for health, the asset model also provides an 
opportunity for innovation and collaboration at an international level so that we can 
galvanise efforts to revisit existing evidence with an assets frame of reference, and 
to collect new data that tells us how to maximise the stock of health and develop-
ment assets, both within and across countries, to help to sustain health for all now 
and in the future.

Previously published as: Morgan, A. & Ziglio, E. (2007). Revitalising the  evidence 
base for public health: an assets model. Promotion & Education, Supplement 2, 17–22.
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2.1  Introduction

In the 1960s the anthropologist Colin M. Turnbull wrote two books that raised much 
debate – “The Forest People” and “The Mountain People” (Turnbull 1961; Turnbull 
1972). The books were about two African tribes, the first living in its original habitat 
in the forest, thriving and deeply rooted in its culture, rituals and mastery of life in 
spite of the hard living conditions of the jungle. The other tribe had been driven from 
its original habitat by “the modern development”, to face hunger, disease, and a 
struggle for survival. The mountain people finally lost their pride and culture, this 
first created internal conflicts and manslaughter, at the end, a state of mental collapse 
and total apathy. The debate in the 1960s was about the right to write about the death 
of a culture in such a depressing way. This still was a time of hope and dreams of a 
prosperous, independent future in Africa and the ending of colonisation.

Looking back 40 years later at Africa, with the endless series of civil wars, the 
exploitation and misuse of resources and on top of it the HIV/AIDS catastrophe, 
one could argue that the picture Turnbull painted was closer to real life than he had 
ever expected. As an anthropologist he used his stories to draw painful parallels 
from the developing world and phenomena within Western cultures to highlight 
universal trends. The state of the mountain people is similar to what has been called 
the “concentration camp disease” where people just give up because they have lost 
their meaning in life. On the other hand, we have the stories of people who in spite 
of these hardships never lose their motivation and out of this hopeless situation cre-
ate a meaning. This meaning enables them, not only to survive, but to carry on with 
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life in full mental and spiritual well-being. This  phenomenon came under scientific 
study about 25 years ago and created the framework for salutogenic research 
(Antonovsky 1979, 1987). We have just completed a systematic study of salutogen-
esis and found that there is a strong correlation to mental well-being and quality of 
life in populations and individuals who have developed a strong sense of coherence 
– the key mechanism in the salutogenic model. The model has been tested in at least 
32 different countries in 33 languages and it was found that the model works in all 
these diverse cultures (Eriksson and Lindström 2005, 2006).

2.2  Background

The focus of this book is the concepts and models conducive to positive health. One 
would wish there were universal features and models within health promotion that 
could be helpful on a global scale and support the general development of mankind. 
Besides the description of so called “positive concepts” of health our aim here is to 
look for universal concepts and solutions. At the same time postulating that many 
of the post-modern trends that upset mental stability are global features that either 
directly or indirectly influence all countries of the world. It is also clear that 
Western cultures have a strong focus on the individual and the protection of the 
rights of the individual as stated in the United Nations (UN) Declaration of Human 
Rights, as compared to cultures where the collective efforts are considered more 
important than the individual. From the perspective of health promotion this can 
make a huge difference, as the emphasis on either the collective or the individual 
creates different prerequisites for health, including mental health.

2.3  The Present: From Modernity to Post-Modernity

The literature of post-modern or late-modern society is today abundant but diverse 
(Bauman 1989; Giddens 1990, 1991). While ancient society was based on mythical and 
religious beliefs, the Modernity from the Enlightenment period until present day holds 
the rational and logical perspective of science as the ultimate tool for the explanation of 
reality, in its smallest detail. While public health develops as a construct of modernity. 
Post-modernity again deals with the deconstruction of society in all respects; everything 
from the society’s central institutions to central values. The world is seen as ahistorical 
and deinstitutionalised, driven by the subjective ethics of the individual. More moderate 
theories say that we are in a transition period called the late-modern period (Giddens 
1990, 1991). Post-modernists claim man is living in a vacuum without any view of 
where he is coming from or going to (Bauman 1989). The rationality and logic of science 
is questioned because it has proved to be unable to explain all aspects of reality. As a 
consequence, man turns to other models or explanations and forces (like the market or 
new age ideology) which compete for command of the mind. The post-modern person 
is alienated from the local community. Instead abstract systems, symbolic values (such 
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as market and media) disturb this relationship and expert systems have become the 
power to turn to when religion lost its footing (Giddens 1990, 1991). This means that a 
person, instead of trusting their own judgement or their support network of family and 
friends, turns to expert advice which takes command of issues that ordinarily could be 
solved by the person himself. Thus post-modern man can be described as a vulnerable, 
rather confused, disillusioned person that tries to find his own way in a chaotic and 
fragmented existence without coherence. At the same time, Western societies carry the 
ideal of the individual at centre, his freedom of choice and autonomy stands above the 
needs of the collective (Bourdieu 1993). More activities are available per time unit than 
ever before, helping to create a ever complicated set of circumstances under which 
people are expected to build their competence for health and life.

2.4  The Issue of Health Once Again

Much of the critique around various descriptions of health has been that the con-
cepts stem from the orientation of disease where health and disease are placed on 
the same axis but are diametrically opposed to each other. This would indicate that 
the same mechanisms would operate in the creation of disease as in the creation of 
health but in different directions. This is partly true but there are also other options. 
If one considers in more detail the elimination of a pathogenic condition (a disease) 
in an organism often means that the specific condition is taken out of the system 
with little or no consideration of the effect on the health equilibrium. The traditional 
World Health Organization (WHO) declaration of health from 1948 suffers from 
the same deficit where “health” is seen as an absolute level which is only achieved 
when disease is taken out of the system (WHO 1946). Health is therefore defined 
by the absence of disease. If we instead create a model where there are three differ-
ent dimensions: disease and its opposite “contra-disease”, health and its opposite 
“contra-health” and quality of life and its opposite “contra-quality of life”, one may 
assume that the state of health, contra-disease and quality of life are situated in the 
same pole. However, one can combine the positions in any way (partly depending 
on the definitions of health, disease and quality of life). For example, a person with 
a high quality of life may have a low degree of health and a high degree of disease, 
or a person who perceives she has a high degree of well-being in spite of suffering 
from a disease and limitations of functions. In the same way there are people with 
a low quality of life who can have a high degree of health and no disease. In fact, 
one can imagine any combination of the three dimensions.

The WHO only included a fourth dimension, spiritual well-being, to the physical, 
social and mental dimensions in the 1980s (Mahler 1987). Today, health is seen as an 
asset for everyday life and not an end product. This is stated in the Ottawa Charter 
(WHO 1986) on health promotion where health is seen as the process that can lead 
to the fulfilment of people’s life goals. “Health promotion is the process which 
enables people to gain control over their health determinants in order to improve 
their health and thereby be able to live an active and productive life” (WHO 1986).



20 B. Lindström and M. Eriksson

One can see this process as three phases, the first recognises the background 
(the determinants), while the second sets an objective (to lead an active productive 
life). The third phase is the activity (the enabling process) where the determinants 
are used to reach the objective in a dialectic relationship between people, the set-
ting and the enablers. While at the heart there is the active, participating human 
being.

In general there is much more knowledge and information on what causes dis-
ease and the treatment of these conditions (the pathogenic orientation) than on what 
causes and then maintains and develops good health (the salutogenic orientation). 
Only recently there has been concrete theoretical and empirical constructions ori-
ented towards the salutogenic framework, the most well known is Antonovsky’s 
framework (Antonovsky 1979, 1987).

2.5  An Interdisciplinary Framework to Health?

It is possible that the concept of mental health needs to be examined from other, 
and joint perspectives, rather than simply as a health science in order to be fully 
understood (Klein 1990). One approach may be the theory and practice of interdis-
ciplinarity which has evolved as a theoretical framework over the last century.

Klein describes interdisciplinary work as being a way of:

Answering complex questions• 
Addressing broad issues• 
Exploring disciplinary and professional relations• 
Solving problems that are beyond one discipline• 
Achieving unity of knowledge on a limited or grand scale• 

The understanding of any societal mental health discourse is a complex question 
involving history, macro-politics, socio-economic development culture and traditions 
of both individual nations and continents as a whole. Interdisciplinary research has 
a history over the past century involving most social sciences and especially educational 
sciences supported by many scientists, intellectuals and organisations (such as the 
Organisation for Economic Co-operation and Development (OECD), and United 
Nations Educational, Scientific and Cultural Organization (UNESCO)). It has been 
particularly apparent in the critical movements such as structuralism and deconstruction 
(Lévi-Strauss, Foucault, Kuhn among others). The strength of the interdisciplinarity 
is the integrative approach.

The health sciences have had such a strong disease orientation that it becomes 
difficult to look beyond this approach. A typical example of this problem is the use 
of the quality of life concept in health and medical research. After its introduction, 
there was a brief period of a broader understanding of the quality of life concept but 
it is now dominated by the so called “health-related quality of life” research, actually 
evaluating the effect of medical interventions on people’s quality of life. This is 
good and relevant research but it should rather be called disease-oriented quality of 
life research, as the concept of positive health has been lost.
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2.6  Welfare as a Prerequisite for Well-Being

Welfare within the industrialised world after World War II was increasing at a stable rate 
until the early 1970s. Material living conditions also improved for the majority of the 
population. In sociology, the negative effects of economic growth raised the question of 
other welfare measurements besides the gross national product (GNP) per capita.

Although concepts such as the standard and level of living have been used since 
the early twentieth century, they were not defined before the UN published a report 
on “International Definition and Measurement of Standards and Levels of Living” 
(1954). This report stated that the best way of defining the level of living in a popu-
lation is to quantify clearly defined aspects, or parts of the individuals’ life situa-
tion, correlating to the objectives of the UN Charter. The UN attempted to find a 
composite measurement to describe components of different life spheres of the 
population. The components chosen represented the aims of the different UN 
organisations. Standard of living was later defined as:

The level of satisfaction of needs of the population assured by the flow of goods and ser-
vices enjoyed in a unit of time or…the extent to which the overall needs of the population 
are satisfied.

(Johansson 1970)

The first studies using these measures were conducted in the UK and West 
Germany, where indicators such as the extent of ownership of TV, cars, telephones 
etc., were used. The UN has later been criticised for the over-emphasis on the 
importance of consumer goods.

The OECD in Europe developed a system of measuring social development. 
This activity has later been combined with similar activities within the UN. 
The economic recession in the mid-1970s increased the interest to develop com-
pound social indicators. These were developed through a process of, firstly by 
developing a list of social concerns, secondly by developing indicators and thirdly by 
field testing. The first list of indicators was published in 1973 (List of Social 
Concerns Common to Most OECD Countries) and was revised in 1982 (The OECD 
list of Social Indicators 2009). The latter includes the following indicators:

 1. General Context Indicators
 2. Self-sufficiency Indicators
 3. Equity Indicators
 4. Health Indicators
 5. Social Cohesion Indicators

In the Nordic countries, Sweden was the first to apply studies on the level of living. 
The emphasis was on finding and describing the living conditions of the general population 
with special focus on low income groups. The perspectives used were distribution of 
resources and individual control, and the level of living standards were defined as:

The individuals’ disposition of monetary resources, goods, knowledge, physical, mental 
energy, social relations, security …, which enable the individuals to control and consciously 
influence the conditions. The components that were considered relevant in the late 1960s 
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in Sweden were: health, nutritional patterns, housing, conditions of upbringing, family 
relations, education, employment, working conditions, economic resources, political 
resources, leisure time and recreation.

(Johansson 1970)

The Swedish study influenced subsequent Norwegian, Finnish and Danish national 
studies of living conditions. Completed in 1975, the Finnish study was a compara-
tive Nordic study, which also explicitly uses the term of quality of life. The study, entitled 
“Having, Loving and Being”, defined welfare as: “a state where people are able to 
satisfy their central needs” (Allardt et al. 1980).

Allardt et al. (1980) described two dimensions of welfare: the material and the 
non-material. The level of living is set by the degree of satisfaction of material 
needs while well-being is defined by satisfaction of non-material needs. The dimensions 
of standard of living and quality of life are given in Table 2.1.

The level of living (having) is defined in material (objective) resources and the 
individuals’ satisfaction with these (subjective). Quality of life (loving and being) 
is defined by the individuals as satisfaction of non-material needs in relation to 
other people, society and nature.

In the United States a somewhat similar tradition developed. The focus of interest 
was perceived satisfaction in respect to different spheres of life. Campbell defined 
quality of life as a subjective measure describing how people experience their lives 
(Campbell et al. 1976). Objective conditions of life were considered less important. 
The central concepts in Campbell’s research were satisfaction and happiness.

A combination of both subjective and objective data was introduced by Andrews 
and Whitney developing measures of “perceived life quality” (Andrews and 
Whitney 1976). Life is divided into different roles (working life, housing, family, 
companionship) and different values (success, beauty, freedom, happiness) and a 
combination of the above. Statistical analyses resulted in 12 factors important to the 
individual’s quality of life: the individual’s experience of: (1) self-concept, (2) family 
life, (3) economy, (4) life enjoyment, (5) housing, (6) family activities, (7) disposition 

Table 2.1 “Welfare” having – loving – being

Objective indicators (needs)
Subjective indicators 
(wants)

Emphasis on the 
material and 
impersonal

Level of living: objective measures of 
material or impersonal resources

Dissatisfaction: 
subjective feelings 
of satisfaction – 
dissatisfaction 
as regards the 
material living 
conditions

Emphasis on the 
non-material and 
social

Quality of life: objective measures as regards 
people’s relation to

Happiness: subjective 
feelings of happiness

1. Other people
2. Society
3. Nature

Allardt et al. (1980)
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of personal time, (8) leisure time activities, (9) government, (10) local access to 
goods and human services, (11) health, (12) occupation. Originally 100 different 
spheres were analysed and about 5,000 people were interviewed.

In the Nordic countries, as a critique to Allardt and Johansson the Swedish soci-
ologist, Swedner, developed a model he calls “Take-Have-Give” where both quali-
tative and quantitative methods are used to describe the social reality of people 
(Swedner 1983). According to this model, “health” is something the individual 
achieves and maintains (have). In order to be able to accomplish this, resources are 
actively taken from the immediate surroundings (take). Quality of life is defined 
within the activity arena (give) (love, self-respect, appreciation, self-realization). 
This model considers individuals as social beings. A good quality of life is achieved 
when social networks are functioning and psychological needs are fulfilled.

To achieve a high standard of living the individual has to be satisfied within the fol-
lowing life areas: physical capability, ability of social contact, knowledge, working skills, 
influence on physical environment, power, ability to reach set objectives. These 
resources can be used to reach certain objectives both on the individual level (happiness 
or joy) and on a group level (companionship, security, solidarity). These life objectives 
are considered to be the qualities of life, which describe the existence of an individual 
or a group (Swedner 1983). Do people who live in welfare states perceive they have a 
high state of mental health or well-being? This question is difficult to answer.

Subjective well-being has such a strong cultural component. However, one can 
see that the welfare states have provided dimensions that improve physical and 
social well-being and Denmark and Sweden, with well established welfare states, 
rank repeatedly among the first in the world in relation to happiness or subjective 
well-being. Whilst it is impossible to talk about direct causal relationships, there is 
evidence that interventions at community level improve and increase mental well-
being. The strongest evidence comes from the WHO healthy city project where a 
controlled intervention in a city proved that providing multilevel resources 
increased levels of satisfaction and optimism of the population (de Leeuw 2003).

In social science, quality of life has been included in the concept of “welfare” to 
describe mainly non-material human needs or perceived well-being or “loving” and 
“being”. Human activities or “doing” and “giving” in the sense of self-realisation 
and self-respect and respect for others have later been introduced as quality of life 
concepts.

There are some additional theoretical aspects that can be useful in this context of finding 
coherence for systems. They have served as inspiration but are not further explored in 
this chapter. These are the concept of “habitus” by Bourdieu (Bourdieu 1993) (which 
relates to a common collective consciousness), and Bronfenbrenner’s ecological devel-
opment model (combining micro, meso and macro systems) (Bronfenbrenner 1979).

Some concepts have recently come to the fore within health promotion research. 
These are the concepts of social capital and empowerment. Social capital identifies 
the social resources of a person in terms of human relationships. Social capital and 
networks have always been difficult to study and quantify empirically. While 
Diderichsen and Whitehead make a distinction between vertical and horizontal 
social capital (Whitehead and Diderichsen 2001).
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Horizontal social capital relates to people’s intimate and immediate human rela-
tionships. In terms of health, horizontal social capital seems to promote mental and 
psychological well-being and the individual’s self-esteem. Vertical social capital 
refers to how the individual relates to horizontal social capital and other social 
levels such as neighbourhood, local community, city, region and nation. This notion 
is similar to the concept “connectedness” used in resilience research in school age 
children. Connectedness seems to promote both physical and mental health and 
school success. The instrument is developed by the United Nations Children’s Fund 
(UNICEF) and has been tested in over 60 different countries with similar positive 
results (Blum,1 personal communication, 2001).

The next concept central to the health promotion process itself is the principle and 
theory of empowerment (Freire 1970; Rappaport 1987). Freire used empowerment as 
a way of learning, focusing on populations that have difficulties in acquiring learning 
in ordinary institutions. He was working on the reduction on inequity by learning and 
mobilising the uneducated. He was for a period expelled from his country, Brazil, 
because his government became afraid of the revolutionary component in his learning 
philosophy regarding redistribution of power. Empowerment is about giving people 
control and mastery over their own lives; similar to the enabling process in health 
promotion. It is about the development of abilities and coping skills and endowing 
people with the ability to enable and to work for active critical consciousness-raising. 
It is also a democratic concept looking at the structure of power and a process of 
professional activity and a relinquishment of the professional power.

2.7  Can Learning Be Conducive to Mental Well-Being?

Like empowerment, the learning process itself can promote well-being, if it is carried 
out according to the principles of health promotion. Learning, in its broadest context, 
is the interaction between a person (the actor) and the world (the structure) and 
mediated by activity or other people producing coherent knowledge. The way 
people are treated by others in learning situations will affect their well-being. 
The science of learning is complex not easily transferable due to its strong associa-
tions with culture and traditions. For instance, the way mothers in Bali socialise 
their children by completely neglecting the child if it expresses its demands through 
aggression or crying would, in a Western context, be an indication of severe neglect. 
Another comparison between countries with students with a similar high level of 
mathematical skills, found different teaching methods were used. In the Netherlands, 
teachers tended to provide students with models for solutions, while in Japan the 
teachers first let the students try to find their own solutions. In both countries, stu-
dents have excellent mathematical skills, yet it doesn’t necessarily follow that the 

1Professor Robert Blum, Department of Population, Family and Reproductive Health, Johns 
Hopkins Bloomberg School of Public Health.
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Dutch students would become even better if the teachers adopted Japanese learning 
strategies. This is because the teachers’ learning methods are indicative of the coun-
tries’ individual cultures (Stigler,2 personal communication, 2003).

Learning can be superficial, particularly where people are taught simply to 
memorise, without real understanding. Some have better skills (genetic or acquired) 
to memorise than others, however people tend to forget details after only a short 
period of time. Therefore, if teaching is to be effective, sustainable and correlated 
to mental well-being, superficial learning corresponding mainly to cognitive intel-
ligence is not recommended as a learning principle for health promotion.

The effects of learning are also related to the micro-culture of the student, i.e. 
social class and belonging. If these facts are not considered, learning can be ineffec-
tive and exclusive. Most schools are constructed around a non-differentiated learning 
model where the ones who come from a family background and social class with 
“school intelligence” are favoured as these children already have a “learning culture” 
to do well in schools. Schools could therefore unwillingly increase social and health 
differences (Rutter 1980; Nutbeam 1993; Nilsson 2003). Another approach is so-
called in-depth-comprehension or deep-learning. In deep-learning there is a focus on 
connecting what is taught to the background and culture of the ones who are learn-
ing. In addition, deep-learning not only favours cognitive intelligence but also 
responds to the other qualities of intelligence (Gardner 1991).

Effective learning is related to the contents, the methods of delivery, the setting 
(context) including the emotional climate, the quality and relationship between 
learner and teacher and finally to the form of evaluation or outcome. Today it is 
considered that it is more effective to let students construct their own knowledge and 
integrate that into their value-system rather than being fed with ready-made facts. 
“Evidence based learning” exists in several forms and has to be adapted according 
to several of the factors mentioned previously creating wholeness, coherence and 
mental well-being (Lindström and Nafstad 2003). Effective learning is stimulated 
via a variation of methods, which should be shaped and defined through constant 
evaluation.

2.8  Positive Concepts of Mental Health Within Social 
Psychology

More than 40 years ago Marie Jahoda presented a report “Current concepts of positive 
mental health” (Jahoda 1958). The task was given by the US Joint Commission on 
Mental Illness and Health to find an evidence base to support decisions regarding the 
reconstruction of mental health services in the US. The report concluded that the 
most common definition of mental health is the absence of mental illness. Another 
approach was to use normality, either as a statistical normal phenomena or as a 

2Professor Stephen M. Stigler, Department of Statistics, University of Chicago.
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normative idea of how the human being should function. Jahoda voiced scepticism 
about both approaches, pointing out the danger of cultural definitions of normality 
such as those prevalent in Nazi Germany (she herself had been forced to flee 
Austria because of the German Anschluss).

Jahoda’s report included six topics (all of which individually, or in combinations, 
were thought to serve as criteria for mental health):

 1. Attitudes of the individual towards herself
 2. The development of self-esteem
 3. The degree of the integration of personality
 4. The level of individual autonomy
 5. The sense of reality
 6. The ability of the individual to adapt to the environment

She then postulated what conditions characterise a state of good mental health. 
There is a need for: a positive self-concept; an ability to be active and to develop 
individual talents; to be an integrated person; to be able to take individual decisions 
and actions without isolating oneself from other people; to have an adequate percep-
tion of reality and good emphatic skills; and finally to be able to create deep and 
lasting relationships to other persons (at least one to a person of the opposite sex). 
However, there has been little use of Jahoda’s work in practice.

The Norwegian psychologist, Siri Naess, created the concept “inner quality of life” 
equal to mental well-being (Naess 1974, 1987, 1979). The criteria for a good inner 
quality of life are based on a normative value system structured around a theoretical 
analysis. According to Naess the inner quality of life increases when the individual:

 1. Is active
 2. Has good interpersonal relations
 3. Feels self-esteem
 4. Has a basic mood of joy

These concepts are defined as:

 1. Active in the sense of: being interested and engaged in something outside yourself 
(hobby, work, politics, religion, art) which you experience as meaningful, having 
an appetite for life.

 2. Self-esteem in the sense of: knowing yourself, feeling good as a human being, 
being aware of your skills, feeling useful, satisfied with your achievements, morally 
valuable and reaching set standards.

 3. Good interpersonal relations in the sense of: having a close, mutual and warm 
relationship to at least one human being, having an active satisfying sexual relation, 
finding friendship and loyalty and a feeling of participation and belonging (to 
friends, neighbours, working companions, friends).

 4. Joyful state of mood in the sense of: having rich intense feelings of beauty, feeling 
close to nature, open and receptive, secure, harmonious, the absence of worry, 
anxiety and restlessness, a state of joy and compassion, finding life rich and 
rewarding, the absence of emptiness, depression, pain and discomfort.
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The values are not ranked hierarchically but are all considered equally important 
(Naess 1974). Naess (1979) argues that society as a whole benefits more from allo-
cating resources to children than to other population groups. This is because chil-
dren have a long life ahead of them and they will be able to influence their own 
children who again will have children. On a population basis, the middle-aged 
group probably has the greatest resources available while the elderly have least 
resources at their disposal. Hypothetically, a society could use this argument and 
allocate such resources to increase the quality of life in the elderly. This interven-
tion enhances the quality of life of the elderly but they can never reach the level of 
the general population. Sooner or later, the quality of life of other groups would 
decrease. Schools and day-care services for children would suffer, which would 
have a negative effect on the general quality of life of the population in the long 
term. Therefore investment in children would provide the best value for money.

Obviously, Naess’ value system can create strong individuals or groups that have 
little solidarity towards society as a whole. A further development of Naess’ ideas 
towards a system considering both the inner quality of life concept and external factors 
has been made by Kajandi: “In spite of all, man is a social being, living in a social 
context in groups and societies out of the simple reason that this promotes survival and 
welfare. A central component of the quality of life is thus the sense of contribution to 
the best of the group and society by individual labour” (Kajandi 1981). As a conse-
quence Kajandi added the external conditions of life where work, the personal econ-
omy and housing are the central concepts. Thus, three spheres of life are included in 
Kajandi’s model: external conditions (work, economy, housing), interpersonal relations 
(intimate relationships, friendships, family relations), inner psychological conditions 
(activity, self-concept, basic mood). The inner psychological conditions include: activity, 
self-image and basic state of mood (joy). These concepts are almost identical to the 
model that Naess created and are therefore not repeated here.

To conclude, quality of life in psychology was initially used to set objectives for 
people’s mental well-being, based on theoretical analyses and normative value systems. 
Quality of life is described in life spheres where the psychological dimension represents 
the personal sphere (Naess et al. 1979), the interpersonal sphere describes social rela-
tionships and the external sphere socioeconomic conditions (Kajandi 1981). The model 
was developed further by Lindström for public health and health promotion including 
four life spheres as seen in Table 2.2 below (Lindström 1994).

This quality of life model is a development of Naess’ and Kajandi’s models. Naess 
(1974) described a value based model for “inner quality of life” using mental and social 
components. This was related to a socioeconomic context by Kajandi (1981). Here the 
model is expanded into four life spheres: The global, external, interpersonal and personal 
sphere. These components can be adapted universally to any human context: every 
person has a physical, mental and spiritual dimension representing the personal sphere. 
This is experienced in a context of social relationships and support, i.e. the interpersonal 
sphere which again has a socioeconomic context, i.e. the external sphere.

Finally there is a macro level including a society and its culture in a geophysical 
context, i.e. the global level. This general quality of life model needs to be further 
operationalised for the individual or population approached. This model has 
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recently been suggested as an instrument in the evaluation of the effectiveness of 
health promotion (Raphael 2002).

Another model of similar value is the Canadian model: “Being, belonging and 
becoming”, which has a clearer process orientation (Raphael 2002). Quality of life is 
here considered as a dynamic, holistic and complex multidimensional phenomenon, 
based on a deep and equal respect for the individual and his/her own expression, which 
is the outcome of interactions between the person and the environmental context. 
Hence the quality of life developed by the Canadian Centre for Health Promotion is:

… the degree to which the person enjoys the important possibilities of his or her life. 
(Rootman et al. 1992)

2.9  Methodological Problems in Assessment of Happiness, 
Well-Being and Quality of Life

There are many problems involved in the assessment of quality of life, subjective 
well-being or happiness. According to Heal and Sigelman cited by Shalock 
there are four major ways in which methods for assessing well-being can differ 
(Shalock 1990). Firstly, measures can be objective and/or subjective. Secondly, 
they can be absolute or relative, i.e. either directly index people’s quality of life or 
compare it to an optimum standard. Thirdly, quality of life can be reported directly 
by the subjects of study or assessed by someone else (by an informant or a proxy 
such as a relative, friend or by the investigator). This method is used when it is dif-
ficult to get a direct reply from the subject because of developmental reasons or 
communication difficulties.

Table 2.2 A general quality of life model, life spheres and dimensions

Spheres
Dimensions (objective/
subjective) Examples

Global: ecological, societal 
and political resources

1. Macro environment Physical environment, 
respect for human 
rights, equity, 
resource allocation

2. Culture
3. Human rights
4. Welfare policies

External: social and economical 
resources

1. Work Education, employment, 
economy, standard of 
housing. Satisfaction 
with these conditions

2. Income
3. Housing

Interpersonal: resources in social 
relationships and support

1. Family structure and function Size of family, friends, 
intimate relationships, 
support from 
neighbours and society. 
Satisfaction with above

2. Intimate friends
3. Extended social support

Personal: personal resources 1. Physical Growth, activity, self-
esteem and basic 
mood, meaning of life

2. Mental
3. Spiritual

Lindström (1994)
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Finally, the measure can be generated by the investigator or by the subject of 
study. Measures can be objective, i.e. focus on conditions (such as standard of housing, 
income and level of education) or subjective, i.e. focus on perceived satisfaction 
with life in general or with specific conditions of life. Objective measures can be 
evaluated externally while the subjective ones need an internal evaluation.

Historically, in quality of life studies, only objective measures have tended to be 
used but today subjective or combined subjective-objective measurements are more 
common. There are several difficulties involved in the interpretation of the subjective 
dimensions and the perceived quality of life. Individuals, cultures and nations have 
different levels of aspirations and also different ways of expressing satisfaction. This 
means that people can express higher or lower levels of satisfaction with exactly the 
same objective circumstances. Generally people with low incomes and low education 
or older people tend to idealize their conditions, i.e. express more socially desirable 
levels of subjective well-being (de Maio 1984). However the effect on self-reported 
assessments has been shown to be small (Atkinson 1982; Crowne and Marlowe 1964), 
and the use of anonymous questionnaires also reduces this tendency (Naess 1987).

On the individual level there are people who tend to agree or disagree with 
whatever is being asked (so-called yay- or naysayers). It has been shown that sub-
jective well-being measured as an overall life satisfaction on a national level is 
fairly consistent. Nineteen countries participating in a survey on life satisfaction, 
repeated over 10 years, kept almost the same rank order over time. Denmark and 
Sweden held the top positions (Ingelhart and Rabier 1985), while Japan and Greece 
ranked the lowest. No developing countries participated in the survey.

On the individual level, longitudinal studies have shown that subjective global 
well-being (or basic mood) is fairly consistent in spite of intermediate negative or 
positive life events. Life events have a time-limited effect on the subjective wellbeing 
(Veenhofen 1991). People tend to readjust to base levels quicker when positive, 
rather than negative life events have occurred (Lazarus and Lannier 1979).

In studies where several subjective measurements are used they have been found 
to correlate more strongly to each other than to the actual objective indices of quality 
of life (Mastekaasa et al. 1988). Children create a special problem in the assessment 
of subjective well-being, because their responses tend to be more inconsistent over 
time (Shalock 1990).

The measure of quality of life can be generated by the investigator or by the 
subjects of investigation (Campbell et al. 1976). Campbell used this latter method 
asking the population what areas of life were perceived as most important using 
about 100 alternatives and through various statistical methods ended up with 12 
areas later used in interviews. Flanagan (1982) asked people of different socioeconomic 
and age groups about critical life incidences that had enhanced or worsened their 
life and arrived at five general dimensions of quality of life: physical and material 
well-being; relations with other people; social activities; personal development and 
recreation. Naess (1979) used a philosophical argumentation approach to design an 
instrument for the measurement of “inner quality of life”. This method represents 
a value-based method which was also used by Kajandi (1981) but in combination 
with external life conditions.
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A major decision in the study of quality of life is the choice between the indi-
vidual approach and the population approach. Most quality of life research is based 
on individuals where their personal needs, functions and preferences are assessed. 
One of the limitations of the individual approaches is the difficulty of generalizing 
the findings to a whole population group. The population approach defines general 
characteristics of a group of people, and assesses the quality of life conditions that 
are important for this population. Thereby a standard or norm for such a population 
is formed. Each quality of life indicator is standardized on the basis of what is good 
or bad for the population (Shalock 1990). In this process a base value has to be set 
for each variable.

In welfare studies such base values or “floor values” have mainly been used to 
register problems, e.g., the number of children living in poverty (Allardt et al. 
1980). The quality of life approach focuses on people’s resources, thus the quality 
of life base values measure how well people are doing. It is possible to use life-
enhancing mechanisms such as in the salutogenic approach, i.e. defining general 
resistance resources of a population (Antonovsky 1979, 1987).

Thus, if the objective is to establish an acceptable base level for the population, 
it is less interesting to describe groups that do extremely well or extremely badly. 
According to Mastekaasa the increase of a certain variable, such as an increase in 
economic resources, is not always positively correlated to quality of life (Mastekaasa 
et al. 1988; Naess et al. 1979). Up to a certain level the increase can have a positive 
influence on quality of life but this is not always constant. Sometimes a further 
increase can have no, or even a negative effect on quality of life (Ventegodt 1995).

It is possible to weight variables depending on their presumed importance. However, 
weights have seldom been used since it is difficult to find objective weighting criteria. 
One way to reduce this difficulty is to avoid variables that represent people’s prefer-
ences and concentrate instead on variables that give people choices (Ringen 1988).

Finally, people in different societies live under different conditions and have different 
requirements. Therefore, the base values vary depending on what society is studied. 
Nevertheless, the framework as such can be applied and in those societies with strong 
similarities, common base values can be used to form a quality of life standard.

2.10  The Concept of Resilience

The concept of resilience stems from psychology and is a way of explaining how 
people can manage life and live well in spite of adverse situations. As a scientific 
concept it was first developed for children and young people and has later been 
expanded into adulthood. The evidence base on the concept of resilience includes 
over 40 years of data from a longitudinal study (Werner and Smith 1982, 2001). In 
addition, Rutter has presented a historical development of the concept of resilience 
which has been defined in a number of ways (Rutter 1985). At first it was a question 
of demonstrating how negative life events produced developmental delays and psy-
chiatric disorders as was demonstrated in the mental health movements of the early 
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twentieth century. Resilience was put on the agenda again after World War II 
through Bowlby’s studies of separations and negative factors leading to psychiatric 
disorders (Bowlby 1979). Later the focus was on the conceptualization of various 
types of life events and their effects and how personal losses or environmental 
threats lead to psychiatric problems. According to Rutter, the risk potential of dif-
ferent life experiences varied in their impact on cognitive and behavioral 
development.

More recently, it was demonstrated there were many children who, in spite of 
these extreme conditions in their environment, still managed to develop normally. 
It was not only a question of the quality and quantity of life events but of factors 
related to the individual and the context. This lead to the concept of invulnerable 
children or Gidden’s concept of “steel dolls”, i.e. children who were constitution-
ally so tough they could endure almost any external pressure (Dencik 1989). 
However, it was later demonstrated that resistance is relative depending on both the 
environment and the constitution. Further, resistance is not a stable quality but varies 
over time and circumstances. It also became evident that there were factors that 
could ameliorate the impact of life events which again leads to the search for pro-
tective factors, which modify or alter a person’s response to an environmental 
hazard.

The longest prospective study related to resiliency is a study from Kauai in 
Hawaii where consecutive generations have been studied over four decades (Werner 
and Smith 1982; Werner and Smith 2001). Fonagy et al. (1994) however, argue in 
a paper on the theory and practice of resilience that the first and most important key 
to resilience in childhood is based on the reflective dialogue, the person being con-
firmed, seen and respected for what she is by a trusted person or a significant other. 
The literature on resilience is difficult to review as it has so many entry points. In 
principle this research is looking for factors that enable people to develop normally 
in spite of adverse life conditions. Firstly, factors related to the individual (genetics, 
age, developmental stage, gender, constitution, life experience and life history). 
Secondly, the context (social support, social class, culture, setting). Thirdly, the 
quantity and quality of life events (desirability, controllability, magnitude, clusters, 
time-duration and long-term effects).

In adolescence there has been a focus on how well the social arenas of the 
young, the family, the social and geographical context, cultural and historical con-
text, the learning systems, finally, the work place or daily activity, are connected. 
Evidence shows that the connectedness of these arenas has a major impact on resil-
ience, life success and well-being (Resnick et al. 1997). This has been studied in 
different ethnic, social and cultural groups in over 60 countries. The conditions and 
skills to manage are different over different time periods and cultural contexts. 
This fact is important in the application of resilience theory. If it is a question of 
developing competence and a new repertoire to reach one’s life goals, it is important 
to understand that competence applied yesterday perhaps is not functional today 
because the conditions have changed. This underlines the fact that in the post-modern 
times characterized by its rapid changes and turbulence, many of the traditional 
structures and functions of societal institutions, such as family and school, have 
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been undermined and are no longer of such importance. In addition, values and 
structures have become less coherent as new players such as the market systems, 
media and new information technology move into the arena. We thus have to look 
for more flexible models of resilience. This is why the salutogenic model (see later 
in this chapter) has such strength – it does not deal with development, specific 
structures or protective factors.

Both Rutter (1980) and Antonovsky (1979, 1987) emphasize at the relativity of 
concepts; protective factors in one context can be risk factors in another and vice 
versa. One can easily be seduced by the idea of the resilient child or person but in 
a humanistic perspective it is first of all important to consider the issue of ethics, 
equity, sustainable human settlements and ecology rather than admiring the survival 
of the strongest and most competitive individuals. It would be much more impor-
tant to develop societies and life conditions where individual resilience is not fun-
damental but rather focus on creation of settings where we all have the opportunity 
to live well. However, the knowledge gained from research on resilience can be 
used for this purpose.

2.11  The Salutogenic Framework

More than 20 years ago Aaron Antonovsky introduced his salutogenic theory, 
“sense of coherence”, as a global orientation to view the world and the individual 
environment as comprehensible, manageable and meaningful, claiming that the 
way a person views life has a positive influence on their health (Antonovsky 1979, 
1987). The sense of coherence (SOC) theory explains why people in stressful situ-
ations stay well and even are able to improve their health. The SOC theory, integrating 
a stressor-resource concept, could be useful to help people manage all kinds of 
daily stressors and major life events and still remain healthy. Fundamental to the 
salutogenic theory is that health is viewed as part of the health ease/disease con-
tinuum. Health is here seen as a movement or a process, where people are always 
in some respects healthy and independent of existing distress and diseases. The para-
digm shift from the pathogenic focus on risk factors for diseases to the salutogenic 
focus on the strength and determinants for health was introduced (Antonovsky 
1979, 1987).

Previously stress was seen as a negative event that increased the risk of breaking 
people down. Over time the understanding became more relative where the nature 
of the stress agent, the abilities of the people involved and the environment played 
important roles. Both health and stress research initially considered the stress factors 
(or stressors) as problematic negative events in people’s lives. In contrast, 
Antonovsky stated that diseases and stress regularly occur all the time and it is 
surprising that an organism is able to survive at all for such a long time. His conclu-
sion was that chaos and stress is part of life and natural conditions (Antonovsky 
1991). The interesting question is how we can survive in spite of this or how we 
can manage the lack of control over our life? In his world, health becomes a relative 
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concept on a continuum and the really important research question is what causes 
health (salutogenesis), not what are the reasons for disease (patogenesis).

Conceptually, it seems Antonovsky seeks support from many other theoretical 
frameworks to synthesise the core concepts of salutogenesis. The fundamental new 
concepts are the generalised resistance resources (GRRs) and the SOC. The GRRs 
are biological, material and psychosocial factors that make it easier for people to 
perceive their lives as consistent, structured and understandable. Typical GRRs are 
money, knowledge, experience, social support, culture, intelligence, traditions, 
ideologies etc. If a person has these kinds of resources available herself or in her 
immediate surroundings there is a better chance for her to deal with the challenges 
of life. They help the person to construct coherent life experiences. What is more 
important than the resources themselves is this ability to use them, the SOC, the 
second and more generally known salutogenic key concept. The GRRs lead to life 
experiences that promote a strong sense of coherence – a way of perceiving life and 
an ability to successfully manage the infinite number of complex stressors encoun-
tered in the discourse of life. The SOC is the capability to perceive that one can 
manage in any situation independent of whatever else is happening in life. The SOC 
is a resource that enables people to manage tension, to reflect on their external and 
internal resources, to identify and mobilize them, to promote effective coping by 
finding solutions, and resolve tension in a health promoting manner. SOC is flexi-
ble and not constructed around a fixed set of mastering strategies (like the classic 
coping strategies) (Antonovsky 1993a).

In the original text the SOC is defined as “as a global orientation that expresses 
the extent to which one has a pervasive, enduring though dynamic feeling of confi-
dence that 1) the stimuli deriving from ones’ internal and external environments in 
the course of living are structured, predictable and explicable; 2) the resources are 
available to one to meet the demands posed by the stimuli; and 3) these demands 
are challenges, worthy of investment and engagement” (Antonovsky 1987).

People have to understand their lives and they have to be understood by others, 
perceive that they are able to manage the situation and, most importantly, perceive 
that it is meaningful enough to find motivation to continue. The salutogenic concept 
is a deeply personal way of thinking, being and acting, a feeling of an inner trust 
that things will be in order independent of whatever happens. The inner trust devel-
oped by internalising the SOC concept leads us to identify, benefit, use and re-use 
the general resistance resources from our surroundings. Three types of life experi-
ences shape the SOC: consistency (comprehensibility), load balance (manageability) 
and participation in shaping outcomes (meaningfulness).

SOC is applicable on the individual, group and societal level and is fluctuating 
dynamically through life. Antonovsky postulated that SOC is mainly formed in the 
first three decades of life (Antonovsky 1987). Thereafter he thought that only very 
strong changes in life could upset and change the SOC. Speaking in general terms 
people who are approaching their fourth decade in life today have had enough experi-
ence of life to become independent persons with a job and an education, have enough 
experience of social structures and relationships and also formed a view of life. 
Antonovsky further boldly postulated the SOC was universally applicable to all cultures 
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and ethnic contexts. At the time of his death much of the empirical evidence to either 
support or refute his theories was not available. A year before his death he published 
an article that summarised the evidence up to 1992 (Antonovsky 1993a). Until now 
nobody has really tried to pull all the knowledge together in a systematic way.

2.12  Contemporary Evidence on SOC and Especially  
in Relation to Culture and/or Mental Well-Being,  
Quality of Life and Health

To date, the SOC questionnaire has been used in 33 languages in 32 countries on 
more than 200,000 subjects in studies varying from large samples of the general 
population covering 20,000 persons to small samples of 10–20 individuals 
(Eriksson and Lindström 2005). Most of the studies are cross-sectional, though 
there are also some longitudinal and intervention studies. SOC is strongly and nega-
tively related to anxiety, burnout, demoralisation, depression and hopelessness and 
positively with hardiness, mastery, optimism, self-esteem, good perceived health, 
quality of life and well-being (Eriksson and Lindström 2005, 2006). SOC seems to 
be stable over time, at least for people with an initial high SOC, including fluctua-
tions of about 10%. Furthermore, SOC tends to increase with age over the whole 
life span. Gender differences are found, men usually score higher on SOC than 
women.

SOC seems to have a main, moderating or mediating role in the explanation of 
health (Eriksson and Lindström 2006). Furthermore, the SOC seems to be able to 
predict health. The results are more consistent in relation to factors that measure 
mental health. There is a strong negative association between SOC and anxiety, 
anger, hostility and depression, and a positive association with optimism, hope, 
learned resourcefulness and constructive thinking. One conclusion of this would be 
that SOC is analogous with mental health.

The positive relationship between SOC and health seems to be relatively clear 
for individuals scoring high on SOC. A high SOC protects health, but we have no 
clear indication of where the cut off point is and where SOC loses this protective 
effect. There are many scales measuring quality of life and well-being among dif-
ferent groups of chronically or seriously ill people, people with disabilities and 
their families, and older people. Most of them report an association between SOC 
and quality of life, life satisfaction and well-being. The higher the SOC the more 
satisfied people are with their lives, and consequently report a higher level of quality 
of life and general well-being. Independent of the instrument used for measuring 
quality of life, life satisfaction and well-being, the results supports the salutogenic 
theory as a health promotional resource. However, the direction of the relationship 
and the causality is somewhat unclear, therefore further research is needed.

What people are at risk of developing poor health? Social class and social condi-
tions have an effect on the individual health (Lundberg 1997). As a sociologist 
Antonovsky knew very well about the impact of social conditions on people’s 
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health. Can the SOC concept be realized only by people with a high level of educa-
tion, a good economy, a good social support, and social integration, an elite? We do 
not agree that SOC can only be the preserve of certain sections of society, and neither 
did Antonovsky. In a lecture at the Nordic School of Public Health in Gothenburg 
in 1993 he explicitly pointed out the responsibility of society to create conditions 
that foster the strengths of coping – that is, SOC. It is not question about a free 
choice of the person to cope well. The key lies in a society and in people who care 
about others (Antonovsky 1993b).

Maybe the empowerment concept, which is a supporting process whereby 
groups or individuals are enabled to change a situation, given skills, resources, 
opportunities and authority, could be seen as a tool for the enhancement of the 
individual SOC (Koelen and Lindström 2005). Unfortunately the association 
between empowerment and SOC has not been completely clarified. However, one 
example is the testing of a home-computing model for children with learning dis-
abilities. It was found that such a model empowers both parents and children as 
well as strengthening their SOC (Margalit et al. 1995).

One of the most fundamental elements of the empowerment concept is participa-
tion of individuals or groups. This enhances peoples’ understanding of what happens 
around them and shapes a sense of control of the situation. In health promotion 
activities and in clinical practice the empowerment of people could be accom-
plished through the practice of a clinical communication based on the salutogenic 
approach or a resource-oriented discussion as described by Malterud and Hollnagel 
(1998, 1999). This relates back to the discussion on learning earlier described in 
this chapter. One of the GRRs that generates the SOC is wealth, i.e. economy both 
at an individual and community level. SOC is clearly related to socioeconomic factors 
(Lundberg 1997). The higher the income level the stronger the SOC.

Antonovsky never asserted that SOC was the only and unique property to 
explain the movement towards health. There are other related concepts which con-
tribute to the understanding of the health process such as hardiness (Kobasa), sense 
of permanence (Boyce), the social climate (Moos), resilience (Werner) and the family’s 
construction of reality (Reiss) all mentioned by Antonovsky (Antonovsky 1987). 
Additional concepts which he did not discuss and which resemble SOC’s connec-
tion to health are learned resourcefulness, (Rosenbaum 1990) flow, (Csíkszentmihályi 
and Csíkszentmihalyi 1998) theories on welfare/well-being, (Allardt et al. 1980) 
quality of life (Naess 1987; Lindström 1994) and theories considering people in 
their social and cultural context (Bourdieu 1993; Klein 1990; Swedner 1983; 
Bronfenbrenner 1979).

The last 25 years of research has provided strong empirical support for the 
SOC theory. The analysis of variance shows that SOC is strongly related to 
health, especially mental health. The rest of the variance is explained or accounted 
for by other factors like age, social support, and education. The interpretation could 
be that SOC is not the same as health but is still an important disposition for peo-
ple’s development and maintenance of their health (Eriksson and Lindström 2006). 
The salutogenic orientation provides no prescription for a good life in the moral 
sense of the term; it can only help us understand health and illness (Antonovsky 
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1995). Furthermore, the potential of the salutogenic concept lies in its implications 
for creating societies that adopt a healthy public policy, where the content and the 
structure of all services are salutogenic, rather than a healthy policy only for the 
health services. It is important to strengthen available resources and to create new 
kinds of general resistance resources to make it possible for the citizens to identify 
and benefit from them. Maybe it is also time to consider a change of the original 
WHO declaration on health and adopt the salutogenic perspective in a revised defi-
nition. The authors of this chapter would willingly contribute to such a 
discussion.

Public health has largely operated within risk reduction framework. Identifying 
causal factors for disease and, together with medical science, searched for logical 
interventions to eliminate them. The history of this approach is as long as the his-
tory of public health, successful in simple causal relationships but finding it 
increasingly difficult to deal with more complex problems, sometimes even failing 
to solve them (e.g. the HIV/AIDS epidemic). However, if one could identify public 
health interventions directed towards the post-modern mechanisms there are per-
haps other solutions available. Out of the new theories on health and life manage-
ment, two themes have evolved.

Firstly, the salutogenic approach which claims health is open ended and depen-
dent on the skills to organise the resources available in society, the social context and 
self. This capability has been named the sense of coherence (Allardt et al. 1980).

Secondly, the theme of resilience claiming there are certain patterns of interac-
tion between the individual and his social context that develop hardiness against 
stress and the ill-health that could follow (Campbell et al. 1976).

Both resilience and sense of coherence, it is claimed, are developed mainly in 
childhood. Resilience theory addresses the post-modern issue of abstract systems 
alienating the individual from trust in self and local context. The essence of the 
literature of resilience focuses on the development of the reflective dialogue 
between the child and its social context. Salutogenesis again addresses mechanisms 
that enable people and populations to develop their health and deal with the frag-
mentation and chaos of reality through their senses of cognitive and emotional 
perception, behavioural skills and motivation through meaningful frameworks 
based on culture, tradition and belief systems. The combination of the two could 
perhaps guide public health and the children of the post-modern society towards a 
positive synthesis. The effect is that public health could make progress in an area 
where it has been least successful addressing social and mental well-being in a 
long-term perspective by the focus on prerequisites for quality of life (Andrews and 
Whitney 1976).

The contemporary knowledge base in health science claims that what we perceive 
as being good for ourselves (the sense of subjective well being) also predicts our 
positive outcome in objective health parameters, in other words, if we create processes 
where people perceive they are able to live the life they want to live, people will not 
only feel better but will also lead better lives. From a public health perspective there 
is of course not only a pursuit of an individual’s good life, but the good life of popu-
lations, including future generations.
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3.1  Introduction

In this chapter a theory that describes the assets that help to protect health is presented. 
Assets, and their opposite – the conditions which create vulnerabilities to ill health 
– are located in the lifeworlds of ordinary human experience and the health benefits 
and disbenefits which accumulate over the lifecourse (Kelly 2006). The life-
world and lifecourse together are the bridge between social structure and individual 
human biology. Together they constitute the focal point where society and biology 
intersect and interact. The lifeworld and lifecourse are the mechanisms through 
which the social determinants of health produce biological outcomes in individuals. 
This is the vital link in the causal chain from the social to the biological and from 
society to individuals. Assets and vulnerabilities are the crucial mediating or inter-
vening variables between the wider determinants of health and the human body and 
it is those intervening variables that produce individual differences in health 
(Lazarsfeld 1966; p. 157).

The theory begins with a consideration of the interaction between human 
 behaviour and the structural forces which determine health. These structural forces 
are called vectors (Kelly et al. 2009). Four vectors of causation are described; 
 population, society, organisation and environment. The theory developed in this 
chapter builds on the work done by members of the public health team at NICE to 
support the WHO Commission on the Social Determinants of Health (CSDH) as 
well as NICE’s experience of developing public health guidance (Kelly et al. 2007, 
2009; Blas et al. 2008).
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3.2  Vectors of Causation

3.2.1  The Population Vector

The first vector is the population vector. This consists of factors which impact on 
the health of populations as a whole, at national, regional and supra national levels. 
These factors arise because of the direct actions of organizations like the European 
Union (EU), nation states, global and national financial and banking systems, cor-
porations and businesses, regional governments, some civil society organisations, 
donor organisations, and health systems. The actions of these bodies and organisa-
tions produce: (1) economic structures and processes, productive arrangements and 
concomitant markets which generate wealth and structural inequalities within and 
between societies and between individuals; (2) the legal and regulatory frameworks 
which either value health or do not, protect the rights to health or do not and provide 
for labour, women and children’s protection, or do not; and (3) the mechanisms to 
monitor and evaluate the health of populations (Blas et al. 2008). There is consider-
able evidence demonstrating that these actors and their actions have profound 
effects on health of individuals and within and between societies (CSDH 2008).

The sequelae of the ways these actors and their actions work within this vector 
have been described in detail in connection with the WHO Commission on the 
Social Determinants of Health (CSDH 2008). For example the negative as well as 
positive outcomes of the economic process of globalisation have been delimited 
very precisely (Labonte et al. 2007). The ways in which legal frameworks can 
protect women from political and economic marginalisation is another (Sen et al. 
2007). The potential power of sound data collection systems, as the means of holding 
governments to account is yet another (Kelly et al. 2007). This evidence 
offers a starting point for understanding the causal mechanisms especially of the 
patterning of health at population level. The population vector is both the 
framework and the economic processes within which the overall patterns of health 
arise. At  governmental level, the degree to which states are fragile or corrupt, are 
accountable through the rule of law and the democratic process, are fundamental 
to the way the framework and process support or negate health. It may be thought 
of as an interlocking system of laws, regulation, markets and politics (Blas et al. 
2008; Bonnefoy et al. 2007).

To a very significant degree the ways in which this vector impacts on health for 
good or ill is a matter of political will and determination or of neglect (CSDH 
2008). In other words organisations like corporations and governments act deliber-
ately in what they do and their behaviour arises directly from human agency and 
intent. These actors in the population vector are goal oriented because men and 
women set the organisations up and run them in particular ways to achieve certain 
ends – corporations to make profits, donor organisations to provide relief, govern-
ments to govern and so on. Although of course they will always only be partially 
successful in their goals, and all of them are subject to the vagaries of unintended 
consequences, system dysfunctions and goal displacement, there is never the less 
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deliberate human intent behind the goals and actions (Merton 1940, 1957). This is 
somewhat different to the next vector, society, where the same degree of deliberate 
goal orientation is much less obvious. It is also important because therefore solu-
tions also lie within the power of human agency to do things differently and in ways 
that can promote rather than damage health if the will exists (Kelly et al. 2007).

3.2.2  The Societal Vector

The second vector is the societal vector. It is conceptually distinct from the 
 population level vector. Society is probably one of the most used but least well 
understood concepts in the social sciences. It is best described as that group of 
social forces which arise as a consequence of human behaviour in all its forms, 
which in turn impinge, constrain, and organise human affairs in ways which for the 
most part are not a direct result of intentional human agency or intention (Giddens 
1979, 1982, 1984). Society arises spontaneously from the billions and billions of 
human actions that take place every single second of every single minute. Politicians 
and governments always seek to control society, with varying degrees of success, 
and the regulations and legal frameworks described above in the population vector 
are manifestations of this. But societies are difficult to control because they have a 
reality sui generis independent of individual will (Hume 1748/2007; Smith 1776; 
Durkheim 1897/1952).

Society is made up of various elements, some of which will be touched on here. 
The building block of society is the dyadic interaction between two people (Simmel 
1950; Homans 1951; Parsons 1951; Garfinkel 1967). Interaction can take many 
forms of course. But every human encounter tends towards one or other of two ideal 
types of human interaction – authority or power (Weber 1947). In the first ideal type 
person A is perceived by person B to have some legitimate reason to interact with 
them and to seek to ask them to do something. The process is reciprocal in that both 
have expectations of the other which are regarded as legitimate and both benefit 
from the interaction (Homans 1951). The prototype of such an interaction might 
be a simple purchase in a shop. The shop keeper or shop assistant expects the 
customer, to ask them for something and if the shopkeeper has it, for a legitimate 
transaction to ensue in which goods are exchanged for money. This type of interac-
tion does not only occur in financial transactions or commercial arrangements. So 
a spouse asking their partner to make love, or in the work situation a line manager 
asking a colleague to perform a particular work related task, or a doctor asking a 
patient to remove an item of clothing in order to conduct a medical examination, all 
represent examples of the ideal type. The key idea is that the interaction is based on 
some notion (different in each of these cases) of the legitimate authority of one 
person over the other. The shop keeper, the partner, the work subordinate and the 
patient understand that the customer, the wife, the manager and the doctor all have 
a legitimate right to ask them to do what they are asking (May and Kelly 1982). 
It is important to note that the meaning attaching to the interaction, the legitimacy, 
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is situation and role specific. So if the interaction and requests occurred in other 
circumstances, or perhaps the roles were reversed, then the legitimacy evaporates 
and interaction tends to break down (Garfinkel 1967).

The alternative ideal type is when the person who is asked or told do something, 
does not want to do it because they do not recognise the right of the person doing 
the asking to do so. They resist. In order get their way, the person doing the asking 
uses power or force. So someone going into a shop demanding the contents of the 
till, someone wanting sex from someone else who does not, someone bullying a 
work colleague or someone telling another to remove clothing when the other does 
not want to, are ideal type examples. If the powerful are to get their way, they will 
have to use force or coercion or the threat of it to do so. The relationship is not 
reciprocal, because only one party benefits. The demand being made is not legiti-
mate and is not desired by the other party. So this relationship is one of power not 
authority.

Of course human interaction seldom fits neatly into these ideal types and is best 
seen as a spectrum between the two pure types of authority and power. Indeed much 
social life is made up of negotiating meaning and the consequent boundaries of 
legitimacy in human interaction and whether an action is about power or authority, 
or what mixture of each. It is out of this interplay at individual, group and organi-
sational levels that society arises as a complex web of meaning, negotiation and 
social relations. It all gets more complex as we move from dyads to triads and then 
to larger groups (Simmel 1950), but the social forms which arise from human inter-
action all develop out of the basic dyadic structure.

In the context of this chapter, power relations are of particular interest. To a very 
significant degree the shape of society reflects struggles for power and competition 
for resources and alternatively the degree to which social relations are governed by 
legitimate authority. This definition of power includes actions which are outside of 
any formal political process and include such things as teenage gangs struggling for 
territory, and elitist social groups attempting to maintain exclusiveness by elaborate 
social rituals, language and dress codes. Sometimes power is played out as violent 
aggression, sometimes as legally sanctioned oppression and violence, sometimes as 
the micro politics of the office or institution. The structures of power and domina-
tion from the most benign to the most malevolent are intrinsic to the human condi-
tion and from the perspective of public health the effects, especially of the negative 
experience of power, domination, aggression and force, and the more benevolent 
forms of social control, have direct impacts on health (Kelly 2001).

Power plays out formally as politics in the population vector, but if we restrict 
the analysis to formal political systems, the important social structural conse-
quences of power relations, viz. patterns of inequality, will be missed. Power 
struggles and the consequent patterns of social differences occur notwithstanding 
the intentionality of the actors involved. Formal controls of the economy belong in 
the first – population – vector, but the consequent social differences of the outcomes 
of economic power struggles belong to the second – social – vector. The social vec-
tor therefore includes social differences of all kinds. The important axes of social 
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difference are class, gender, religion, caste, tribe, place of residence, and status 
(Weber 1948). Social systems may be conceptualised as existing on a spectrum 
from those which are very homogeneous to those which are much more heteroge-
neous. Sociologists used to argue that the process of modernisation was one in 
which as societies became more advanced they also became more complex and 
more heterogeneous (Durkheim 1933). This feature is true at a very macro level, 
but it is also true that even the simplest societies exhibited a division of labour 
based on age, physical prowess, and gender and so on (Lenski and Lenski 1971; 
Megarry 1995). Social differences and their consequences may be simple or they 
may be complex, but they are a real feature of social systems with very real effects 
on society’s members.

Social difference, in whatever great variety of forms it may take, is a universal 
characteristic of human social systems. These differences have important conse-
quences including health consequences because they determine access to and pos-
session of assets and exposure to vulnerability. Social difference determines access 
to resources and therefore life chances (Weber 1948). And access to resources is 
fundamental to being able to cope with the travails of life. Resources in the sense 
used here can refer to money, social support, social capital, skills, psychological 
resilience and market position. None of these factors are distributed equally or 
randomly in the population. They are differentially distributed according to social 
difference and are the outcome of power struggles.

Social systems generate cultures (Archer 1996). Culture is where meaning is 
created, formalised and preserved. So culture is as intrinsic a part of society as the 
struggle for power and dominance. All human systems develop cultures which are 
more or less complex and consistent sets of beliefs, norms, ideas, religions, ideolo-
gies and so on. Societies have means of expressing these in verbal, written and 
musical forms. A critical aspect of culture is the judgements made by powerful 
gatekeepers about good culture and poor culture, usually defined as taste (Bourdieu 
1977, 1986). These judgments tend to reinforce definitions of who is a full member 
of the culture and who is not and are powerful resources for generating meaning 
linked to power. Societies develop varieties of ways of regulating cultural expression, 
religious and political ideas. To be distinctively human is to live in a cultural universe. 
To experience and share the membership of particular cultural groupings is essen-
tially human and cultural groupings are in turn defined with reference the sharing 
of particular cultural artefacts, understandings and meanings. Culture is inescap-
able. It is impossible to opt out. We are born into an existing cultural milieu and 
through socialisation will be immersed in it.

From a public health point of view culture acts as a mediator of meanings associ-
ated with health, justice and fairness. People make sense of the worlds around them, 
including the changes they witness in their body as a consequence of disease. They 
assess illness and disease around them. They use cultural meanings to make sense 
of what they see. As they suffer the consequences of power and oppression or as 
they enjoy the fruits of their wealth, they will draw on cultural ideas to make sense 
of what is happening to them and to others.
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3.2.3  The Organization Vector

The third vector is organizational. The architecture of human life is the organisa-
tions and institutions in which almost all human conduct takes place. Institutions 
and organisations include hospitals, employing organisations, large and small, in 
the private and public sectors, schools, universities, clubs, societies, professional 
associations and religious groups. It also includes some aspects of civil society, 
in the form of social groups and social movements. Obviously certain nation 
state organisations like civil services, the military and the police, are institutions 
and organisations and appear at this level as well as the state level, as do local 
government and municipal bureaucracies of various types. This list is not in any 
sense exhaustive. What is important is that the structures and functions of these 
organisations mediate as well as have direct health consequences on 
individuals.

The study of such organisations has been grist to the mill of sociology and indus-
trial psychology for many years (Etzioni 1961, 1964; Burns and Stalker 1961; 
Buchanan and Huczynski 1985) and we know a good deal about the way such 
organisations work. The degree to which they are fit for purpose is a mixture of the 
task they are supposed to perform and the structures within, and the degree to which 
organisations are based on principles of flexibility or rigidity and external relation-
ships. Organisations and professions involved in the delivery of health care are a 
particular subset of organisations. They are interesting for a number of reasons. 
They tend to be large. They tend to be expensive. They tend to be powerful, and all 
of us rely on them especially at times of extreme stress and anxiety, when we our-
selves or our loved ones are ill or dying. In modern societies they are an incredibly 
significant cultural symbol too.

Such organisations have a significant role in delivering health protection, dis-
ease prevention and health promotion. They provide relief from pain and suffering. 
The impact on quality of life through the management of chronic illness is poten-
tially and actually profound. Modern drug therapy means that many conditions 
which were once either fatal or were highly debilitating are no longer so, and 
instead the person with the condition can live a full and active life. The drugs 
which control epilepsy, diabetes and angina, are cases in point. There are also drug 
interventions which significantly reduce risk of certain diseases like heart attack 
and stroke – statins and antihypertensives are good examples. There is the surgery 
which usually significantly improves quality of life like knee and hip replace-
ments, cataract surgery. Even minor correctives to vision, using spectacles has 
enormous benefits on the quality of life. All of these interventions and many 
others account for about 40% of health improvement (Bunker 2001). This is probably 
an underestimate of the potential benefits which the system could deliver if 
inefficiencies and dysfunctions could be eliminated, if the service reached out 
effectively to those most in need and if the take up and use of services were 
completely equitable.



473 A Theoretical Model of Assets: The Link Between Biology and the Social Structure

3.2.4  Environment Vector

The fourth vector is the environment. The environment consists of everything from 
microviriology to global warming. The fact is humans inhabit a physical universe 
which is ubiquitously stressful or at any rate ubiquitously full of germs, viruses, 
radiation, dust, noise, heat, ultra violet light, asbestos and many other potentially 
harmful physical things, And as if that were not enough, humans take risks, for the 
fun of it sometimes, or more mundane reasons. The result is a steady stream of 
mortality and morbidity from a variety of environmental causes.

The material world provides a constant source of pathogens and passages 
between the pathogens and the body. Some of these pathogens and toxins are 
unavoidable, or risk goes unrecognised. It is a reasonable assumption that there are 
hundreds, if not thousands, of things in our personal environment which as yet we 
do not know are dangerous. There are also newly mutating viruses a few of which 
may wreak havoc of epidemic or pandemic proportions. On the other hand much 
that threatens us in this environmental vector comes out of, or is a response to, 
direct human actions intended or otherwise and is potentially avoidable. So some 
environmental dangers like radiation, prions, drug resistant viruses, climate change, 
the residue of many industrial processes, are the result of present or past human 
conduct. There is, in other words, a relationship, an interaction, between many ele-
ments in the environmental vector and human actions which speeds the agent from 
its point of origin to the host of the disease.

3.3  Lifecourse and Lifeworld

Public health requires a mechanism which bridges the social/population/organisa-
tion/environment vectors and human biology. That mechanism is to be found in the 
conjunction of the lifecourse and the lifeworld (Kelly 2006; Kelly et al. 2009). The 
epidemiology and sociology of the lifecourse are very straightforward. Through 
numerous studies of birth and other cohorts (Kuh et al. 2003) and a consideration of 
the associations between insults and benefits in utero (Barker and Martyn 1992) and 
subsequent patterns in later life (Graham and Power 2004; Hertzman et al. 2001; 
Irwin et al. 2007), it is possible to show that from the moment of conception to the 
moment of death the human organism is subject to positive and negative forces origi-
nating in all four of the public health vectors. These accumulate during the lifetime 
to produce the health state of an individual at any one time. Sometimes earlier nega-
tive impacts will be cancelled out by later benefits and also previous benefits may be 
wiped out by some subsequent negative impact. However, mostly current health is a 
cumulative outcome of factors which impinge on the individual over their lifetime. 
The lifecourse sees health state at any given point in life as a cumulative health profit 
and loss account. The lifecourse attends to the fact that along life’s pathway, there 
are often critical moments when particular directions are taken which will have short 
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and long term costs and benefits (Graham and Power 2004). Sometimes the pathway 
choice is largely driven by social circumstances; sometimes it is a real choice. But 
consequences there will be. So the type of job entered may be entirely driven by 
local labour markets, decisions to start to smoke by peer pressure, whether to use a 
condom on first intercourse, or not, by the state of alcoholic intoxication at the time 
and even the decision to add salt to food by cultural habit. But each of these actions 
has potential short and long term health consequences. It is important also to note 
that the trajectory through the lifecourse is not uniform, nor strictly speaking chrono-
logical, because the velocity and shape of the lifecourse trajectory of a boy born to 
white middle class parents in say Guildford, a rich and affluent city, and that of a girl 
born to Bangladeshi parents in Tower Hamlets, a poor part of inner city London, 
will most assuredly be different. The accumulated health benefits and insults and 
the critical decision points and opportunities will also mean they may follow quite 
different paths.

The lifeworld is the personal experience of the lifecourse. It is a private psycho-
logical subjective space where conscious cognitive processes operate. It is where 
thinking takes place and where perceptions of internal and external sense experi-
ence are lodged. It is where the human makes sense of the social and physical world 
around them. It is also the place where mind, by mediating external sense experi-
ence interacts with others external to self (Schutz 1964, 1967, 1970; Mead 1934). 
It is where the world of pain and suffering is experienced, where feelings of disad-
vantage are noted (Kelly 1996, 2001, 2006). It is where the physical world is inter-
preted as malevolent or benign. In this sense, the lifeworld is also a physical space 
where interaction takes place, not just symbolic interaction (in the mind) but the 
real physical interaction between people and the self. It is the place where the 
insults and benefits of the lifecourse are both experienced and are mediated.

Lifeworlds consist of internal representation of external and internal sense expe-
riences (Hume 1748/2007). External interaction critically depends on having an 
inner sense of self. It also depends on that self making the assumption, that others 
who come into their lifeworld, and with whom they interact, perceive and see the 
world, and more or less make sense of it, in much the same way that the perceiving 
self does (Schutz 1964, 1967). Such an assumption can never be proven, and this 
has been a considerable source of anxiety for some philosophers who have 
 concluded therefore that it is impossible to prove the existence of the external world 
at all (Berkeley 1713/1996). However, empirical confirmation that others see and 
interpret the world in much the same way as the self does, comes from two sources. 
First the future and external others’ behaviour tends to be reasonably predictable. 
Things on a day to day basis, on the whole, tend to turn out pretty much like the 
past of which we already have had experience. In that past others mostly behaved 
as if they saw things in the same way as self. Second the causal attributions which 
self makes tend to be confirmed by the way others see and understand and explain 
the reasons for events (Hume 1748/2007). Lifeworlds tend to consist of unexcep-
tional confirmation that even though we know that things do change, mostly we live 
in a predictable world and that permits life to flow along without it needing too 
much philosophical speculation (Descartes 1997; Hume 1748/2007).
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Of course things do change and people’s lifeworlds are sometimes subject to 
seismic shocks, some of which may be predicable, some of which may not, and life 
does change all the time. However, it is the predictability that is of particular interest 
here. The predictability resides in the fact that lifeworlds although subjectively 
unique are also shared and have a shared predictability. That sharing is cultural and 
coping in the lifeworld is the keynote to understanding vulnerability and assets. 
Lifeworlds work because people routinely solve the problem of intersubjectivity, i.e. 
anticipating well enough roughly what others are thinking and feeling in order to 
interact with them. This is because even though each cognitive lifeworld is unique, 
it exists in a cultural and social milieu in which experiences and meaning are shared. 
Shared backgrounds, patterns of socialisation, and indeed the recurrent patterning of 
social life at the social level, mean that there are large amounts in localised life-
worlds that are similar. So families, workmates, friendship groups, the primary 
attachments of social life, have the characteristic, not of producing exact copies of 
each other’s lifeworlds, but rather of lifeworlds where a great deal overlaps. Of 
course as people move through space and time their lifeworlds change and the poten-
tial malleability is large. But the coalescence of lifeworlds, the development of 
shared patterns of meaning and cultural assumptions produces a predictable pattern-
ing of everyday life and of interrelationships between different but overlapping 
lifeworlds. The patterning of disease at population level is a consequence of this. So 
because lifeworlds are shared among individuals who share social position, and who 
experience similar consequences of the social, population, environmental and 
organisational vectors, and their patterns of behaviour have high degrees of similar-
ity, the individual disease pathways acquire a population level dimension.

Lifeworlds are the locus of experience, of pain and suffering, of discrimination 
and disadvantage, the place where the vagaries and the good fortunes of life as they 
are visited upon us and take their toll across the life course, have their direct effects. 
The social, environmental, organisational and population vectors produce individ-
ual level diseases through the lifeworld. Individual disease pathways manifest 
themselves and operate via the lifeworld of the individual. There are individual 
biological differences between individuals on account of genetics, nutritional 
 status, previous disease exposure, indeed the accumulated benefits and insults of 
unique passages through the lifecourse. There are also differences in the assets with 
which people cope with their lifeworlds and along with individual biological differ-
ences, this produces individual health differences.

3.4  Coping in the Lifeworld

So far this essay has operated predominantly within what Antonovsky called a patho-
genic approach (Antonovsky 1985, 1987). That is the assumption is made that bad 
outcomes have preceding bad or pathogenic origins or causes. Antonovsky famously 
observed that all of medicine and almost all of the social sciences have this orientation 
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whether the purpose is to explain human disease or social pathology. Antonovsky’s 
work in introducing salutogenesis as the opposite to pathogenesis was truly a para-
digm shift in the social and medical sciences, at least conceptually. In very simple terms 
he insisted that in the health sciences in particular, but also the social sciences, the search 
for the origins of health should be at least as important as the search for the origins of 
disease. This he called the salutogenic or origin of health-approach. 

His original insight came via two different observations. The first was of his early 
studies of health inequalities. He noted, in empirical investigations of American blue 
collar workers that although their rate of mortality was higher than white collar workers, 
when the greatly enhanced risks intrinsic to blue collar occupations, their poorer 
housing conditions and their greater poverty in old age were considered, the surpris-
ing thing was that their rates of premature death were not very much higher than they 
actually were. He reasoned that there must be protective factors at work which medi-
ated the noxious effects of their lives. His second insight came from studying survi-
vors of the holocaust. He was interested in people who had been imprisoned in Nazi 
concentration camps, survived and gone on to settle into ordinary and productive lives 
in post war Israel. The conventional (pathogenic) approach was to see the conse-
quences of the appalling experiences of the concentrations camps as producing 
pathology in the form of subsequent severe psychiatric morbidity. The reality was 
rather different. While some concentration camp survivors were undoubtedly psycho-
logically unwell as a consequence of their experiences, the majority were not. This 
was not to say that they were unscarred by their experiences but they had coped with 
them and returned to a new and ordinary life. Once again Antonovsky concluded that 
there must be some protective factor at work. He argued that both the American blue 
collar workers and the concentration camp survivors exhibited a similar underlying 
psychological resource which provided the key to their protection from noxious social 
conditions or produced equanimity in the face of extraordinary human suffering.  
He called this, the sense of coherence (SOC).

Antonovsky’s work recalls an earlier literature on coping, adaptation and survival 
(Dubos 1980). What was proposed was an underlying ontology in which the human 
is seen as living in world which is intrinsically threatening, dangerous, risky, noxious 
and stressful but with which they cope (Lazarus 1976, 1980, 1985, 2001; Lazarus and 
Folkman 1984a, b; Lazarus and Launier 1978). The reality of the human condition 
produced by the four vectors and mediated through the lifeworld is precisely this. The 
stresses and stimuli are chronic, originating in the vectors, only interrupted by more 
or less occasional periods of acutely high levels of even more extremely stressful 
stimuli. In this regard, humans are all subject to stresses all of the time because ordi-
nary human life is a life of routine aggravation and difficulty. From time to time these 
are overlaid by major life events like illness, death of loved ones, divorce and war. 
There are in this view of things, relatively few periods of calm and peace in the human 
condition. The lifeworlds of most people most of the time are routinely difficult.

However, in spite of the ubiquitous nature of problems, most people more or less 
get through, and some deal with these things better than others. Some seem to have 
more assets with which to cope. To return to Antonovsky’s hypothesis, there must 
be something intrinsic to some people’s lifeworlds which produces a greater ability 
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to cope. Antonovsky sought to find the answer in the idea of sense of coherence 
which fundamentally he conceptualised as a psychological trait. But this is only 
part of the explanation. It is more helpful to think of these assets not as psychological 
traits but as skill based transactions between persons and their environment.

There are four assets or groups of coping skills which help to clarify the way 
people survive their own lifeworlds. These are technical, interpersonal, intrasubjec-
tive and intersubjective. These are the four different types of skills or assets with 
which we master the lifeworld in varying degrees and therefore mediate the stres-
sors originating in the vectors.

The technical level is about the technical tool based skills which people use to 
deal with situations and people, things and the environment. Humans have evolved 
the ability to fashion and to use tools. Tools take many forms, and include the use 
of language to shape thought as the most basic tool of all. Our access to tools, and 
our ability to use them skilfully, including in particular occupational and profes-
sional configurations, not only determines our place in the labour market, but also 
in the wider world and within our own lifeworlds. Skills are the basis in evolution-
ary terms of survival; this is because they are the basis of being able to handle and 
deal with everyday life.

Many years ago Max Weber the German sociologist pointed out that the posses-
sion of skills for use in the labour market was a powerful determinant of life 
chances, by which he meant access to, or the means to exert power over others 
(Weber 1948). This is still fundamentally true – although extending Weber’s ideas 
to skills to deal with everyday life, means we include not just professional market 
skills and qualifications but the ability to manage encounters with bureaucracy, 
handling money, to the technical skills which determine the ability to use devices 
and machines. This includes everything from using the internet, mobile phone, motor 
car, as well as reading writing and communicating. These tools allow for mastery of 
the lifeworld, and the ability to negotiate meaning and interaction. They are the 
principal mediator of life chances in the face of powerful others. They are, in other 
words, fundamental assets which allow persons to exercise control over the vaga-
ries of their lives and in turn act as mediators against the  negative forces which 
impinge on the person’s lifeworld.

The second key component of managing the lifeworld, the second asset, is inter-
personal. This is about managing relationships with others. The basis of human 
society is interaction. Human interaction is made up of two elements. The first is 
actual physical interaction, either face to face, or through some electronic means 
like a telephone – which happens in real time. The second is symbolic interaction.  
This means that as, we physically interact with others, or as we anticipate or reflect 
upon interacting with others, we are also rehearsing symbolically in our minds what 
the other person is thinking and will themselves do next in response to what we do 
and say. We put ourselves figuratively in the shoes of the person with whom we are 
interacting. This ability to more or less accurately take the role of the other is the 
core component of what makes interaction work. Our management of relations with 
others and our ability to successfully interact provides us with a fundamental means 
of being able to control our lifeworlds (Mead 1934).
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Life is made up of routine skirmishes as well as smooth transactions with 
bureaucracies, retailers, local councils, tradesmen, neighbours, workmates, rela-
tives and friends. Most people have the interactive skills to take the rough with the 
smooth although a few do not (May and Kelly 1992). Although some of these inter-
actions may be deeply unsatisfactory, we can at least extricate ourselves from them 
and move on to other arenas, where we can escape the hassle and deal with other 
more satisfactory aspects of our lives. But for some people their lifeworld consists 
of chronically difficult ways of interacting with others, be they neighbours, in the 
domestic environment, work, community and officialdom of various sorts. These 
interactions are characterised by struggles for the claim to be taken seriously as a 
human being (in relationships governed by legitimacy and authority). These claims 
are denied by others acting in ways which seek to exert power over them. In other 
words some individuals spend much more of their time having others define what 
and who they are, rather than being self directed. So at this micro level the ability 
to control the lifeworld is undermined.

The next assets are called intra subjective – inside the subject. At the heart of our 
lifeworld is the emotional or intra subjective epicentre. This is the world of raw 
 feeling and emotion, of sensibilities and sensitiveness, of fear and hatred, of love and 
empathy, of all those psychological states of which the human is capable. It is also 
the cognitive and calculating seat of thinking and feeling. Modern psychology clas-
sifies these things in a variety of ways and of course psychoanalytic approaches offer 
degrees of insight into the origins of these feelings. The task here is not to arbitrate 
between the various approaches that may be brought to bear to explain these aspects 
nor indeed consider the great philosophical debates from Descartes and Berkeley 
onwards, which have sought to reflect on these concerns. The point is rather more 
simple. It is to acknowledge that the human is a thinking being, that is sensitive to 
its external environment and stimuli in it and, is capable of  manipulating sensations 
and ideas into highly complex patterns of reasoning and understanding. As well as 
being a reasoning calculating agent with a  continuous sense of itself existing through 
time and space, it is also a highly volatile emotional creature capable of feelings of 
great passion and emotion.

Most germane to the question at issue here is that those emotions and feelings 
can be decidedly painful and indeed distressing to the point of psychological 
 morbidity. As Antonovsky observed, some people seem a lot more resilient than 
others to the stressful external stimuli which assail the human. So too some seem 
better able to withstand inner turmoil and distress. It might be thought of as varying 
degrees of an inner toughness or psychological resilience. We might bring into play 
Antonovsky’s sense of coherence, or some of the many other scales of psycho-
logical resilience and coping which abound in the literature. Whatever of these 
mechanisms turns out in the next generation of empirical investigation to be the 
better explanation remains to be seen. But the inescapable fact is that the individual 
feels psychological distress. That psychological distress is itself linked to somatic 
changes in the human body. The link between the emotional state of the person and 
underlying biology is real, although all the precise pathways remain to be fully 
elucidated. In a model which focuses on assets, what we have here at the heart of 
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the lifeworld is either a relatively robust set of mechanisms that mediate stressors, 
or a relative vulnerability offering at least a part explanation of the link between the 
social and the biological mediated via the psyche. This is not the whole story and 
will apply in some but by no means all, causes of morbidity. On the other hand 
working towards the kinds of mechanisms that can help to  produce psychological 
resilience at the heart of the lifeworld, through formal techniques like cognitive 
behavioural therapy, or working towards greater self efficacy, offer very promising 
approaches.

The final asset is called the intersubjective, a term deliberately borrowed from 
phenomenological philosophy. In that context intersubjectivity refers to shared 
meanings between subjects, between human actors. Interaction depends on inter-
subjectivity. The basic assumption, as noted above, on which most human actors 
work is that they assume that other people see and understand the world in more or 
less the same way that they do. In real time during interaction shared meanings are 
not only assumed, but tend to emerge and change through processes of negotiation 
and testing during the interaction. Shared meaning is important because it provides 
the way humans make sense of the world. As humans we are constantly engaged in 
a process, usually at quite a low level, of providing psychologically satisfying 
accounts of our own actions, the actions of others around us, and in general of other 
events in the world. One of the most difficult and shocking things for us to have to 
deal with is where the accounts of the world we carefully rehearse and then test in 
interaction are undermined by the actions of others or by other external events. 
Reappraisal is called for as we then repair our sense of who and what we are and 
our place in the scheme of things. The ability to provide satisfactory accounts is at 
the heart of being able to cope with things great and small. The inability to do so 
leads to an overwhelming sense of dread and failure and psychologically terrifying 
experiences.

3.5  Conclusion: Assets to Control the Lifeworld

The lifeworld is the bridge between the social, psychological and the biological. 
Lifeworlds are psychological, social and physical environments which are the locus 
of experience and the arenas of shared experience. The lifeworld is the cauldron of 
vulnerability and risk and as well as the bastion of resilience, resources and protec-
tion. If we are to help individuals and communities to build their assets from the 
inside in a way that is essentially bottom up, the place to begin is with the four 
aspects of the lifeworld where the critical skills of coping, the assets, are located.

So first it involves building skills, (the technical level). These skills should be all 
embracing, from those which are necessary in changing labour markets, to those 
which facilitate management of mundane everyday life. This is so very important, 
not least because many communities at the sharp end of deindustrialisation, 
poor urban planning, chronic unemployment, crime, drugs and deeply engrained 
intergenerational social and health problems, have been stripped of their skill base. 
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They have been disempowered. The response of the various well meaning agencies 
of support in social services and local authority services has frequently been to 
reinforce the dependency of such communities, by for example emphasising claim-
ants rights, rather than fostering their skill base. The skill base begins in preschool 
education and continues in the school curriculum. But it applies more widely to a 
vast array of disciplined activities.

At the interpersonal level, assets will only be built if community members value 
each other as well as themselves. There are not infrequently strong social networks 
and some social capital to build on to develop the interpersonal skill base. But at 
the same time zero tolerance to individuals and families who wantonly disregard 
the interests of others, zero tolerance to casual violence and aggression in teenage 
gangs and assistance to the police to deal with the organised crime which preys 
upon such communities and sells them contraband tobacco and illicit drugs, is first 
base for the development of such skills. Trusting interpersonal relationships depend 
on a culture in which individuals feel safe and not under siege, and where tolerance 
does not mean ignoring or turning a blind eye to the fall out of drug misuse and 
vandalism and other forms of petty and more serious crime.

At the intrasubjective level the assets are built on the deployment of psycho-
logical resilience and self efficacy. These are not quite two sides of the same coin 
but are comparable as the core of psychological inner strength. The resilience 
plays out of comparable processes to Antonovsky’s conception of sense of coher-
ence. This is probably best conceptualised in terms of Lazarus’ model of the stress 
coping paradigm. Here the cognitive processes involved in the holding things 
together in the face of stressors and adversity involve making an assessment of the 
nature of the threat from the external stimuli. The assessment that then needs to 
occur is whether the stressor is benign, irrelevant or even positive. It also involves 
determining whether the stressor is harmful that is it could lead to threat harm or 
loss. If the stressor is appraised as any of these, the next assessment is to determine 
what can be done about it. There are four lines of action viz. seeking information, 
taking some kind of action, doing nothing or worrying. It is possible to develop 
these ideas as a basic way of handling stressful circumstances and developing 
resilience. The self efficacy approach involves cultivating the view that the indi-
vidual is basically on top of things and will be able to deal with them. There are a 
number of strategies all very well rehearsed by psychologists which outline the 
basic elements.

Finally, the intersubjective assets are about the sense that things are meaningful 
and make sense. It is perhaps the most difficult of all as it requires the skill to see 
the bigger picture and to see how one stands in relation to the whole. It is signifi-
cantly linked to a perception that the social structure is predictable and reasonably 
fair. It is about a conception that the world is largely predictable, secure and con-
tinuous. The idea that Antonovsky had, that of sense of coherence, actually comes 
close to it. Intersubjectivity in its original phenomenological sense meant the 
cognitive process whereby meaning is generated between subjects – people – and 
is shared. In the sense used here it emphasises the importance not just of shared 
meanings or understandings between people, but is about the way of arriving at 
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shared meanings which help make sense of a chaotic external reality and allow us 
to make sense of things in ways which ameliorate some of the deeply distressing 
and potentially destabilising external stimuli and internal stimuli. This has been a 
theme which perhaps the sociologist Emile Durkheim gets closest to in his concep-
tion of anomie (Durkheim 1897/1952, 1933). For Durkheim the anomic society was 
one which a plethora of competing values and norms, expectations and understand-
ing vies for attention and destabilises familiar anchor points. He concluded that the 
transition from traditional to modern societies made this process more likely. Post 
modernist writers have picked up the same vein of multiplicities of competing values, 
ways of living and so on. Durkheim argued for the importance of strong civil society 
including associations, professions and the like as the bedrock of protection from 
the vicissitudes of a changing society. This has a very contemporary resonance in 
concepts like social capital. It is the small scale community organisations through 
to institutions which can be relied on like police, doctors, teachers, that produce the 
stability which makes navigation through the perils of modern life easier and more 
meaningful. So the asset base here in order to help to reinforce strong and resilient 
intersubjectivity is the basic building block at community level.

Assets can therefore be grouped into these four areas. They are potentially avail-
able to everybody, but they are only available to some and some people deploy them 
more skilfully. Like so many phenomena which originate in social behaviour they 
both arise out of the thinking acting human consciousness and then create the very 
environment which impacts on the behaviour in the first place. At least though in 
some degree, such assets are learnable through socialisation and education. And 
while they will never be universal, institutions and organisations from schools, 
medical services, social care, as well as almost all the public and private bureaucra-
cies which provide support to people, can act in ways which nurture these skills 
rather than deny them, or worse offer rights based solutions which can never be 
realised in practice, since they are political aspirations, not rights at all. These assets, 
or vulnerabilities are important not only of course because they can be nurtured and 
even more easily destroyed and eroded, but because they are the intervening vari-
ables which mediate between the major vectors of causation of disease and indi-
vidual health outcomes.
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4.1  Introduction

Policy makers have tended to create hierarchical systems where a small number of 
people are in charge of the mass production of standardised goods. Clients/consumers 
in large numbers grow dependent on this cycle of production. Such systems create 
dependency rather than empowerment. The author argues that in creating maps to 
reflect the way in which these systems work we have tended to neglect the notion of 
“associational community”; where there is a dependence on consent, choice, care and 
citizen power. Systems are seen to exploit need in individuals, whilst communities, in 
contrast nurture existing skills and capacity. Systems  identify with “the glass half-
empty” approach, whilst communities with “the glass half-full”. The service culture 
produces “clients”, whilst the community culture produces “citizens”.

This chapter explores the nature of the relationship between systems, communi-
ties and citizens, and looks at the shift, in developed society, from equal relation-
ships between citizens and communities to a relationship where systems are 
dominant. The author argues that the move towards an increasingly “consumerist 
society” has marginalized the role of the citizen. In order to encourage and build 
healthy communities we must recognise and appreciate the unique capabilities that 
communities offer in developing, nurturing and caring for their citizens.
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4.2  A Twenty-First Century Map for Healthy Communities 
and Families

Policies and programs reflect our response to the map we create of the world around 
us. Our map, like all maps, is simply a model of the territory it portrays; sometimes 
accurate and at other times inaccurate. We all know of the European map makers 
who described a flat earth without a western hemisphere. Their inaccurate map 
shaped the policies, plans and action of mariners, kings, nations and communities. 
As we plan to set sail into the second decade of the twenty-first century, it is appro-
priate to re-examine the map that is used in most of our current policy making, in 
order to see whether it will show the way to safe, wise and healthful communities.

If one listens carefully to the proposals of our current social policy makers, we 
can construct a map of the territory where they believe they operate. This territory 
has two principal areas. The first is a space filled with systems. Policymakers see 
systems or institutions as the principal tool for the work of society. Therefore, their 
policies and programs are about “system design”, “system planning”, “delivery 
systems” and “system reform.” The second area in their map is filled with the indi-
viduals who are the object of the systems – clients and consumers. Graphically, 
Fig. 4.1 shows the prevailing map of social policy makers.

To understand more clearly the dynamics of the area called a system, it is impor-
tant to describe its nature and relationship to the client-consumer beneficiaries. The 
nature of a system is clarified by a more detailed map of its structure. Most policy-
makers see systems as tools that organize people in the relationships, as defined by 
the graphic representation in Fig. 4.2.

Fig. 4.1 Individuals and systems
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While there are limitless ways of organizing people to perform various tasks, 
this particular structure has several special features and purposes.

First, it is primarily a structure designed to permit a few people to control many 
other people. Its hierarchical order is a means of creating control. There are, of 
course, many advantages of a control system. For example, it allows the few who 
conceive a new automobile to ensure that the thousands who produce it will 
 uniformly manufacture the same vehicle. Similarly, this structure is essential to the 
effective functioning of a modern airliner where we want one person, the pilot, to 
be in control with a clearly defined descending order of authority.

A second characteristic of a system is that its primary utility is its ability to 
produce a great deal of the same thing, whether goods or services. The hallmark of 
the hierarchical system is mass production – lots of the same.

The third characteristic of a system flows from the first two. If we are to create 
structures of control to produce great quantities of the same thing, the very prolif-
eration of the product requires more users or users who purchase more of the goods 
or services. The current label for system users is client or consumer. It should be 
noted that the word client is especially appropriate for one who is the object of a 
system because the Greek root for the word client means “one who is controlled.” 
Therefore, system growth or efficiency necessarily creates more consumption or 
clienthood and a consumer society emerges as systems grow.

In summary, the prevailing policy map is about the methods of organizational 
control that will proliferate uniform goods and services and increase the client and 
consumer activities of individuals. There are at least two obvious limits of this sys-
tem tool. The first is its obvious lack of capacity for producing individualized out-
puts rather than mass standardized products. Therefore, policy makers who try to use 
this tool to create unique or individualized outputs, programs or services do not 
understand the nature or function of their own structure. This is why so many sys-
tems fail to meet individualized needs and their workers “burn out” in frustration.

Fig. 4.2 The nature of systems
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A second limit is the fact that the power of the system is measured by the num-
ber of its clients and the amount of their consumption. This necessarily creates a 
growing relationship of client dependency upon systems. This is the reason that 
policy makers who attempt to use systems to empower people usually fail. They mis-
understand, once again, the nature and function of their own structures.

Now that we have explored the nature of the current policymaking map involving 
systems and clients/consumers, we can examine its relationship to the territory it 
purports to describe. While it may not appear to be inaccurate, it is clearly incomplete 
because a space called “the community” does not appear to be present. It is, in this 
regard, reminiscent of the early maps that did not have the western hemisphere.

If we were to include the community, where would it be located and what would 
its functions be? Here, we have a historic explorer to help us answer the question. 
He was a French count who wrote the classic description of local American com-
munities following his trip throughout the United States in 1831. He was, of course, 
Alexis de Tocqueville, and his map of our communities is described in his book, 
Democracy in America (de Tocqueville 1835).

He described a unique form of local structures and relationships. In Europe, he 
noted, decisions were made by elected officials, bureaucrats, nobility, professors, 
doctors, lawyers, engineers, etc. In the United States, however, he found critical 
decisions being made by the most common of people – every Tom, Dick and Mary. 
It was not their individual decision-making that he found unique. Rather, it was that 
they came together in small self-appointed groups to solve problems, create new 
approaches to production and celebrate the local society. It was he who named these 
groups “associations”. This is graphically represented in Fig. 4.3.

The associations were small scale, face-to-face groups where the members did 
the work. The members were not individuals, clients or consumers. Rather, they 
were citizens. Acting together they were powerful tools of social and economic 
production. De Tocqueville noted that they involved citizens in three processes:

Deciding what is a problem• 
Deciding how to solve the problem• 
Organizing themselves and others to implement the solution• 

As citizens engaged in these associational processes they created the power to build 
their local communities. It was the social space occupied by these associations that 
de Tocqueville first mapped as the centre of our communities. Today, this space is 
frequently called the civil society or the domain of mediating structures. Whatever 
the term, it was the structure and form of relationships that created the New World 
settlements and cities. Graphically, the community of associations might look like 
this (Fig. 4.4).

It is an informal network of groups of citizens creating and maintaining the centre 
of society. It also becomes a tool, which like a systems tool, is designed to perform 
vital functions. In order to understand the nature of the community tool, we can 
compare it with the system tool. The system tool is a mechanism of control. The 
community of associations depends on consent because it has neither money or 
grades to use to motivate people. Rather, it is the form through which people express 
their unique gifts, skills and talents in amplifying concert with their neighbours.
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The system tool is designed for mass production of goods and services. 
The  community of associations is not designed to produce services. Rather, it is the 
context where care is manifested. Care, unlike service, cannot be produced. Care is 
the consenting commitment one has for the other, freely given. Care cannot be 
mandated, managed or produced as a service can. Indeed, one of the great errors in 
most policymaking maps is the pretension that systems can “produce care.”

Care is the domain of the associational community. Where care is valued or 
necessary to achieve a societal goal, the appropriate tool is the community.

The system tool demands clients and consumers. The associational community 
requires citizens. Here, the critical difference is that “citizen” is the word for the 
most powerful person in a democracy. The contrast is the controlled person, a cli-
ent. If we seek empowerment, the associational community is the appropriate tool. 
When we purport to empower clients, we are necessarily caught in a paradox where 
our best efforts will be no better than dependence on a more responsive system.

Thus, the map of the associational community is about the form of organization 
that depends upon consent in order to allow choice, care and citizenship. For these 
ends the community is the necessary, but not always sufficient, tool. Comparatively, 
systems provide control, mass production, consumption and clienthood. Associational 
communities depend upon consent and allow choice, care and citizen power.

Fig. 4.3 Associations of citizens
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There is one other distinction between these two tools that is critical in 
 understanding social policies effecting communities and the families they encompass. 
Systems producing services depend upon a basic raw material. This raw material is the 
deficiency, inadequacy, brokenness or disease of people. When people have these 
attributes, they become eligible clients or consumers. The general term for these attributes 
is “need.” In order for the system tool to be productive, it needs need. Therefore, 
systems create incentives and economies that focus people on their potential roles 
as clients and consumers.

In contrast, associational communities are structures that depend upon the 
capacities, abilities, skills and gifts of people. Therefore, they represent the critical 
incentive system for manifesting capacity rather than need. This fact is clarified 
when we recognize that a local person may have a heart ailment and carpentry 
skills. A needs system values his bad heart. The association that is building a com-
munity centre values his carpentry abilities.

In the symbolic example of the glass filled to the middle with liquid, the system 
needs the empty half while the community needs the full half. The service system needs 
a client. The community needs a citizen. When we recognize this difference, it 
becomes clear that communities are built through structures that mobilize the gifts 
and capacities of local citizens. Associational communities are the principal tool 
that identifies and mobilizes the gifts and capacities of citizens.

Fig. 4.4 Community of associations
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Having understood the distinctive nature and functions of the two tools, we can 
now map their potential relationships with each other. Whenever policy makers 
happen to recognize that there is a community territory, the map they draw usually 
looks like Fig. 4.5. Systems are represented by a triangle, while associations are 
represented by a circle.

This map is commonly described as a partnership. It suggests that each is an 
equal owner of or participant in an activity. However, the recent history of the actual 
system-community relationships suggests that the real territory is quite different. 
At least three kinds of alternative relationships are actually present in most cases.

The first alternative is a relationship of this form illustrated in Fig. 4.6.

CommunitySystem

Fig. 4.5 Systems and associations

Fig. 4.6 Systems outreach
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In this relationship a subsidiary of a system is located in the associational 
 community to assure access to local need. This relationship is most accurately 
described as system “outreach” rather than partnership.

The second form of relationship is illustrated in Fig. 4.7.
In this case the associational community is used as a source of unpaid workers 

for systems. The accurate name for this relationship is “volunteering” rather than 
partnership.

The third common relationship (shown in Fig. 4.8) is when a citizen(s) is chosen 
by a system to react to a system’s plans. The citizen does not have authority or a 
vote but is advisory. The correct name for this relationship is a “citizen advisory 
group” rather than a partnership.

A genuine partnership is a relationship of equal power between two parties with 
distinctive interests. Each preserves its authority, distinct capacity and integrity but 
gains power through the partnership. It is difficult to find many examples of authen-
tic partnerships of this nature between systems and associations. Instead, the actual 
power relationship is most often a system using a community of associations to 
foster its own ends.

Fig. 4.7 Volunteering
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Indeed, the principal history of the twentieth century relationships between sys-
tems and associations is the ascent of the system and the decline of the community 
of associations. The actual map of our era would chart this relationship chronologically 
as shown in Fig. 4.9.

Fig. 4.8 Citizen advisory group

Fig. 4.9 Consumer society
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The actual territory is one in which systems have moved from equality to 
dominance  and then have generally eclipsed or pushed out the associations and 
their functions. This has happened as systems have commanded ever more authority , 
professional dominance, technology and public and private dollars. Another name 
for the result of this dominance is a “consumer society.” It produces an unprecedented 
belief system and culture of its own.

Central to this belief system is the proposition that is embodied in the social 
policymaking map with which we began (Fig. 4.10).

That map indicates that systems produce our well-being. We understand that our 
health is located in and supported by health systems. Our safety is located in a 
criminal justice system. Our security is located in a pension system. Our learning 
is located in a school system. Our mental stability is located in a mental health 
system. Our justice is located in a lawyer. Our family stability is supported by the 
family service system. Our home is in the hands of the real estate system, and our 
meals are the product of McDonalds.

When this belief system becomes the dominant social construction of a people, 
their map of a good society is illustrated in Fig. 4.11.

One way of accurately describing this map is that it is a comprehensive, coordinated, 
wrap-around, inter-professional, multi service system.

Based upon this belief system, the most desirable map for strengthening families 
is illustrated in Fig. 4.12.

Fig. 4.10 Individuals and systems
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Those policy makers who believe in this map urge that its ability to produce 
evermore well-being for its client families depends upon two changes:

1. More money for the system
2. Better administration of the system

The result of these changes will be “systems reform” that will so effectively and 
comprehensively target families that our current social problems will be greatly 
diminished. It is this proposition and the map upon which it is based that we are 
asked to use in navigating the rest of the twenty-first century.

As magnificent as the map is, it has two inaccuracies. The first is a mis-mapping 
of known territory. The second is a great void like the Terra Incognito in the maps 
of old. The mis-mapping is clearly visible now. In this century we have greatly 
expanded the proportion of our gross national product for services such as medi-
cine, social work, education, mental health, youth services, family therapy, legal 
services, recreational services, etc. And yet, the measures of social pathology are 
growing relentlessly. We need not rehearse again the social disarray that our media, 
professionals and social scientists are documenting and lamenting.

Fig. 4.11 Multi-service system
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The obvious question is whether even more dollars, resources, professionals, 
training and technology will finally stem the tide. It is clear that the public has 
grown dubious of this proposition. Increasingly, research scholars and foundation 
experimentalists are lending less and less support for the map of a family  surrounded 
by expanding services.

Instead, basic questions are now arising as to whether the systems are actually 
one cause of the current social disarray rather than its principal solution. The answer 
to this question may depend upon whether we can draw a more accurate map that 
would show us a different way to proceed. We can begin by recalling the associa-
tional tools drawn by de Tocqueville (1835) and adding them to the social policy 
makers map with its great void between systems and individuals. This new map, 
shown in Fig. 4.13 would then have a different appearance:

In this map, we see families at the centre. They are further extended by kinship 
relationships. Then another circle of informal and formal associations provides a 
context for them to act through consent, care and citizen empowerment. Finally 
they are able to utilize system services when they will be benefited by control systems 
of mass production.

Fig. 4.12 Systems reform
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The problem with this map is that in many communities it is inaccurate because 
the system territory is very large while the associational community has been 
“crowded” into a very small space. As a result, the functions and capacities of 
associations are often underutilized or dormant. When this occurs we can consis-
tently observe the parallel growth of systems and social disarray.

This apparent paradox is untangled if we examine the special capacities of 
associations. First, the associational community provides a network of care and 
mutual support that enables effective citizens to negotiate everyday life. Of more 
importance, however, is the support in times of crisis and stress that these net-
works provide.

This leads to a second community capacity which is the potential for a rapid 
response to local problems. Free of the time-consuming limits of bureaucratic regula-
tion and protocol, local citizens are renowned for their ability to act in emergencies.

A third capacity is the individualization that is inherent in associational com-
munities. This occurs when the community responds to the crisis of a particular 
individual in a particular way. It also occurs when each individual in an association 
contributes their unique ability or gift to the organization’s work. Thus, the associational 

Fig. 4.13 Kinships, associations, systems
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community is focused on the dilemma or gift of a particular individual and is able 
to tailor a response that is beyond the capacity of the system.

A fourth capacity of associations is their ability to recognize and utilize the 
unique gifts of each member. This provides a context for creativity that is critical 
to innovation in local problem solving. Indeed, most initial social innovation has 
been generated at the associational level of society and American institutions were 
uniquely spawned by associations.

The fifth special function of associations is to provide citizens experience in 
taking responsibility for society. In systems, people are ultimately fulfilling the 
responsibility of a manager. In communities, people are able to define and fulfil 
actions of their own design. It is this function that is at the core of the empowering 
function of associational life.

Related to this function is a sixth opportunity provided by associational life. 
The associational sector is often labelled civil society because it is the arena where the 
citizen function can be performed. A secondary aspect of this citizen function is  voting. 
Its primary manifestation, as de Tocqueville (1835) noted, is the collective problem 
solving activity of local associations taking responsibility for the common good.

A seventh function of the associational community is the diverse and numerous 
contexts provided for leadership. While hierarchical systems are designed to pro-
vide definitional leadership to a few, the proliferation of associations provides a 
constant seedbed for multiplying leadership experiences and abilities.

Eighth, the network of local associations has also been the historic seedbed for 
the growth of local enterprise. We misunderstand economic development if we 
believe it grows from programs involving the creation of business plans. The soil 
that has nurtured enterprise and a burgeoning economy is the experiences, relation-
ships and culture of a rich local associational community life.

Finally, and most basic, the community association is the powerful engine mobi-
lizing the capacities of local people. It is this “half-full glass” that is the basic 
molecular unit of the structure of an effective society. Paradoxically, this power 
depends upon ignoring the empty half of the glass. It is a power grown from ignor-
ing needs as resources. It is the power that mobilizes a person with a heart problem 
to use carpentry skills to build a community centre.

In summary, an associational community provides the context for:

Care and mutual support• 
Rapid response to local problems• 
Individualized response and mobilization• 
Creative social innovation• 
Empowering responsibility• 
Citizenship functions• 
Leadership development• 
Enterprise development• 
Capacity mobilization• 

These functions, in combination, represent the unique role of the community 
understood as a network of local informal and formal associations. Where these 
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functions atrophy, the resulting social disarray cannot be corrected by systems and 
their services or interventions. The reasons are those we have already explored, 
i.e., systems and associations are distinctive tools with unique capacities and nei-
ther can substitute for the other. Because the dominant social policy map does not 
recognize the associational community, it is a fatal guide to the twenty-first cen-
tury. It will lead us to the shoals of a serviced society surrounded by a sea of social 
failure.

The map we need to navigate our future will look like the graphic in Fig. 4.14.
It charts the centrality of kinship, association and enterprise and the secondary 

role of systems and their “inputs”.
We are faced, however, with a critical dilemma. Is it possible that we can grow 

the community while the world of systems continues to expand? Or is it the case 
that inevitably, growing service systems will crowd out and ineffectively replace the 
functions of associational communities?

This is a historical question and its most searching exploration has been done by 
two great social historians. In their primary works, Jacques Ellul’s Technological 
Society (Ellul 1964) and Karl Polanyi’s The Great Transformation (Polanyi 1944), 

Fig. 4.14 Kinships, associations, systems
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each describe from different perspectives how the form we call “modernization” in 
western society is a manifestation of the contraction of communal relations result-
ing from the growth of systems and their related tools. Their work suggests that we 
are in a competition between association and system. For one to win, the other must 
lose. It is essentially a zero sum game.

If this history is predictive, then the basic shift necessary for an effective twenty-first 
century map is a contraction of service systems in order to provide the territory and 
incentives for community structures to expand. Such a change is not really a “sys-
tem reform”. It is a different map, a paradigm shift.

To successfully navigate the future, policy makers will have to move in different 
directions. To reach their destination, they will need to enhance community power 
while diminishing system authority. As we undertake this journey, there are three 
basic principles that can guide us into a future where families and communities will 
flourish and social problems diminish.

First, funding priorities will shift. Over the last 50 years we have significantly 
increased the dollars committed to the vulnerable and disadvantaged. However, the 
increase has been largely allocated to service systems so that, for example, more 
than half of all the funds for the poor now go to systems rather than those with 
inadequate income.

The navigating principle here is a shift in the economics so that income and 
enterprise are the primary goals enhancing individuals and communities in the 
centre of the map. Therefore, resources will be diverted from secondary service systems 
to provide choice making income for individuals who are especially vulnerable. 
The pre-purchase of services will become a policy investment of last resort.

At the same time, other policy investments will be primarily focused on enhanc-
ing and expanding the enterprise capabilities of local associations and individuals. 
Community economic development, rather than remedial or compensatory ser-
vices, will receive priority.

The second principle will be to recognize the nature of associational space, 
remove barriers to its functions and provide incentives for the community structures 
to assume new economic and social functions. The emerging associational map will 
chart the complex, diverse, interrelated array of local informal and formal associa-
tions. The purpose of the map will not be to seek associational assistance or advice 
to systems. Nor will it be in order to create partnerships. Rather the map will be 
needed to better understand the centre of local neighbourhoods, civil society and 
the mediating structures of locality.

From this map will be derived a set of enabling policies that remove barriers and 
provide support and incentives. While some may be tempted to prescribe these policies, 
their basic priorities and design will be developed by the local associations in concert. 
It cannot be expected that the associational community will assume new authority 
and power through the powerful directives of systems. Rather, the power must grow as 
their territory is recognized, barriers removed and appropriate support provided.

The third principle will be a legislative and planning focus that sees the com-
munity territory as the principle asset for investment (Kretzmann and McKnight 
1993). This will require a shift from primarily focusing on needs. We will have a 
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new compass pointing toward the capacities of individuals and families and the 
resources of local communities and their associations as the primary beneficiary of 
system authority and resources.

An asset focused family policy will be especially important in the new directions 
for policy makers. The principal family policy questions will be:

1. What are the necessary economic resources for an effectively productive family?
2. How can the local community of associations support the family’s productivity?
3. What uncontributed gifts, capacities, skills and abilities do the family and all its 

members have to offer the community?
4. How can secondary systems support families so they can make these social and 

economic contributions?

In regard to young people who are members of families, these new principles will under-
stand youth as assets rather than people in special need or individuals preparing to be 
members of society (Kretzmann and McKnight 1993). Practices will assume that:

1. Every young person has a gift, talent, knowledge or skill ready to be given, con-
tributed or marketed now.

2. Every community is in need of these capacities if it is to be a healthy place to live.
3. The primary method to meet this need is for a local community to be organized 

to seek and use the capacities of youth in the productive centre of society.
4. To be in the productive centre, youth will be systematically connected to the pro-

ductive work of adults and the associations at the centre of society. In this way they 
will become the beneficiaries of all of the functions of the associational  community 
described earlier. Most important, they will be at the centre of care, capacity and 
citizenship rather than the artificial and ineffective substitute called service.

In order for these four landmarks to guide us toward a community of productive, use-
ful, empowered young people, we will necessarily change a basic practice of most 
youth serving systems. We will end the age segregated bias of “youth programs” that 
isolate young people from the productive adults and associations at society’s centre. 
Instead, we will seek continuing local connection of citizens of all ages in common 
daily experiences of productive social, civic and economic activity.

We have explored the nature of systems, clients and consumers. We have redis-
covered the capacities of individuals and the associations that mobilize their abili-
ties. We have seen the distinctive role that each must play in an effective community. 
We have envisioned a new map that incorporates all the known territory of the 
social universe. And we have charted the new policies necessary to travel the 
twenty-first century territory.

We should proceed, however, with a few cautions. The associational community, 
like systems, is a means – a tool. It has no inherent values. Therefore, as we have 
seen the Nazi’s turn systems to their evil purposes, we have seen in Bosnia and 
Burundi that local communities and their associations can be turned to evil pur-
poses. The critical issue is the continuing struggle for a culture of civility.

Another caution is that our twenty-first century map does not include an explicit 
space for spirituality. Nonetheless, it is clear that communities with mechanistic or 
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individualistic cultures are missing this foundational resource. The result is still an 
arid space without the culture of soul that lifts citizens to a higher vision.

Finally, we must emphasize again that the local economic capacity for choice 
and sustenance is the threshold policy issue. For we have economically abandoned 
far too many communities and left at sea those citizens who have remained. It is 
these fellow citizens and their economic dilemma that is the first policy issue of the 
twenty-first century. For it is these fellow citizens who we need to contribute if our 
communities are to become powerful once again.
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5.1  Introduction

As more and more evidence is collected that the determinants of population health 
(as opposed to “population illness”) are related to a series of fundamental “assets” 
or “capacities” that individuals and communities have or don’t have access to, it has 
become equally apparent that there are two basic research lacunae: the first is a lack 
of a positive or “salutogenic” approach to understanding patterns of health directly 
analogous to the traditional epidemiological approach to studying patterns of dis-
ease in populations; the second is the paucity of intervention research and evalua-
tion on actions aimed at strengthening and supporting health assets as a way of 
producing healthy communities and individuals.

This chapter is focused mainly on the second lacuna, or gap. Just as there is a 
need to re-think traditional epidemiological assumptions in order to produce a new 
evidence base for which assets contribute to producing health rather than which 
deficits contribute to producing disease, there is a need to re-think traditional 
assumptions related to evaluating the effectiveness of health interventions aimed at 
strengthening health assets as opposed to eliminating or curing diseases. Working 
from a concrete example of a 4-year collaborative project in Canada aimed at devel-
oping a framework for evaluating the effectiveness of community interventions to 
promote health and build community capacity, we will introduce a series of pro-
found methodological challenges that this type of evaluation research presents, 
along with a discussion of the attempt to use a “realist synthesis” approach to 
addressing these challenges.
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This chapter is organized into four sections: an overview and critical assessment 
of the implications of the “assets based approach” in relation to the field of public 
health and health promotion; a discussion of specific issues related to the evaluation 
of assets based approaches; a discussion of specific issues that the assets approach 
raises in relation to synthesizing evidence for the effectiveness of health promotion 
interventions; finally, a discussion of some lessons from a concrete example of a 
4-year collaborative project in Canada aimed at developing a framework for evalu-
ating the effectiveness of community interventions to promote health and build 
community capacity.

5.2  The Assets Based Approach

The assets for health and development framework was initiated as part of the 
broader “investment for health” (IFH) approach as put forward by Ziglio et al. 
(2000). This approach is underpinned by two reciprocal research discoveries: (1) 
the greatest improvements in people’s health have come mainly from social and 
economic progress, rather than from traditional bio-medicine or narrowly defined 
public health. (2) healthier populations are also more productive populations, in 
need of less support by the health care and welfare system (Blane et al. 1996). The 
IFH approach is based on the idea that investing in health assets will both improve 
health outcomes and advance social and economic progress. Health “assets” can be 
defined as any “collective resource that could be used to promote health and gain 
more control over the determinants of population health” (Ziglio et al. 2000). 
Assets can include such things as: supportive family and friendship networks; inter-
generational solidarity; community cohesion; environmental resources for promot-
ing “physical, mental and social health”; employment security and opportunities for 
voluntary service; affinity groups; religious toleration; lifelong learning; safe and 
pleasant housing; political democracy and participation opportunities; and, social 
justice and equity (Ziglio et al. 2000). The crucial conceptual distinction is between 
health promotion interventions that focus exclusively or primarily on health 
“needs” or “problems” and those that focus on assets. If the primary objective of 
the IFH approach is to strengthen health assets, then an intervention that failed to 
reduce health needs would not necessarily be thought of as ineffective. Ziglio et al. 
put forward a two-dimensional conceptual grid, where both asset maximization and 
need reduction are taken into account. It is possible to improve health assets with-
out an immediate reduction in health needs; conversely, it is possible to reduce 
health needs while at the same time damaging health assets. Above all, the IFH 
approach is concerned with advancing sustainable and ethical health promotion 
strategies. Any investment for health must mobilize community resources in an 
equitable and participatory process that works with and strengthens, rather than 
bypassing and diminishing, existing community resources.

What will be called the “assets based” approach in this chapter is actually a specific, 
and perhaps more comprehensive, public health approach that reflects a variety of 
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disparate influences derived from a vaguely common concern. This common concern 
is not limited to internal self-reflections within the field of public health, but applies 
more broadly to social interventions in general. What has been seen as a generic 
concern is that the overwhelming focus of research on how and where to intervene 
in order to improve social and health outcomes is on the “problems” that individuals 
and communities have, rather than on what capacities, strengths and assets are avail-
able in these communities to tackle what are acknowledged by all to be significant 
obstacles to well being.

Perhaps the most persistent and consistent voice raising this concern has been 
John McKnight, who for over 30 years has been arguing that the exclusive focus on 
“needs”, “deficits” and “problems” by researchers and “caring” professionals has 
often disabled and disempowered communities, replacing potential community 
driven solutions with an intensive “service environment”, wherein helpful agencies 
and programs are funded in order to address community “needs”. As Kretzmann 
and McKnight put it succinctly, in response to desperate situations:

well-intended people are seeking solutions by taking one of two divergent paths. The first, 
which begins by focusing on a community’s needs, deficiencies and problems, is still by 
far the most traveled, and commands the vast majority of our financial and human 
resources. By comparison with the second path, which insists on beginning with a clear 
commitment to discovering a community’s capacities and assets, …the first and more tra-
ditional path is more like an eight-lane superhighway (1993; p. 1).

The reason to start with this quote is that it sets up nicely the generic issue or 
concern, which the “assets based approach” to public health has to tackle in relation 
to its own specific set of problems. Within the public health field, the “super-
highway” has been what is fairly described as orthodox epidemiological research. 
This includes even the more innovative and sometimes radical “social epidemi-
ology”, with the latter focused on more complex “social pathologies” as opposed 
to the restrictive physiological and environmental foci of its more traditional parent 
discipline. In other words, most public health science, with some exceptions, is 
entirely focused on the pathological generation of disease, as opposed to looking at 
the positive mechanisms that generate health. Many, particularly in Europe, would 
call the latter emergent approach, the “salutogenic perspective” (Chap. 1). It should 
be noted of course, that this shift of perspective to a focus on health rather than 
disease, is also the foundational tenet of the health promotion movement.

As there are many other chapters in this book that outline the assets based 
approach in detail, the rest of this section will focus less on explicating the overall 
perspective and more on a series of conceptual and methodological difficulties that 
are posed by making this switch in perspective. The reason to do so is that, when 
considering the assets based approach in relation to the issues of evaluating and 
synthesizing evidence on intervention effectiveness, it is these conceptual and meth-
odological problems that come to the forefront. This somewhat distinguishes our set 
of problems from the type of issues that confront a community organizer trying to 
implement an assets based mapping exercise like the ones advocated by Kretzmann 
and McKnight (1993). There are two reasons for this divergence in problems. First, 
the problem confronting the community organizer is often a directly political one of 
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convincing other members of the community and local authorities that an assets 
based approach is preferable to the normal, top-down, needs-based approach offered 
by existing services. We confront a different problem, in that what we face is an 
existing paradigm of research that is being challenged in terms of its appropriate 
scope, its relevance and its adequacy. Questions of “evaluation”, “synthesis” and 
“evidence” are directly scientific questions that no doubt have profound political 
implications, but nevertheless require a rigorous confrontation with conceptual and 
methodological difficulties. Second, the assets based approach within public health 
acts at a much broader scale and scope and thus entails more complexity and more 
profound methodological problems than does the community assets mapping 
approach. As far as we are concerned, the type of “methods” developed by 
Kretzmann and McKnight (1993), while not perfect, are perfectly adequate to the 
task; what faces serious public health scientists in the task of shifting the public 
health research paradigm is a paucity of tools and methodologies rigorous enough 
to present a serious challenge to the reigning orthodoxy.

To begin, there is a very general problem that advocates of the assets based 
approach must confront. The fact is that the “normal” way of doing public health 
research is to do epidemiology. What this means is that, even when we are not doing 
research that would be termed “epidemiological”, we are nevertheless held to the 
internal methodological standards of epidemiology as the public health science. 
While most researchers in the social sciences (with the possible exception of eco-
nomics), as much as they may complain of “positivist orthodoxy”, live in a world of 
quite extraordinary diversity in terms of philosophical approaches, methodologies 
and methods, public health sciences are dominated by a very well developed, coher-
ent paradigm of research within epidemiology, which has its own internal rationale. 
Its focus on pathology is not exclusively due to a myopic obsession with needs, 
problems and deficits, but in fact has much more to do with core methodological 
issues than appears on the surface. Although “paradigm” is a badly misused term in 
much social science discussions, in this case, one can argue that its use is appropriate 
and relevant to the original sense given by Kuhn (1970). Arguably, one of the most 
challenging difficulties that a project of revolutionizing paradigms faces is that such 
revolutions are by definition not a “project”; rather, they tend to be “generational”. 
First, it is only after an accumulation of anomalies confronts a discipline’s ability to 
problem solve in the “normal” way that any serious consideration is given to radi-
cally different theoretical approaches. Second, the “alternative” has to gain some 
foothold in terms of credibility, and it has to be relatively coherent and consistent. 
Most crucially, it must offer clear methodological strategies and methods that can 
demonstrably produce findings that consistently “solve” existing anomalies (Kuhn 
1970). As we will see in the rest of this chapter, we are only starting on the path to 
shifting perspectives within public health research.

Before moving directly to concrete problems in trying to evaluate assets based 
health interventions, there are several important conceptual and methodological 
issues to address concerning the overall assets approach. Let us start with the defi-
nition of health assets as offered by Morgan and Ziglio in Chap. 1: “as any factor 
(or resource), which enhances the ability of individuals, groups, communities, 
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populations, social systems and /or institutions to maintain and sustain health and 
well-being and to help to reduce health inequities.”

We find this to be an admirable definition and one that will surely offer some 
guidance to the field as it tries to develop research strategies to support the overall 
model. However, one can immediately see that the definition has two striking char-
acteristics: one, it is remarkably diffuse; another, it implies enormous complexity. 
To say that this approach to definition runs against the grain of orthodox epidemiology 
would be an understatement. For most epidemiologists, and in fact, most scientists 
dealing mainly with quantitative methods, the values of parsimony and simplicity 
are the guiding principles for defining terms. Why? Because, for the purposes of 
mathematical representation and then measurement, terms have to have clear, 
unambiguous definitions. This is true no matter what theory of measurement one 
uses or what type of measurement scale. Even for a simple nominal scale, we have 
to be able to clearly identify exclusive units of the scale. Yet, what is a health asset 
and what is not? Think about what “any factor (or resource)” could mean. Let us 
look at a few of the possible assets listed above: supportive family and friendship 
networks; intergenerational solidarity; community cohesion. While all these terms 
have meaning and certainly, on an intuitive level, have enormous relevance to 
community health, they are also terms that are notoriously difficult to measure 
appropriately. Of course, there are many attempts to develop proxy indicators for 
these sorts of concepts, but the history of these attempts serve more as a salutary 
warning about methodological sloppiness, than as progressive steps toward a tidy 
solution (McQueen and Noack 1998).

To provide a more concrete example of the types of conceptual and methodological 
issues being referred to here, we offer a brief discussion of one of the more thoroughly 
studied concepts relevant to the assets approach: social capital. Other public health 
and health promotion researchers have offered critical reviews of how the concept of 
“social capital” may or may not be helpful to the field (Edmondson 2003; Labonte 
2004). These latter references are important, but in order to dig more deeply into 
issues directly related to measurement, assessment and evaluation, an interesting 
tangential perspective can be offered by considering a tough-minded economic 
critique of the concept (Durlauf and Fafchamps 2006). We do this not in order to 
produce any original analysis of the concept of social capital, nor a fortiori, to offer 
anything substantive to the economic literature on this subject; instead what we intend 
is to explicate some of the analogous issues that pertain to the assets approach in 
general that can be found by considering this critique of the social capital concept.

Durlauf and Fafchamps’ main concern is in relation to producing “rigorous 
empirical research” on the concept of social capital. They do not dispute the intui-
tive and theoretical relevance of the concept, no matter that it is currently 
enmeshed in all sorts of vagueness and ambiguity. They focus their argument on 
whether current research methods and approaches to social capital are adequate to 
empirically demonstrate the relationship between social capital and beneficial 
economic outcomes. They pay attention to both global aggregate outcomes, such 
as improved economic growth and development, as well as distributional out-
comes such as wealth and income inequality. While these economic outcomes are 
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not synonymous with public health outcomes, they are directly analogous: public 
health wants to see a relationship between health assets and improved overall 
health outcomes, as well as the relationship between health assets and more just 
or “equitable” distributions of health.

The basic premise of Durlauf and Fafchamps’ paper is that, while social capital 
is a potentially powerful concept, and has some successful empirical applications, 
the vast majority of uses of the concept lack rigor and precision, employ circular 
reasoning, or make unwarranted assumptions in order to get off the ground. We will 
consider only two of their many trenchant criticisms, both chosen for their obvious 
relevance to concerns within public health and health promotion. First, we consider 
the problem of “non-triviality”. That is, we need to be sure that our definitions of 
terms are not trivial, meaning, in this context, that they do not presuppose beneficial 
effects. Here is how Durlauf and Fafchamps put it:

“The study of social capital is that of network-based processes that generate beneficial 
outcomes through norms and trust…By this definition social capital is always desirable 
since its presence is equated with beneficial consequences. This formulation is quite unsat-
isfactory from the perspective of policy evaluation (e.g., Durlauf 1999, 2002), if one denies 
the appellation of social capital to contexts where strong social ties lead to immoral or 
unproductive behaviors, there is nothing nontrivial to say in terms of policy.”

As one can immediately discern, some of the same problems plague the health assets 
approach. Take for example, the use of “community cohesion” as a health asset. It is 
assumed in the definition that community cohesion (however it is measured) is ipso 
facto a beneficial “enhancer” for individuals, communities, groups, even whole soci-
eties to “maintain and sustain health and well being and to help reduce health inequi-
ties”. However, if, by definition, it is not possible to have “community cohesion” 
affect the desired outcomes negatively, then what is the point of empirical investiga-
tion, never mind policy action? In fact, as Labonte points out, there is good reason 
to believe that “community cohesion” can have negative social exclusionary effects, 
and thus undermine at least the equity outcome named above (2004). A related issue 
when it comes to empirical work on aggregating and synthesizing data, is that such 
triviality in definition can actually lead to dangerous fallacies of composition. For 
example, if one wants to measure the effect of community cohesion on health out-
comes, simply aggregating individual level data on health outcomes may ignore the 
distributional effect of some groups receiving large health benefits from community 
cohesion, while other more excluded groups are negatively affected. Thus, the aggre-
gate data shows a positive effect on health of the population, yet some groups are 
actually suffering negative effects from community cohesion. Potvin et al. (2007), 
have been at the forefront of demonstrating this equity problem for public health, but 
this has been demonstrated formally elsewhere on a much more general level in terms 
of classical welfare outcomes (Durlauf and Fafchamps 2006).

The second problem with the concept of social capital, and by analogy with 
many proposed factors or resources that may act as health assets, is also tied to the 
problem of equity, and relates to the essentially relational aspect of these types of 
concepts. As Durlauf and Fafchamps point out, often some groups or individuals 
use social capital to get ahead of others groups and individuals in a competitive 
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environment. While there is nothing to rule out universally beneficial outcomes 
from increases in social capital, to rule out potential conflicts between group and 
individual interest would be naïve. For these authors, the important point is to avoid 
importing unexamined conceptual assumptions into the methodology and measure-
ment of social capital; however, their overall message applies equally to many 
related or analogous social science concepts and their place in building a body of 
empirical evidence. Needless to say, if the basic data collection is conceptually 
flawed, any attempt to synthesize results will be equally flawed, if not com-
pounded by the false assumption that heterogeneity of results can be accounted for 
through statistical fixes, or other analytical approaches.

Finally, we can look to another source to emphasize the problem with the 
relational aspect of these types of social science concepts. Although increasingly 
referenced as an important theorist to consider for health promotion and public 
health theory, Pierre Bourdieu has been, with some exceptions, ignored when it 
comes to considerations of the concept of social capital. While Bourdieu certainly 
was not amongst the main protagonists in the Anglo-American literature on the 
social capital concept, and the roots of the concept are far removed from Bourdieu’s 
specific set of theoretical concerns, his own conceptualization of the use of differ-
ent forms of “capital” in structuring social hierarchies is highly relevant to the 
questions we have been outlining above. First, Bourdieu is quite clear that most of 
the forms of collective “capital” that we utilize to further our well-being are predi-
cated on modes of social distinction (Bourdieu 1986). What this means is that the 
effectivity of certain forms of social capital derive their power by maintaining dis-
tinctions and conserving their value through scarcity of supply. Elite social net-
works and clubs are excellent examples of this process. These forms of social capi-
tal may demonstrably enhance the well being of their members and their offspring; 
however, a potential solution is not an additive one of simply increasing access for 
more people to these groups. This is because part (if not all) of their value is main-
tained because of their relational exclusivity, not due to any substantial identifiable 
and independent essential properties. In other words, the effectiveness or convert-
ibility of these forms of social capital relies precisely on the fact that the symbolic 
power they exercise is based on the relational exclusivity of their memberships. 
While networks work differently in terms of maintaining boundaries, similar rela-
tional attributes apply. Being a central node in a social network loses its relative 
power in direct proportion to the level of equality in terms of density of ties between 
different nodes. The benefits of being a central node are partly determined by the 
fact that this level of connection is relatively rare. If everyone has the same level of 
connections, then the symbolic power of distinction is lost. This does not imply 
that access to social capital is devoid of positive non-relational benefits; what it 
does imply, is that in considering social capital and by analogy, health assets, we 
should not ignore this crucial conceptual advance made by Bourdieu.

What these conceptual problems in relation to equity reinforce is that we need 
to be very careful about our methodological strategies for empirical investigation in 
the area of health assets. There are two main lessons to keep in mind from our brief 
survey above. First, the candidate “health assets” that are routinely listed as the key 
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factors or resources, have to be very carefully defined. Furthermore, their opera-
tionalization as variables and indicators needs to be built upon more careful ethno-
graphic and observational research. It is not good enough to follow the conventional 
epistemology of psychometric validation. The theory of representation should be 
based on inherent validity derived from consideration of real world structural char-
acteristics of the phenomena in question. In other words, measures, if they are possible 
at all, should take into account the complexity of the underlying concept, but should 
nevertheless aim at clarity over vagueness.

The second key lesson is that, whether “health assets” can be considered benefi-
cial cannot be decided by a matter of definition, but must be understood in relation 
to the specific contexts within which such potential assets operate. This approach 
allows us to avoid the problem of triviality by understanding that the beneficial 
effect of different social factors or resources is a complex, non-reductive function 
of how they interact with other contextual factors. As we will see, for these reasons, 
a critical realist approach is helpful in untangling some of these more complex 
methodological problems.

5.3  Implications for Evaluation

The limited evidence of the effectiveness of health promotion initiatives is due, at 
least in part, to the inherent difficulties in evaluating assets based health promotion 
community interventions. As discussed in Chap. 1, historically public health and 
health promotion initiatives have tended to focus evaluations on a deficit perspec-
tive. “That is there is a tendency to focus on identifying problems and needs of 
populations that require professional resources and high levels of dependence on 
hospitals and welfare services” (Ziglio et al. 2000; Morgan and Ziglio 2006).

What is required is a total re-thinking and re-conceptualizing of evaluation 
that is appropriate for assets based health promotion initiatives. First, we need to 
emphasize an integrated approach to process and outcome evaluation, formative 
and summative approaches. Even in evaluations that are primarily focused on 
outcomes, issues of implementation context and complexity have to be considered. 
Second, these initiatives/interventions by their very nature, demand that empowering 
and participatory approaches to evaluation be used. Most orthodox approaches to 
evaluation are antithetical to the essence of assets based health promotion.

One of the most disappointing aspects of reviewing literature on evaluations of 
capacity building activities and health outcomes is the dichotomy between the type 
of evaluation approach that is seen as necessary for supporting effectiveness assess-
ment and the type that is seen as more helpful for “formative” or “process” issues. 
In order to bring an evaluation focus to how enhancing health assets can lead to 
better outcomes, we need to move beyond this dichotomy. As was explained in the 
first section of this chapter, the type of phenomena represented by the factors and 
resources conceptualized as “health assets”, is inherently complex and contextually 
determined. A phenomenon like “inter-generational solidarity” is not like a drug 
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and does not act as a typical dose-response causal mechanism. Like many other 
potential health assets, inter-generational solidarity is multiply determined, tends to 
have causal effect in tandem with other interacting factors, and will in any case tend 
to have a non-linear relationship with positive effects on health, particularly through 
emergent, transitional thresholds. In order to capture these complex phenomenon 
and their causal effects on outcomes of interest, there needs to be an approach that 
integrates both data collection tools and analytical strategies to consider how par-
ticular health assets are internally structured, externally related to a set of interact-
ing contextual factors and, finally, causally connected to positive health outcomes. 
In order to do this successfully, issues of process and implementation are not 
merely supportive after-thoughts for reviewers, or relegated to the periphery of 
reflective practice, but are integrally and internally related to the conceptualization 
of the evaluation of the “effectiveness” of health assets. For these reasons, there are 
three crucial advances necessary for the field: more subtle measurement approaches 
that capture the internal complexity of health assets; more attention to the socio-
ecological contexts within which health assets operate; and, more innovative ana-
lytical strategies to match the complexity of the phenomena involved in assets 
based interventions.

Another important aspect that needs to be re-thought is the relationship between 
orthodox, non-participatory approaches to evaluation and the attempt to establish 
an assets-based approach. Orthodox evaluation because of its value and philosophi-
cal base, purposely does not allow practitioners that are engaged in implementing 
programs to conduct the evaluations because of the belief that these practitioners 
can only provide subjective evidence and that the results are not credible and are 
biased. It is time to question these assumptions if we are to begin to collect data that 
is relevant to assets based health promotion programs.

In orthodox evaluation an external evaluator is typically hired as a consultant to 
evaluate the community program. In essence, this evaluator collects data about the 
program, analyzes and interprets the findings and delivers a report with recommen-
dations. This orthodox approach to the evaluation process, alienates those who care 
most directly about the program; it provides little or no opportunity to reflect, 
examine or learn from the data; it neglects opportunities for practitioners to develop 
data analysis capacity; and, it produces anxiety and cynicism about evaluation. 
As Reason describes,

“Orthodox evaluation methods, as part of their rationale, exclude participants from all the 
thinking and decision-making that generates designs, manages and draws conclusions from 
the evaluation. Such exclusions treat the participants as less than self determining persons, 
alienates them from the inquiry process and from the knowledge that is its outcome, and 
thus invalidates any claim the methods have to a science of persons” (Reason 1988).

We need to challenge the assumptions that underlie orthodox evaluation by asking: 
What is the relationship between the evaluator and those delivering the program? 
What should be accepted as evidence upon which to base practice? What information 
do we need to explain program success and failure? For example, knowing the 
number of participants who attended a program can tell you about “reach”, perhaps, 
but what does it tell you about what was learned or about what was changed? What 
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caused the change? In our opinion, evaluators are not asking the appropriate questions 
that will help them explain causal relationships that lead to outcomes. For example, 
most practitioners who implement assets-based health promotion programs would 
agree that meaningful participation is critical to the success of these programs. 
However, there are very few examples, if any, of program evaluations that assess the 
impact of “meaningful participation” on program outcomes.

Perhaps, if we could begin to think about evaluation as “reflective practice” 
rather than program evaluation, we could begin to explicate the complexities that 
are inherent in these programs. After all, it is people that implement programs and 
the processes that they use directly impact the outcomes of that program. So, what 
actually makes one assets-based health promotion initiative work and another not?

It is beyond the scope of this chapter to describe alternative approaches to evalu-
ation that are more consistent with the philosophy of health promotion, but many 
scholars are struggling with these issues and there is a recent emergence of several 
diverse approaches that provide some hope for future. (Hills and Mullett 2000; 
Minkler and Wallerstein 2003; PAHO 2004). The key point is that it makes little 
sense to utilize an evaluation approach that undermines the very strengths and 
capacities that it aims to evaluate. If we are trying to assess whether various health 
assets are being enhanced and what their relationship is to improved health out-
comes, the real threat to validity is caused by a cynicism that negatively affects the 
assets we are trying to explore, generated by the lack of participation in the evalu-
ation process we too often see in orthodox approaches.

Although there has been some move over the past few years to focus more on 
evaluating the impact of health interventions on positive assets and capacities in 
communities, most evaluation is still focused mainly on deficits and needs and how 
these are being addressed. Furthermore, there is a tendency to lump all focus on 
“capacities” into the category of “process” evaluation, which is dichotomously 
divided from “outcome” evaluation. This prejudice leaves communities in an awk-
ward place because, in terms of reflective practice, process evaluation is seen as very 
important, yet, in terms of accountability to funding bodies, outcome evaluation is 
seen as paramount. The assets-based model opens a new opportunity to have an 
integrated evaluation approach that overcomes the old dichotomies between process 
and outcome evaluation, and between so-called “formative” and “summative” 
approaches. We need to start understanding improvements in specific health assets 
as intermediate outcomes in a linked chain of progress towards improving overall 
health and social outcomes.

It is crucial that we not underestimate the importance of letting a participatory 
approach to evaluation drive this new emphasis on assets. Communities, where all 
interventions eventually must have an effect, are naturally disposed to a focus on 
assets and strengths, as this perspective is also internally related to issues of empow-
erment and sustainability. Building on inherent capacities, even in the most vulner-
able populations, is a way of ensuring both that communities can take prideful 
ownership of intervention processes, and that any gains made can be sustained.

Finally, it is equally important that a new and focused rigor is brought to bear on 
evaluation concepts and measuring tools that need to be developed to support the asset 
model. There is still too little work on well-designed indicators that can be integrated 



875 Assets Based Interventions: Evaluating and Synthesizing Evidence of the Effectiveness

into evaluation strategies to assess the impact on health assets of health promotion and 
other public health interventions. We know that the importance of “context” in evalu-
ating health assets is undeniable; yet, we have very little in the way of rigorous, 
consistent evaluation protocols and tools to collect evidence on contextual factors. 
These are areas that cannot be ignored if we are to deal with the intrinsic complexity 
of assets-based interventions and thus the complexity of their evaluation.

5.4  Implications for Evidence Synthesis

If there are major changes that are necessary in how we approach evaluation in 
order to be congruent with an assets-based approach to public health, this is equally, 
if not more true, in relation to the question of how to synthesize evidence from 
evaluation data to assess the effectiveness of assets-based interventions in general. 
In this section, we first try to distinguish between the concepts of “evaluation” and 
“effectiveness”. We then move to consider the “realist” critique of existing synthesis 
approaches, and finally explicate the realist alternative.

5.4.1  Evaluation vs. Effectiveness1

“Evaluation” refers to a generic type of research, where a particular intervention or 
activity is examined to assess its “success” (or lack thereof) through the analysis of 
the processes and outcomes of that set of activities. Evaluations may provide 
information for a variety of uses, including: feedback to participants in the activities 
or projects; dissemination purposes; theory-building exercises; and, accounting for 
the benefit or worth of the activities in question in terms of effectiveness, effi-
ciency, and equity etc. “Effectiveness”, as implied above, is a much more specific 
concept. The goal of effectiveness research is to assess whether a specific type of 
activity (such as “community interventions”) has the desired “effect” in relation 
to a specified objective or set of objectives (e.g. increased knowledge, awareness 
and improved health practices) (Tones and Tilford 1994). As mentioned earlier, 
evaluation is a broader research activity that has been an integral part of public 
health and health promotion since its beginnings; demonstrating effectiveness, on 
the other hand, is a more recent and much more demanding undertaking.

Evaluations are often concerned with individual interventions and their out-
comes; effectiveness is concerned with the relationship between a type of interven-
tion and outcomes that are observable across interventions. In other words, to 

1 It should be noted by way of caveat that often people understand the term evaluation to apply to 
the concept of effectiveness more generically. However, due to two developments in the literature, 
we want to emphasize this contrast: first, because of the rise of the systematic review, ‘evidence 
review’ or ‘synthesis’ are used more often in relation to questions of effectiveness; second, the 
types of methodological problems that arise in doing evidence syntheses are sui generis and need 
to be distinguished from the methodological debates within evaluation as a separate topic.
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assess effectiveness, the researcher has to look across evaluations of a specific type 
of intervention in order to show that it works more generally. For example, it is 
possible to evaluate a specific community intervention in order to demonstrate that 
it achieved its goals in a particular setting; however, to show the effectiveness of 
community interventions, it is necessary to collect evaluation data from across 
many interventions in order to “test” the type of intervention as a generically 
successful or beneficial approach.

Although there are some superficial similarities in the methodological debates 
within the evaluation literature and the effectiveness literature, the latter’s inherent 
demand for comparability means that the issues are different and are derived from 
a different historical and logical context. The effectiveness research debate centers 
around the increasingly urgent quest for evidence-based policy making (Pawson 
2002a). Here the question is not so much about how to do evaluations (although it 
has large implications for the latter), but about how to do systematic analyses of 
previously collected evidence. As Pawson puts it concisely: “By building a system-
atic evidence base that captures the ebb and flow of program ideas we might be able 
to adjudicate between contending policy claims and so capture a progressive under-
standing of what works” (Pawson 2002a). In order to inform policy on the basis of 
evidence, some form of review of reviews is necessary or policy-makers are caught 
in a cycle of forever catching up with mountains of emergent evaluation data that 
never seems to offer direct guidance. Pawson (2002a) has argued that this is the 
crucial point that sometimes gets missed: “The case for using systematic review in 
policy research rests on a stunningly obvious point about the timing of research 
vis-à-vis policy: in order to inform policy, the research must come before the policy” 
(p. 158). For these reasons, we refer to this problem as one of “evidence synthesis”.

Of course, depending on the approach taken to systematic review, what should count 
as adequate evaluation data (from the perspective of the effectiveness reviewer) looks 
very different, and this is where the two concepts converge. Evaluation approaches have 
traditionally been divided into two opposing views, either labeled “quantitative vs. 
qualitative” or “positivist vs. interpretive”. There are many different and more specific 
categorizations of evaluation approaches; nevertheless, the more simple dichotomies 
referred to above are adequate to give a sense of what has been at the core of the 
debate. The two main streams of evaluation still fit under the broad categories of posi-
tivist and interpretive (Guba and Lincoln 1989), which equate roughly with the meta-
analytical and narrative manners of conducting systematic reviews. There are two 
more recent approaches that are distinctive: the participatory evaluation approach; and, 
the realist evaluation approach, the one we propose to utilize here.

The participatory approach argues that both the positivist and the interpretive 
approaches are wedded to a notion that there is an “evaluation expert” that has 
special access to a form of knowledge that is superior to that of the people 
involved in the work of the initiatives being evaluated. The participatory approach 
recognizes the value of different types of knowledge and sees evaluation as a 
collaborative process of reflection-in-action, where researchers and participants 
work together to develop and implement evaluations (Hills and Mullett 2000; 
Minkler and Wallerstein 2003).



895 Assets Based Interventions: Evaluating and Synthesizing Evidence of the Effectiveness

The realist approach argues, similarly, that the positivist and interpretive 
approaches are inadequate, yet for different reasons. The realists are inclined to agree 
with much of the interpretive critique of positivism, but are reticent about accepting 
the conclusion that evaluation can only be about “inter-subjective meaning”. Realists 
are concerned to defend a position that can maintain “objective” standards of evalu-
ation in so far as the reference of evaluative work is to what is actually happening in 
the world, as opposed to restricting themselves to what is perceived to be happening 
by particular groups of people. In other words, realists want to retain a distinction 
between what people think is going on and what is actually going on. So let us see 
how they criticize the positivist and interpretive views.

5.4.2  The Realist Critique of Meta-Analytical  
Systematic Reviews

Researchers tasked with performing a systematic review must rely on the type of 
evidence collated from the mass of evaluation data compiled by evaluation research. 
The dominant “meta-analytical” tradition of systematic review (in fact, often the 
definition of systematic review is conflated with meta-analysis) relies on evaluation 
data that has standardized, quantifiable outcomes. This approach considers the 
intervention itself a “black box”, wherein what may or may not go on is of little 
methodological concern. The main issue is to abstract from each intervention out-
comes data in terms of measures of impact (net effect) that is comparable across 
interventions, so that standard statistical methods can be applied in calculating the 
“typical” impact (mean effect). The level of analysis is usually aimed at assessing 
the effectiveness of “programmes” and their “sub-types” or methods of delivery. 
The implication for evaluation is that “good” evaluations are those that provide 
standardized outcomes measures (whether these are appropriate or not is left 
unexamined) (Pawson 2002a).

The meta-analytical approach suffers from some serious drawbacks. First, it 
reduces many different interventions to programme sub-categories that may or may 
not be comparable in terms of their basic theoretical perspective or their practical 
implementation. Often these categories simply lump together initiatives arbitrarily on 
the basis of professional specializations and bureaucratic distinctions. The point here 
is that meta-analyses do not investigate this issue systematically2 and so cannot be 
sure that the categories they use compare like with like, a foundational  requirement 
of any causal assertions.3 Second, in terms of outcomes, meta-analysis often encour-
ages the worst cases of what Alfred North Whitehead called the “ fallacy of misplaced 

2 This is not the same as statistical measures of “heterogeneity” of data which tend to avoid the 
conceptual problem of identity and theoretical homology.
3 Formally, if we cannot be sure that category X represents the class x1…..xn, where all x’s are 
equal, then X cannot be a putative cause of anything.
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concreteness” (Whitehead 1997/1925). This is where abstractions, which may or may 
not have been useful and helpful in one context become employed in a second context 
as if they are fully concrete entities existing with a life of their own. Thus, the results 
from using measurement scales constructed for the purpose of identifying changes 
according to a particular psychological theory, become recruited and aggregated with 
other measures of psychological change as part of some more generic category of 
psychological change, which is then aggregated with other measures of even more 
general behavioral change as part of some “meta”-category of positive change, to 
arrive at what Pawson (2002a) calls “means of means of means!”.

The desperate push to do respectable statistical analysis ends up with ghostly 
abstractions transubstantiating into flesh and blood measures of real performance. 
We are left with a “spurious precision” constructed through a rhetorically powerful 
masquerade of numbers (Pawson 2002a). Finally, and perhaps most glaringly from 
the perspective of its critics, meta-analysis squeezes out, if not eliminates, the con-
text within which initiatives take place. This would not be such a serious concern 
if it was true that the context were not relevant to the outcomes; yet, it is a common-
place observation (in the very best sense of the term) that the success of many 
community initiatives depends on much more than simply the programme involved. 
Who is involved, how and in what circumstances are crucial factors in the success of 
any initiative (Labonte 1996; Pawson 2002a; Vingilis and Pederson 2002). The black-
boxing of context in this case can lead to: Type I Error, where significant variations 
in outcomes are attributed to programme differences, when in fact they are due to 
confounding factors in the contexts of the interventions; Type II Error, where varia-
tions in outcomes are not significant enough to be attributed to programme differ-
ences, when in fact more significant differences would have been found if the 
confounding factors had been taken into account; and, Type III Error, where nega-
tive outcomes are attributed to programme failures when in fact they are due to 
poor intervention implementation. Much criticism has been leveled at meta-
analysis for its cavalier attitude to these issues.

5.4.3  The Realist Critique of Narrative Systematic Reviews

The “narrative review”4 approach to systematic review requires quite the opposite 
type of evaluation data. One could almost say that this approach starts with the 
maxim: “the more detail the better”. In general, this approach to systematic review 

4 Pawson’s term is, as admitted by the author, an umbrella concept that tries to capture a variety of 
approaches that meet up with similar methodological problems. “Meta-analysis” and “narrative 
review” are therefore not symmetrical terms; the former is a fully developed and standardized 
methodological approach, whereas the latter is simply a useful label for an array of differing and 
even mutually incompatible approaches. Furthermore, there have been recent advances in the nar-
rative review approach that address some of Pawson’s critique, particularly work by Jennie Popay 
and colleagues.
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has developed in a number of directions, all of which are sensitive to the glaring 
inadequacies of the “meta-analytic” approach. These strands of research, often 
inspired by the interpretive paradigm of social scientific inquiry, attempt to pay 
much more attention to the process of interventions, detailing the key or significant 
aspects of each example in the hope that an accumulation of such data can be 
abstracted from to provide lessons about a program’s effectiveness.

Narrative review can be characterized as a reaction to the fact that the technique 
of meta-analysis ignores, or at least does not take account of, much of what is avail-
able in the evaluation literature, never mind what could be made available. Its critique 
ranges from the gentle admonishment of meta-analysis’s more arrogant extremes 
to a radical questioning of the entire program of meta-analysis. On the “gentler” 
end of the spectrum, critics suggest a more balanced approach to including data in 
systematic reviews to allow more detail of a qualitative nature (Dixon-Woods and 
Fitzpatrick 2001). At the “radical” end, there is a constructivist critique that tends 
to deny any sort of objective comparability at all (Dahler-Larson 2001; Guba and 
Lincoln 1989).

The first criticism of the narrative review approach is from the orthodox meta-
analytical stance. Here it is argued that the narrative review approach is inadequate 
to the task of detecting small intervention effects, thereby leading to Type II error 
(false negative result), because of the heterogeneity of interventions, outcomes and 
contexts (Petticrew 2003).5

Whatever the merits of this particular criticism, a more fundamental one is that 
developed by Pawson (2002b), who argues that narrative review fails every time 
it attempts to move from in depth analyses of individual studies to a level of 
abstraction that is logically consistent and comparable across different studies. 
This is inadequate precisely because it merely churns qualitative data into count-
able indicators, without addressing the basic criticism of this procedure that under-
lies the original rejection of positivism. What is missing is a rigorous philosophical 
basis for an alternative approach. While the realist approach may suffer from 
equal difficulties in terms of concrete alternative empirical tools and method-
ological frameworks, as we will see, what it does have is a fully consistent 
philosophical alternative to the positivism inherent in orthodox meta-analytic 
approaches.

5.4.4  The Realist Synthesis Approach

Limitations to current approaches demonstrate the need to develop a new framework. 
Pawson’s realist synthesis approach provides a foundation for such a frame-
work (2002a, b). Pawson (2002a) argues that exposing exemplary cases has less to 

5 This is a somewhat ironic criticism, as the main thrust of the author’s argument is that, meta-analysis 
tends towards a “stainless steel” law of review, where: “the more rigorous the review, the less 
evidence there will be to suggest that the intervention is effective” (Petticrew 2003: pp. 757–758).
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do with reviewing evidence and more to do with testing submerged theories. 
Adopting a realist synthesis method enables the synthesis of evidence from different 
initiatives and programs and has the capability to link processes to outcomes by 
formulizing the interaction between a program’s mechanisms, contexts, and struc-
tures (Pawson 2002b).

Pawson (2002b) argues that it is not the “programs” themselves that are generat-
ing change; it is the resources or reasons they offer to subjects. In order to success-
fully orchestrate evidence based practice, the emphasis on causality must be aimed 
at the basic processes of any initiative. These basic processes can then be broken 
down and analyzed and viewed as specific mechanisms. Determining whether the 
same mechanism yields similar results in diverse settings can draw meaningful 
comparisons; and both negative and positive results are equally important to con-
sider (Pawson 2002b). This approach also points out that though some kind of 
systematic review is necessary to inform policy-makers, the timing of such a review 
is often not synchronized. To be successful at informing policy, it is crucial that 
research comes before the policy (Pawson 2002a).

Systematic reviewers, when dealing with a combination of mechanisms, need to 
sort through contexts that lead to successful outcomes from contexts that result in 
failure (Pawson 2002b). Contextual information can be taken into account as part 
of the underlying mechanisms, allowing comparisons across contexts. In the end, 
the systematic review should rest on “families of mechanisms”, not on “families of 
programs” (Pawson 2002b).

The realist synthesis model offers great opportunity for growth in knowledge 
translation practice as it enables the synthesis of evidence across different programs 
and initiatives and provides a detailed formulation of the interaction between 
mechanisms, contexts, and structures of community programs in a dynamic model, 
linking processes to outcomes.

We now move to a concrete example of a research project that utilized a realist 
synthesis approach to guide the development of a framework for assessing the 
effectiveness of community interventions. As we will see, the much of the substan-
tial elements of this project were concerned with community capacities and process 
that act as factors or resources that are health assets.

5.5  An Example: The Effectiveness of Community 
Interventions Project

In Canada, the Public Health Agency of Canada (PHAC) and Health Canada 
(HC) fund health promotion community initiatives that aim to promote health and 
enhance community capacity. These programs are based on a population health 
approach, and generally, they attempt to use an assets-based approach to bring 
about change. That is, they focus on the communities’ resources and capacities to 
improve health. The project described in this chapter evolved from a need to 
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gain a better understanding of the success of different community intervention 
approaches as well as their relevance in modifying different outcomes that lead 
to improved health. The basic driving force behind what has been called “effec-
tiveness research” is the need for funding authorities, both public and private, to 
account for the utility of investments in specific forms of work and sets of activi-
ties. There is a continuing pressure on these funding authorities to ensure that the 
funds they expend are spent in the right areas and in the right ways. In other 
words, there is some return on their investment. In this context, in 2003, a 3-year 
collaborative initiative between the Canadian Consortium for Health Promotion 
Research and the PHAC was initiated entitled the “Effectiveness of Community 
Interventions Project” (ECIP).

This project focused on the development of a framework for assessing the effective-
ness of community interventions to promote health. In particular, it concentrated on 
how to assess the evidence of the effectiveness of federally funded community inter-
vention approaches that target three specific outcomes (increased awareness, knowl-
edge and improved health practices). The project involved three main activities: A 
literature review on the effectiveness of different community intervention approaches 
that address awareness, knowledge and improved health practices; the design of a 
framework/tool for assessing the effectiveness of community intervention approaches 
in achieving their intended goals related to awareness, knowledge and improved health 
practices; an initial validation of the framework/tool (see Fig. 5.1) with selected Health 
Canada community interventions. The interventions were chosen from two strategic 
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Fig. 5.1 Framework for assessing the effectiveness of community initiatives that promote health
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areas (nutrition and HIV/Aids) and three programs (Canadian Prenatal Nutrition 
Program, Canadian Diabetes Strategy, and Canadian HIV/AIDS Program).

In acting as researchers on this project, the Canadian Consortium for Health 
Promotion Research proposed to use a modified “realist synthesis” approach as an 
alternative to the usual systematic review of evidence in order to address some of 
the complexity that was evident in trying to assess the effectiveness of the  
HC/PHAC programs.

In order to put this approach into practice, our first task was to identify a frame-
work for assessing the effectives of these interventions, and as importantly to identify 
key mechanisms of action that were thought to be causally related to successful 
intermediate and long term health and health equity outcomes. The framework 
provided a logical basis for an analytic and synthesis strategy that related mechanisms, 
contexts, and outcomes. Thus, as Pawson argues, the “locus of comparison” is the 
mechanism(s), which may or may not be activated, and may or may not lead to the 
projected outcomes. For example, it may be that “Collaborative Planning” is identi-
fied as one of the basic processes that are necessary for successful community 
initiatives. The question then becomes: what mechanisms drive this process for-
ward successfully? However, even if the correct mechanisms are identified, their 
causal power may not be activated in any particular circumstance, or even if the 
crucial mechanisms are activated (e.g. key stakeholders are involved), their affec-
tivity may be counter-acted by other contextual mechanisms (e.g. political support 
is taken away). The issue here is that one can take account of important contextual 
information, without losing the level of abstraction that the mechanisms represent, 
and therefore maintain the basis for comparison across contexts. In this example, 
we may end up with “failure” in terms of outcomes; yet, because we can explain 
the reason the mechanism was not effective, the mechanism itself (involving key 
stakeholders) is not thereby discounted for its causal power. What we have then as 
the systematic reviewer’s basic task is for any putative mechanism or a combina-
tion of mechanisms (M), to “sift through the mixed fortunes of the program attempt-
ing to discover those contexts (C+) that have produced solid and successful 
outcomes (O+) from those contexts (C−) that induce failure (O−)” (Pawson 2002b; 
p. 345). Of course, in order not to simply generate a list of positive and negative 
contexts, the contexts themselves must themselves be broken down into interacting 
processes thus preserving comparability for the purpose of policy making.

5.5.1  Components of the Framework

The five components in Fig. 5.1, represent either staged outcomes (proximal to 
distal) or parallel processes, depending on whether one is taking a static or dynamic 
perspective. The first two components are arranged in parallel to emphasize the 
interactive nature of the planning/action couplet. It has been noted by many 
researchers that successful actions are dependent upon an iterative process of 
reflection-in-action (Kemmis 1990; Heron 1996; Hills and Mullett 2000; PAHO 
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2004), where planning is improved by feeding back reflections from ongoing 
activities. The middle component represents, on the one hand, intermediate health 
promotion outcomes, including increased knowledge, awareness, and improved 
health practices; on the other hand, it represents a dynamic process of diffusion and 
adaptation in the wider local community. The third component, transformational 
change, focuses on promoting broader change that has an impact on societal norms 
and high level policy development. The final two components are again coupled, 
this time to emphasize the important causal relation between impacting the deter-
minants of health and improving population level outcomes (e.g. smoking cessation 
is exemplary). These two last components represent broad population level changes 
and are more distal in terms of available outcomes.

5.5.2  Candidate Mechanisms of the Framework

The list below represents the candidate mechanisms the project has compiled, 
based on previous work in the field, a review of the literature (presented in details 
just after the list), an expert review panel, as well a first validation using six cases 
provided by PHAC/Health Canada (Hills et al. 2004a, b).

These mechanisms can be thought of as guiding principles or criteria for action 
that assist and promote individuals and communities to focus on their own assets, 
capacities and skills to bring about change that promotes health. The authors are in 
the process of developing and testing tools that help to capture the implementation 
of these mechanisms and their impact on outcomes.

5.5.2.1  Component 1: Collaborative Planning

 1. Meaningful participation of all relevant stakeholders
 2. Critical dialogue
 3. Shared power
 4. Project action planning and evaluation

5.5.2.2  Component 2: Community Organization & Action

 1. Ongoing education and training opportunities
 2. Evolving leadership
 3. Sustained mobilization of resources
 4. Critical reflection and systematic monitoring

5.5.2.3  Component 3: Transformational Change

 1. Develop and attract champion
 2. Generate publicity of project successes
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 3. Influence Public Policy and Decision-making Bodies
 4. Work with relevant social movements and provincial and/or national advocacy 

groups

5.6  Conclusion

The most relevant lessons this very important collaborative research experience 
taught us about “assets based” approaches revolve around the disjunction that exists 
between the pervasive discourse about capacities, strengths, assets, and participa-
tion surrounding these innovative interventions on the one hand and the dominant 
approaches to evaluation and evidence synthesis on the other. Whenever we talked 
to practitioners or read informal accounts of what was most important to the success 
of these interventions and initiatives we invariably found reference to the key 
mechanisms we identified in the theoretical literature and in discussion sections of 
formal evaluations. However, when we looked for formal evaluation data on these 
key mechanisms, we looked in vain. So often, a formal evaluation report would 
focus on a set of traditional indicators, such as number of participants (reach) and 
individual changes in knowledge or behavior. The report would then conclude that 
there was insufficient evidence of changes related to the intervention, but would go 
on, in the discussion section, to note the many wonderful things that the interven-
tion had an impact on but were never evaluated or couldn’t be evaluated because 
there were no available indicators or tools to help document evidence of these 
changes; thus, we are left with more or less persuasive anecdotal accounts.

Another huge gap was in any available means to integrate contextual informa-
tion into the analysis of effectiveness. There were neither data collection methods 
developed, nor were there ready-to-hand analytical techniques to synthesize and 
integrate into effectiveness assessment. Although the realist approach offers an 
excellent basis for philosophically justifying an approach that focuses on mecha-
nisms and contexts, there is still much more work to do in the development of 
concrete methodologies and methods for collecting and analyzing data, and then 
the complex synthesis of these multiple sources of evidence.

As we hope to have shown, “health assets” in particular, are exactly the type of 
complex phenomena to require matching complexity, subtlety and innovation in 
methodological technique. Unfortunately, we have too often been left with the false 
dilemma of either accepting overly simplistic and rigid traditional methodology or 
being left with less than rigorous and vague references to how difficult this type of 
intervention research is for evaluators to handle. We have long since made impor-
tant theoretical advances in understanding public health interventions as part of a 
complex, socio-ecological system, made up of many interacting parts. The assets 
based approach is entirely in line with this trend in theoretical understanding. 
However, we have found that we now need to go out and collect relevant data to test 
and refine these theoretical postulations. The assets approach will progress only if 
this key strand of its program is implemented and researchers actively collaborate 
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with practitioners, policy-makers and community members to help produce this 
new world of evidentiary resources.

We are not the first ones to point out that evaluating phenomena such as partici-
pation, empowerment, social capital and other similar concepts is difficult. Yet, it 
is now time to stop fretting about how difficult it is and time to start developing 
innovative solutions. We firmly believe that success on this front is tied directly to 
how successful we are in developing collaborative, participatory approaches to 
both primary data collection and to evidence reviews. The former requires much 
closer collaboration between researchers, practitioners and community makers, 
while the latter requires much more close collaboration with policy makers, who 
are often the primary consumers of evidence reviews. We believe that the ECIP 
initiative in collaboration with the PHAC is one such collaboration, and many other 
successful collaborations have taken place in other jurisdictions. While it is justi-
fied to be very optimistic about the potential of the asset based approach, it will 
require a lot more groundwork in supporting the evidence base for the effectiveness 
of asset based interventions.
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6.1  Introduction

This chapter examines positive adjustment and resilience as an asset, which can 
promote good health, even in adverse conditions. It presents a number of different 
models that have been put forward to explain how resilience works; compensatory, 
protective and challenge. Resilience is not a constant but is something moulded and 
shaped by the physical and social environment. Some people, depending on financial or 
social determinants, will have more freedom and capacity to make healthy choices.

A healthy diet is used as an example of a factor which can promote health resilience 
in some communities, even those where there are levels of socioeconomic disadvantage. 
Relative health inequalities in a number of Southern Mediterranean countries are used 
as an example of this. However, the authors argue that in these countries health advan-
tage is conferred by a much more complex range of factors than diet alone. The role of 
social, religious and ethnic support following deindustrialisation is discussed. The paper 
concludes with an analysis of the largely unexplored impact of the contemporary 
removal of much unpaid female labour (both physical and emotional) from the domes-
tic sphere and the untold impact of this on the physical and emotional development of 
the family. The changing roles and relationships of men and women within in the family 
have effectively, and perhaps unexpectedly, removed beneficial health assets.

As long ago as 1948, the World Health Organization defined health as a “state 
of complete physical, mental, and social well-being and not merely the absence of 
disease or infirmity” (WHO 1946; p. 28). Despite this affirmative definition of health, 
most subsequent studies over the past half century focused on health in terms of illness, 
disease, dysfunction and disability. A renewed call for attention to positive health 
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and well-being by the WHO Venice Office has given rise to a pioneering focus on 
assets rather than deprivation and on strengths rather than deficits. The early 
 development of this programme of work was part of the inspiration behind the 
Economic and Social Research Council’s (ESRC) Research Priority Network on 
“Human capability and resilience”. In this chapter, members of the Network set out 
some of the ideas that have informed our research, and some of the ways in which 
these may inform the further use of the “assets paradigm” in public health.

Most empirical studies of individuals and communities experiencing serious 
adversity, such as severe family disruption or persistent poverty, reveal that such 
adversity usually has negative consequences on health. “The poorer a community is, 
the greater will be their level of poor health and mortality”, is a generalisation which 
holds largely, but not wholly, true, and which drives the dominant focus on deficits 
and risk in public health. However, the practices and processes by which some indi-
viduals and communities do adapt to adversity, and “cope” or even “thrive”, despite 
it, are less widely observed and considered, even if they are usually admired when 
brought to our attention. Attempts by social scientists to understand this capacity 
are, however, relatively recent, and even more recent are attempts to extend this 
research into the field of public health. The founders of resilience research such as 
(Antonovsky 1979; Garmezy 1985; Werner and Smith 1992), turned away from an 
emphasis on illness or maladjustment among hazard-exposed groups and towards 
“the strengths of risk-exposed individuals as well, both in terms of adjustment out-
comes (competence in addition to symptomatology) and in terms of characteristics 
that promote positive adaptation – assets or protective factors as well as ‘liabilities’ 
or vulnerability-enhancing ones.” (Luthar et al. 2000a; p. 574).

Most of our present understanding of resilience is drawn from studies of children 
brought up in severe adversity who prove to be “hardy survivors” and go on to “live 
well, work well, and love well” (Werner and Smith 1992). In many of these studies, 
the definition of positive adaptation has been rather limited, often confined to the 
avoidance of addiction to drugs or alcohol and of criminal or violent behaviour and 
high-risk sexual behaviour. Such definitions unfortunately turn us away from focusing 
on the processes by which resilience can be achieved and the individual or community 
assets which foster these processes. A limited definition of resilient outcomes also 
diverts attention from the possibility that many might deploy resilience practices as 
a response to adversity, even if they are not successful in adaptation.

A recent review of the field distinguishes three models of resilience: compensa-
tory, protective and challenge models (Fergus and Zimmerman 2005). The authors 
define “assets” as characteristics residing within the individual such as competence, 
coping skills, and self-efficacy. Factors external to the individual such as parental 
support, adult mentoring, or community organisations are defined as “resources”. 
Others have used the term “resources” as a synonym for assets, referring to the 
human, social, or material factors utilised in adaptive processes (Masten and 
Reed 2002).

According to the compensatory resilience model it is the joint influence of dif-
ferent assets or resources, i.e. their cumulative effect which compensates or coun-
teracts the effects of adversity. A cumulative resilience model assumes a direct 
effect of resource factors on an outcome, which can be independent from the risk 
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factor (Fergus and Zimmerman 2005). The protective resilience model presupposes 
an interactive relationship between the protective factor, the risk exposure, and the 
outcome, whereby a protective factor shows its beneficial effects primarily for 
those exposed to the risk factor, but does not necessarily benefit those not exposed 
to the risk factor (Garmezy et al. 1984; Rutter 1985, 1987). The protection model 
of resilience assumes that the resource factors interact with (or, in epidemiological 
terms, “moderate”) the risk factor and reduce the effect of a risk on an outcome. 
The third model of resilience, the challenge model, suggests that low or moderate 
levels of risk exposure may have beneficial or steeling effects, providing a chance 
to practice problem solving skills and to mobilise resources (Masten et al. 1999; 
Rutter 1987). The challenge model assumes a curvilinear association between a risk 
factor and an outcome, where the risk exposure must be challenging enough to 
stimulate a response, yet must not be overpowering (Garmezy et al. 1984).

Combining the existing approaches from social and developmental psychology 
with the new “health assets” approach requires some careful attention to terminology 
and definition of concepts. Fergus et al. conclude that: “A rich understanding of resilience 
processes ... necessitate including cumulative risks, assets, and resources studies over 
time.” (Fergus and Zimmerman 2005; p. 13.9). In this way they create a clear link 
between the study of resilience and the increasing interest within social epidemiology 
in life-course processes in chronic disease (Kuh and Ben-Shlomo 1997), highlighting 
the need to examine the accumulation of both risks and resources or assets.

Up to the present time, life-course epidemiology has also tended to focus on the 
accumulation of “risk factors” only (Brunner et al. 1999; Bartley and Plewis 2002; 
Galobardes et al. 2004). Consideration of the possibility that health assets may also 
“accumulate”, and that this may be expressed at certain times of life as resilience, 
requires more complex theoretical and methodological approaches (Schoon et al. 
2002, 2003; Schoon 2006; Wiggins et al. 2004; Bartley et al. 2004).

Health assets are seen as being shaped by the social and physical environment. 
In agreement with this, Luthar and colleagues do not view resilience as a property 
of the individual, but as a set of conditions that allow individual adaptation to dif-
ferent forms of adversity at different points in the life course (Luthar et al. 2000b). 
Individuals are not born with resilience, nor do they develop it as a stable personal 
characteristic. On the contrary, levels of resilience may vary over time according to 
facets of the social environment (Schoon 2006). In this chapter we hope to show 
that resilient practices and processes may be regarded as health assets which need 
to be better identified and promoted by social and economic policies.

For example, research has consistently revealed the quality of social relationships, 
not just in the family but also in the school and neighbourhood, as promoters of 
resilience (Anonymous 2000; Masten and Coatsworth 1998). Having good-quality 
relationships with others is universally considered as being vital to positive health 
and optimal living (Ryff and Singer 1998). A full understanding of human health 
has to consider not only physical health but also psychological and social flourishing. 
Individuals with more positive social relationship histories show lower levels of 
allostatic load (defined by blood pressure, waist–hip ratio, cholesterol, haemoglobin, 
and “stress hormones” such as cortisol) – a stronger cardiovascular, metabolic and 
sympathetic nervous system (Ryff and Singer 2002).
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The findings of the ongoing research of the Network is turning attention towards 
the importance of existing capabilities of individuals and communities who face 
adverse circumstances, even if these capabilities may be expressed in terms that do 
not fit with conventional ideas of “achievement”. Young people growing up in harsh 
material circumstances and subject to negative attitudes may acquire a toughness 
that appears to middle class professionals as problematic behaviour in need of 
correction, when in fact these attitudes are protective given the realities of their 
lives. Ungar, in his book “Nurturing hidden resilience in troubled youth” (Ungar 
2004) has challenged fixed boundaries between adaptive and maladaptive behaviours 
and emphasises the importance of experiences that enhance capacities, promote 
self-determination, and increase social participation. For example, young women in 
similar circumstances are more likely than their more privileged peers to become 
mothers early in life. These young mothers may not achieve as much in terms of 
education and later career success as their middle-class sisters, but early mother-
hood does not seem to damage their mental health over the longer term.

During the economic crisis of the 1980s, when mass youth unemployment emerged 
in the UK, suicide rates rose dramatically in young men, while they continued to decrease 
in young women, although rates of early motherhood increased. Research may reveal 
a range of “resilient practices” already embedded as health assets in communities 
which, if given support rather than discouragement, may be sufficient in themselves to 
meet a wide range of negative life events. It is better not to make assumptions about 
what is a “good” or a “poor” outcome over time. Such assumptions might, for example, 
enforce a definition of “living well” in terms of conventional career or family trajectories 
that might not be meaningful to all members of a population. This would be the equivalent 
to trying to force a river into a concrete channel that was pre-determined according to the 
interests and culture of a single interest group, which has been found to have suboptimal 
consequences. Rather, the research tends to indicate the importance of policies and 
services that leave open the maximum scope for different life-trajectories to be chosen 
without others being irrevocably shut off.

6.2  Resilience Capability and Freedom

Some of the literature on resilience seems to imply that the world might be a better 
place if no-one ever experienced adversity. And indeed, many of the case studies 
of, for example, extreme poverty, or alcohol or drug-related child neglect, describe 
circumstances to which no-one should be exposed. Does this mean that in an ideal 
world resilience would be an irrelevance? Not at all. Risk-taking is a normal and 
desirable feature of life for a very large number of individuals. Risks may be expe-
rienced involuntarily, but can also be voluntarily faced in order to follow a wider 
number of life choices, from the desire to exercise entrepreneurial skill to a wish to 
save the lives of others despite danger to oneself. By definition, any risk may result 
in a deterioration of life circumstances, whether this be financial, emotional or 
physical. The ability to adapt in the face of such negative change, and some degree 
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of confidence in this ability, is therefore a major feature in the individual’s percep-
tion of their own freedom to lead a valued life, that is, in Sen’s sense, “resilience 
increases capability” (Deneulin and Shahani 2009). In turn, research also indicates 
that the more time an individual has spent in a capability-producing environment, 
the greater the resilience they are able to carry forward to meet the next challenge 
they may face. In order to understand how we think this works, it is necessary to 
look more closely at the relationship between capability and health.

Health itself has been characterised as a basic capability, in that good health 
enables a person to function as an agent, and thus freely choose a valued life 
(Tremblay 1999). In this chapter, however, which focuses on health issues as they 
exist in developed and emerging European nations, we need to take a step back 
from this position. Rather, we regard it as important for the individual to possess 
the freedom to pursue health itself, and therefore to understand in some detail the 
sources of limitation to that freedom. Examples of such limitations are wide-ranging 
but include being forced by financial necessity to accept hazardous or stressful 
working conditions; to live in polluted areas; and psychological challenges such as 
addictions, and the addiction-like behaviours referred to as “health risk behaviour”. 
Both of these are problems faced by many individuals in developed nations.

6.3  Sources of Resilience and “Healthy Choices”

How might the freedom to pursue health (“make healthy choices”) be increased for 
people facing such challenges? Of course, different threats to this freedom will 
require very different policy responses. Working conditions can only be improved 
by protective policies; the obligation to work or to live in unhealthy conditions can 
only be removed by adequacy of income for both those with and without employment. 
But psychological vulnerabilities such as addiction have their roots in the combination 
of individual life history and present life circumstances. In all of the (rather few) 
studies that have been carried out on this topic, there are no differences in knowledge 
about health hazards of diet and smoking between the more advantaged social 
groups and those less advantaged groups whose members are more likely to engage 
in health risk behaviour (Blaxter 1990; Shewry et al. 1992). If anything, the evidence 
is that those who smoke, for example, are even more aware of the risks than those 
who do not. Research points to the conclusion that the reasons for social inequalities 
in health risk behaviours (and thus the most effective preventive measures) are not to 
be found in beliefs or knowledge, but rather in features of the relationship between 
the individual and the social environment. It is clear that some forms of social envi-
ronment increase the freedom of individuals to follow the health behaviours that they 
themselves regard as most desirable, and other forms reduce this freedom.

Forms of resilience will be important in the face of both physical and psycho-
social hazards that are encountered later in life, but in very different ways. An 
individual who has had a healthy childhood will be better able to survive periods of 
hazardous employment should they indeed be forced to follow such a path or chose 
it consciously aiming for an improvement in their situation.
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Research shows that physiological resilience is increased by having been born to a 
healthy mother after a normal gestation and brought up in a clean, safe, warm and dry 
home where income is adequate to needs (Skuse et al. 1994; Baxter Jones et al. 1999; 
Parker et al. 1999; Heim et al. 2001; Power 2002; Seguin et al. 2003; Hemmingsson 
and Lundberg 2005). These are conditions that would be desirable for all young citi-
zens. However, such conditions are in fact more important to those who face later 
physical hazard even than to those who do not. Those who enter a psycho-social envi-
ronment that increases the risk of addiction may similarly be empowered by a sense of 
self-esteem, good coping and social skills that have been facilitated in earlier life.

However, there are also wider influences of social norms and institutions that 
weaken the relationship between material disadvantage, social inequality and health-
damaging forms of behaviour. We know that in a wider international perspective, 
socioeconomically disadvantaged conditions are not universally correlated to all 
forms of health-damaging behaviours (Kunst 1997; Mackenbach et al. 1997a). 
While not in any way wishing to use this as a justification for lack of policy action 
on socioeconomic disadvantage, it is instructive to examine the situations in which 
health assets are found among less privileged social groups.

6.4  Diet as a Source of Resilience: the Importance  
of the Social Context

A major comparative study of health inequality in the European nations (Kunst 1997; 
Mackenbach et al. 1997b) has found similar or greater inequalities (depending on 
age) between social classes in mortality in wealthy and egalitarian Nordic nations 
such as Norway and Sweden than it found in Italy, Ireland and Portugal. Even more 
surprisingly perhaps, inequalities in mortality during the 1980s were found to be 
larger in Sweden than in the United States in men aged 30–44 and no different in 
men aged 45–59 (Kunst 1997). Kunst reflected that:

There were good reasons to expect that egalitarian socioeconomic …policies resulted in a 
substantial and lasting reduction in inequalities in health. However, comparative studies do 
not provide support for this expectation. Socioeconomic differences in mortality in countries 
with more egalitarian policies are not small from an international perspective. The potential 
role of some circumstances, for example cultural factors, has been ignored too long in 
health inequalities research (p. 142)

In the terms we use in this chapter, it seems that in some nations there was a source 
of resilience that enabled less socioeconomically privileged groups to escape the 
same degree of health disadvantage as that experienced by those in similar situa-
tions in other nations. The nations with the more resilient population groups were, 
broadly speaking, the Mediterranean countries.

The explanation favoured by many for this phenomenon is diet. Social class dif-
ferences in the most relevant aspects of the diet: consumption of fresh fruit, vegetables, 
unsaturated fats and oils differed between nations as one might expect from the 
observed differences in health inequality, that is, very little. In those Southern 
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European nations, such as Italy, with relatively large income inequalities but long 
life expectancy and less health inequality, the diet followed by the majority of 
people was a healthier one (Kunst 1997; p. 206). “Having a healthy diet” was not 
some special “lifestyle” associated with cultural or economic privilege.

This study has provided us with data highly relevant to the notion of resilience as 
an asset for health. The radical difference in the association between social and 
economic advantage and diet seen in the Northern and Southern European nations is 
a prime example of a “health asset”. Whatever the circumstances are that break the 
link between healthy eating and socioeconomic position need careful study. It seems 
that there may be two aspects to this asset. The first is quite simply the cost, quality 
and availability of food items. In countries where fruit and vegetables (and perhaps 
wine in moderate quantities) are cheap and plentiful, they form part of everyone’s 
diet and are affordable to all. Quality of fresh food also tends to be higher, and prod-
ucts are more likely to be bought from markets and smaller shops rather than super-
markets in comparison to the USA and UK (Glitsch 2000). The good health of 
Southern European populations is therefore evidence of the importance of affordable 
supplies of high quality fruit and vegetables; the salutogenic impact could perhaps 
even be quantified. Such a health asset would be endangered if, for example, eco-
nomic forces resulted in the run-down of local farming practices that provide cheap 
and healthy food, in favour of more imported and highly processed food.

However, we do not believe this is the whole story. Although far more careful 
studies of diet would be necessary for a better understanding of diet as a source of 
health resilience, it is likely that attention needs to be paid to food preparation. 
A sociological analysis of health assets would, we will argue, need to be centrally 
concerned with questions of gender inequality. Diet as a source of resilience against 
socioeconomic disadvantage provides us with the first example of how important 
this may be. It is likely that more elaborate food preparation is more widely carried 
out in situations where many women do not have paid employment and therefore 
have no choice but to spend larger amounts of time in domestic labour. In this case, 
the healthy diet might be regarded as a consequence of inequality in social power 
between men and women. In fact, it is striking that some of the developed countries 
with low health inequality are those which have retained more traditional family 
arrangements, low levels of access to highly paid jobs for women, and low divorce 
rates such as Japan and the Mediterranean nations (Esping-Andersen 1999).

In the USA and UK, where women are increasingly involved in employment 
with long hours of work, but also often with high financial and social rewards, a 
higher proportion of meals are eaten outside the home, and more of the food eaten 
at home requires minimal preparation. Under these social conditions, diet quality 
will be heavily dependent on both knowledge about healthy eating and household 
income levels. Ready prepared “healthy” foods are increasingly available, but at a 
high cost. Where the long hours are being spent in a well-paid job, there may be no 
harm to health as a healthy diet can be bought. Where they are spent in low-paid 
“welfare to work” jobs, the health effects on women and their families could be 
severe. With no time or energy for elaborate cooking, people on low income are 
reduced to eating the cheapest, lowest quality instant foods.
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So, although we may have located an important health asset which constitutes a 
source of resilience against socioeconomic disadvantage, this discovery also raises 
serious problems. Although some might think it desirable to somehow reimpose the 
obligation on women to remain in the home, and on men to support sexual partners 
financially, there is no historical precedent for this: once divorce and separation 
have become socially acceptable, there is no way to turn the clock back. It takes a 
political catastrophe such as those that have occurred in Afghanistan and may cur-
rently be occurring in Iraq to remove from women the rights to education and de 
jure access to all sectors of the labour market which have resulted in increases in 
female employment. So that although there is strong evidence that diet is a health 
asset that should be quantified and treasured, this does not automatically lead, in 
any simple manner, to policy prescriptions as to how this asset may be preserved.

One rare example that shows how access to employment by women need not result 
in increasing inequality in diet may be taken from experiences during the World War 
II in the UK. Women were employed in large numbers in “war work” to substitute for 
men serving in the armed forces. However, due to a combination of rationing and the 
availability of communal kitchens and canteens, diet quality for working-class people 
improved to levels previously unseen, and socioeconomic inequalities in diet were 
greatly reduced (Zweiniger-Bargielowska 2000). This is a case where policy measures 
were designed to fit a situation where women were needed in the workforce, but at the 
same time the protection of population health was of high priority.

6.5  Deindustrialization: Health Risks and Resilience

A very different example of the importance of understanding the sources of resilience 
can be taken from the consequences of deindustrialisation in Great Britain. Beginning 
in the 1980s, there was a drastic decline in the numbers of jobs available for men with 
little formal education, or whose skills were attached to traditional heavy industries 
such as mining, shipbuilding, iron and steel and assembly line production of house-
hold goods and vehicles. Much attention (though arguably not enough) has been paid 
to unemployment and its consequences for health (Iversen et al. 1987; Voss et al. 
2004; Mattiasson et al. 1990; Korpi 2001; Martikainen 1990).

However, in the 25 years since the beginnings of this industrial decline, many have 
found alternatives to conventional work. Although what should be termed “non-employ-
ment” is now seen as a major policy problem in Great Britain, it does not seem to have 
been always harmful. In fact, as the numbers exposed to industrial hazards fell, life 
expectancy in men rose during this period at a faster rate than in the previous era of heavy 
industry. We know that many of those who lost their employment in the traditional heavy 
industries remained outside of the formal economic activity. However, far less is known 
about any alternative forms of activity that took the place of the old jobs.

Economic inactivity grew rapidly during these years, in all of the affected areas 
of the UK, but so did self-employment, and we know very little about the activities 
of those whose lives may have taken a new path. Being unemployed is, of course, a 
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long term risk factor for poor health in later life. But there is evidence to suggest that 
those who left employment early, as long as this was something over which they felt 
they had control, experienced an improvement in quality of life. Post-retirement 
activities have been found to include an increase in physical exercise and in further 
education and study. Some of these people will most likely have found a recipe for 
turning a smaller amount of money than they had previously earned into an amount 
of welfare that is at least equivalent – that is, of maximising the capability derived 
from their income. In former mining areas for example, coal was provided free of 
charge to those not working full time, equating to the means of keeping home and 
family warm in the winter. Evidence from one network project in fact showed that 
avoiding paid employment via claiming physical incapacity, or choosing not to take 
job offers was an important means of maintaining financial and community support.

Deindustrialisation seems to have had in some cases a far more severe effect on 
the health of younger men. Rates of both suicide and death by homicide in those aged 
16–30 rose rapidly during the 1980s and have continued at a high level (Charlton 
et al. 1993; Crawford and Prince 1999). Such sustained rises in this kind of mortality 
illustrates that it was not only the circumstance of job loss and loss of prospects which 
adversely affected the younger adults in the 1980s but also that life as a young adult 
in the post industrial desolation during the 1990s and early twenty first century presents 
challenges. Boys in these areas present the education system with a series of intrac-
table problems, and many leave school with no qualifications to help them take up the 
newer forms of employment (Nickell and Quintini 2002; Nickell 2004).

Addiction to hard drugs has become endemic in some pockets of the old industrial 
areas. Although the traditional manual jobs were extremely hard and hazardous, the 
availability of such jobs, and the community structures around them, seems to have 
provided young men with a significant health asset, whose disappearance has had serious 
impact on psychosocial well-being, but whose nature has never been fully clarified.

However, in one network project, in-depth studies of de-industrialised areas did 
find that not all of them experienced the adverse health consequences expected 
among younger people. It appears that whilst the original source of community 
coherence – a shared industrial experience and employment – was lost, the assets 
of close community cooperation established during the industrial era can sometimes 
be maintained in the post-industrial era where the common experience is now 
unemployment and a struggle against poverty. Those areas which retained a reasonably 
stable population in the wake of mine and factory closure, also sometimes retained 
their community structure and organisation. These assets have assisted such areas 
to build social stability, if not economic prosperity. In other areas, where community 
cohesion was founded on shared ethnic or religious identities, resilience to economic 
decline was also detected.

In some areas, such as the northern English town of Oldham, large numbers of 
people had emigrated from South Asia to fill a strong demand for labour in the 
textile industry. In the 1980s, this industry was one of those which declined sharply 
in the face of competition from countries where labour costs were much lower, and 
most of the textile workers, British and Asian alike, lost their jobs. In the Asian 
community, long-range social networks were revived in order to set up businesses 
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that went on to thrive. In fact, some of the unrest and inter-ethnic conflict in towns 
such as Oldham has been attributed to the great differences in the ways in which 
British and Asian ex-textile workers responded to the economic crisis.

These social and demographic trends are being repeated in several European 
nations, and in the new Europe. Below we put forward some reflections on the 
complex implications that may be drawn from these trends for understanding health 
assets and resilience.

6.6  Capability and the Production of Well-Being

We do not see it as our role here to advocate resilience as cheerful acceptance in the 
face of poverty or other forms of hardship. What has been highlighted importantly 
in the work of Sen, however, is the error involved in directly equating commodity 
(such as money income) with capability. We would like to argue that as nations 
modernise, they may become subject to processes that actually lower the capability-
producing powers of money, or to put it another way around, make it necessary to 
spend increasing amounts of money for the same levels of perceived life satisfac-
tion. This dilemma underlies much of the anxious preoccupation in some branches 
of economics with “well-being”, pointing out that large increases in income per 
capita have not been accompanied by parallel increases in reported well-being.

The question of “reproductive labour power” is of great and wide ranging sig-
nificance for both mental and physical health. The feminist economist Esther 
Boserup (1989) estimated that women carry out some 60% of all the work that is 
done in developing nations. There has been less attention to the unpaid work done 
by women in developed nations. However, a list could contain the essential activities 
of maintaining the hygiene of the home, and the health of its occupants by the provision 
of food and emotional support. The skills of the cook will also have a major impact 
on household budgets by determining how much will have to be paid for food as a 
“finished article” or how much can be saved by buying basic ingredients that can 
be transformed. Modernisation first saw the steady change from the provision of 
clothing by home production methods as mass production brings down the price of 
garments and shoes. At the present time, however, this process is extending to 
small-scale domestic food production with major implications for health. Yet very 
few health promotion campaigns regard knowledge about food and cooking skills 
as a valuable “asset for health”.

As legal and political change opens all sectors of the education system and 
labour market to women, inevitably there will be a shift in time-usage from the 
home to the workplace, particularly by women who do well in education. Whilst 
we do not mean to argue that these roles must be carried out by women, it has been 
women who were previously contributing an enormous amount of “value-added” to 
more traditional economies. The shifting of their efforts away from home production 
has never, so far, been taken seriously as a policy issue. Although many societies 
now more fully embrace the value of women in the workplace, there is general 
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failure to equalise contributions to home production from men. Instead, several 
nations have indulged in moral panics around such issues as rising child obesity, the 
breakdown of relationship between pupils and teachers, and other similar issues, 
demonising children and childhood.

One may criticise current attacks on the behaviour of some children and youth. 
However, research shows that troubled young people often become troubled adults, 
with serious consequences for their own well-being and freedom of action. We 
therefore propose that the skills involved in the conduct of family relationships are 
a major neglected health asset. This conclusion is supported by research that indicates 
the importance of warm and supportive family relationships in child development, 
especially under conditions of relatively low material living standards (Schoon 
2006). In other words, family relationships can both be health assets, and a source 
of resilience in the face of adversity.

It will not do, however, merely to advocate (in this case at least) the preservation 
of such an asset in its present form. Once social and legal norms have changed in 
such as way as to admit women to all sectors of the labour market, the genie cannot 
be put back into the bottle. The same could be said of the increasing promotion by 
advertising of “fast” foods with very poor nutritional content. Rather, the challenge 
is to preserve the asset of skilled domestic and emotional “reproductive” labour by 
spreading it further in demographic terms. We return here to the theme of freedom; 
women’s freedom has no doubt been increased, (though perhaps not quite as much 
as might be imagined), by greater access to education and jobs. However, it is as 
important, we will argue, to increase the capabilities of both men and women to 
choose a way of life they can sustain themselves in terms of both physical and 
emotional self-care. One way in which this may be helped to happen would be by 
a revaluation of necessary skills. More careful attention to what is required for 
optimal growth and development, both physical and mental, and in both childhood 
and the adult years, would be a major step in this direction.

In Durkheimian terms, we might think here about yet further increases in the 
“Division of Labour”, rather similar to the separation of more and more work from 
the home to the factory and office during the Industrial Revolution. Another way to 
look at these processes is in terms of what might be called the commodification of 
human relationships. We use this term here in a purely descriptive rather than an 
evaluative sense. As with many other important secular trends of modernisation, the 
commodification of relationships is largely a result of changes in the situation of 
women, and these are changes that have come about as a result of democratic processes. 
The domestic and emotional work previously done without payment by women in 
relation to husbands, sons and male co-workers was to a large extent constrained 
by women’s inferior and less powerful economic and legal position. Once this situ-
ation changed as a result of political reform, however, the work involved did not 
begin to be shared more evenly by men and women.

As women began to work more hours in the formal economy, men only very 
slowly began to take up an appropriate share of domestic labour. As more women 
began to gain satisfaction from work that gave them power and influence, men did 
not rush to take up the roles previously played by subordinate women, either within 
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the home or within organisations. And as marriage became a more fragile institution, 
in part for many of these same reasons, the emotional ties between fathers and their 
children also became less secure.

Among those who could afford it, quite a lot of this emotional and domestic 
labour could be bought in the marketplace in various forms such as domestic servants 
and nannies, smaller class sizes in private schools, professional therapists and life 
coaches etc. Much of the emotional and domestic labour that had previously been 
done without payment was thereby comodified, and now requires to be bought in 
the market place, in a process similar to the movement of the production of clothing, 
bread and cheese out of the household in the nineteenth century. For this reason, 
access to forms of social relations that lie at the basis of important aspects of human 
health and development has become increasingly socially unequal.

The disappearance of “free emotional labour” spreads its effects far beyond the 
poorer social groups however. Like the infectious diseases that prompted some of 
the great social reforms of the nineteenth century, the effects of impoverished family 
relationships are pervasive. Children from families affected by financial or emotional 
hardship require a far higher input from their teachers, for example, leaving less 
energy to be spent on more psychologically stable children. The families of the 
latter are therefore forced to consider the expense of moving away to a more 
socially segregated area, or of private education. The more privileged family will 
therefore have a double demand on its income, ample though it may be: expenditure 
is necessary to provide care for the home (and perhaps home care for the children 
as well); and yet more is required in order to avoid the disruption at school caused 
by the children of the less fortunate. By this process, in a manner similar to that 
proposed in the work of Wilkinson, Kawachi and colleagues (Wilkinson 1996; 
Kawachi and Kennedy 1997), social inequality is increased and at the same time 
the well-being of even better-off families is reduced.

Rather similar processes take place in neighbourhoods. Here the loss is not of 
women’s unpaid labour, but of the very presence in public space of citizens who 
are neither tied to the workplace nor too poor to take part in community life. The 
loss of the “civilizing” effect of the presence of retired people, adults with parental 
leave from work to look after children, municipal workers and others has been 
lamented by commentators on neo-liberal economic reforms. As many public 
spaces become more threatening, resources must be used to protect and transport 
children (and adults) to alternative locations, and to protect these locations them-
selves. The need to compete in the property market in order to “buy” access to an 
acceptable residential area takes an additional toll on the income of middle class 
households.

As the economic disparities become further etched in space, social and demo-
graphic inequalities between neighbourhoods get wider and wider. The dialectic 
relationship between neighbourhood and household incomes and identities ultimately 
serves only to widen the gaps between the richer and poorer. Those who cannot 
afford a secure and calm domestic life, tend also not to be able to afford a secure and 
calm residential neighbourhood, and their children grow up and learn in more 
dangerous, more difficult surroundings. The need for resilience in the face of these 
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adverse surroundings is then even greater, but the likely assets and capabilities of 
the young people to show resilience are reduced.

There are many aspects of human relationships whose vital role as assets for the 
health of both individuals and communities, because they are never given any 
monetary value, only become evident when they are lost. We do not think it would 
be accurate to characterise these assets as “social capital” (in any of the rather shift-
ing meanings of this term). Rather, these assets arose from a historically specific 
combination of economic and social circumstances, some of which, such as the 
exclusion of women from many of the better paid and more influential forms of 
employment, have disappeared for very good reasons. The problem has been that 
the processes that produced these assets were never understood before being swept 
away, and their importance has only become evident in hindsight.

The WHO Assets for Health and Development programme seems to us a vital 
attempt to gain such an understanding, not in order to freeze history in its tracks, 
but to make sure that the development of these capabilities are pursued with the 
same amount of energy as economic and technological progress.
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7.1  Mental Health of Children and Adolescents Within  
the New Morbidity

7.1.1  The New Morbidity and Its Consequences  
for Our Understanding of Health Determinants

During the past century health of children and adolescents improved radically in 
Western industrialised countries. Nowadays we can hardly imagine that in the begin-
ning of the past century infant mortality and malnutrition as well as infectious 
 morbidity and epidemics were major health problems (Palfrey et al. 2005; Markel 
and Golden 2005; Razum and Breckemkamp 2007). However, these characteristics 
of the “classical paediatric morbidity” were replaced by problems of the “new” and 
later the “millennial morbidity” (Palfrey et al. 2005). Today children and adolescents 
in Western industrialised countries are more likely to suffer from problems related 
to mental health concerns such as social, emotional and behavioural difficulties. 
Associated problems of raising importance are school violence and injuries, suicide 
as well as alcohol and drug abuse (American Academy of Pediatrics and Committee 
on Psychosocial Aspects of Child and Family Health 2001; Palfrey et al. 2005). 
Today a child in the United States is more at risk “to die from injuries or violence 
and suicide than from infectious disease” (American Academy of Pediatrics and 
Committee on Psychosocial Aspects of Child and Family Health 2001; p. 1228).
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With respect to these current health problems, interventions to support healthy 
development of children and adolescents need to address a variety of factors that 
influence the morbidity in youth. The necessity to pay attention to children’s and 
adolescents’ living conditions was already recognised by paediatricians in the 1800s 
and led to a variety of community-based activities (Palfrey et al. 2005; Markel and 
Golden 2005). These efforts focused very basic preconditions for healthy develop-
ment that were often related to poverty, e.g. clean water supply, improved housing for 
poor families, maternity benefits and promotion of breastfeeding (Palfrey et al. 2005; 
Markel and Golden 2005; Razum and Breckemkamp 2007). However, regarding the 
major health problems within the so-called new morbidity an even broader under-
standing of health determinants beyond such basic human needs is required. Most 
current health problems originate from a very complex and multifactorial process in 
which psychosocial aspects (such as characteristics of a child’s personality, its family, 
and its further social surrounding) are highly important. However, socioeconomic 
status still plays an important role: poor mental health and its potential consequences 
such as teen pregnancies, sexually transmitted diseases, injuries or impaired school 
functioning are more prevalent among socioeconomically disadvantaged youth 
(Bradley and Corwyn 2002; von Rueden et al. 2006; Palfrey et al. 2005). Thus, efforts 
regarding prevention and health promotion have to consider different levels of deter-
minants including societal structures and resources, socioeconomic circumstances of 
a child’s family or community, social interactions within families, schools, and com-
munities as well as characteristics of the individual itself.

In the following we will describe the importance of mental health promotion in 
children and adolescents against the background of the new morbidity. With respect 
to current knowledge regarding relevant health determinants, the importance of taking 
health assets into account will be pointed out. Afterwards we would like to intro-
duce important concepts regarding the interaction of risks and resources in the 
context of mental health and resilience. The potential of population-based studies 
will be outlined and ways to operationalise risks and – most important – assets will 
be described. To end, an example from our own study will clarify how the theoretical 
concept of assets and their protective effects can be supported by empirical 
evidence in order to develop effective public health initiatives that address not only 
the individual child and its health problems but also its family and the community 
in which it lives.

7.1.2  The Rising Importance of Mental Health Problems  
in Childhood and Adolescence

Mental health problems in childhood and adolescence comprise a wide range of 
disorders such as depressive disorders, anxiety disorders, disruptive disorders or 
eating disorders, which are defined by diagnostic manuals (ICD-10: WHO 1992; 
DSM-IV: APA 2000).
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Even though the assessment of mental disorders requires a diagnosis by a clini-
cian, it goes beyond the resources of most large epidemiological studies to conduct 
comprehensive clinical interviews. Therefore available studies employ different 
methods (e.g. screening instruments and/or two stage designs) and apply varying 
case definitions to determine prevalence rates. Consequently, prevalence estimates 
of mental health problems range widely between 1 and 51% (Roberts et al. 1998). 
However, despite major methodological problems regarding the comparability of 
epidemiological estimates, the median of prevalence rates in different international 
reviews was similar (e.g. 14% in Roberts et al. 1998 or 18% in Ihle and Esser 2002) 
and the majority of studies indicate that at any given time between 10 and 20% of 
children and adolescents suffer from disabling mental health problems (WHO 
2001a; Patel et al. 2007; Costello et al. 2005; Belfer 2008). This estimate further 
increases when – beyond single measurement points – life time prevalence rates are 
taken into account. By the age of 16 years 37% of youth had experienced at least 
one DSM-IV disorder (Costello et al. 2003).

While the high prevalence of mental health problems is undisputed, there are 
different opinions regarding an increase of youth mental health problems over the 
decades. Whereas Roberts et al. (1998) were not able to identify such a trend, other 
reviews state a substantial rise in psychosocial disorders in many western countries 
over the past decades, specifically referring to problems such as suicide, delin-
quency, addictive behaviours, and depression (Rutter and Smith 1995; Fombonne 
1998; Prosser and McArdle 1996).

Even if an increase in prevalence rates is hard to confirm, the need to strengthen 
prevention efforts and to promote mental health in children and adolescents is evident. 
Not only the sizeable proportion of youth suffering from mental health problems 
emphasises the necessity of effective public health initiatives. Beyond, mental disor-
ders in young age are highly persistent (Ihle and Esser 2002). Children and adoles-
cents who developed a psychiatric disorder once have a threefold risk to suffer 
continuously or repeatedly from the disorder (Costello et al. 2003). Further, the high 
percentage of mental health problems in adults that had their onset in childhood or 
adolescence highlights the importance of primary prevention in these critical time 
periods (Costello et al. 2005, 2006).

Mental disorders are accompanied by considerable adverse consequences for the 
affected young person as well as for society. Since childhood and adolescence are 
crucial periods of educational and social development, mental health related 
impairments can disrupt important developments and hamper an adolescent to 
reach his or her full potential (Ford et al. 2003). Mental health problems can result 
in educational underachievement or even dropout from school (McLeod and Kaiser 
2004) and thus affect later adult life by deteriorating future prospects regarding 
employment and individual socio-economic position. On a societal level it can 
therefore result in a loss of economic productivity and higher expenditures in social 
welfare (Belfer 2008). Furthermore mental health-related social incapacity can lead 
to poorer social life and lack of a social network. In the worst case pronounced 
mental health-related behavioural and social problems can result in delinquency or 
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even criminal careers and destabilisation of communities, which is again associated 
with high costs for the society.

It is obvious that the individual’s quality of life is largely reduced by such circum-
stances, and that furthermore a high burden is imposed on the direct social environ-
ment (Belfer 2008). But also the societal impact is large and contains costs beyond 
the health care sector, i.e. in the educational system, the social welfare system, and 
the criminal justice system (Belfer 2008). The adverse consequences of mental 
disorders were also impressively demonstrated by the Global Burden of Disease 
Study that identified Unipolar Major Depression as the fourth largest cause of 
disability-adjusted life years with growing importance (Murray and Lopez 1996; 
Murray and Lopez 1997).

Regarding the prevalence and the consequences of mental health problems out-
lined above it can be concluded that, firstly, regarding mental health problems in 
children and adolescents primary prevention is an important task and beyond, there 
is a need to buffer the adverse consequences potentially connected to mental health 
problems for the individual and their surroundings. Measures of mental health 
promotion and the availability of health assets may play an important role here. 
Secondly, the diverse potential consequences of mental health problems illustrate 
how the mental health status affects very different sectors. This is not only true in 
the case of mental disorders that might harm the individual’s surrounding and the 
society. Beyond – as outlined below – mental health in its positive sense contains 
the capacity for contributions in diverse fields such as social cohesion and economic 
capital (WHO 2005).

7.1.3  Beyond Mental Ill-Health: The Importance of Positive 
Mental Health

Unfortunately, the focus on mental disorders (mental ill-health perspective) restricts 
attention to a small part of the whole picture of youth mental health. Even though 
the manifestation of mental disorders is of high public health relevance and should 
be targeted by prevention and intervention efforts, these problems indicate only 
“the tip of the iceberg” and partly impede the sight on the broader topic of mental 
health – instead of disease.

If mental health is not conceptualised as a dichotomous state (with two catego-
ries “healthy” vs. “sick”) but as a continuum ranging from poor mental health to 
good mental health, it becomes clear that the mental ill-health perspective does not 
catch the majority of differences between mental health states. Within the mental 
ill-health perspective the term “healthy” refers exclusively to the absence of mental 
disorders. However, mental health can also be conceptualised based on a positive 
understanding, e.g. as “a state of well-being in which the individual realises his or 
her own abilities, can cope with the normal stresses of life, can work productively 
and fruitfully, and is able to make a contribution to his or her community” (WHO 
2001b; p. 1) as it was outlined by the WHO.
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This positively defined core concept characterises mental health as the basis for 
the functioning and well-being of individuals and also expresses the connection 
between individual mental health and the functioning of the community. It hints at 
the individual’s mental health being an important resource for the closer surrounding 
(such as the family) or the wider community, where it can contribute in a material 
or immaterial manner.

The conceptualisation of mental health in this positive sense in addition to the 
concept of mental ill-health has implications regarding the approaches to improve 
health. Not only to prevent disorders but also to enhance positive mental health in 
all its facets then becomes a justified priority. In practice however, although theo-
retically distinct, actions and outcomes of mental health promotion and prevention 
necessarily overlap since both address determinants of the mental state in order to 
modify them (WHO 2005).

7.2  Risks, Resources and Resilience: Promoting the Capacity 
to Cope with Adversity

7.2.1  Different Levels of Mental Health Determinants

The opportunities for improving the young population’s mental health and for 
reducing the burden caused by mental health problems can only be fully exploited 
if the multiple factors that can enhance or harm an individual’s mental health are 
recognised (WHO 2005). These determinants of mental health are often beyond the 
control of individuals and can be found on different levels. There were different 
approaches to categorise levels of health determinants. One possibility of categori-
sation is to group them according to their “distance” to the individual on a “distal-
proximal continuum” (Luthar 1993; p. 444). In the centre of such classifications 
(e.g. Bronfenbrenner 1979; Dahlgren and Whitehead 1991) stands the individual 
itself, with its biological or psychological characteristics. Then, crucial proximal 
determinants can be identified in individuals’ so-called microsystems 
(Bronfenbrenner 1979). These refer to the immediate environments such as family 
and peers and corresponding material and social circumstances and behaviours. 
Beyond, distal measures such as the broader social context – the exosystem – play 
a role. For example some characteristics of the school, neighbourhood, parents’ 
workplaces and community impact a child indirectly, even though it does not 
directly participate in these contexts. Similarly, the so-called macrosystem referring 
to the larger cultural context (e.g. national economy, laws) as well as the occurrence 
of events over the course of life (chronosystem) is important.

The strong interconnectedness of the different levels and factors is expressed not 
only by Bronfenbrenner’s category of the mesosystem, which considers the fact 
that individual’s microsystems (e.g. school and family) influence each other. 
Furthermore, distal measures of risk are mediated by proximal measures (Luthar 
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1993). E.g. poverty is the root of many important stresses which in turn are major 
risk factors for emotional disorders (Albee 2006). It was shown that economically 
disadvantaged children are exposed to more risk factors for mental disorders such 
as family conflicts or violence. Their children have an increased risk of exposure to 
perinatal stress, crowded homes, substance use, inferior schools and dangerous 
neighbourhoods with high rates of crime that lack supporting social networks 
(Evans 2004; Patel et al. 2007; Garmezy 1991).

Other factors are not easy to classify since they are based on interactions 
between the levels. E.g. at first glance social support seems to be a property of the 
individual’s surrounding. However, since social relations are based on reciprocal 
actions of individuals, social support is also dependent on personality traits and was 
even linked to genetic factors (WHO 2005).

Consequently, beyond addressing several levels of mental health determinants 
interventions must take into consideration the interconnectedness of relevant fac-
tors and the accumulation of risks in specific subgroups. Even though macro-level 
determinants may be hard to address within the framework of mental health pro-
motion programmes, interventions should always be concentrated not only on the 
individual’s characteristics but also on the more proximal and distal environmental 
factors.

7.2.2  Findings on Risk Factors for Mental Health  
and Shortcomings of the Risk Approach

Previous research reported convincing evidence on the importance of diverse fac-
tors that put children’s and adolescents’ mental health at risk. Some of these risk 
factors are biological such as premature birth (Gardner et al. 2004) as well as smok-
ing (Fergusson et al. 1998) or drinking (Williams and Ross 2007) during pregnancy. 
Recent research also showed the influence of genetic predispositions, however, 
particularly their interaction with environmental adversity and psychosocial factors 
as exogenous agents plays an important role in the development of mental disorders 
(Caspi et al. 2002; Caspi et al. 2003). Many psychosocial risk factors regarding 
poor mental health have been identified that are connected to stressful life events or 
circumstances. Whereas factors such as witnessing or being a victim of violence 
(Ward et al. 2001) or sexual molestation (Briere and Elliott 1994) are extreme 
examples of adverse conditions with detrimental effects on mental health, other risk 
factors are highly prevalent and almost “normal” such as conflicts between the 
parents (Jenkins and Smith 1991) and family breakdown (Amato 2001) or physical 
illness of a parent (Barkmann et al. 2007). Further risk factors are less prevalent but 
still affect a considerable proportion of children such as physical illness of the child 
(Hysing et al. 2007), parental psychiatric illness (Rutter and Quinton 1984; 
Hammen et al. 1990) or parental alcoholism (Díaz et al. 2008). Some of these and 
further risk factors (such as large family size and overcrowding in the home, Rutter 
et al. 1975) again lead to the topic of poverty and socio-economic disadvantage, 
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which are well-established risk factors for mental disorders (Bradley and Corwyn 
2002; Klocke and Lampert 2005).

In general, risk factors do not emerge isolated, but tend to cluster together and 
interact. It was shown in several cumulative models that particularly the summa-
tion of stressors place individuals at risk for the development of mental health 
problems (Forehand et al. 1991; Sameroff et al. 1997). However, in general it 
should be noticed that such “risk factors” do not describe causal processes and 
thus do not predict necessarily negative outcomes. When a child is “at risk”, it 
belongs to a group which is defined by a circumscribed exposition that makes it 
only more likely to develop mental health problems. Thus, Rutter (1971) pointed 
out the distinction between “risk indicators” and “risk mechanisms”. Factors such 
as parental separation are more likely risk indicators since the key risk does not 
derive from the separation per se but mainly from other adverse experiences asso-
ciated with the separation such as ongoing parental conflicts. Due to the difference 
between risk indicators and risk mechanisms the presence of risk factors stands 
only in a probabilistic relationship with mental health outcomes. Furthermore it 
has to be taken into account that the vulnerability to risk factors is not only depen-
dent on their sequential or simultaneous occurrence, but also varies with age and 
sex and duration of risk impact (Scheithauer and Petermann 1999).

To conclude, risk factor models were helpful in identifying indicators of harmful 
processes and thus children at risk for mental health problems. Nevertheless these 
models are of limited explanatory power as well as limited usefulness. Not all children 
who are exposed to adversity develop mental health problems. Furthermore, a lot 
of risk factors regarding youth mental health can hardly be reduced by public health 
initiatives. Thus, the question arises why some children in adverse conditions 
develop mental health problems while others do not, and, in a second step, if their 
capacity to develop successfully can be promoted in other children as well by 
preventive interventions. This basic idea – to identify factors promoting health 
instead of concentrating on risks – corresponds to the salutogenetic approach by 
Aaron Antonovsky (1987) as well as to research on resilience which will be 
described in the following.

7.2.3  How to Maintain Health Despite Adverse Conditions: 
Taking a Look at Resources

The area of resilience is of special interest to public health professionals since many 
forms of stress and adversity in children’s environments can hardly be eliminated. 
With respect to the many children who thrive in spite of adversity it seems reason-
able to take a closer look at the resources that contribute to successful coping and 
development.

There are two important theoretical frameworks that provide a conceptual basis 
for investigating positive developmental outcomes in the presence of adversity. One is 
the concept of salutogenesis which was developed by Aaron Antonovsky (1987). 
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After observations in female holocaust survivors Antonovsky became interested in 
the reasons for staying healthy, i.e. salutogenic factors instead of pathogenic factors. 
He then assumed that a developed sense of coherence – a strong confidence that 
demands of life are understandable, meaningful and manageable – plays a central 
role in organising resources and maintaining or retaining health.

The second theoretical framework derives from developmental psychology and 
focuses the concept of resilience. The term resilience includes the latin word 
resilire, which can be translated with “bounce back”. It was introduced to describe 
the phenomenon of so-called high-risk children who thrive irrespective of great 
environmental challenges. Correspondingly, research in resilience does not address 
pathological responses of individuals to stress, but investigates health-protecting 
mechanisms, i.e. the ability of individuals to maintain good health despite consider-
able stressors. Thereby the concept offers a broader theoretical framework than 
Antonovsky’s approach and will be dealt with in detail in the following.

Surprisingly, research on schizophrenia played an important role with respect to 
the investigation of resilience in children and adolescents. By the 1970s, Norman 
Garmezy observed in schizophrenic patients that the course of the illness was asso-
ciated with different premorbid histories. In contrast to the patients with a chronic 
course of the illness, the patients who recovered after a short treatment period were 
characterised by competence regarding their professional, family and social lives. 
Thus, Garmezy hypothesised differences in patterns of adaptation in the presence 
of exceptional stress. Consequently, he investigated high-risk children (who had 
poor families or schizophrenic mothers) who adapted well in order to identify attri-
butes of competence that distinguished these groups (Rolf 1999).

A landmark study in the research on resilience was the Kauai Longitudinal Study 
by Emmy Werner and Ruth Smith (Werner and Smith 1982, 1992). They described 
characteristics of 698 children who were all born in 1955 and exposed to a high-risk 
environment and were nevertheless doing very well. Similarly, the British psychiatrist 
Michael Rutter conducted the epidemiological “Isle-of-Wight” studies (Rutter et al. 
1976) and found that the majority of children thrive despite many risk factors.

Afterwards further studies investigated the phenomenon of resilience in a variety 
of contexts including children who were challenged by poverty and socioeconomic 
disadvantage, parental mental disease, maltreatment and community violence, 
chronic disease or traumatic life events (Luthar et al. 2000). These efforts were 
characterised by “the paradigm shift from looking at the risk factors that led to 
psychosocial problems to the identification of strengths of an individual” 
(Richardson 2002; p. 309). Researchers concentrated on the identification of resil-
ient qualities, i.e. particular strengths or assets that helped the high-risk children 
under study to “bounce back” in the face of a stressor. The goal was to identify 
attributes which differentiated well adjusted children from those who did not cope 
successfully in order to explain observed variations in individuals’ responses to 
environmental hazard (Luthar et al. 2000). The search for such correlates of resil-
ience – referred to as protective factors or developmental assets – that can modify 
a child’s response to adversity was hoped to inform on characteristics that can be 
promoted in prevention programs.
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First research efforts concentrated on personality traits and characteristics of the 
individual child such as being adaptable and achievement oriented or having high 
self-efficacy and planning skills. However, with ongoing research, further sources 
of health assets were increasingly recognised. Eventually, protective factors were 
assigned to a triad of resilience consisting of (1) the personality disposition of the 
child, (2) qualities of family life, and (3) the wider social environment (Luthar et al. 
2000). The acknowledgement of these important external sources of resilient qualities 
is in line with early results from Werner and Smith (1982, 1992), who had also pointed 
out the importance of the caregiving surrounding both inside and outside the family 
(Richardson 2002). Similarly, Rutter (1985) had highlighted characteristics such as 
positive experiences in school and a close relationship with a supportive adult as 
protective factors.

A similarly salutogenetic perspective was adopted by the Search Institute that 
published “forty building blocks of human development” (Benson 1997; p. 27). 
These 40 developmental assets were identified from literature and do not only 
contain factors that promote resilience but also factors that promote healthy devel-
opment in general and the avoidance of health-compromising behaviour. Briefly, 
health-protecting and health-promoting assets are addressed here, while the concept 
of resilience primarily focuses factors that buffer effects of adversity. Correspondingly 
to the categorisation of protective factors these assets are grouped into internal and 
external assets. Internal assets that support optimal function in life comprise commit-
ment to learning (e.g. achievement motivation and bonding to school), positive 
values (such as caring, integrity, and honesty), social competencies (e.g. interper-
sonal and cultural competence), and a positive identity (such as self-esteem and 
sense of purpose). The external youth assets do not only include receiving support 
(by family, school, other adults) and clear boundaries and expectations. They also 
address responsibilities of the community with categories such as empowerment 
(e.g. community values youth and provides useful roles for youth) and constructive 
use of time (referring to participation in youth programs and creative activities). 
Continued studies including more than 250,000 public school students in 460 
school districts confirmed the assumption of the authors that as assets rise in number, 
developmental outcomes improve (Benson 1997).

Research investigating protective factors is still forging ahead. A current study in 
adolescents from China and the United States observed cross-nationally comparable 
effects of protective factors (such as control and support by the family and wider 
social environment) regarding alcohol and substance abuse (Jessor et al. 2003).

7.2.4  Resilience: Some Further Conceptual Clarifications

There is a broad consensus that the term resilience describes the achievement of positive 
adaptation by individuals within the context of significant adversity or – as Masten 
(2001; p. 228) puts it – “Resilience refers to a class of phenomena characterised by 
good outcomes in spite of serious threats to adaptation or development”. Thus, besides 
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positive adjustment, the exposure to stressors is an integral part of the definition of 
resilience. Only the presence of demonstrable risk justifies the difference between 
“competence” (referring to adaptive behaviours in general) and “resilience” referring 
to manifest competence despite significant stressors (Norman Garmezy in Rolf 
1999). These two crucial conditions are also displayed in Fig. 7.1.

Furthermore, it needs to be emphasised that the theoretical framework of devel-
opmental psychology does not conceptualise resilience as a personal trait, but as 
being based on an interactive process involving a person’s constitution as well as 
functional qualities of its environment. These conditions allow individual adaptation 
since they buffer against the negative effects of harmful living conditions. This dynamic 
process involving internal and external assets as well as significant adversity, 
furthermore takes place within developmental progression. Thus, with changing 
life circumstances and emerging, disappearing or cumulating risk factors and 
resources the absence or presence of resilient outcomes may also vary. Terms such 
as “resilient children” are therefore misleading. Similarly, confusion derives from 
the term “resiliency” and from the literature on “ego-resiliency” (Block and 
Kremen 1996) which refers to a set of (protective) personality characteristics.

Furthermore, the multidimensional nature of resilience has to be noticed. 
Positive adaptation can be observed in different domains such as work or school 
performance, psychosocial adjustment or physical health. However, many individuals 
display substantial heterogeneity in functioning across different domains. E.g. they 
may manifest competence by having very successful careers but exhibit large 
underlying emotional distress. Since in general, consistently positive or negative 
developmental outcomes across multiple domains are unusual, the observation of 
such heterogeneity does not question the construct of resilience per se. However, it 
suggests that the concept of circumscribed domain specific resilience is more useful 
than the idea of global or overall resilience (Luthar 1993). Thus, researchers should 
(and increasingly do) specify the particular domains of positive adaptation, e.g. by 
terms such as “educational resilience” or “emotional resilience” (Luthar et al. 
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2000). Beyond this need of specification, all definitions of success need to be 
handled with care due to their normative character, presupposing universally valid 
criteria of success and failure.

A further conceptual challenge is the necessity to clearly distinguish resources 
from risk factors on a theoretical and methodological level. If resources are reduced 
to the opposite or absence of risk factors, supposed “protective” effects might be 
attributable to the lower burden by risks. The idea of bipolar risk factors that “have 
a positive end associated with positive outcomes […] as well as a negative end 
associated with negative outcomes” (Masten 2001; p. 228) requires special atten-
tion here (e.g. the presence of good versus poor parenting). Furthermore risks and 
resources can be inversely related due to a third variable (Masten 2001).

7.2.5  Models of Resilience

Classic studies of resilience research such as the Kauai study by Werner and Smith 
(1982, 1992) employed person-focused approaches by comparing poorly and well 
adapted high-risk children with respect to their resources. Similarly, the other way 
round is possible by comparing children grouped according to their risks and 
resources with respect to their developmental outcomes. As person-based data ana-
lytic approaches developed, also discriminant function analysis, cluster analysis, 
and pathway models of resilience were applied (Masten 2001).

Although person-focused approaches are useful in order to detect specific pat-
terns in the lives of “resilient children” they are not appropriate to analyse relation-
ships between risks, resources, and developmental outcomes (Masten 2001). In 
order to achieve this goal variable-focused approaches are better suitable, since the 
 application of multivariate statistics facilitates to test different models how assets 
work.

Garmezy et al. (1984) described three models of resilience to guide analyses of 
relationships between risk, resources and competence variables: the compensatory 
model, the challenge model and the protective factor model. The “compensatory 
model” suggests that different cumulating resources and risks compensate and 
counteract each other by exerting direct influence on the developmental outcome. 
These beneficial and detrimental effects are independent of each other and can be 
described by the application of simple linear multiple regression models or main 
effect models. The second model – the “challenge model” – conceptualises the con-
nection between conditions of risk and developmental outcomes by presupposing 
a curvilinear association (modelled by a quadratic term in the regression equation). 
Within this concept a certain degree of stress serves as developmental asset since 
it poses a challenge to the individual and provides an opportunity to mobilise and 
develop its resources. However, if faced with excessive stress, the individual is 
overstrained and cannot longer maintain competence. A third model – the “protec-
tive model” – assumes that a protective factor modulates (i.e. buffers) the detrimen-
tal effects of stress. In the presence of a protective factor “variations in stress will 
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be less strongly reflected in variations in quality of adaptation” (Garmezy et al. 
1984; p. 102) than when the protective factor is lacking. In contrast vulnerability 
factors moderate the impact of stress by enhancing its effect. Such conditional 
relationships can be identified by means of adding interaction terms in the regres-
sion equation.

The last model particularly corresponds to the construct of resilience. Since 
protective factors primarily or exclusively reduce the effects of risk factors, their 
beneficial effects can primarily (or only) be observed in the presence of adver-
sity. Several authors – among them Garmezy et al. (1984) – reserved the term 
“protective factor” for attributes that promote resilience by interaction effects 
(i.e. buffering processes against adversity) as outlined in the “protective model”. 
Similarly, Rutter (1987) stresses the importance of a buffering effect as a pre-
condition for assuming protective factors. The factor in question has to operate 
differently dependent on the given level of risk. That means either the protective 
factor is associated with lower rates of mental health problems only in youth 
experiencing adverse circumstances or the protective factor is linked to less 
mental health problems in all children, but significantly interacts with the risk 
factor and proves more effective in risk-exposed children. Therefore the exami-
nation of statistical interactions between present risk variable(s) and putative 
protective factors is crucial.

However, this terminology is not used consistently. In several classic and 
contemporary publications the term “protective” is also used with respect to 
main effect models. Furthermore, also with respect to interaction effects the 
terminology suggested by Garmezy et al. (1984) is imprecise. Against this 
background Luthar (1993) introduced more differentiated terms, e.g. “protec-
tive-stabilising” or “protective-enhancing” in order to specify if interaction 
results in maintenance or augmentation of competence in high-risk children. 
The term “protective” was suggested to be used in order to describe direct 
ameliorative (main) effects. Later, similar differentiations were suggested 
regarding vulnerability effects (Luthar et al. 2000).1

An appealingly simple terminology was applied by Steinhausen and Winkler 
Metzge (2001). According to them, there are risk factors and compensatory factors 
that have significant main effects on the likelihood of mental health problems by 
increasing or reducing it. These factors are distinguished from vulnerability factors 
and protective factors that display significant interaction effects due to intensifying 
or diminishing effects of the risk variable.

Considering theoretical and measurement problems, both, main effect models as 
well as interaction models have advantages and drawbacks. However, regarding the 

1Problems with differences in terminology cannot only be found when it comes to the definition of 
the term “protective factor”. There is further confusion regarding the use of words such as “assets” 
and “resources”. While some authors use the terms interchangeably (Masten and Coatsworth 1998) 
others distinguish between assets as internal factors of the individual that help to overcome adver-
sity and resources which are external to the individual (Fergus and Zimmerman 2005).
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aim to draw conclusions with respect to prevention, both models can provide useful 
information. Main effects models can identify important key assets whose promo-
tion might support a decrease in rates of mental health problems. However, since 
high-risk and low-risk children would gain from such assets to a comparable extent, 
their promotion cannot be expected to reduce health inequities, e.g. by being more 
beneficial to disadvantaged children.

7.3  Identifying Health Assets in Order to Foster Resilience

7.3.1  The Potential of Population-Based Studies

With respect to the high public health significance of mental health problems and 
many inalterable risk factors, to maximise resilience in the population of children 
and adolescents is a promising public health approach. Consequently, comprehen-
sive knowledge not only regarding high risk groups but particularly regarding direct 
ameliorative as well as buffering protective factors is needed in order to inform 
policy makers from a salutogenetic perspective. In this regard large population-
based studies that assess a variety of risks and resources can provide important 
insights that can guide the design of effective public health interventions.

As became obvious from the theoretical background of research in resilience, it is 
hardly possible to measure resilience directly. Although there are some attempts such 
as the Ego-resilience scale (ER89; Block and Kremen 1996) these efforts measure 
rather protective personal attributes (that are probably often involved in resilience) than 
resilience itself. Against the theoretical framework outlined above, assessment of resil-
ience needs to focus the absence of mental health problems where they are expected 
due to considerable adversity. In order to derive implications for practice – at the same 
time – attributes that correlate with resilience need to be assessed, i.e. protective factors 
that might support the successful response to environmental hazards.

Population-based epidemiological studies have not only the potential to iden-
tify important (combinations of) key assets on a population level but – based on 
representative samples – can also point out their public health relevance and pre-
vention potential. Large sample sizes furthermore facilitate analyses how specific 
assets may work differently in diverse subgroups at risk (e.g. children in poverty) 
and provide a scientific basis for particularly adapted interventions maximising 
assets in circumscribed risk groups to counteract health inequities. In this context, 
from an epidemiological and public health perspective it is not primarily important 
to investigate in detail the exact relationships among the individual and environ-
mental factors and the processes underlying resilience. In order to promote public 
mental health and to tackle health inequities, the most essential task is to identify 
key assets that can modify or even eliminate the consequences of present risks on 
a population level. By focusing the potential to create and maintain health in dis-
advantaged groups this research paradigm also helps to overcome the deficit 
perspective.
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Despite the comprehensive body of literature examining risk factors or resources, 
studies including different kinds of risk as well as protective factors in representative 
population samples are rare (Kinard 1998; Masten and Reed 2002). In the following, 
an example how phenomenons of resilience and – most important – correlates of 
resilience can be assessed on a population level will be outlined. The descriptions of 
risks and resources as well as possible operationalisations refer to the BELLA study 
which is a module of the German Health Interview and Examination Survey in 
Children and Adolescents (Ravens-Sieberer et al. 2008a). This population-based 
epidemiological study focuses (the absence of) mental health problems in children 
and adolescents and associated risks and resources. Thereby, it considers internal 
personal factors as well as environmental factors specific to the child’s family or to 
the broader social environment. However, the assessment of risk factors and 
resources as outlined in Fig. 7.2 serves only as an example and cannot claim to be 
exhaustive.

7.3.2  Measuring Adversity: Risk Factors Assessment

Some important risk (and mediating) factors are available from basic sociodemo-
graphic information such as age and gender of the child and family set-up. 
Regarding the latter, information on circumstances such as growing up with a single 
parent or with a step-parent or on the number of siblings can be drawn from the 
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sociodemographic data. The age of the parents can be used to determine early par-
enthood (defined as one parent being younger than 18 years at the time of the child’s 
birth) as a possible risk factor. Further interesting sociodemographic information is 
the migration status of a child as well as the family’s socioeconomic status. Since 
the detrimental effects of poverty and social disadvantage were shown in several 
studies its measurement is essential despite of the co-occuring risk factors discussed 
above. In the BELLA study low socioeconomic status was determined by means of 
the Winkler Index which takes into account educational as well as occupational 
status and income of both parents (Winkler and Stolzenberg 1999). Moreover, inad-
equate living conditions were assessed such as living in a crowded flat, mildew 
infested rooms etc.

Several risk factors can be addressed by categorical questions in questionnaires 
or interviews with the parents. Within the BELLA study information regarding 
some important biological risk factors, such as smoking or drinking by the mother 
during pregnancy, perinatal complications and health problems of the child in the 
first 4 weeks after birth was available. In addition psychosocial risk factors were 
explored such as parents’ alcohol consumption, unemployment or mental disorders, 
but also family conflicts, and conflicts between the partners. In order to identify 
high alcohol consumption, the interviewees were asked whether they ever thought 
about cutting down on their drinking and whether they were ever angry about being 
criticised for their drinking habits. Regarding unemployment, the parent’s interview 
included a question asking whether the family had been affected by unemployment 
during the child’s lifetime and whether this situation was perceived to be a burden. 
Similarly, current or former mental disorders in the interviewed parent or his/her 
partner were assessed. Furthermore, the parent was asked how well the family gets 
along and how happy the relationship between the partners is. Beyond, family con-
flicts during one parent’s childhood and adolescence were asked after as well as 
presence of chronic diseases and circumstances such as the child resulting from an 
unwanted pregnancy or low social support received by the interviewed parent dur-
ing the child’s first year of life.

Other risk factors such as high parental strain or high parental psychopathology 
as well as low parental physical and psychological health-related quality of life 
were assessed using continuous measures. A high parental strain was studied using 
a catalogue of questions asking about the particular burden caused by various 
aspects of daily life, including household, tending a family member in need of care, 
job, financial worries, and lack of recognition from others. High parental psycho-
pathology was determined by using a short form of the Symptom Checklist-90-R: 
the 9-item SCL-K-9 (Brähler and Klaghofer 2001) that considers dimensions such 
as somatisation, depression, anxiety, hostility, paranoid ideation, and psychoticism. 
Parental physical as well as psychological health-related quality of life was determined 
by means of the SF-12 (Ware et al. 1996).

Further questions referring to risk factors such as experience of violence and 
sexual molestation were assessed by children’s and adolescents’ self-report. 
Unfortunately, we did not acquire information regarding fear of violence which might 
be an important stressor as well when growing up in an unsafe environment.
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7.3.3  Measuring Resources: Protective Factors Assessment

The resources that were assessed in the BELLA study can be attributed to three 
broader categories: personal/individual resources, familial resources and further 
social resources. Personal resources describe features of the child’s or adolescent’s 
personality such as high self-efficacy or pronounced optimism. High self-efficacy is 
conceptualised as a stable trait of personality and describes the firm belief in per-
sonal competence to manage stressful situations efficiently (Schwarzer 1994). 
Different studies provide evidence for the association between high self-efficacy and 
fewer mental health problems (Schwarzer 1994). In contrast, optimism describes a 
general positive outcome expectation – irrespective of the belief in one’s own per-
sonal competence (Scheier and Carver 1985). In the BELLA study these resources 
were assessed by means of self-report scales developed for children and adolescents 
that directly target self-efficacy and optimism (Schwarzer and Jerusalem 1999; Grob 
et al. 1991) by items such as “I can find a solution for every problem” or “My future 
looks good”. A positive self-concept was assessed by a global self-worth scale 
(Asendorpf and van Aken 1993) that enquires for example, if children are happy 
about themselves, about the way they are and the things they do. Moreover, overall 
perceptions of and satisfaction with one’s health and one’s self were assessed (Starfield 
et al. 1994/1997/2000). An aggregate score of personal resources was calculated 
from a five-item scale developed in the pre-test phase of the survey which included 
selected items deriving from different personal resources scales. There are many 
further personal characteristics that were discussed to be of importance such as intel-
ligence, creativity, humor, good coping abilities or social skills (Werner 1993; Wolin 
and Wolin 1993; Barbarin et al. 2001; Cederblad et al. 1994). However, due to prac-
tical reasons, only an assortment of possible factors could be assessed.

Also familial resources such as parental support, authoritative child-raising, and 
good family climate or cohesion were discussed as important resources (Darling 
1999). Earlier research showed that children raised in authoritative homes (charac-
terised by warmth, involvement, support of autonomy as well as clear rules and 
expectations) show less psychological and behavioural dysfunction (Lamborn et al. 
1991). Supportive and consistent parenting styles and a positive parent–adolescent 
relationship are protective and connected to lower levels of depression and less 
impaired functioning (Juang and Silbereisen 1999; Forehand et al. 1991; Graham 
2004; Jessor 1998). The family has great potential to support resilience in a child 
and even very early life experiences play a major role here. A recent study showed 
that an intervention of 1 h home visits weekly enhancing interactions between 
mother and child had considerable effects on outcomes such as anxiety, depression, 
and antisocial behaviour in older age (Walker et al. 2006). Studies like this do not 
only indicate the crucial role of parenting and the family in order to build resilience. 
They also point out that supportive community structures can largely influence 
these family characteristics and confirm the statement that “the key to giving young 
people a good start in life is to help their parents.” (Bartley 2006; p. 5).

In the BELLA study family climate was enquired by items such as “in our family 
everybody cares about each other’s worries” or “we often go to the cinema, visit 



1337 How to Assess Resilience: Reflections on a Measurement Model

sport events or go on excursions” (Family Climate Scale, Schneewind et al. 1985). 
Parental support was measured by means of a scale including items such as “my 
parents are loving” or “my parents understand my problems and worries” (Currie 
et al. 2001). However, it also has to be noticed that properties of parents and fami-
lies that are principally protective may also result in additional problems. Parental 
overprotection can also hamper a positive development or even result in adverse 
effects such as antisocial behaviour (Neher and Short 1998). Thus, parental support 
and supervision are only to a certain degree helpful.

Social resources describe availability of social support outside the nuclear family 
such as by friends or teachers, relationships in sports clubs or church. Social support 
has been described as an important psychosocial buffer when confronted with adver-
sity (e.g. Cohen and Wills 1985; Rutter 1987; Werner 1993). It covers not only the 
objective quantity and function of social relationships, i.e. the degree to which indi-
viduals are attached to others. Beyond, the individual’s perception of the support 
being offered and its interaction with the environment are important since social 
support is not only a characteristic of the social environment but also a function of 
the person’s behaviour. Social support systems relieve the child or adolescent, 
encourage coping and contribute to the development of individual competences. The 
protective effects of social support regarding mental health have been shown in a 
variety of studies (Ezzel et al. 2000; van Aken et al. 1996; Werner 1995; Cederblad 
et al. 1994) and several measurement devices were developed up to date.

In the BELLA study the level of support received by the child (e.g. by being listened 
to, being shown affection or being given information) was measured by means of a 
child-friendly adapted Social Support Scale (Donald and Ware 1984). Peer competence 
was measured by means of a scale including items such as “it is hard for me to find 
friends” (Currie et al. 2001). Regarding the broader social context some items referring 
the school climate were administered. However, it was not possible to measure each 
factor of interest. Thus, one major limitation of our study is the lack of data regarding 
structure and function of communities such as neighbourhoods, churches, and further 
groups that proved to be important to children’s mental health (Earls 2001).

7.4  Assets in Socioeconomically Disadvantaged Children:  
An Example from the BELLA Study

In order to give an example of the benefits of large population-based studies enquiring 
risks and resources, we will shortly introduce some findings from the BELLA study 
on mental health in socioeconomically disadvantaged children and the assets they 
have at their disposal. In order to distinguish a risk group from the rest of our popu-
lation sample we focused children whose family’s socioeconomic status belongs to 
the most disadvantaged 10% in our sample (according to the Winkler-Index 
described above). In these children considerably increased rates of mental health 
problems can be observed (according to the Strengths and Difficulties Questionnaire; 
Goodman 1997). In the disadvantaged children 18% show seriously high problem 
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scores and 17% of them show at least signs of mental health problems adding up to 35% 
of the disadvantaged children being affected by mental health problems. The corre-
sponding prevalence rates in the remaining 90% of the children are 9% with seriously 
high scores and 12% displaying signs of mental health problems, adding up to a 
considerably smaller number of affected children (21%).

In a second step, we looked at the distribution of assets in these groups. Figure 7.3 
displays the distribution of parental support scale scores in the socioeconomically dis-
advantaged children compared to children with more fortunate backgrounds. It is clearly 
visible that the “poorer” children report less parental support compared to their peers. 
This difference corresponds to a small effect (d = 0.25) and proves to be important since 
results from logistic regression (stratified according to the socioeconomic group) show 
that parental support is a significant predictor of the mental health status. The Odds 
Ratio of 0.67 (0.58−0.84) in the disadvantaged children and of 0.84 (0.79−0.90) in the 
remaining population indicate that parental support may be even of higher importance 
to the disadvantaged group, reducing the chance to suffer from mental health problems 
by 33% with each additional point on the parental support scale.

A univariate analysis of variance with the mental health total problem score as 
dependent variable indicates not only significant influences of the factors status 
group and parental support. It also shows a p-value of 0.054 for the interaction 
between status group and parental support, indicating a potential buffering effect.

To sum up, it can be concluded that parental support – as an important asset with 
respect to mental health – is less available in socioeconomically disadvantaged families. 
Thus, when it comes to promoting mental health in disadvantaged children, it might be 
reasonable to address their families and to enhance their potential to provide support.

In order to estimate the availability of social resources within this risk group of 
socioeconomically disadvantaged children, indicators of school climate as reported 
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by the children were compared between the social status groups (10% disadvantaged 
vs. the remaining population). As Figs. 7.4a–c illustrate children from both groups 
(dis)agree in similar proportions to statements such as “Most of the students in my 
class are kind and helpful”. However, it has to be mentioned that a c2-test indicated 
significant differences between the groups in 7.4a and 7.4c. These differences obvi-
ously result from the “strongly disagree” answers (1% vs. 6% in 7.4a and 0% vs. 
2% in 7.4c). In total however, the patterns seem comparable.
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Fig. 7.4 (a–c) School climate in different socioeconomic status (SES) groups
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How often do you participate in a sports club?
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Fig. 7.4 (continued)

In order to examine a further source of social support the participation in sports 
clubs was compared between the groups. Results indicate that about half of the disad-
vantaged children never participate in organised sport, while this is the case in only a 
quarter of the children from more fortunate social backgrounds. Thus, a potentially 
important source of social support is not available in the high risk group (Fig. 7.5).

These results briefly illustrate how large population-based studies can provide 
crucial information regarding potential approaches to promote the young popula-
tions mental health. They do not only enable the identification of particular risk 
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groups. Furthermore the role of resources regarding mental health and differences 
in the distributions of these assets can be displayed. The results presented here 
indicate, that in Germany school-based programs focusing peer support may be 
ineffective regarding a reduction of mental health inequities.

However, it might be a reasonable approach to target the disadvantaged parents’ 
potential to provide support. Furthermore, the participation of their children in sport 
clubs (or comparable structured leisure time activities) could be enhanced by, 
e.g. providing easily accessible and inexpensive offers in the community and 
encouraging participation particularly in groups at risk.

7.5  Conclusions

Findings from epidemiological research on prevalence rates, persistence and nega-
tive consequences of mental health problems demonstrate clearly the high public 
health significance of the topic and the need of action. Supporting resilience in 
children and adolescents by enhancing key resources is important not only in order 
to reduce individual suffering and economic costs of treatment and connected bur-
den. In the first instance effective prevention can avoid a huge loss of potential for 
the individual as well as for society (Belfer 2008). But despite of the large burden 
on the individuals and on society caused by mental health problems and despite of 
their growing importance, this topic has been neglected in most countries. A WHO 
study revealed that 40% of countries do not have a mental health policy (WHO 
2001c). Furthermore, in 2002 only 7% of countries worldwide had a specific child 
and adolescent mental health policy (Belfer 2008).

One reason for the lack of political initiative might be that research often 
focused on very proximal health determinants that do not necessarily imply 
political responsibility. Since research on resilience stems from developmental 
psychology it traditionally focused characteristics of the individual and close 
relationships. However, the multitude of mental health determinants on different 
levels shows that an individual’s mental health state is also affected by a broad 
range of factors deriving from, e.g. the economic, environmental, and social sec-
tor. Thus, interventions to strengthen mental health by promoting health assets 
need to address both, proximal and distal determinants. However, this task cannot 
be solely connected to the health sector but requires socio-political activities as 
well as intersectoral policies. Since action in settings such as child care, educa-
tional institutions, public infrastructure, labour, welfare, justice, housing and 
environment (WHO 2005) may positively impact on determinants of mental 
health, all these sectors should be involved in efforts of prevention and mental 
health promotion. To sum up, available – mainly psychological – expertise 
regarding individual strengths and family-level assets needs to be integrated 
within a broader interdisciplinary public health framework in order to identify 
community-based actions that support resilience.
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Besides the fact, that a multi-sectoral approach might reach the most optimal 
outcome, the broad positive or negative consequences of good or poor mental 
health should provide a good rationale for many sectors to take responsibility for 
this major health challenge. E.g. sectors such as education, labour, welfare, and the 
legal system should be interested in effective mental health promotion since they 
bear high costs connected to youth mental health problems (Patel et al. 2007). Only 
approximately 10% of these costs are subjected to the health sector (Belfer 2008).

However, mental health promoting policies require evidence regarding relevant 
assets that need to be promoted and sustained. As it was pointed out above, public 
health research has the potential to provide such evidence as a basis for the deci-
sions of policymakers. The measurement of resources besides the assessment of 
risks in population based studies thus is an important starting point for establishing 
and improving mental health-related policies. In this regard, the theoretical frame-
work of resilience provides a useful research paradigm. Although research in resil-
ience has been conducted for several decades now, there is still a need for 
investigating risk and protective factors and their interaction over time as a basis for 
preventive efforts and early interventions. Beyond, due to ongoing changes in soci-
ety and consequently changes in living conditions of children and adolescents, 
future research will be constantly confronted with new questions. The example 
from our study showed that children with a higher risk burden have at the same time 
fewer resources at their disposal. However, this primarily applied to parental sup-
port and sport clubs as a source of social support but less to reported school climate. 
Even though more detailed analysis is needed, this suggests that well directed 
investment in assets of high-risk groups might help to reduce the health gap 
between disadvantaged children and those who are more fortunate. In this regard 
our findings correspond to the assumption that “strengthening of the fundamental 
nurturing qualities of the family system and community networks” is essential in 
youth mental health promotion (Patel et al. 2007; p. 1310).

This contribution primarily dealt with the identification of important assets on a 
population level to provide an evidence base for policy making, intervention plan-
ning and implementation. However, in a second step the availability of psycho-
metrically sound scales further enables the evaluation of such interventions by 
facilitating pre–post measurements of the protective factors to be enhanced. Future 
research should increasingly focus the evaluation of programs targeting critical 
mental health determinants by monitoring changes in these determinants and 
further documenting the benefits of possible intervention-related improvements 
(WHO 2005). A further issue, which deserves attention in upcoming research, is 
the imprecise terminology that was pointed out above. A consensus on the central 
terms would be helpful not only with respect to ongoing research efforts but also in 
order to facilitate unambiguous communication of results (Luthar et al. 2000).

Last but not least the meaning of strengthening assets with respect to secondary 
prevention needs to be addressed. Epidemiological studies have shown that even in 
high-income countries many children affected by mental health problems do not 
receive adequate treatment (Kim and The American Academy of Child and 
Adolescent Psychiatry Task Force on Workforce Needs 2003; Ravens-Sieberer 
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et al. 2008b). Mental health problems in children and adolescents, in particular at 
an early stage, are likely to be overseen by their everyday environment. The oppor-
tunity to provide adequate help by simple measures, such as increased psychosocial 
support is then missed (Patel et al. 2007). In this regard the assets that were discussed 
regarding primary prevention might also impact the course of mental health problems 
and the extent of their negative consequences. Thus, strengthening assets may comprise 
an even larger potential to reduce the mental health-related burden in the young 
population that should be further examined by future research.
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8.1  Introduction

This chapter explores the concept of children’s well-being and discusses how it has 
been measured and operationalised in research. We raise some critical questions 
about the concept of ‘well-being’ in general, about how children’s well-being is 
researched, and how the United Nations (UN) Convention on the Rights of the Child 
is invoked in such research. We discuss as an example the United Nations Children’s 
Fund (UNICEF) Innocenti Report Card 7, published in 2007, (UNICEF 2007, hence-
forth the UNICEF Report) entitled Child poverty in perspective: An overview of child 
well-being in rich countries: a comprehensive assessment of the lives and well-being 
of children and adolescents in the economically advanced nations which received a 
great deal of publicity in the British news media. It placed UK’s children at the bot-
tom of the league table of rich nations in relation to emotional well-being and ‘hap-
piness’. The report seems to have entered the public, or at least news media, 
consciousness to an unprecedented degree. We have not undertaken a systematic 
analysis of media reports (this would be an overwhelming task) but to take one recent 
example as illustration: Time magazine, 7th April 2008, had a front page illustration 
of a young man in a hooded top (hoodie), peering through a Union Jack flag, with the 
title ‘Unhappy, Unloved and Out of Control: An epidemic of violence, crime and 
drunkenness has made Britain scared of its young. What’s causing the crisis?’ This 
example is worth mentioning because it refuelled the initial furore. Eighteen months 
on, the unhappiness of UK children is routinely, almost offhandedly, reported as fact. 
For instance, in an article about rates of mental ill-health, a senior representative of 
the National Union of Teachers reportedly said: ‘As the UNICEF survey last year 
showed, children in the UK are among the  unhappiest in the world. Unhappy children 
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are more likely to be stressed, which can lead to  emotional and mental health prob-
lems.’ (Guardian Education, 2nd September 2008, p. 25).

Such approaches to research based on data gathered from children and young 
people, and the subsequent reporting of the research in news media clearly empha-
sise negative attributes of young people and their lives (see Mayall 2002; Morrow 
2000). A more positive approach is currently being developed by the WHO 
European Office for Investment in Health Development based on ‘health assets’. 
This approach, described in Chap. 1, involves identifying factors and resources that 
enhance the capacities of “individuals, groups, communities, populations, social 
systems and/or institutions to maintain and sustain health and well-being and to 
help reduce health inequities”. In relation to young people, such an approach includes 
not only exploring individual competencies such as resilience, but also community 
level attributes such as supportive social networks, strong intergenerational relation-
ships and so on. It would also include a consideration of organisational or insti-
tutional structures, such as: “environmental resources necessary for promoting 
physical, mental and social health, employment security and opportunities for 
voluntary service, safe and pleasant housing, political democracy and participation 
opportunities, social justice and enhancing equity”.

These important contextual political, economic and structural factors are often 
missing from individualistic research on health risk behaviours (Morrow 2000). In 
Chap. 1, Morgan and Ziglio suggest that an assets approach would balance the defi-
cit model approach, not least by relating individuals to their social context in a 
much more systematic way than has tended to be the case in (dominant) deficit 
model research on young people’s health risk behaviours.

The chapter is structured in three parts: the first part explores the rise of the term 
‘well-being’ and asks some critical questions about its use. The second part looks 
in some detail at what the UNICEF Report was measuring, and considers the value 
of the measurements and conclusions drawn. Finally, the third section considers 
ways in which the UN Convention on the Rights of the Child has been invoked in 
well-being research. We conclude with a brief discussion of how the assets 
approach could be useful in future research, and how the problems we have identi-
fied in relation to the concept of well-being need to be clarified before this can 
proceed effectively.

8.1.1  Summary of UNICEF Report

The UNICEF Report claims to ‘provide a comprehensive assessment of the lives 
and well-being of children and young people in 21 nations of the industrialised 
world. Its purpose is to encourage monitoring, to permit comparison, and to stimu-
late the discussion and development of policies to improve children’s lives’ (p. 2).

The report represents a significant advance on previous titles in the UNICEF 
Report Card series which have used income poverty as a proxy measure for overall 
child-well being in the Organisation for Economic Co-operation and Development 



1478 Measuring Children’s Well-Being: Some Problems and Possibilities

(OECD) countries. Specifically, it attempts to measure and compare child well-
being under six different headings or dimensions: material well-being; health and 
safety; education; peer and family relationships; behaviours and risks; and young 
people’s own subjective sense of well-being. In all it draws upon 40 separate indict-
ors relevant to children’s lives and children’s rights (UNICEF 2007; p. 2).

The report points to the fact that the UK government has led the way in provid-
ing indicators and measuring how the UK is progressing. This initiative can be seen 
as positive, but also as simultaneously fuelling social concern about childhood.

The main findings of the UNICEF Report are as follows: The Netherlands 
heads the table of overall child well-being in the OECD countries studied, ranking 
in the top ten for all six dimensions. European countries dominate the top half of 
the overall league table, with northern countries – the Netherlands, Sweden, 
Denmark and Finland – claiming the top four places, closely followed by Spain, 
Switzerland and Norway. The UK and USA are in the bottom third of rankings 
for five of the six dimensions. No single dimension stands as a reliable proxy 
for child well-being and several OECD countries have widely differing rankings 
to the dimensions. There is no obvious relationship between child well-being and 
GDP per capita.

8.1.2  Why Are We Writing This Chapter?

We write as two sociologists who, over the past 20 and more years, have been 
carrying out research with and about children, and exploring the status of childhood 
in the UK and the positioning of children in research. As noted, children have 
traditionally been studied through what might be termed a ‘deficit-model’ lens 
(Mayall 2002; Morrow 2000).

We welcome the fact that it is now possible to find statistical information about 
(or from) children that takes children as the unit of analysis, whereas previously 
they were subsumed under the category of household or family (Qvortrup 1991, 
1994). The UNICEF Report moves on from a narrow focus on child poverty as 
measured by family income. It is also a useful ‘start’ in trying to compare countries. 
It is generally very fair – the authors admit that they can use only what is available, 
they acknowledge problems with what they do use, deficiencies, and gaps and limi-
tations in data from some countries. They also acknowledge that some of the data 
used are quite old, and that government initiatives may have made a difference, 
such as staying on at school, provision of resources for childhood (though not, 
apparently, child poverty rates). However, we think it is important that a report is 
sound, and that it does what it says it will, and that it is worth looking more closely 
at than just at its summary findings.

Secondly, we accept that childhood, in some respects, is in a bad way in the UK. 
Rates of poverty mean disadvantaged childhoods for some. News media and gov-
ernment comments on children tend to accentuate the negative, and in the case of 
government, children are valued in terms of future human capital (becoming) over 



148 V. Morrow and B. Mayall

the present (being) (though this is changing). A balanced debate can be difficult to 
achieve because of sensational events and the emotive way in which notions of 
childhood are discussed in the media (Alexander 2009).

There have been few critiques of the UNICEF Report, but a helpful starting 
point for us has been a paper by Ansell et al. (2007). They suggest:

“…given the limitations of the report… it is worrying that its findings have been accepted 
unproblematically by much of the UK media and many policy makers. With a more critical 
approach, however, it does have the potential to contribute to many key debates currently 
surrounding childhood.” (Ansell et al. 2007; p. 29)

Thirdly, we emphasise that we are not statisticians, but are looking at the presenta-
tion of statistics from the point of view of sociologists. We raise a series of (perhaps 
naïve) questions about the use of statistics, the meaning of well-being, and the use 
of rights-talk in relation to children’s well-being. We draw on a range of material, 
and emphasise that this is not a systematic review but a selective one. We suggest 
that the UNICEF Report makes some dubious assumptions, which to some extent 
reflect normative ideas about childhood. We question how far it makes sense to 
compare small, relatively homogeneous, societies with much larger diverse ones. Is 
competition between governments a good thing? Are league tables like this really 
helpful? Ansell et al. (2007) note:

“The report has an unashamedly instrumental purpose. It is intended not simply to document 
geographical patterns, but to demonstrate what can be achieved at the national level. By 
encouraging competition between governments, the aim is to shame them into enacting 
policies that will ultimately improve the well-being of children across the rich world.”Ansell 
et al. 2007; p. 329)

8.2  What Is “Well-Being”?

The concept of ‘well-being’ has become popular in the past 5 years in UK social 
policy documentation in general. Dinham (2007), for example, writing in the con-
text of community development, suggests well-being ‘has joined ‘community’, 
‘participation’, and ‘empowerment’ and a range of other perceived positives in the 
pantheon of New Labour language for civil society’ (p. 3) – it is a ‘hurrah’ word. 
However, as Dinham notes:

“Well-being lacks definition, both as a concept and in practice. Thus there emerges a range 
of factors identified as inherent in it or against which it is recognizable and/or measurable. 
Yet, at the same time, there is little or no consensus about what it really means or looks like 
and therefore to produce and reproduce it, and to know that it is there, proves highly dif-
ficult except in the most general of terms.” (Dinham 2007; p. 3)

Previously ‘well-being’ was an appendage to ‘health’ (one of us has used it in this 
way, in research based upon another popular policy/academic/lay term: social capital 
– without defining well-being adequately, see Morrow (1999)). The roots of the con-
nection of well-being to health can be located in the WHO definition of health as:
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“A state of complete physical, mental and social well-being and not merely the absence of 
disease or infirmity.” (WHO 1946)

Subsequently, well-being has increasingly become a feature in the language of 
public health and health promotion. However, as Cameron et al. (2006) point out 
(writing in relation to health promotion)

“Well-being seems to be used in a curiously unconsidered way, involving assumptions and 
with little systematic attention. A considered (i.e. generous) view might see this notion of 
‘well-being’ as indicating engagement with a broad model of health and a focus on the 
‘non-medical.” (Cameron et al. 2006; p. 349)

They continue: ‘it suggests an emphasis on positive health rather than negative 
health, and also highlights the subjective rather than objective aspects of health. On 
the face of it… a focus on well-being may appear useful…’ (p. 349). However, they 
(Cameron et al. 2006) suggest that ‘well-being’:

“as currently used, contributes to a muddying rather than a clarification of all-important 
conceptual waters around health. The lack of definition in much health policy and practice 
typically leaves the term “well-being” as an open-ended, catch-all category.” (Cameron 
et al. 2006; p. 349)

The question is whether adding the term well-being to health enhances our under-
standing or is redundant. Cameron et al. (2006) carried out qualitative research to 
explore concepts of health, being well, and well-being with various groups of adults 
(community and professional groups) and found a range of interpretations of well-
being. They conclude that “the often unexplained addition of ‘well-being’ to health 
is merely confusing and unhelpful” (p. 353).

Other public health researchers relate the emphasis on well-being to dilemmas 
in modern western societies: Carlisle and Hanlon (2007), also writing in the context 
of public health and health promotion, suggest that:

“although we have seen an unprecedented growth in wealth and comfort over recent 
decades and many past causes of suffering have now been eliminated or reduced, average 
levels of well-being have not increased… large numbers remain deeply unhappy…” 
(Carlisle and Hanlon 2007; p. 262)

Carlisle and Hanlon suggest that ‘these are clearly cultural as well as social prob-
lems, but that this tends to remain under-recognised: the burgeoning literature on 
well-being tends to omit any acknowledgement of the importance of ‘culture’ in 
influencing well-being at various levels – individual, social and global…’ (p. 262). 
They point to the capitalist system of production and consumption and the rise of 
consumer culture, and note that the ‘problem’ for economists is that subjective 
well-being rose for a decade or two after World War II, but has since remained 
static, despite rising living standards and increased wealth, and that economists 
need to explain this. Carlisle and Hanlon (2007) point out that well-being is 
now “firmly part of popular discourse, … used interchangeably with notions of 
‘ happiness’ and ‘positive emotions” (p. 264).

Here we ask what happens when questions about well-being are applied to children. 
To what extent is it appropriate to ask these questions (that derive from what is 
essentially a problem for economists in relation to adults) about children, for whom 
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(subjective) well-being may well involve much more than wealth and affluence? 
The (Western) norm is that children should ‘be happy’; children are expected to be 
smiling, and dominant imagery projects this (Ennew and Milne 1989; Holland 
1992). Social historian Hugh Cunningham (2007) points out that “The belief that 
childhood should be a time of happiness is now deeply embedded, but it had scary 
any purchase before the later eighteenth century” (p. 19). This is related to powerful 
cultural constructions of childhood that the sociology of childhood has been explor-
ing and problematizing over the past two decades (James and Prout 1990/1997; 
Mayall 2002). Spencer (2007) found that young people frequently discussed adult 
expectation and pressure to always ‘be happy’, when at times they felt quite miser-
able. It seems children and young people are not ‘allowed’ to feel ‘unhappy’, yet 
they have increasing pressure on them from school, home, friends and the media.

The policy implications of well-being research for public health (for adults) 
appear to be therapeutic interventions with individuals (Carlisle and Hanlon 2007):

“scientific solutions to the problem of static well-being are often cast in individualist and 
biomedical terms, from drug treatments, psychotherapy and the practice of medication as a 
way of reducing stress and enhancing well-being for the minority experiencing mental illness 
to personal psychology modification for the reasonably discontented majority” (p. 265).

In the case of children, there have been suggestions that they should have ‘happi-
ness’ lessons in school (though journalists also tend to elide ‘well-being’ and 
‘happiness’ and use the terms interchangeably, see for example Thomas-Bailey 
(2008) describing a recent UK government initiative entitled Social and Emotional 
Aspects of Learning, DCSF 2007). Some argue that academic and professional 
concern has led to the ‘medicalisation’ of children’s problematic behaviour 
(see Coppock 2001; Ecclestone 2004, 2008) with the concomitant idea that there 
are (individual) therapeutic solutions that can be bolted on.

Sointu (2005) also points to the individualistic nature of the debates. She under-
took a sociological analysis of the changing meaning of well-being based on analy-
sis of newspaper articles 1985–2003 (and in relation to adults not children). She 
suggests that the idea of personal well-being has emerged in a specific social con-
text, one that ‘emphasises proactive agency and self-responsibility as meaningful 
and normal…’ (p. 255). Carlisle and Hanlon also suggest:

“we need to ask whether the cultivation of individual happiness is an adequate and appro-
priate goal for health promotion. Focusing simply on personal growth and development can 
be just another form of consumption and would arguably sell health promotion short.” 
(Carlisle and Hanlon 2007; p. 266)

On the other hand, well-being may be a useful concept in multi-disciplinary research 
becausee it is understandable to researchers from a range of theoretical backgrounds 
as well as to policy-makers. This is surely something to be welcomed. Huppert  
and Baylis (2004) (co-founders of ‘The Well-being Institute’ at the University of 
Cambridge) suggest (somewhat evangelically) that well-being is not only a rapidly 
evolving field of study, but also ‘an exquisite example of a truly multidisciplinary 
endeavour’ (p. 1,447; see Hulme and Toye (2006) for international development stud-
ies). Huppert and Baylis (2004) draw on an eclectic range of disciplines,  including 
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sociobiology, evolutionary theory, positive psychology, neurobiology, and epidemiol-
ogy, and political science (narrowly derived from Putnam’s ideas about social capital, 
Putnam 2000) and argue that a range of factors, ranging from individual genes, mater-
nal nutrition, brain activity, early childhood development, and ‘positive’ emotions all 
determine (individuals’) levels of well-being.

However, the use of terms like well-being should be critically considered, 
because if (like social capital) it is a kind of unit of exchange that works across 
cultures and nations, this is in itself politically loaded and problematic. Is well-
being (simply) a word that economists can work with and understand? In the argu-
ments for inter-disciplinarity, there is no mention made of critical sociology, 
political or social theory, and no consideration of the risks involved in transferring 
concepts between disciplines, cultures and languages, which we suggest should be 
acknowledged when concepts such as ‘well-being’ are studied.

A final point is that the links between children’s well-being and poverty are not 
well-elaborated or well understood, and it is not straightforward to trace causal 
pathways – setting aside material well-being, it is not possible to demonstrate that 
poor children are necessarily the most unhappy and most stressed. There is (devel-
opmental psychological) research evidence from the USA that suggests that chil-
dren of affluent parents are at a greater ‘risk’ of various non-trivial threats to their 
psychological well-being than their poorer counterparts: risks such as higher rates 
of substance use, anxiety and depression, that are linked to two sets of factors: 
excessive pressure to achieve, and physical and emotional isolation from parents 
(Luthar 2003; Luthar and Latendresse 2005).

In summary, well-being is conceptually muddy, but has become pervasive. There 
is some critical thinking about the concept in relation to adults. Would other 
European countries simply refer to ‘children’s welfare’? Is the focus on well-being 
inherently individualistic and thus, is it a way of NOT talking about welfare and 
responsibilities of governments towards children? Does it replace welfare as a con-
ceptual device, and what are the implications of this?

8.3  Measuring Well-Being

As noted, the UNICEF Report UNICEF 2007 focuses on six dimensions of well-
being – these are: material well-being; health and safety; education; peer and family 
relationships; behaviours and risks; and young people’s subjective sense of well-
being. The authors of the report argue at the outset that their report represents a 
significant advance on previous reports in the Innocenti series, which have used 
income poverty as a proxy for child well-being. They go on to argue that comparing 
child well-being in differing countries is necessary, for, in order ‘to improve some-
thing, first measure it’ (p. 3). Internationally, these measurements and comparisons 
show what can be achieved and what each country’s strengths and weaknesses are. 
Above all, such reports show that levels of child well-being are not inevitable, but 
are policy-susceptible.



152 V. Morrow and B. Mayall

However, the authors go on to say, the study could use only what data were avail-
able. The only data collected with children themselves comes from the WHO Health 
Behaviour in School-Aged Children (HBSC) survey, a cross-national survey that has 
been running since 1982, and repeated every 4 years with 11, 13 and 15-year-olds, 
which maps trends in children’s health risk behaviours (so it has a very specific 
focus). Some comparisons could not be made because data are not comparable (for 
instance on levels of violence in the home, on participation rates of children in early 
childhood services; and on children’s mental health and emotional well-being). 
Furthermore, as the authors note during the course of their presentation of the data, 
much of it is old – and so, we may add, may be unrepresentative of progress made 
in countries which have introduced policies to improve childhood (such as the UK 
since 1997). The problem of dealing with necessarily dated data is discussed by 
Jonathan Bradshaw elsewhere (Bradshaw 2007). We also identify some problems 
with the uses that have been made of the HBSC data. Some of the claims made seem 
to be based on unreflective developmental assumptions and on cultural assumptions, 
as we shall demonstrate. Further, some indicators are rather oddly selected.

We now proceed to consider each of the six dimensions of well-being, and the 
indicators used to arrive at them. We note that averaging the indicators means that 
each is given equal weight (UNICEF 2007; p. 5) and we are not sure this works well 
for the data in all cases. We also note that for most dimensions 18–21 countries are 
being compared. We cannot present here findings for all the countries, but concentrate 
on the UK, since findings have been so widely reported, as facts, in the news media.

8.3.1  Dimension 1: Material Well-Being

Indicators used here are: relative income poverty; percentages of children in house-
holds without jobs; and reported deprivation (averages of children’s reports on low 
family affluence, numbers of educational resources and fewer than ten books in the 
home). It is no surprise that the UK is second from the bottom on income poverty 
and near the bottom on workless households (see UNICEF (2007); Figs. 1.1 and 
1.2; henceforth all figures refer to UNICEF (2007)). But as the authors point out, 
differences in national wealth need to be taken into account – a poor child in the 
UK and the USA may be less disadvantaged relatively than a poor child in Hungary 
or Poland. And it is also necessary to take account of the point that some countries 
have more equal distribution of income (so fewer children will fall below the 50% 
of the national median). In other words we are talking about social exclusion rather 
than poverty. These points become relevant when we consider 11, 13 and 15 year-
old children’s reports on three topics: on household ownership (of cars, own bed-
room, holiday with family, and computers) (UK comes eighth in the ranking); on 
ownership of education-related possessions (UK seventh); and on household own-
ership of ten or more books (UK 17th) (Fig. 1.3a–c).

But the averaging of these three sets of reports by children into one component 
of the dimension, which is then averaged with income poverty and households 
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without jobs, means that the UK’s overall score on this dimension is near the bot-
tom, along with the USA, Ireland, Hungary, and Poland. The authors argue that 
‘children appear to be most deprived of educational and cultural resources in some 
of the world’s most economically developed countries (UNICEF 2007; p. 11). 
Perhaps we should note, however, that a wider encompassing of social factors 
might provide a (somewhat) differing picture; thus, for instance, in more affluent 
nations, books and computers and space to work are freely available in schools and 
libraries. We suggest that there is a need to combine quantitative and qualitative 
data in order to interpret findings more systematically and accurately when attempting 
to make international comparisons.

8.3.2  Dimension 2: Health and Safety

Indicators used here are: health at age 0–1 (averages of infant mortality rates and low 
birth-weight rates); percentage of children aged 12–23 months immunised against 
measles, DPT and polio; and deaths from accident and injury, age 0–19. The 
authors regret that there was no comparable indicator of children’s mental and 
emotional health; or of child abuse and neglect.

Overall, the UK is ranked at 12th place on the average of these (Fig. 2.0). Again 
there is variation in the UK ranking on each indicator, for whilst the UK ranks some 
way down on the first two (Figs. 2.1a, b and 2.2), the UK is second from the top 
(after Sweden) on preventing death from accident and injury (Fig. 2.3).

It is difficult to know what to make of these findings, apart from the point that it 
seems unhelpful to average the indicators. One point, however, is that as with many 
of the indicators, it is the more socialist countries that do best on infants’ health and 
immunisation rates. More neo-liberal societies (Esping Andersen 1996), and pos-
sibly countries with more diverse populations, do less well on prevention in early 
childhood and on persuading people to take up immunisation. The authors also note 
that the indicators do not include children’s own views on their health – yet these 
are included under the dimension subjective well-being; so it is not clear how 
choices were made about what to include where.

8.3.3  Dimension 3: Educational Well-Being

The indicators used here are: school achievement at age 15 (including averages of 
achievement in literacy, numeracy and science); percentage of young people aged 
15–19 in full- or part-time education; and the transition to employment (including 
averages of percentage not in education, training or employment, and percentage of 
15-year-olds expecting to find low-skilled work). Again, the authors deplore that 
adequate, comparable data were not available on the quantity and quality of early 
years provision (UNICEF 2007; p. 21).
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This dimension (Fig. 3.0) includes indicators that perhaps are so disparate as 
to defy averaging; and this may account for the unusual group of those who top 
the ranking: Belgium, Canada, Poland and Finland; and those at the bottom: 
France, Austria, Italy and Portugal. Overall the UK ranks at 17th place on this 
dimension; but does better on the first one: achievement at age 15 (ranked ninth) 
(Fig. 3.1). We have some difficulties with these indicators. Whilst it is the case, as 
the authors argue, that we need to know how well the education system serves our 
children, it does not follow, we submit, that a long time (after compulsory school-
leaving age) in that system has to be regarded as a good; there seem to be some 
cultural pre-conceptions here: that more education in school is necessarily a good 
thing. And/or it may be that the economic welfare of the country, rather than 
children’s ‘educational well-being’, determined the choice of these indicators. 
Many people, including children, would argue that we learn more out of school than 
in school; and an indicator under material well-being – possession of educational 
resources at home (Fig. 1.3b), puts the UK near the top (in seventh place). 
Possession of computers at home is among the highest in the world. The indicator 
covering full-time or part-time engagement with  education, may encompass a very 
wide range in rates of participation – from 100% down to perhaps 10% and is 
maybe not a very useful indicator. The indicator about 15-year-olds’ expectations 
of doing low skilled work by the time they are 30 finds the USA, for once, in top 
ranking – that is with lower percentages than any other country saying yes, they had 
such low expectations; perhaps this means the answers given to the question reflect 
less the realities of their futures, than the log-cabin-to-White-House optimism we 
are told US citizens enjoy.

8.3.4  Dimension 4: Family and Peer Relationships

This is the dimension which aroused most of the media hype about children in the 
UK. The indicators used here are: family structure (including averages of percent-
age of children living in single-parent families and percentage of children living in 
stepfamilies); family relationships (including averages of percentage of children 
who report eating the main meal of the day with parents several times a week and 
percentage of children who report that parents spend time ‘just talking’ to them); 
and peer relationships (percentage of 11, 13 and 15-year-olds who report finding 
their peers kind and helpful). We note that there is a developmental assumption in 
this dimension, since it is relationships with parents that are prioritised: eating 
meals with parents and parents talking with children; of course measuring relation-
ships is difficult, as the authors note (UNICEF 2007; p. 22), but limiting relations 
in this way omits other people in the family with whom children have important 
relations – notably siblings and grandparents (see, for example, Dunn and Deater-
Deckard 2001; Edwards et al. 2005; Mayall 2002; Morrow 1998; Smart et al. 2001; 
Punch 2008; Mason and Tipper 2008).
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Overall the UK ranks at the bottom of the table on this dimension (Fig. 4.0), 
along with the USA. On the first indicator, the authors note that it may be thought 
unfair or insensitive to use it – children may be happy or unhappy in a range of 
family types. But they justify the choice on the grounds that statistics show children 
growing up in single-parent and stepfamilies have greater risk to well-being in the 
future (leaving school early, poor health, leaving home early, low skills, poor pay); 
and that these risks persist even when poverty levels are taken into account; how-
ever they also note that the research has been conducted mainly in the UK and 
USA. So it can be argued that the authors are prioritising the future of these chil-
dren and that the indicator does not seem to capture well child–adult relations in the 
present. It is notable that the Nordic countries (Finland, Sweden, Denmark and 
Norway) have high rates of lone-parenting and stepfamilies (Fig. 4.1a, b), which 
drags down their overall rating on this dimension. Southern European countries 
(Italy, Portugal, Spain and Greece) scored in the top group for this indicator; and 
this pushed their overall score upon the dimension as a whole.

The first component of the second indicator – children and parents eating the 
main meal together – points to one of the starkest cultural assumptions; as is borne 
out by the relevant table (Fig. 4.2a). Finland, for once, comes bottom of the  ranking; 
and this must be because by tradition, bolstered by social policy, the main meal of 
the day is eaten at midday – children get a free school meal, and adults a subsidised 
meal at their workplaces. The UK, USA and New Zealand occupy the next lowest 
rankings. However, the authors also note that even in the lowest ranking countries, 
almost two-thirds of children report eating a meal several times a week with their 
parents. There is much greater variation on the question do 15-year-olds think their 
parents spend time ‘just talking to them’ several times a week, with a range of 
90–40% (Fig. 4.2b). The authors also note that this finding does not square with 
other UK studies, which have found high proportions of children reporting good 
relations with their parents; and they say findings on this dimension should be 
treated with caution for they are only a ‘first step’ towards monitoring children’s 
relationships.

Finally on the third indicator – percentage of 11, 13 and 15-year-olds who find 
their peers ‘kind and helpful’ – the UK was ranked at the bottom of the table 
(Fig. 4.3). And this has been re-phrased by the UK news media as a clear factual 
finding that children do not have good friendships. But we have to note that the ques-
tion was part of a series on life at school, and relates not to ‘peers’ nor to friends, but 
to ‘class-mates’. Given the individualistic and competitive character of the current 
English education system, it is not surprising that children do not all regard all class-
mates as friends. However, the media seized on this finding, for instance:

“The report presents a sad picture of relationships with friends, which are so important to 
children. Not much more than 40% of the UK’s 11, 13 and 15-year-olds find their peers 
‘kind and helpful’, which is the worst score of all the developed countries” (Guardian 
14.02.07).

Oddly, other sections of the HBSC survey referred to here did have questions spe-
cifically about friends; perhaps these could have been used in this dimension.
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8.3.5  Dimension 5: Behaviours and Risks

The three indicators here are: health behaviours (including averages of percentage 
of children who eat breakfast, who eat fruit daily, are physically active and are 
overweight); risk behaviours (including averages of 15-year-olds who smoke, have 
been drunk more than twice, use cannabis, have sex by age 15, use condoms, and 
teenage fertility rate); experience of violence (including percentages of 11, 13 and 
15-year-olds involved in fighting in last year, and reporting being bullied in last  
2 months).

The UK is ranked by some considerable margin worst on this dimension 
(Fig. 5.0). On health behaviours the UK is fifth from the bottom, although on physi-
cal exercise near the top (Fig. 5.1c). On risk behaviours the UK is ranked at the 
bottom by a large margin (Fig. 5.2). And on experience of violence third from the 
bottom (Fig. 5.3). As the authors note, on this last indicator perception and 
 definition play a large part, and more adequate measures, especially on exposure to 
violence in the home, are needed.

8.3.6  Dimension 6: Subjective Well-Being

In some ways this is the most puzzling dimension, since as far as the UK is concerned 
it seems to work against earlier dimensions. The indicators used are: self-appraisal of 
health (percentage of young people aged 11, 13 and 15 rating their health no more 
than ‘fair’ or ‘poor’); school life (percentage of young people ‘liking school a lot’); 
personal well-being (average of percentage of children rating themselves above the 
mid-point of a life satisfaction scale, and percentage of children reporting negatively 
about personal well-being).

The UK scores at the bottom of the ranking on children’s self-appraisal of 
health (Fig. 6.1); and the Nordic countries, which do so well on the health dimen-
sion, are distributed through the table, with Norway fourth from the bottom and 
Finland fourth from the top, after Spain, Switzerland and Greece. We wonder if 
the word ‘fair’ was confusing; it can mean ‘good’ in English! Presumably national 
messages to children affect their self-appraisal. Across the board, girls were 
unhappier than boys about their health status. On liking school a lot, in all coun-
tries no more than 38% of children agreed, with most, including the UK, bunched 
at around 20% (Fig. 6.2). Yet when young people were asked to rate their current 
satisfaction with themselves and their lives on a scale of 1–10, in most countries, 
including the UK, 80% or more reached a score of 6 or more (Fig. 6.3a), with 
15-year-old boys, across the board, more satisfied than girls (p. 37). Similarly, a 
question designed to explore feelings of awkwardness, loneliness and being an 
outsider led to most 15-year-olds – about 90% rejecting these perceptions of them-
selves. Indeed only one country (Japan) stood out – for 30% of the young people 
there agreed with the statement ‘I feel lonely’, almost three times higher than the 
next highest-scoring country.
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These findings seem to suggest that overall UK children are as ‘happy’ as others 
in OECD countries, except on their own assessment of their health – and this may 
be a function of the question (or possibly related to high poverty rates?). It is this 
self-assessment score which presumably accounts for the UK having the worst 
overall score on this dimension (Fig. 6.0). Again, we suggest that averaging the 
indicators does a disservice to the data; and that discussion of the separate indica-
tors would be more useful.

8.3.7  Discussion of These Dimensions

We agree with the authors that a start has been made towards using a range of indi-
cators on children’s well-being. And we agree that child poverty may underlie 
many of the findings, and may account for the UK’s poor showing on some dimen-
sions, although the precise relationships are not clear. Rather than average all the 
dimensions, it was useful to maintain a focus on children’s well-being as a multi-
dimensional issue, requiring a range of policy responses. Somehow a balance had 
to be struck between retaining each facet of the problem in separate tables and 
combining them through averaging. In some cases we think averaging did a 
 disservice to the data, as we have indicated.

One feature of the data used is that much of it is negative – especially as regards 
risky behaviours. It would be good to explore ways of tapping into children’s every-
day lives and experiences in the neighbourhood, and their involvement in decisions 
which affect their lives (Ansell et al. 2007; p. 326).

One message we should like to emphasise is to commentators, who have a duty 
to read such reports carefully before referring to them. Our consideration is moti-
vated more by our concerns about the relatively low status of children in the UK 
and the deplorable way that the report has been so misrepresented in the media. 
And we know that these misrepresentations affect adults’ perceptions. In the 
Primary Review (an independent review of primary education in England being 
conducted at the University of Cambridge, funded by Esmée Fairbairn Foundation see 
www.primaryreview.org.uk), parents, teachers, local authority staff and children’s 
organisations presented a gloomy vision of today’s childhood; and this too long 
established vision was bolstered by the media  representation of the UNICEF Report 
(Alexander and Hargreaves 2007).

8.3.8  Overall Comments

The UNICEF Report focused, in many of the indicators, on deficits – what children 
do not have, negatives, rather than positives, particularly in relation to ‘risky health 
behaviours’. We already know from our own research (Mayall 2002; Morrow 2002) 

http://www.primaryreview.org.uk
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(not specifically about well-being) that children feel subordinated to adults, not 
able to make their own decisions (not often consulted), not having to take major 
responsibility for decisions (and they accept these points); they regard good 
 personal relations as key to their happiness (but it doesn’t have to be two parents, 
and friends are crucial as defence and company at school). For example, in middle 
childhood (say 8–12 years), playing out is their preferred activity, but often circum-
scribed by anxious parents. So what matters to children differs from what concerns 
adults (Mayall 2002; Morrow 1998, and many other examples could be cited here). 
Research specifically on well-being has explored what children’s understandings of 
well-being are see Fattore et al. (2007); Heady and Oliveira (2008); Ben-Arieh and 
Frones (2007); OFSTED (2007); 11 Million (2008).

In Australia, Fattore et al. (2007) undertook qualitative research with 8–15-year 
olds and found that:

“Well-being is defined through feelings, in particular happiness, but integrating sadness is 
also relevant. Well-being is about feeling secure, particularly in social relations… also as 
being a moral actor in relation to oneself (when making decisions in one’s best interest) 
and when one behaves well towards others. … well-being is the capacity to act freely and 
to make choices and exert influence in everyday situations. This was not necessarily being 
independent from others. Children articulated the social relations upon which autonomy 
was premised, including stable, secure relationships with adults. … Children told us fear 
and insecurity affects their well-being and that feeling and being safe is an important part 
of well-being. This included fears about personal safety, particularly feeling alone and fear 
of being a victim of crime. Children also expressed more global fears about war and ter-
rorism, particularly feeling helpless to do anything about world events. Children… identi-
fied factors that make them feel afraid and place restrictions on their ability to participate 
in social life, including design of the built environment and parental concerns about chil-
dren’s safety.” (Fattore et al. 2007; p. 18)

They also found that children articulated clear ideas about the importance of having 
a positive sense of themselves, material resources, physical environment and home. 
Sixsmith et al. (2007) in Ireland undertook research with 8–12 year olds, using 
qualitative methods (photography) to explore children’s, parents’ and teachers’ 
views of child well-being. They found marked differences between these three 
groups about what constitutes children’s well-being, with different emphasis being 
placed on aspects of well-being by children. These qualitative studies show great 
potential for complementing, or expanding upon, larger scale survey research by 
providing deeper insights into children’s everyday lives and what matters to them 
from their point of view (an important factor to consider when developing health 
promotion policies) (Morrow 2000).

In the specific case of the UK, adults construct children and childhood as a 
social problem. This is linked to social class divides. It is entirely possible that 
media, teachers and even parental concern about childhood affects children’s self-
image and accounts for any low scores on that. If the UNICEF Report is correct, 
and UK childhood is (objectively) bad and children think so too, could this be 
because children have internalised their risky and at risk status? What is the impact 
on children’s views of societal denigration of children and childhood?
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8.4  Rights: The UN Convention on the Rights of the Child

The UNICEF Report claims to be grounded in the UN Convention on the Rights of 
the Child (CRC) 1989 (UNHCHR 1989). The CRC is an international treaty to be 
used to assess laws and policies relating to children. It was ratified by the UK 
Government in 1991. Its articles are deliberately vague and open to interpretation 
by countries. It is not intended to be a means of interpreting or analysing children’s 
lives, though the linkages between research evidence and implications for chil-
dren’s rights can usefully be made. The UNICEF Report selects various articles and 
mentions them in isolation, for example, Article 29 relating to children’s develop-
ment (p. 19); Article 24 (the right to the highest attainable standard of health care) 
and Article 27, relating to ‘an adequate standard of living’. In doing so, the Report 
seems to be focusing on provision rights. However, rights – to provision, protection 
and participation – are indivisible. The CRC does use the term ‘well-being’, but it 
does not define it. For example, the preamble to the UN CRC states:

“Convinced that the family, as the fundamental group of society and the natural environ-
ment for the growth and well-being of all its members and particularly children, should be 
afforded the necessary protection and assistance so that it can fully assume its responsibili-
ties within the community.” (UN CRC Preamble)

The term ‘well-being’ is also used Articles 3, 9, 17, 40 (UNHCHR 1989). Nor does 
the CRC define ‘poverty’ explicitly, and work is currently underway to elaborate 
connections between child poverty, social exclusion, capabilities and children’s 
rights (see Redmond 2008).

The UNICEF Report cites Article 12 of the UN CRC – text of which is as 
follows:

“States parties shall assure to the child who is capable of forming his or her own views the 
right to express those views freely in all matters affecting the child, the views of the child 
being given due weight in accordance with the age and maturity of the child… For this 
purpose, the child shall, in particular, be provided with the opportunity to be heard in any 
judicial and administrative procedures affecting the child.”

The UNICEF Report claims that “the report takes note of the child’s right to be 
heard and, to this end, incorporates a dimension that is based solely on children’ 
own subjective sense of their own well-being [sic]” (p. 40). However, these claims 
need to be balanced with a consideration of whether and/or how children can freely 
‘express their views’ in a necessarily circumscribed questionnaire. Ennew (2008); 
see also Beazley et al. (2006) has been arguing for some time that children have ‘the 
right to be properly researched’ Article 12: opinion, Article 13, modes of expres-
sion, Article 3a standards, and Article 36, other forms of exploitation – these are 
basic principles of dignity and respect.

Additionally, there is the vexed question of the relationship between mass news 
media and representations of children in respect of children’s rights in the UK. 
Article 17 of the UN Convention on the Rights of the Child explicitly connects the 
media and children’s well-being:
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“States Parties recognize the important function performed by the mass media and shall 
ensure that the child has access to information and material from a diversity of national and 
international sources, especially those aimed at the promotion of his or her social, spiritual 
and moral well-being and physical and mental health. To this end, States Parties shall:

(a) Encourage the mass media to disseminate information and material of social and 
cultural benefit to the child…”

The Oslo Challenge (MAGIC 1999), which marked the tenth anniversary of UN CRC, 
was a collaboration between the Norwegian Government and UNICEF, and included 
the following challenge to media professionals at all levels and in all media:

“to work ethically and professionally to sound media practices and to develop and promote 
media codes of ethics in order to avoid sensationalism, stereotyping (including by gender) 
or undervaluing of children and their rights.” (MAGIC 1999)

The publicity surrounding the publication of the UNICEF Report can hardly be said 
to have ‘avoided sensationalism’. The CRC represents a framework for action, but 
has yet to be taken seriously as an instrument of social change. A holistic approach 
to children’s human rights, that holds governments accountable to every article of 
the convention, rather than a selected few, is vital as a way forward (CRAE 2008).

8.5  Conclusions

We have suggested that a close reading of the data upon which some very bold claims 
were made suggests that continued caution is needed in attempts to measure and 
interpret findings about children’s well-being. Firstly, the UNICEF Report  presents 
a de-contextualised childhood, childhood as a separate space, utterly discon-
nected from adulthood. It is technically a report that focuses mainly on people 
aged 11–15 and, thus, is not ‘comprehensive’. Indeed, this idea of childhood/youth 
as disconnected from wider society has been constantly emphasised in news media 
reports – for example, Lord Layard, is quoted as saying “Young people live in a 
world with very little meaningful contact or engagement with adults” (Mayer 2008; 
p. 39). However, there have been few attempts to explore whether and if so why 
this may be the case, and why this matters; and this vision in itself leads to the 
‘tribal’ child idea, and reinforces stereotypical views of children and young people. 
The intention of the UNICEF Report appears to have been overtly political – it 
certainly grabbed headlines. However, there are important questions to be raised 
about the ethics of research dissemination (Alderson and Morrow 2004).

From our own research studies, we learn that children have very clear ideas 
about how they are represented, and how adults view them (Mayall 2002; Morrow 
2000). A recent survey of children’s views on what makes them ‘happy and healthy’ 
by the Office of the Children’s Commissioner for England found:

“The dominant negative portrayal of young people as ‘thugs’ and ‘yobs’ and a group to be feared 
directly impacts on children and young people, and contributes to making them feel unhappy 
and unhealthy. They told us that they feel their lives as teenagers are pre-determined by stereo-
types such as risk-taking binge drinkers with no positive alternatives.” (11 Million 2008; p. 7)
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A conference entitled Health in Schools: Participation and Partnerships held at 
the Institute of Education, University of London in 2008 included a presentation 
from a group of school children/young people. They showed the image from the 
front cover of Time Magazine described at the start of this chapter, and posed a 
question to the audience: ‘Is it time for a different view?’ They did not use the word 
‘well-being’. In response to a question about what health in schools meant to them, 
they said:

“… we’d like you to know that we feel happy and healthy when our good points and our 
achievements are recognised, respected and celebrated. … We’d also like you to know that 
how we feel about ourselves at school is affected by the way adults and society see young 
people and we ask you to help us change the negative views and stereotypes of young 
people that exist in today’s society. Let us show you how much we can do, instead of focus-
ing on how bad we are, or what we can’t do.” (Institute of Education 2008).

The emphasis placed by young people about the importance of adults recognising 
their achievements and capabilities clearly reflects the assets-based approach to 
health described in Chap. 1.

Secondly, children’s well-being is rarely analysed in the context of adults’ well-
being, or population well-being in general. It is important to remember that the 
roots of research exploring levels of happiness and well-being relate to specific 
historical and economic circumstances, and above all to a particular question about 
adults’ levels of life satisfaction in rich countries. The interconnections and inter-
dependencies of childhood with adulthood have yet to be fully elaborated, and we 
suggest that we need to hold a mirror up to adult worlds and see how they reflect 
back to children, particularly in relation to how research findings are reported in the 
news media. After all, in relation to research findings and media representations 
based on such research findings, children have little power or status to answer back, 
or challenge, or redress the balance, (nor indeed do many adults, especially disad-
vantaged people). In relation to their health, they may exercise their agency through 
resistance to top-down health and education messages, and this resistance is then 
defined by adults as evidence of their wilful, risky, problematic behaviour (Spencer 
2007). Children also positively take on important aspects of their own health care 
from early ages (Mayall 1996). Research that focuses on problems and deficits 
tends to overlook reasonably healthy behaviours by the majority.

Thirdly, discussions about children’s well-being are rarely contextualised in 
understandings of structural, political and economic pressures and constraints on 
children’s lives. As Ansell et al. (2007) note:

“Without addressing broader political considerations regarding what shapes well-being (for 
example, access to resources and an ability to participate in decisions within society) it may 
not have any meaningful impact on children’s ‘well-being” (p. 330).

The extent to which well-being (emphasising responsibilities of individuals to be 
happy and to seek therapy if they are not) has replaced welfare (emphasising 
responsibilities of states to their citizens) could usefully be explored.

In conclusion, well-being may be a useful umbrella concept for exploring impor-
tant aspects of children’s lives, and the focus on the here-and-now and the present 
tense of childhood (Mayall 2002) is welcome because it moves on from the focus 
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on outcomes and what children become. However, we suggest that greater clarity is 
required when claims are made about ‘children’s well-being’. We suggest that 
existing indicators (while needed to ‘measure’ change over time) could usefully be 
complemented by (and perhaps ultimately replaced by) research that attempts to 
incorporate children’s experiences from their viewpoints, and that emphasises what 
they value. Children’s positive ‘assets’ (as outlined in Chap. 1) could be the focus, 
rather than their deficiencies. This concurs with what children themselves seem to 
demand, and would be one way to respect their rights in research terms – not to be 
stigmatised and demonised.

Many definitions of well-being exist, but variations in understanding of this term 
have not been sufficiently recognised in the analysis, nor have the complications of 
measurement that arise from different interpretations. The extraordinarily negative 
image of children and youth in the UK has been compounded by news media 
reporting of the UNICEF Report, and young people seem to be aware of this 
(though thorough research on the relationships between news media representations 
of children and their ‘well-being’ has yet to be undertaken). Current attempts to 
measure children’s well-being are problematic because they fail to incorporate an 
analysis of broader contextual structural and political factors; if we are to retain the 
use of the term ‘well-being’, then children’s well-being could usefully be consid-
ered in the context of ‘well-being’ of people in general. Five suggestions emerge 
from this discussion. Firstly, care needs to be taken with conceptualisation of com-
plex concepts such as ‘well-being’. There remains a danger that a focus on well-
being is ultimately an individualistic, subjective approach that risks depoliticising 
children’s lives. Secondly, there needs to be great caution exercised when reporting 
research relating to children, not least because of the danger of over-simplification 
through international comparisons. We have suggested that cultural factors may 
play an important and hitherto under-researched part in what is conducive to chil-
dren’s ‘well-being’. Thirdly, we suggest that involving children and young people 
in the conceptualisation of well-being could enhance the potential usefulness of the 
concept. Fourthly, qualitative and quantitative approaches could be usefully com-
bined to improve understanding and measurement. Finally, we have suggested that 
greater understanding of UN Convention on the Rights of the Child is needed in 
working towards a genuinely rights-based approach to monitoring children’s every-
day lives that emphasises the low social status of children in western societies.
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9.1  Social Cohesion and Health: Theoretical Links to Health

The determinants of community health can be described from a deficits perspective 
or an assets perspective. Deficit models draw attention to the presence of pathology 
– for example, the level of “social disorganization” within communities. According 
to Shaw and McKay (1942) original description of this concept, certain structural 
characteristics of urban neighborhoods – such as persistent poverty and high population 
turnover – impede the development of secure social attachment to a community, and 
hinder the ability of residents to realize common goals.

Such conditions, Shaw and McKay argued, result in the lowered ability of com-
munities to control problems such as delinquency and crime. Within public health, 
the presence of social disorganization in communities has been measured through 
indicators such as the presence of social and physical disorder (e.g. “broken win-
dows”), and a growing number of studies have linked such deficits to outcomes 
such as sexually-transmitted infection (Cohen et al. 2000), asthma (Wright and 
Fisher 2003), and the unwillingness of community residents to engage in outdoor 
physical activity (King et al. 2000).

By contrast, an assets based model of health emphasizes the positive capacity of 
communities to promote the health of its members, and is thus linked to the concept 
of salutogenesis championed by Antonovsky (Lindström and Eriksson 2005). By 
enhancing the capacity of communities to preserve and maintain health, social 
cohesion sits squarely in the assets based model of health.
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It is important at the outset to stress two crucial caveats: First, community assets 
are not simply the absence of community deficits, and vice versa. The tendency to 
equate social capital with the absence of community “bads” (such as crime) has 
prompted critics to (reasonably) argue that the measurement of social capital often 
constitutes a tautology – if the community does not exhibit deficits, then it must be 
because it is endowed with high stocks of social capital. In reality, assets based 
models and deficits based models of health production are not mutually exclusive. 
Most communities are characterized by the presence of both assets and deficits. For 
example, significant variations have been found in the levels of social cohesion 
across communities that looked similar with respect to their level of deficits (e.g. 
level of poverty and deprivation). The “orthogonality” of community assets and 
deficits provides a cogent rationale for a deeper exploration of the concept of 
salutogenesis.

A second important caveat to note is that community assets are not unqualified 
“goods”. As we shall describe in greater detail in this chapter, it is now widely 
acknowledged that there are important “downsides” of social cohesion that may 
harm, rather than protect, the health of certain community members. Any policy or 
intervention to boost social cohesion must therefore anticipate these side effects 
and attempt to minimize them.

Examples of “assets” that residents of cohesive communities can access and 
mobilize to protect their health consist of norms, trust, and the exercise of sanctions. 
In turn, examples of social processes through which these assets become translated 
into improved health status include collective socialization, informal social control, 
and collective efficacy. These are discussed in turn.

9.1.1  Collective Socialization

In the urban sociology literature, collective socialization refers to the role of community 
adults – not just a child’s own parents – in enhancing child developmental outcomes. 
For example, the presence of adult role models helps to transmit important environmental 
cues to youth concerning expected norms of behaviour within the community. 
According to the ethnographer Elijah Anderson (1990), who conducted extensive field-
work between 1975 and 1989 in an urban, low-income, and predominantly black com-
munity in the US, male role models – dubbed “old heads” – were “traditionally [men] 
of stable means who believed in hard work, family life, and the church. He was an 
aggressive agent of the wider society whose acknowledged role was to teach, support, 
encourage, and in effect socialize young men to meet their responsibilities regarding 
work, family, the law, and common decency” (Anderson 1990, p. 3). Anderson’s quali-
tative insights have been corroborated by quantitative analyses suggesting the impor-
tance of adult role models within the community in protecting against outcomes such 
as teen pregnancy rates and high school dropouts (Crane 1989).

The loss of adult role models is an often overlooked consequence of structural deficits 
afflicting deprived communities, such as high unemployment rates. Unemployment is 
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undoubtedly damaging to the families that are affected, but it also produces collateral 
effects on the rest of the community. When work disappears, the adverse impacts of 
unemployment become amplified throughout the community via the loss of adult role 
models. As youth begin to perceive that adults around them are not getting up in the 
mornings to report to work, or only doing so to work in low-paying insecure jobs, their 
expectations for the future become diminished, and dropping out of school may begin 
to seem like a rational response to their circumstances.

9.1.2  Informal Social Control

A related concept to collective socialization is informal social control, which refers 
to the capacity of a community to regulate the behaviour of its members according 
to collectively desired (as opposed to forced) goals. In contrast to legal sanctions 
(such as police crackdowns), informal social control represents “the effectiveness 
of informal mechanisms by which residents themselves achieve public order” 
(Sampson et al. 1997). In urban sociology, informal social control has been studied 
as a mechanism through which communities prevent the onset and occurrence of 
juvenile delinquency – for example, when adults step in to intervene in situations 
such as suspected truancy, vandalism, public fights, and so forth. However, informal 
social control is of equal potential relevance to public health outcomes. In Japanese 
society, for example, informal control used to be the traditional mechanism which 
communities relied upon to regulate cigarette smoking among school-aged children, 
despite very high prevalence rates among adults (at least among adult males) and 
the nearly ubiquitous presence of cigarette vending machines. In more recent years, 
however, as the authority of community adults and teachers has become eroded, 
smoking among Japanese youth has soared, prompting calls to ban vending 
machines or to restrict the hours during which cigarettes can be purchased.

9.1.3  Collective Efficacy

Collective efficacy, which can be thought of as the community-level counterpart to 
individual self-efficacy, refers to the ability of community members to undertake 
collective action for mutual benefit. In turn, the willingness of local residents to 
intervene for the common good depends critically on the presence of mutual trust 
and solidarity among neighbors (Sampson et al. 1997). The ability of residents to 
organize and engage in collective action turns out to be relevant for health promotion 
in several ways. For example, coordinated action enables residents of communities 
to lobby for the passage of local ordinances (e.g. restrictions on smoking in public 
places), or to rally against the threatened closure of local services (e.g. health clinics), 
or to manage physical hazards (e.g. the location of toxic waste sites) (Kawachi and 
Berkman 2000; Browning and Cagney 2002). In each instance, coordinated action 
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is facilitated by the presence of local organizations, measured by proxy indicators 
such as the density of neighborhood based organizations and self-reports of social 
participation. In other words, the presence of locally based organizations represents 
the capacity of a community to respond to external threats and trauma.

Community variations in collective efficacy are strikingly illustrated by differential 
rates of recovery following natural disasters, such as earthquakes, hurricanes, 
floods, and tsunamis. Nakagawa and Shaw (2004) found that variations in recovery 
following major earthquakes in Kobe, Japan (1995) and Gujarat, India (2001) were 
in part explained by the presence of locally based organizations that pre-dated the 
disasters.

In Kobe, official rescue teams were quickly overwhelmed in the immediate 
aftermath of the January 17, 1995 earthquake. Once this realization dawned, some 
neighborhoods within Kobe began to organize their own rescue and relief efforts. 
Nakagawa and Shaw argue that the presence of community based assets – in the 
form of town development associations (called machizukuri) – accounted for the 
neighborhood differences in the immediate response phase as well as subsequent 
recovery. These associations originated in the 1960s when residents launched pro-
test movements to curb polluting factories nearby. Subsequently, the same organi-
zations changed their mission to focus on issues such as community development, 
health care of the aged, and the provision of voluntary services (Nakagawa and 
Shaw 2004).

In the aftermath of the earthquake, the presence of machizukuri associations sped 
up rescue operations, evacuation to nearby schools, the establishment of community 
kitchens, and organization of night watchmen to guard abandoned property. During 
the post-relief phase, the same associations facilitated building inspection surveys, 
publication of weekly community newsletters, as well as the management of shelters 
and retrofitting of damaged houses.

9.2  The Measurement of Social Cohesion

As alluded to above, the social capital literature describes two distinct definitions 
and approaches to measurement, based respectively, on the “network” concept of 
social capital, and the “social cohesion” concept. In the network approach, social 
capital has often been conceptualized as an individual-level asset, and the corresponding 
measurement techniques involve the methods of sociometric analysis. Examples 
of measurement techniques for network based social capital include Lin’s Position 
Generator (Lin 2001), which asks individuals (egos) to nominate others in their 
network (alters) who provide them with access to valued resources, e.g. prestige, 
political connections. Alternatively, van der Gaag (2005) has developed the 
Resource Generator, which is a multidimensional index that taps an individual’s 
access to resources across several domains of life (e.g. at home and in the work 
place), and spans across a range of goods from the material (e.g. borrowing money) 
to the symbolic (e.g. prestige, influence).
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A network based definition of social capital is not exclusively based upon the 
assessment of ego-centred network resources, however. Whole network analysis 
involves saturation surveys of all existing social connections within a defined collective 
(e.g. a school or a workplace), and the resulting data can then be manipulated to 
derive different structural properties of the network (Hawe et al. 2004).

As pointed out by Moore et al. (2004), however, the public health literature – 
including much of the empirical evidence published to date – has focused heavily 
on the social cohesion definition of social capital. The social cohesion approach 
emphasizes social capital as an asset of communities (or other collectives), not of 
individuals. Measurement approaches therefore typically aggregate individual cog-
nitive perceptions (such as perceptions of trust and reciprocity) up to the commu-
nity level, or they aggregate other proxy indicators (such as density of community 
organizations, frequency of social participation) up to the community level 
(Harpham et al. 2002). Validated scales to assess concepts such as informal social 
control have also been developed – for example, from the Community Survey of 
the Project on Human Development in Chicago Neighborhoods (Sampson et al. 
1997). However, the more commonly practiced approach to measure social cohe-
sion has been to develop multi-item scales to tap domains such as interpersonal 
trust, reciprocal exchanges of support, social participation, and informal patterns of 
socializing.

One criticism of the social cohesion literature has been that, in the absence of 
primary data, investigators have resorted to a diverse – and many say increasingly 
tenuous – set of proxy indicators ranging from voting behaviour, volunteering, local 
crime rates, and perceptions of corruption (Paldam 2000). Some of these indicators 
may be precursors or consequences of social cohesion, but they should not be conflated 
with the community based assets that we are interested in.

An important refinement that has emerged in the measurement of social capital 
is the bonding/bridging distinction. Bonding social capital refers to trusting and 
cooperative relations between members of a group who are similar in terms of 
social identity (e.g., race/ethnicity), whereas bridging social capital refers to connections 
between individuals who are dissimilar with respect to their social identity (e.g. 
race, ethnicity, social class) (Szreter and Woolcock 2004). The relevance of making 
this distinction lies in the fact that each type may have different effects on health 
outcomes.

Although few studies so far have examined the difference between bonding and 
bridging social capital, Mitchell and La Gory (2002) carried out a small cross-sectional 
study among residents of a disadvantaged, predominantly minority community in 
Birmingham, Alabama, in which they found that that while bridging social capital 
(measured by the strength of trust and associational ties with others of a different 
race and educational background as the respondent) was associated with lower 
levels of mental distress, bonding social capital was related to health in the opposite 
direction, i.e. greater distress. Additional studies from Baltimore, Maryland 
(Caughy et al. 2003), and Adelaide, Australia (Ziersch et al. 2005), suggest that stronger 
bonding ties within disadvantaged communities may turn out to be a detriment to the 
health of residents.
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In the Baltimore study, lower community attachment among mothers was asso-
ciated with fewer behavioural and mental health problems among children living in 
low-income areas (Caughy et al. 2003). In a cross-sectional survey of a working 
class suburb in Adelaide, Ziersch et al. (2005) reported that involvement in com-
munity groups was associated with worse physical health as measured by the 
SF-12. Qualitative interviews with residents in the same study found that respon-
dents were more apt to link their participation in community groups with negative 
mental and physical health outcomes.

9.3  Social Cohesion and Health: Empirical Findings

Empirical studies of social capital and health have been conducted at four distinct 
levels of aggregation: (1) at the macro-social level, linking social cohesion at the 
national or state level to population health; (2) at the meso level such as cities, 
neighborhoods, schools, and workplaces; (3) at the micro level, involving the mapping 
of social networks; and (4) at the individual level, in which perceptions of trust or 
individual reports of social participation have been linked to individual health status 
(Macinko and Starfield 2001).

From an assets perspective, the concept of social capital is potentially relevant 
to health at all four levels of analysis. At the broadest level of social organization, 
Wilkinson (1996, 2005) has argued that egalitarian societies – characterized by a 
more equal distribution of incomes – tend to be more cohesive, and that in turn 
social cohesion promotes better health by mitigating the adverse psychosocial con-
sequences of social stratification such as feelings of shame, inferiority, social exclusion, 
envy, and frustration. Social cohesion at the macrosocial level has also been 
hypothesized to influence population health through political mechanisms. For 
instance, at the country level, markers of social cohesion have been linked to lower 
levels of corruption (Easterly et al. 2005) as well as to the smoother functioning of 
democracy (Putnam 1993). Kawachi and Kennedy (2002) argue that social cohesion 
at the state level within the US federal system is associated with more generous 
provision of welfare services, e.g. income support for the poor, health care access 
for the indigent, and a fairer distribution of social resources. These macro-level 
processes are possibly distinct from the community-level mechanisms (discussed 
above) which are believed to link community cohesion to health outcomes, i.e. collective 
socialization, informal control, and collective efficacy.

From a methodological perspective, empirical studies of community cohesion 
and health can be categorized into three types: (1) ecological studies, which attempt 
to link aggregated community characteristics (e.g. average rates of social participation) 
with aggregated health outcomes (e.g. the community rate of mortality); (2) multi-
level studies, which examine the variation in individual health outcomes nested 
within different communities; and (3) individual-level studies, which link individ-
ual perceptions of neighborhood characteristics (e.g. perceptions of the trustworthi-
ness of neighbors) to individual health outcomes.
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Within the community assets framework, the most illuminating study design is 
arguably the multilevel study design. The reason is because individual perceptions 
of community assets (such as the perception of the trustworthiness of neighbors) is 
likely to be confounded by other unobserved individual attributes such as tempera-
ment and personality. Ecological studies are similarly limited in their ability to dis-
tinguish between the influence that the social context exerts on people’s health 
versus the compositional influence of individual characteristics on the aggregated 
health status of a given locality. If the investigator’s interest is focused on demon-
strating the influence of community contexts on individual health status, then the 
multilevel analytical framework is the most appropriate study design (Subramanian 
et al. 2003).

By incorporating attributes at both the individual and the community level, multilevel 
study designs permit the investigator to examine the independent contextual influence 
of community assets on health, in addition to exploring cross-level interactions 
between community and individual-level characteristics.

This unique advantage is illustrated by a multilevel study of community trust (as 
a measure of social cohesion) and individual self-rated health carried out by 
Subramanian et al. (2002). The authors analyzed the Social Capital Community 
Benchmark Survey involving 21,456 individuals nested within 40 US communities. 
The analysis found no main effect of community levels of social trust on the self-
rated health of individuals, once individual perceptions of trust were taken into 
account. However, a significant cross-level interaction was found between com-
munity levels of trust and individual trust perceptions. Among individuals who 
reported higher levels of trust, self-rated health was higher among those who 
resided in communities where others also shared the same perceptions. By contrast, 
a trend was found in the opposite direction for individuals expressing mistrust of 
others: the more trusting the community in which they lived, the lower was their 
rating of health.

The two opposing trends cancelled each other out in the main effects model. 
However, the complexity and heterogeneity of the effects of community trust on 
health – suggesting a benefit for some groups, but also harm for other groups – is 
possibly relevant for forecasting the effects of boosting community cohesion on 
health.

A summary of the empirical evidence linking community cohesion to health 
outcomes has been provided in extensive recent reviews by Kawachi et al. (2004) 
and Islam et al. (2006a) for physical health outcomes and health behaviours, as well 
as by Almedom (2005) and De Silva (2006) for mental health outcomes. Islam 
et al. (2006a) identified 42 studies of social capital and health published between 
1995 and 2005, including 30 single level studies (either individual-level or ecological 
studies) as well as 12 multi-level studies from different countries.

Regardless of study design, the review found a fairly consistent association 
between social capital and a range of health outcomes. However, in the multilevel 
studies, the between-area variance (random effect) in health tended to be substan-
tially lower in egalitarian countries compared to unequal countries. That is, the 
intra-class correlations (ICCs) for health outcomes were considerably lower in 
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studies carried out in more egalitarian countries (e.g. Sweden) compared to coun-
tries with greater levels of inequalities, such as the United States. For example, 
ICCs from studies of neighborhood influences on health typically range from 
5–10% in US studies, but they tend to range between 1–2% for studies in Sweden. 
One implication is that in egalitarian societies with strong safety nets and ade-
quate provision of public goods, neighborhood contexts (including the level of 
social cohesion) may be less salient for the health of residents in contrast to seg-
regated and unequal societies such as the United States. Consistent with this 
interpretation, a recent panel-data multilevel study of 275 Swedish municipalities 
found a modest fixed effect association between voting participation (as a marker 
of social cohesion) and health-related quality of life (Islam et al. 2006b). 
However, 98% of variation in health was attributed to the individual level, and 
only 2% to the municipality level.

For social capital and mental health outcomes, De Silva et al. (2005) identified 
21 studies that met the criteria for inclusion in their review. Taken together, these 
studies indicated a fairly consistent inverse relationship between individual perceptions 
of social cohesion and mental illness; however, there were far fewer studies of 
social cohesion assessed as a community attribute, and these studies were more 
mixed with respect to their findings. Two of the papers included in the review measured 
social cohesion at both the individual and the community level.

Cutrona et al. (2000) found no significant association between markers of social 
capital (measured at either the community or individual level), once individual 
characteristics were controlled for. By contrast, a Canadian study (Veenstra 2005) 
found that while indicators of community cohesion were not associated with common 
mental disorders, individual perceptions of social capital was associated with 
reduced depression scores.

To summarize the state of the empirical evidence, the preponderance of studies 
indicates a link between community cohesion and physical health outcomes 
(including self-rated health) and health-related behaviours, whereas the evidence 
for mental health so far has remained more sparse and mixed. The overwhelming 
majority of studies have been carried out in developed countries (North America 
in particular), and more evidence is needed from other societal contexts – for 
example, in Asia and in less developed countries. Community cohesion (as a 
health asset) appears to be more salient in societies characterized by the deficient 
provision of material infrastructure (i.e. services and amenities provided to assist 
the poor).

A common weakness across all existing studies, uniformly noted by the systematic 
reviews, has been the heterogeneity in the measurement approaches used to assess 
social capital and social cohesion. Studies have used remote proxies (obtained from 
secondary data sources) to assess social cohesion, or included measures that do not 
reflect common definitions of social capital. Other studies have concatenated dif-
ferent aspects of social capital into a single index or score. Very few studies have 
sought to examine the distinction between bonding and bridging forms of social 
capital (De Silva 2006).
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9.4  Is Investing in Social Cohesion a Practical Strategy  
for Health Promotion?

Social capital remains a contested concept in public health not just on account of 
the comparative infancy or mixed nature of the empirical knowledge base. A number 
of criticisms have been directed at the concept on more theoretical grounds. For 
example, critics have expressed scepticism about the utility of “investing” in social 
cohesion as a public health improvement strategy (Pearce and Davey Smith 
2003).

“Social capitalists” have been accused of downplaying the health liabilities asso-
ciated with living in more cohesive communities. Social cohesion is clearly not a 
panacea for population health, and can sometimes facilitate negative or perverse 
consequences (Kawachi and Berkman 2001). Portes (1998) acknowledges four 
instances of the negative consequences of socially cohesive communities. They include: 
exclusion of outsiders from resources controlled by network members; excess 
claims made on “conscientious citizens” by free-riding fellow members; demands 
for conformity (including intolerance of diversity) and restrictions on individual 
freedoms; and the downward levelling of norms, which may block members of 
historically oppressed groups from participation in mainstream society.

For instance, Japan is frequently cited as an example of a socially cohesive (and 
high longevity) society (Wilkinson 1996). Yet the flip side of cohesion is conformity, 
which is expressed in the popular proverb that “The nail that sticks out gets hammered 
down.” The price of conformity is particularly steep for marginalized groups such 
as gay men. Japanese society has long maintained a duality in social relationships 
characterized by the concepts of honne (one’s true nature) and tatemae (a person’s 
outward appearance which he/she presents to society). Homosexuality is tacitly 
acknowledged in Japanese society, so long as proper tatemae is preserved (e.g. gay 
men who marry and have families). Strengthening social cohesion in such circumstances 
may therefore result in the further marginalization of particular groups, unless the 
form of capital that is being built is of the bridging kind.

Meanwhile, mapping the strength of social cohesion across diverse communities 
runs the risk of labelling some communities as being deficient in certain assets 
(often defined according to some bourgeois notion of “what a community ought to 
be like”), which is tantamount to “blaming the community” for its problems 
(Muntaner et al. 2001). This critique is particularly cogent when asset mapping is 
carried out in the absence of an analysis of broader structural problems and power 
differentials that confront socially-excluded communities, such as the lack of 
employment opportunities, policies that perpetuate residential segregation, and the 
deliberate starving of services and amenities by municipal authorities. In other 
words, investing in social capital should be thought of as a complement to broader 
structural interventions (e.g. improving access to job markets), not as a replacement 
for them (Szreter and Woolcock 2004). Building social cohesion cannot be sold as 
a “cheap” way to solve the problems of poverty and health inequalities.
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The third and final criticism levelled at the concept of social capital pertains to 
the lack of clarity about how to go about building social cohesion. Social capitalists 
have been frequently (and perhaps unfairly) portrayed as advocating a return to 
more “traditional” forms of social organization, where neighbors help one another, 
people are nice to each other, and busy housewives volunteer in schools and local 
block groups to provide the social “glue” that binds communities together. In reality, 
it is clear that in a globalised economy where dual earner couples are spending 
increasing hours of their day at work or commuting to and from work, there is no 
practical way to turn the clock back to such a nostalgic vision of the past (nor would 
it be necessarily desirable). Although demonstrations of interventions to build community 
cohesion are still scarce, a few principles seem worth mentioning.

Firstly, there is unlikely to be a single magic bullet to build community cohesion. 
What we know about the topic suggests that success in shoring up social cohesion 
is likely to be accomplished by making a series of “smart bets” (Sander and 
Lowney 2005). Several examples of such smart bets – involving the principles of 
community organizing (e.g. establishing neighborhood based associations to solve 
collective problems) – have been described in the Social Capital Building Toolkit, 
developed by the Saguaro Seminar of the Harvard University Kennedy School of 
Government (Sander and Lowney 2005). As the Social Capital Building Toolkit 
cautions, it is important at the outset to emphasize that besides community organizing, 
one should not overlook the importance of broader structural interventions aimed 
at boosting the capacity of individuals and communities to organize. Broader structural 
interventions include job creation as well as private sector reform to improve the 
work/family balance of employees.

A second principle of social capital building is to pay attention not just to the 
level of social capital but also to the type of social capital. For example, theory 
would suggest that it is not sufficient (or may be even harmful) to build bonding 
social capital among unemployed youth. It would be more helpful instead to build 
bridging capital between unemployed youth and employed adults to provide access 
to role models and mentoring (Sander and Lowney 2005).

Thirdly, any strategy to build social capital needs to pay close attention to the 
distribution of costs and benefits, including the possibilities of unintended conse-
quences (or the “downsides” of social capital mentioned above). A gendered analysis 
of social capital would suggest that the mobilization and provision of support to others 
in the community tends to fall disproportionately on the shoulders of women. A health 
promotion strategy that supports one group in the community (e.g. men) at the expense 
of burdening another group (women) would only lead to a zero-sum outcome.

Lastly, in order to be sustainable, a social capital investment strategy requires 
more than the donated voluntary efforts of “do-gooders” in a community. Investing 
in social capital is likely to require real money, and hence a government (as well as 
private sector) that is committed to such a strategy. Historically, the sustenance of 
social cohesion has depended on state support and stewardship, not just on volun-
tarism and the energy of communities (Szreter and Woolcock 2004). Perhaps the 
most compelling economic rationale for governments to be involved in building 
social capital is that community cohesion – as a collective asset – produces exter-
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nalities, i.e. collateral benefits to the rest of society that reach beyond the immediate 
members of networks. Often these externalities are invisible, and the benefits may 
not become apparent except during a community crisis (such as an earthquake or 
other natural disaster). When left in the hands of private initiatives, economic theory 
suggests that communities tend to under-invest in the production of such collective 
assets.

By applying these principles, public health practitioners may begin to harness 
the potential of social cohesion as a community asset. We conclude this section by 
describing a recent demonstration project to build social capital carried out within 
the city of Baltimore, Maryland (Glass et al. 2004). Called the Experience Corps, 
the program places older volunteers (mean age 69 years, 93% African-American, 
90% women, 84% with annual incomes below the poverty threshold) in public 
elementary schools for 15 or more hours per week in roles designed to improve the 
academic outcomes of children. The randomized demonstration program placed 
113 older volunteers within six urban elementary schools. After 4–8 months of 
follow-up, participation in the program led to health benefits for the senior volunteers, 
including higher physical activity, increases in cognitive activity, and more people 
that they could turn to for help (Fried et al. 2004). Among the 1,194 schoolchildren 
enrolled in grades K-3, the program also resulted in significantly higher reading 
scores on standardized tests, as well as fewer referrals for disruptive classroom behaviour 
(Rebok et al. 2004).

Beyond these win-win outcomes for the individuals involved, there are also 
likely to be broader benefits to society. They include: the building of inter-genera-
tional bridging social capital (harnessing the productive capacity of older individu-
als and enhancing inter-generational communication); maintaining the functional 
independence of community-dwelling seniors, and thereby enhancing their capac-
ity for civic engagement in other spheres; and – from a life course perspective – 
fostering optimal child development for a new generation of kids through mentoring 
and the transmission of wisdom.

9.5  Conclusions

Social cohesion, if approached through a careful delineation of theory and the 
weighing of costs and benefits, represents an example of a community asset. 
Improvements in research practices and further demonstrations of interventions 
offer the prospect of harnessing this community asset for health promotion.
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10.1 Introduction

Involving communities of place and/or interest in all aspects of the development, 
implementation and evaluation of health development and social regeneration 
programmes has become common place and is now an explicit requirement of 
many government strategies promoting social models for action to tackle health 
inequalities (DH 1999; CSDH 2008). The primary purpose of engaging commu-
nities from a policy perspective is to promote more responsive public services, to 
help improve quality and to support civic renewal (Hamer 2005). However, 
despite the commitment to community level action in policy terms – at least at the 
rhetorical level–the practice of how to do it effectively has proved highly com-
plex. Morgan and Ziglio (2007) also highlight that asset based approaches can 
only be effective if we avoid “community involvement activities becoming token-
istic and separated from the main decision making processes of professionals”. 
One way that this can be achieved is to have a clear definition of community 
involvement and its associated vocabulary and to make explicit how its different 
forms can help achieve different objectives. This chapter starts that process 
by unravelling the multitude of terms and definitions used to encapsulate the 
involvement of communities in the health development process. It also offers a 
framework for clarifying how we might build an evidence base that identifies the 
most effective approaches to community involvement for different purposes and 
in different contexts.

J. Popay (*) 
Division of Health Research, School of Health and Medicine, Lancaster University,  
Lancaster,  LA 1 4YT UK 
e-mail: j.popay@lancaster.ac.uk

Chapter 10
Community Empowerment and Health 
Improvement: The English Experience

Jennie Popay 

A. Morgan et al. (eds.), Health Assets in a Global Context: Theory, Methods, Action, 
DOI 10.1007/978-1-4419-5921-8_10, © Springer Science+Business Media, LLC 2010



184 J. Popay

10.2  Community Empowerment, Development  
and Involvement

There are many different ways of describing activities that broadly speaking are 
focused on enabling communities (defined in terms of place of residence or shared 
interest) to have greater control over decisions that affect their lives. These activi-
ties are elements of policies and actions aiming to improve population health and/
or reduce health inequalities in many countries. A number of different terms are 
used to describe these activities notably: community engagement, community 
empowerment, community participation and community involvement. Although 
there is considerable overlap between the meanings attached to these phrases there 
are also important distinctions to be drawn between them.

Community development refers to a form of professional practice whose practi-
tioners typically have formal qualifications and there are extensive international 
networks of community development workers. The World Health Organization 
(WHO) has defined community development as:

…a way of working underpinned by a commitment to equity, social justice and participa-
tion that enables people to strengthen networks and identify common concerns and 
supports them in taking action related to them. It respects community-defined priorities, 
recognizes community assets as well as problems, prioritises capacity-building and is a 
key mechanism for enabling effective community participation and empowerment 
(WHO 2002).

As the WHO definition highlights, community empowerment is both central to the 
process of community development and an outcome of this process. According to 
WHO, empowerment at both individual and community level is a pre-requisite for 
health improvements and the reduction of health inequalities (WHO 1997).

The World Bank also highlights both process and outcomes when it argues that 
empowerment in the context of poverty reduction is concerned with:

…the expansion of assets and capabilities of poor people to participate in, negotiate with, 
influence, control and hold accountable institutions that affect their lives (Narayan 2002).

The practice of community development and community empowerment is 
extremely diverse but it is possible to identity common characteristics of these 
participative strategies including: group dialogue; collective action; advocacy and 
leadership training; organisational development; and activities aimed at giving 
more power to community members (Wallerstein 2006). The literature points to 
three key indicators of successful community development and empowerment: the 
enhanced agency of communities; the transformation of power relationships 
between communities, institutions and government; and the removal of formal and 
informal barriers to effective community action.

Community development activities aimed at increasing individual and commu-
nity empowerment may be implemented as interventions in their own right – as is 
the case with many community development and health projects. Alternatively, 
community development methods may be used as a way of delivering interventions 
focusing on a specific health issue (e.g. interventions aimed at reducing coronary 
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heart diseases or injury prevention interventions) or interventions aiming to address 
the wider social determinants of population health and health inequalities (e.g. neigh-
bourhood regeneration initiatives).

Community engagement or involvement is more commonly used in the UK than 
community empowerment. This is a more eclectic arena of activity that lacks the 
defining value base underpinning community development and community 
empowerment. There are no specific formal qualifications for practitioners of 
“engagement” or “involvement” and many different types of professionals are 
involved. As Rogers and Robinson (2004) have argued, community engagement 
involves community members being engaged in different ways and to differing 
degrees. They may:

Be given and/or take different degrees of power and responsibility from one off • 
consultations, which have no impact on power relationships, to initiatives 
involving power being fully devolved to communities.
Have more or less formal roles in shaping, governing and/or running services • 
taking elected posts for example or attending public meetings.
Govern and scrutinise public services, operate as “co-producers” in the running • 
of a service or own and deliver the service themselves.
Be enabled to lead activities from the bottom up or be expected to react to top • 
down initiatives from public sector organisations.

Goodlad (2002) taking a different approach to Rogers and Robinson (2004) distin-
guishes between three broad types of community engagement: (1) the engagement 
of community members or voluntary organisations in partnership with formal 
organisations in deciding what is to be done and then implementing it; (2) member-
ship of voluntary and community organisations getting things done, fostering 
community links and building skills, self-esteem and networks; and (3) informal 
community engagement involving social support mechanisms based on kinship, 
friendship and neighbourhood networks.

Given this diversity it is clear that community engagement activities do not 
rest on a readily identifiable body of knowledge. They may adopt a community 
development approach and explicitly encompass the aim of community empower-
ment or their objectives may be more modest than this. A wide array of specific 
methods are used including, for example: citizens panels and juries; rapid appraisal 
techniques; neighbourhood committees; community forums; participatory evaluation 
and research and community champions. The latter are people chosen in some way 
from a local community (of place or interest) to provide leadership in support of 
action in a particular area such as health improvement. Unlike community develop-
ment, community engagement activities are not undertaken in their own right but 
rather are mechanisms for delivering specific policies/actions/interventions or 
may be linked to audit or research such as health equity audits and/or health 
impact assessment.

The aims of community empowerment, community development and/or com-
munity engagement initiative are diverse and can be more or less explicit. They 
may include:
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Increasing the appropriateness, responsiveness and ultimately the effectiveness • 
of services.
Promoting community governance and delivery of services.• 
Fostering the development of stronger community “social capital” (networks of • 
mutual support and reciprocity based on trust and common interest).
Empowering communities to define their own needs and solutions and sup-• 
porting them to meet these needs across a wide policy landscape (e.g. housing, 
employment, leisure, transport, health and social care etc.).
Contributing to democratic renewal.• 

10.3  Community Empowerment and Health Improvements

In theory there are a number of possible interlinked pathways between activities 
aimed at increasing community engagement and/or empowerment and health out-
comes including both improved population health and reduced health inequalities. 
Most of these pathways suggest that the relationship is indirect mediated by: (1) 
changes in the effectiveness of services/interventions; (2) improvements in social 
and material circumstances (including social relationships/capital); and (3) greater 
control and self efficacy (at individual and community levels). A theoretical frame-
work for thinking about the relationship between different levels of community 
engagement and/or empowerment and different types of outcomes are shown in 
Fig. 10.1. Four possible pathways are highlighted.

Pathway 1. Health outcomes resulting from improved Information flows: Identifying 
population needs more accurately and obtaining better quality information from 
communities on factors operating as barriers to service uptake will contribute to 
the design of more appropriate and accessible services/interventions. In theory 
this can lead to health improvements and reduce health inequalities through an 
increased uptake of more effective services and/or more effective interventions.

Pathway 2. Governance and guardianship: Promoting and supporting community 
engagement in or control of a service and/or interventions can increase the appro-
priateness and accessibility of services/interventions, increase uptake and effective-
ness and hence have positive health outcomes.

Pathway 3. Social capital development: Enhanced community empowerment and/
or engagement may also contribute to the development of relationships of trust, 
reciprocity and exchange within communities, strengthening social capital, which 
has been shown to be linked to improved health.

Pathway 4. Control and empowerment: Community empowerment and/or engage-
ment can also result in communities acting to change their social, material and 
political environments. This pathway requires the transformation of power relation-
ships between communities, institutions and government increasing the capacity 
and competence of individuals and their communities to exercise choice and to act 
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on these choices. Health improvement and inequality reduction may therefore 
result from improvements in individual self-efficacy and control; from collective 
community action resulting in improved community relationships and material 
conditions (e.g. increased employment opportunities or improved housing); and 
from improved effectiveness of services/interventions.

In theory, different pathways to health outcomes will be operating at different 
“levels” of empowerment and/or engagement. The diagram suggests that at one end of 
an empowerment/engagement spectrum approach that involves the more or less pas-
sive transfer of information from communities to professionals and/or organisations may 
impact on the appropriateness, accessibility, uptake and ultimately the effectiveness 
of services but will not impact on dimensions of social capital or result in significant 
empowerment of a community. Hence the impact on health at population or individual 
level will be modest. In contrast, the greater the emphasis on giving communities more 
power and control over decisions that affect their lives, the more likely there are to be 
positive impacts on service quality, social capital, socioeconomic circumstances, com-
munity empowerment and ultimately on population health and health inequalities.

Conversely, it is also important to recognise that whilst the diagram highlights 
the possible contribution of community engagement/development to health 
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improvement it is also theoretically possible that community engagement and/or 
community development initiatives may have negative impacts on service use, 
social capital and individual and population health. This may result, for example, if 
“engaged” individuals are not appropriately supported and at the population level 
if, for example, community expectations of involvement, influence and/or control 
are not met (Popay and Finegan 2005).

10.4  Community Engagement in Public Health Policy  
and Practice

Whilst the language of policy is always changing, attempts to promote and support 
the empowerment or engagement of communities through the development and 
implementation of public policy have a long history in the United Kingdom and 
internationally. One of oldest initiatives in the UK was the Community Development 
Project (CDP) that ran from 1969 to 1978. This was a Home Office initiative that 
aimed to tackle poverty and deprivation in 12 of the most disadvantaged neighbour-
hoods at a cost of £5 million which Loney (1983) argued was Britain’s largest ever 
government funded social-action experiment.

Internationally the concept of empowerment is now enshrined in the Ottawa 
Charter (WHO 1986) and the Jakarta health promotion declaration (WHO 1997) 
extending the focus on community participation in the 1978 WHO’s Alma Ata 
Declaration (WHO 1978). It is a central plank of international development efforts 
embedded in the United Nation’s Millennium Development Goals (UN 2000), the 
World Bank’s Strategic Framework (Narayan 2002) and the work of the WHO 
(Sachs 2004).

In the UK, whilst policies focusing on democratic and neighbourhood renewal 
tend to use the phrase community empowerment, it is community engagement 
and involvement that are central to national strategies for health promotion and 
the reduction of health inequalities. An increasing number of public health inter-
ventions utilise community engagement as a mechanism for delivering change to 
achieve population health improvements. The English Public Health White Paper 
“Choosing Health” (DH 2004) placed great emphasis on the role of communities 
of place and interest working in partnership with health agencies and local government 
to address the wider determinants of population health and health inequalities. Key 
elements of this strategy include:

An increased role for voluntary and community organisations in the provision of • 
services seeking to engage with the most disadvantaged groups and/or to 
increase opportunities for people to make healthy lifestyle choices. Specific 
proposals in the White Paper included funding for community food initiatives in 
deprived communities, and the Safer and Stronger Communities Fund which 
was intended to support improvement in parks and public spaces. There was 
also to be a roll-out of initiatives arising from Local Exercise Action Pilots 
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including, for example, a Physical Activity Promotion Fund and the appointment 
of regional physical activity coordinators.
The development of new forms of community leadership with:• 

“Communities for health” pilots being established in 12 localities, with the • 
aim of promoting action across organisations on a locally chosen health 
priority.
A network of health champions being developed drawn from communities as • 
well as from public, private and voluntary sector organisations to help share 
good practice.

Wide consultation with and involvement of communities in health related deci-• 
sion making at a local level.

Similar initiatives are evident across the wider UK policy landscape and the politi-
cal spectrum including local government reform, urban regeneration, policing, 
education, housing and devolution where the engagement and/or empowerment of 
communities in identifying needs, and developing and implementing solutions is 
now seen to be a pre-requisite for success and sustainability.

10.5  The Challenge of Community Empowerment  
and Engagement for Health Development

Successful community empowerment and engagement requires communities that 
are willing and able to engage and public organisations and workers willing and 
able to share power and influence with communities. Whilst recent reviews of 
research evidence have identified examples of good practice in community empow-
erment and engagement they have also identified many significant barriers to more 
effective practice (see for example, Popay et al. 2007). For example, research on 
barriers to community involvement in the health sector funded by the Department 
of Health (Pickin et al. 2002) identified five types of barriers to more effective 
practice:

The capacity and willingness of communities to “engage”.• 
The skills and competencies of health professionals staff.• 
The dominance of professional cultures and ideologies.• 
The organisational ethos and culture; and• 
The dynamics of the local and national political system.• 

Formal evaluations in England of a number of recent high profile health related 
initiatives with a commitment to engage with communities at all levels have also 
pointed to difficulties in the implementation of this policy aspiration (Popay and 
Finegan 2006; Bridge Consortium 2005; Barnes et al. 2003; Woods et al. 2003; 
Sullivan et al. 2004; Lloyd 2003; Crawshaw et al. 2003; CRESR 2004; Ball 2002; 
Myers et al. 2004; Cropper and Ong 2003). There is little evidence, for example, 
that the strategic directions of Health Action Zones, New Deal for Communities 
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(urban renewal) initiatives or Sure Start schemes focusing on child health were 
shaped by local communities although these initiatives did appear to succeed in 
fostering active community participation in specific health improvement initiatives 
and in the delivery of services. Attempts to share power and influence with com-
munities in all these initiatives were severely constrained. In particular, the later 
neglect of the principles of common purpose espoused during the opening stages 
of these national initiatives. Community participants experienced this as a lack of 
respect, undermining their motivation to maintain relationships and in so doing 
undermining any social capital built in the early stages. National evaluations of 
these initiatives point to deficits in the skills and competencies required for effec-
tive working with active communities within public sector organisations at a local, 
regional and national level including government departments. Whilst those 
Healthy Living Centres with a stronger community development orientation may 
have avoided some of these difficulties, the evaluation suggests that they have 
become marginalised from mainstream policy developments and that learning from 
their experiences has been limited.

If activities aimed at community empowerment and engagement are to be effec-
tive they require both community and organisational capacity. Capacity as used here 
refers to the values, knowledge, skills, competencies and motivation required by 
community members, community and public sector organisations and individual 
professionals to engage effectively in joint discussions, decision making, gover-
nance and intervention/programme delivery and evaluation. Whilst methods for 
engaging and/or empowering communities have received significant critical atten-
tion there has been far less attention given to ways of building the capacity for com-
munity engagement within public sector organisations. This will require structural 
and cultural changes at the organisational level as well as improvements in appropri-
ate knowledge, skills and competencies amongst public sector employees.

As always, there is a need for more research into the methods needed to develop 
appropriate capacities in communities and organisations (whether public or pri-
vate) to support more collaborative action to promote health and reduce health 
inequalities. However, there is also a great deal of existing research evidence that 
can inform the development of good practice in community empowerment and 
engagement.

10.6  Reviewing Evidence on Good Practice in Community 
Empowerment, Community Engagement 
and Community Development and the Impact 
on Health and Health Inequalities

Community engagement, empowerment and development are not separate, clearly 
defined, consistently applied activities or interventions. As already noted, the 
objectives of initiatives can range from relatively passive information provision 
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and/or exchange to community empowerment and control. Practice is typically 
characterised by an eclectic assortment of techniques although more formalised 
methods such as the “community collaborative approach” and “community devel-
opment approaches” are used. Community development initiatives will always aim 
to promote and support community empowerment although in practice empower-
ment is defined in more or less radical ways. The constituent elements of community 
development practice are also diverse.

Evidence based recommendations to improve practice need to span this diverse 
field in a meaningful and manageable way. In theory, an evidence review would aim 
to provide:

Clear and succinct descriptions of:• 
The values and theories of change (Weiss • 1998)1 underpinning different 
approaches to community empowerment and engagement.
The key characteristics of these different approaches and the specific methods • 
they use
An assessment of the impact of different approaches to, and specific methods • 
for, community empowerment and engagement in different communities of 
interest and/or place on a range of outcomes including:

Type, levels and sustainability of empowerment and engagement and the  –
characteristics of people engaged
Service appropriateness, accessibility and uptake –
Social capital/social relationships –
Community empowerment –
Individual and community health status including where available impact on  –
health gradients

Detailed descriptions of the factors and/or processes (operating within the pub-• 
lic sector and/or private sector and/or communities) that have been shown to 
inhibit the effectiveness of approaches to community empowerment and 
engagement
An assessment of the effectiveness of approaches that aim to reduce these • 
barriers
An assessment of the cost-effectiveness of community empowerment and • 
engagement initiatives and if feasible an assessment of cost-effectiveness

In practice, however, the available evidence is still very limited and few of these 
issues can be addressed in any detail.

1 The notion of a “theory of change” was developed by Weiss, and refers to “the chain of causal 
assumption that link programme resources, activities, intermediate outcomes and ultimate goals”. 
It is concerned with how an intervention is expected to work, why, and for whom. A clear under-
standing of the theory that is intended to underpin a particular approach to or method for community 
engagement/development can help in the design of the approach/methods and help implementers 
to ensure that the initiative remains on course as it is implemented.
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10.7  Evaluative Evidence on Community 
Engagement/Development

Evaluating the impact of community engagement and/or development initiatives 
as interventions with the potential to improve population health and/or reduce 
health inequalities is challenging. Key documents (Wallerstein 2006; Connell 2004; 
PAHO 2005; Rootman 2001; Alsop and Heinsohn, 2005; Narayan 2005) in this 
field suggest that the following factors are crucial in considering the evaluation of 
community engagement/development and empowerment initiatives.

The simpler the engagement initiative (focusing for example on the provision • 
and/or exchange of information or on community engagement in the (re) design 
of services) the more easily it can be evaluated but the less likely it is to have 
discernable impacts on intermediate social capital and/or community empower-
ment outcomes or on population health or health inequalities.
The stronger the focus on community empowerment then the more action will • 
be needed at local, regional and even national levels to support the changes 
required and the more difficult it will be to clearly delineate a project or pro-
gramme for evaluation.
The greater the emphasis on community empowerment then the more dynamic • 
the intervention processes can be expected to be. Genuine community empower-
ment requires a continual cycle of evaluation and reformulation of the objectives 
sought and the methods employed. Because the goals and methods can change 
over time to meet the priorities of those involved, in particular the community, 
it is difficult to evaluate these initiatives using traditional research designs.
Community involvement in participative evaluative research is becoming • 
increasing common as a method for engagement and empowerment. This may 
have implication for the type of methods to be adopted in the evaluation and for 
the outcomes to be measured.
With any community empowerment and/or engagement initiative the local • 
context will be a powerful force shaping implementation and impact. The scope 
for generalising from evaluative research is therefore dependent on the quality 
of the implementation evaluation undertaken and must depend in part on theo-
retical reasoning rather than statistical probability.
Where community engagement is used as one aspect of the delivery mecha-• 
nisms of a project or programme it will be difficult to link specific outcomes to 
engagement per se.
Initiatives aiming to promote community empowerment and/or engagement can • 
be expected to generate positive and/or negative outcomes in different domains 
(individual, organisational and community), at different levels in a system (local, 
regional and national), and beyond the specific system, or service area itself. 
Community representatives may wish to measure different outcomes than those 
required by the public or private sector participants. The outcomes to be measured 
may therefore need to be negotiated between all stakeholders and compro-
mises may be needed. Additionally, the inclusion of the communities “voice” in 
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the assessment of the success of any initiative is now widely recognised to be 
vital. This will require more qualitative methods aimed at describing experiences 
of evaluation alongside methods concerned to provide quantitative estimates of 
effects and “thick” descriptions of context and implementation processes.
Impacts on health outcomes are unlikely to be seen in the short and perhaps • 
medium terms so long term evaluation is required but this is often beyond the 
funding available.
Outcomes on a community’s capacity to act for change will not be static. • 
Impacts on intermediate and end health outcomes may be identified for a par-
ticular initiative. However, it cannot be assumed that the conditions that enabled 
these impacts to be achieved will remain in place, or that the capacity acquired 
by a particular community will be readily transferred to another situation or 
another time.

Limitations in the evidence base relevant to community empowerment and engage-
ment can be addressed by future research. There is a need for more comparative 
research and for more research addressing questions of cost and cost-effectiveness. 
Methodological research is also needed on whether, and how, traditional experi-
mental methods can be adapted for the evaluation of these initiatives, including, for 
example, new approaches to the construction of controls or place based approaches 
to allocation (Popay et al. 2005). However, as the WHO has argued the use of ran-
domised controlled trials for the evaluation of complex social intervention is “in 
most cases inappropriate, misleading and unnecessarily expensive” (WHO 1999).

It is inevitable therefore that the evidence to inform recommendations to 
improve practice in community empowerment and engagement will, of necessity, 
be very diverse. There is an extensive evidence base available, as recent reviews 
demonstrate, but this includes a wide range of different evaluative methods including: 
case study research utilising both qualitative and quantitative methods; ethnographic 
research; survey research; participative research; the analysis of routine data sources 
and other approaches including a limited body of experimental research. Many 
studies are focused exclusively on the process of empowerment and engagement 
with fewer providing empirical data on outcomes, however defined.

Given this diversity in the evidence base there is a strong case for synthesising 
it in such a way that the process is able to both populate and test theoretical models 
of the pathways between different approaches to, and specific methods for, commu-
nity empowerment and engagement and the various types and levels of outcomes 
that have been identified some of which have been discussed in this paper. There 
are a number of such models available in the literature (Wallerstein 2006; Rifkin 
2003), in addition to the one developed in Fig. 10.1.
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11.1  Introduction

The promotion of physical activity has become a top public health priority over 
the last decade. Stirred by alarming rates of obesity and the dominance of chronic 
diseases in the industrialised world, efforts to combat sedentary lifestyles have 
surged on national and supranational levels (US Department of Health and 
Human Services 1996). Due to the documented benefits of physical activity for a 
variety of health conditions and its potential for cost savings in medical expendi-
tures, increasing rates of population level physical activity has been labelled as a 
“magic bullet” and as a “best buy” (Munro et al. 1997) for public health. 
Responding to calls for more successful strategies to promote physical activity at 
the population level, public health has refined its tools for combating sedentary 
lifestyles and has shifted from prescribing exercise regimes to recommending 
“health-enhancing physical activities” as a part of daily life. Furthermore, emerg-
ing evidence for the impact of environmental and policy factors on physical activ-
ity levels have stimulated the debate for designing interventions that result in 
physical activity friendly environments and policies (Sallis et al. 2005). In the 
meantime, meta-analysis and reviews on successful interventions to promote 
physical activity have been conducted, and have resulted in detailed recommen-
dations (Zaza et al. 2005; Hillsdon et al. 2005).

Despite such progress, public health has still to resolve two important issues in 
order to increase physical activity at the population level: (1) reaching most vulner-
able population subgroups such as ethnic minorities and low-income groups (Taylor 
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et al. 1998), and (2) producing and documenting sustained effects (King et al. 
2002). Current deficits in these areas might be partially caused by the concept of 
“physical activity” that has been utilised in public health. This concept does, from 
our point of view, not lend much room for an integration of physical activity promo-
tion in the broader context of health promotion. This chapter will therefore try to 
suggest an alternative approach, i.e. the concept of “movement”, as being more 
appropriate for promoting active lifestyles in the context of health promotion  
(Rütten 2006).

The concept of “movement” was developed and tested in a multi-centre study 
with a particular focus on women from a lower social class background. The purpose 
of the study was to develop, implement, and evaluate innovative intervention strate-
gies for this group in three different settings (e.g. neighbourhood, company, sports 
club). A participatory approach was used to plan and implement interventions in the 
three settings, and combined the “investment for health” model with the newly 
designed “health assets” approach, as discussed in Chap. 1, to health promotion. This 
chapter focuses on the experience of using the asset approach in the neighbourhood 
setting. In the first part, the theoretical foundation of the concept of movement and 
its differences to the concept of physical activity are described. In the second part, 
the methodology that was used to collect and use “assets for movement” in the plan-
ning phase of the intervention is described. The third part demonstrates how assets 
were adopted in the later stages of the project and discusses the usefulness of the 
methodology.

11.2  The Concept of Movement in a Health Promotion/ 
Health Assets Framework

The purpose of this section is to introduce “movement” as a core concept of healthy 
living. From our point of view, the concept of “movement” goes far beyond the 
concepts of sport/exercise and physical activity and is closely related to generic 
health promotion categories such as empowerment, social connectedness, social 
capital and community capacity. In this section, assets for movement are conceptualised 
as a particularly fruitful set of assets for health.

11.2.1  Beyond Sport and Physical Activity

Present public health literature is full of evidence regarding the various health 
effects of physical activity. High levels of physical activity have been associated 
with lower risks of developing type II diabetes, cardiovascular diseases, and several 
cancers, and an overall prolonged life expectancy. Furthermore, physical activity 
has been associated with increased quality of life, and some studies have suggested 
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that physical activity may improve mental conditions such as anxiety and depres-
sion (US Department of Health and Human Services 1996; Sallis and Owen 1998; 
Bauman 2004). Although data from longitudinal studies suggest that it may not be 
sufficient to exercise regularly in order to reduce weight (Bensinhom et al. 2006), 
physical activity may assist in controlling body weight. The World Health 
Organization (WHO) has estimated that annually about 1.9 million people die pre-
maturely due to insufficient levels of physical activity and a sedentary lifestyle 
(WHO 2002a).

As a consequence of the mounting evidence for the health benefits and its poten-
tial for counteracting obesity, increasing population levels of physical activity has 
become a key focus for public health and health promotion in recent years. 
Supranational organisations such as the WHO (Global Strategy on Diet, Physical 
Activity and Health, WHA 2004), and the European Union (EU Platform on Diet, 
Physical Activity and Health; EU Physical Activity Guidelines (EU 2006, 2008)) 
as well as many nations (e.g. “Healthy People 2010” and Physical Activity 
Guidelines Advisory Committee Report 2008 (US Department of Health and 
Human Services 2000, 2008)) have responded by developing strategies to promote 
physical activity in populations. However, these strategies tend to follow a predomi-
nantly traditional public health concept of sport and exercise (or the more recently 
established concept of health-enhancing physical activity) and are, for several rea-
sons, of very limited use within the context of health promotion (see Fig. 11.1).

The concept of sport and exercise, which dominated public health research until 
the 1990s, mainly focused on health benefits through processes of training and 
physiological adaptation of the human body. This concept attributes health benefits 

concept main processes main outcomes

sport / exercise training
� physiological adaptation:
endurance, strength etc

fitness,
physical health

physical activity work, transportation, training
� physiological adaptation:
calorie expenditure

fitness,
physical health

Broaden the context of processes (active lifestyle) within traditional public health

From traditional public health to a new public health (health promotion) context 

movement work, transportation, training
social action
� individual & social
development: empowerment

physical, mental
& social health
community connectedness
& engagement
supportive environments

Fig. 11.1 Comparison of concepts: sport/exercise – physical activity – movement
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of regular exercise to increased muscle strength and aerobic capacity. Within this 
concept, 3–5 exercise bouts per week of 15–60 min and 60–90% of the maximum 
heart rate were recommended for adults by the American College of Sports 
Medicine (1978, 1990). In line with this concept, the goal of public health efforts 
was to convince populations to take part in regular exercise programmes.

Triggered by the discouraging results of large scale trials, that failed to demon-
strate that populations would adopt exercise regimens, and by increasing evidence 
of the health benefits of moderate intensities of physical activity, public health 
concepts shifted in the 1990s (Blair et al. 1992). The concept of “health-enhancing 
physical activity” (HEPA) was introduced and has dominated public health ever 
since. The HEPA concept attributes health benefits of physical activity to increased 
caloric expenditures. Based on study results that demonstrated health benefits of 
moderate intensities of physical activity outside the context of exercise (e.g. physi-
cal activity at work or for transportation) recommendations were reframed and 
shifted towards accumulating a minimum of 30 min of (almost) all types of physi-
cal activity of moderate intensity on most, or preferably all days of the week (Pate 
et al. 1995; US Department of Health and Human Services 1996). In 2007, these 
recommendations were adjusted by adding that 20 min of vigorous aerobic physical 
activity on 3 days per week would provide comparable health benefits as 5 days of 
30 min of moderate physical activity per week (Haskell et al. 2007). Within the 
concept of HEPA, domestic work (e.g. vacuum cleaning, car washing), physical 
activity for transportation (e.g. riding a bicycle for running errands), and physical 
activity at work can yield important health benefits that are comparable to those of 
traditional forms of exercise. Following the HEPA concept, current public health 
efforts focus on convincing people to take every opportunity to be physically active 
(e.g. use stairs instead of elevator), and to integrate physical activity into their daily 
life (Sallis et al. 2005).

The shift from a traditional concept of exercise to HEPA has resulted in some 
efforts that are in line with general health promotion ideas. For example, efforts to 
encourage populations to walk or ride a bicycle in everyday life have stirred discus-
sions about safety of pedestrians and cyclists in traffic and resulted in calls for 
 pedestrian/cyclists friendly environments (WHO 2002b, 2006). On the other hand, 
research on the health benefits of physical activity remains focused on processes of 
physiological adaptation/caloric expenditures and seeks to demonstrate effects of 
short activity bouts with low levels of intensity. Moreover, “calories counting”, i.e. 
measuring calories expenditure, has become a major topic of research and public 
health discussion.

From our point of view, such research interests neglect the profound effects 
that certain types of physical activity can have beyond processes of physiological 
 adaptation of the human body. We would like to argue that getting together with 
friends at the bowling lane, walking with a neighbour through the community, or 
cycling through a nearby park effect health and well being through pathways 
other than physiological body adaptation and caloric expenditures. In the view of 
the current concepts, such pathways are rarely considered. We would like to sug-
gest concentrating on such pathways from physical activity to health and well 
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being, and thus employ the social potential and social impact of physical activity 
for health promotion. Doing this might require a new understanding of physical 
activity. We have, thus developed the concept of “movement” that follows a dif-
ferent (new public health) paradigm to define relevant pathways and outcomes in 
regard to physical activity and might therefore have more relevance for health 
promotion as the current concept of physical activity (see Fig. 11.1). We would 
like to suggest that possible pathways affected by “movement” may include the 
following dimensions: the regulatory, educational, social, environmental, and 
political:

First of all, unlike the current concept of physical activity the concept of move-• 
ment has a fundamental regulatory dimension which closely relates to individual 
physical capacity, independency, and health: From the first steps in our life, 
where we learn to explore und cope with our environment until the oldest age, 
where fragility may limit our activities of daily living and our potential to con-
trol the determinants of our life, we very much rely on our physical capacity to 
move. The ability to move and “exercise” control over our physical environment 
is closely related to psychological parameters such as self-esteem and self-effi-
cacy (Fuchs 1997). As such, movement can be seen as an asset for an indepen-
dent and self-determined life.
Secondly, the concept of movement has a fundamental educational dimension • 
which relates to the ability to learn, concentrate and increase cognitive function. 
Moving can reduce the decline in cognition associated with aging among adults 
(Dishman et al. 2006), and study results suggest that moving might enhance the 
ability of children to learn (Weuve et al. 2004; Singh-Manoux et al. 2005; 
Dishman et al. 2006). Programmes that use movement to enhance learning and 
personal development have been developed, particularly in the context of older 
people and children. As such, movement can be seen as an asset for education.
Thirdly, movement has a fundamental social dimension. We have to “move our-• 
selves” – in a physical and sometimes also in a mental way – to get together with 
others. Moreover, moving creates specific opportunities for social contacts and 
social networking. Someone may become a better friend with her/his neighbour 
by joining her/him regularly for walking. In addition, people who come together 
to exercise in a sport club may broaden their social networks, develop closer 
social relationships, and receive social support. The social context of movement 
may even relate to community connectedness. For example, in Germany, mem-
bers of sports clubs show a higher degree of belonging to the community than 
the rest of the population (Wieland and Rütten 1991). Studies have also shown 
that lower levels of physical activity are associated with lower levels of social 
participation (Lindström et al. 2001), and that social participation and percep-
tions of political efficacy might affect individual’s health (Rütten et al. 2000). As 
such, movement can be seen as an asset for social contacts.
Fourthly, movement has a fundamental environmental dimension. Movement is not • 
only a prerequisite for coping with or changing the environment. Movement may 
directly be related to the creation of better environmental conditions and support 
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healthy living. For example, studies have shown relationships between neighbour-
hood safety and physical activity. Neighbourhoods with higher crime rates, local 
people are less likely to walk to get public transport or, reversing causality, neigh-
bourhoods where residents walk for transport feature lower crime rates (CDC 
1999). Movement can therefore be seen as an asset for healthy living.
Fifthly, on a policy level, movement has a fundamental political dimension. • 
For example, promoting safe walking and cycling has led to discussions about 
the reduction of inner city car traffic and has thus supported policy efforts for a 
healthier environment. In the meantime, urban planning has identified and called 
for community designs that are attractive for movement (Frank and Engelke 
2001). Encouraging movement has served as a catalyst for cross-sector working 
in health, environment, transportation and urban planning. Movement can there-
fore be seen as an asset for intersectoral health promotion efforts.

Following these examples where movement might have beneficial effects, different 
outcomes of movement in comparison to physical activity should be considered. 
The outcomes of increased movement could have an impact at both the individual 
and community level:

At an individual level, our model predicts movement has the potential to have a • 
positive impact on all three dimensions of the original WHO definition of health 
(WHO 1948): i.e. physical health, mental health and social health. Movement could 
increase an individual’s physical capacity to live an independent and self-determined 
life (physical health). While, movement may increase an individual’s capacity to 
cope with life events and life stressors (mental health). Finally, movement could 
also help to enlarge an individual’s social network and increase resources of social 
support (social health). The Ottawa Charter (WHO 1986) defined health as a 
resource for everyday life. Our concept shares the Ottawa Charter’s emphasis on 
personal skills and social resources, as well as physical capacities (WHO 1986).
Regarding community level indicators, we would predict that movement could • 
strengthen social, environmental, and political outcomes relevant for public health. 
Movement may increase the connectedness of neighbourhoods and communities, 
and strengthen the social capital of communities (social outcome). Higher levels 
of movement could increase social contacts among community members, and 
reduce crime rates in communities. Additionally, movement may aid the creation 
of better environmental conditions and thereby support healthy living (environ-
mental outcome). For example, promoting inner city walking and cycling might 
reduce car traffic and air pollution. Finally, movement may increase the commu-
nity capacity for intersectoral work and health promotion (political outcome). For 
example, engaging political parties in a discussion about inner city walking and 
cycling, might lead policy sectors who have been previously withdrawn from 
health promotion efforts (e.g. transportation, urban planning) to recognise and 
consider health promotion issues in their daily work.

Considering the described pathways and outcomes, the concept of movement, might 
have higher applicability for health promotion than the concept of physical activity. 
Movement, as proposed by us, might very well serve as an asset for health promotion 
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in itself. The described community level outcomes that efforts to promote movement 
might yield a unique return of investment, comparable to efforts in the areas of 
smoking cessation or healthy nutrition.

11.2.2  Movement and Social Inequality

Within the present study, the concept of movement was applied to promote the 
health of women in difficult life situations. Federal interest for the study stemmed 
from national health data which indicated that women from lower social class back-
ground report highest levels of sedentary lifestyles and obesity (Rütten et al. 2005). 
These data are confirmed by European studies, indicating that adults in the lowest 
national quartile of gross household income report lower rates of days with vigorous 
and moderate physical activity per week compared to other income quartiles 
(Rütten and Abu-Omar 2004). Also, Margetts et al. (1999) identified associations 
between educational level and physical activity. The study found that adults with 
primary education had lower rates of physical activity compared to adults with 
secondary or tertiary education.

Within the traditional view of the concept of physical activity, higher prevalence 
of sedentary lifestyles among disadvantaged population groups is linked to indi-
vidual determinants of physical activity such as attitudes and health beliefs. From 
our point of view, the concept of movement provides clues to (re)consider the role 
of social support, community connectedness and the built environment as determi-
nants and outcomes of a physically active lifestyle. In this section we will explore, 
the degree to which such dimensions can be linked to physical activity, and touch 
on the issue of social inequality.

11.2.2.1  Movement: Social Support and Inequality

Influences of social networks and social support on health have been described 
since the 1970s and 1980s (e.g. Berkman and Syme 1979; Cohen and Syme 1985). 
Today, it is widely accepted that low resources of social support and social isolation 
result in a variety of adverse health outcomes and effect overall mortality rates. 
Some studies suggest that the risk of receiving low levels of social support is greater 
among members of lower social classes than for members of the middle and upper 
class (Matthews et al. 1999).

The significance of adequate social support for physical activity has been dem-
onstrated by a number of studies. Stahl et al. (2001) identified perceived motivation 
from family and friends to engage in physical activity as an important determinant 
of physical activity. Also, having friends to exercise with has been associated with 
a physically active lifestyle (Giles-Corti and Donovan 2002). Eyler et al. (2001) 
found that among minority women, high levels of social support are related to an 
active lifestyle but not to exercising regularly.
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11.2.2.2  Movement: Community Connectedness and Inequality

Beyond social networks and social support, community connectedness and social 
capital have been linked to health outcomes (Kawachi and Berkman 2000). Studies 
suggest that, after controlling for individual level factors such as low socioeconomic 
status, living in communities that features higher levels of social capital might lead to 
important health benefits (Kawachi et al. 1999a). Social capital has also been linked 
to social inequality. Kawachi et al. (1999b) identified relationships between poverty 
and social capital on the state level as potential causes for mortality differences.

To our knowledge, very few studies have explored associations between measures 
of community connectedness and physical activity. Lindström et al. (2001) demon-
strated that low social participation might result in lower levels of physical activity.

11.2.2.3  Movement: The Built Environment and Inequality

Studies have shown that neighbourhood characteristics such as availability of ame-
nities (e.g. shops, public parks, and public sport facilities), cleanliness, or crime and 
traffic are related to health outcomes (Sooman and Macintyre 1995; Balfour and 
Kaplan 2002). Frumkin et al. (2004) found that relationships between the socioeco-
nomic status of neighbourhoods, air quality, injury rates and health outcomes were 
especially strong in the US.

Recent reviews suggest an influence of the built environment on physical activity 
(Frank and Engelke 2001; Humpel et al. 2002), and also suggest influences of environ-
mental perceptions on health (Rütten et al. 2001). Studies have shown that living close 
to exercise facilities (Sallis et al. 1990) or in coastal proximity (Bauman et al. 1999) 
might increase participation rates in leisure-time physical activity. Also, aspects of safety 
and aesthetics of neighbourhoods have been associated with physical activity (Booth 
et al. 2000; Ball et al. 2001). In general, such results might suggest that living in a poor 
neighbourhood could be associated with fewer opportunities for, and consequentially 
lower levels, of physical activity. For one US community it has been demonstrated, that 
neighbourhoods with lower socioeconomic status feature significantly fewer recreational 
facilities that can be used free of charge than neighbourhoods with higher socioeconomic 
status (Estabrooks et al. 2003). While some studies have provided evidence that living in 
a poor neighbourhood results in decreased physical activity levels (Yen and Kaplan 
1998), other studies could not find such an association (Ross 2000).

11.3  Assets for Movement

The present study applied the WHO “Assets for health and development pro-
gramme” concept to the promotion of healthy behaviour (movement) among 
women in difficult life situations. To create sustainable and effective interventions 
for this group, the “Assets for health and development” concept was adapted 
towards an “asset for movement” concept.
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As outlined in Chap. 1, a health asset can be defined as “…any factor (or 
resource), which enhances the ability of individuals, communities and populations 
to maintain and sustain health and well-being. These assets can operate at the level 
of the individual, family or community as protective (and/or promoting) factors to 
buffer against life’s stresses”. This definition was adapted to the specific health 
behaviour of movement. An asset for movement was defined as any factor (or 
resource), which enhances the ability of individuals, communities and populations 
to begin, maintain and sustain movement. As with the broader concept of health 
assets, assets for movement can operate on the individual, family, or community 
level. Within our theoretical framework, we operationalised assets for movement on 
the individual, organisational, and infrastructural level.

11.3.1  Individuals as an Asset for Movement

Studies have demonstrated that supportive social environments are an important 
predictor of a physically active lifestyle (Stahl et al. 2001). Individuals who report 
supportive social environments (e.g. friends or family members who support being 
physically active) are more likely to be physically active compared to individuals 
who lack such social contacts. Following these research results, individuals could 
function as an asset for movement, if they provide others with a supportive social 
environment for movement. For example, a person could be seen as an asset for 
movement if she/he would be available to assist in organising exercise classes, or is 
willing to assist in recruiting participants to exercise classes.

11.3.2  Organisations as an Asset for Movement

Within the German sport system, organisations (e.g. sport clubs) play a key role in 
providing opportunities for leisure-time physical activity. German sport clubs 
traditionally support competitive and also recreational sport. As such, sport clubs 
represent one type of organisation that could be seen as an asset for movement. On 
the other hand, about 80% of leisure-time physical activity takes place outside the 
realm of sport clubs. Fitness gyms, companies, or sickness funds are organisations 
that, within the German system, offer opportunities to exercise and thus could 
support movement. As such, organisations could be seen as an asset for movement 
if they already offer opportunities for leisure-time physical activity or would 
consider offering new opportunities for leisure-time physical activity. Additionally, 
an organisation could represent an asset for movement. For example, if women of 
the target group developed a relationship with an organisation and were then 
receptive to health promotion messages from the organisation. In this case, organi-
sations as well as individuals could function as a supportive social environment for 
movement.
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11.3.3  Infrastructures as an Asset for Movement

In recent years, studies have provided evidence that infrastructural opportunities for 
physical activity are important predictors of a physically active lifestyle (e.g. 
Humpel et al. 2002). Such infrastructural opportunities could include walking 
trails, parks, sidewalks, bicycle lanes, or exercise and recreational facilities. In the 
context of the present study, infrastructures were seen as an asset for movement if 
they could provide a place, where women of the target group felt safe and comfort-
able to meet and exercise. This could be parks or recreational facilities, but also 
buildings/grounds that could host new opportunities for movement (e.g. gym in 
elementary school, community room in a local village).

11.4  Assessing Assets for Movement

11.4.1  Methodology of Asset Assessment

In order to collect information on potential assets for movement, the following 
methodology was applied: In the first phase, two focus group meetings took place 
in the setting neighbourhood. One focus group meeting was organised for women 
of the target group who lived in the neighbourhood, and one for local experts of the 
neighbourhood and the municipality. The goal of the focus group meetings was the 
identification of assets for movement in the setting neighbourhood at the level of 
“individual assets”, “organisational assets”, and “infrastructural assets”. Initially 
information on assets for movement was collected separately for women of the 
target group, in order to avoid a bias towards perceived assets of experts. Secondly, 
participants of the two focus group meetings were invited to a workshop. In the 
workshop, representatives of the two focus groups reported on identified assets in 
the focus groups and participants discussed assets that both groups had identified 
(overlapping assets for movement). Thirdly, at the end of the workshop, all partici-
pants visualized overlapping assets for movement and brainstormed about potential 
interventions to promote movement among women of the target group.

11.4.2  Implementation of Asset Assessment

In the first phase of the project, five women of the neighbourhood were interviewed 
about assets and barriers to movement by the project staff. These women had been 
identified and initially contacted by local experts (e.g. Reverend of local church, 
Pharmacist). After qualitative interviews about assets and barriers to movement, 
these women were asked for referral of friends/women they knew who were in similar 
life situations and would be willing to participate in an interview. All of these women 
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were invited to the focus group meeting. Some other women were identified 
through visits of the project staff at organisations of the neighbourhood (e.g. 
Turkish cultural club, local kindergarten), and then invited to take the interview and 
participate in the focus group meeting.

The focus group meeting was attended by 21 women, seven of whom were of 
German nationality, and 14 belonged to different ethnic minorities (most of them 
of Turkish nationality). The meeting started with some introductory remarks from 
the project staff about the project, the purpose of the meeting and the concept of 
assets for movement. Project staff adapted language and contents to ensure that it 
was appropriate and accessible to the target group and non-native speakers. After 
the introductory remarks, women were asked to identify assets for movement at 
the individual, organisational and infrastructural level. To help women to identify 
assets that they perceived as important for promoting movement, the group was 
divided into subgroups of 3–5 women. Most subgroups were accompanied by one 
member of the research staff who recorded assets on each of the three levels. At 
the end, groups gathered to exchange information on the collated assets for 
movement.

Experts were contacted by the project staff, informed about the project, and 
invited to attend an expert focus group meeting. Experts were contacted, if it was 
perceived that their institution could support the goals of the project. The organisa-
tional sectors of the municipality that were contacted were health (e.g. local health 
authority), religion (e.g. different religious communities), women (e.g. equal 
opportunity office of municipality), social inequality (organisation to support single 
mothers of municipality), migrants (e.g. migrants council of municipality), urban 
affairs (e.g. office of city planning and exercise facility management of municipal-
ity), sociocultural work (office for cultural activities of municipality), education 
(e.g. kindergarten and public schools of municipality), and sport (e.g. neighbour-
hood sport club). A total of 14 experts formed the second focus group, which 
followed the same general procedure as the women’s focus group.

A workshop was held about 6 weeks after the focus group meetings, the purpose 
of which was the identification of overlapping assets between both focus groups. All 
participants and invitees of the two focus groups were invited to take part in the work-
shop. Additionally, some people who were named as individual assets in the focus 
groups were also invited to the workshop. After some introductory remarks from the 
project staff, clipboard cards were used to map identified assets for movement of the 
two focus groups separately on the walls of the conference rooms (organised by level 
of assets). Participants were then asked to review clipboards, and place overlapping 
assets (assets that had been recorded by women and experts) in a separate space. 
During this process participants continued to discuss the assets. At the end of the 
information-sharing session, one woman from the target group and one expert jointly 
presented the overlapping assets for movement to the project staff.

In the second part of the workshop, participants brainstormed about potential 
interventions to promote movement among the target group. Project staff encour-
aged participants to consider the identified overlapping assets for movement in the 
brainstorming process.
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11.4.3  Results of Assets Assessment

On the organisational level, focus groups and the workshop generated a number of 
potential assets for movement. Organisations referred to as potential assets for 
movement included clubs, volunteer organisations, branches of municipality, and 
commercial organisations. In the focus group of experts 43 potential assets on the 
organisational level were identified, women of the target group named 27 organisa-
tions as an asset for movement. The workshop identified 12 overlapping assets for 
movement between both focus groups (Fig. 11.2).

On the individual level, focus groups identified 40 (experts) and 23 (women) 
people as an asset for movement. Among the people mentioned were, staff of 
the municipality, exercise instructors, reverends of several churches, citizens, 
and owners of small businesses in the community. The workshop resulted in 
nine people being contacted, who were referred to by both focus groups 
(Fig. 11.3). These people were invited to join the cooperative planning 
process.

On the infrastructural level, focus groups identified 27 (experts) and 53 (women) 
assets for movement. Infrastructural assets identified ranged from parks and recre-
ational facilities to community rooms, unused grounds in the neighbourhood, and 
exercise facilities of schools and sport clubs. The workshop identified 14 overlapping 
assets (Fig. 11.4).

Social welfare
organisation for

workers

Secondary
school

Operator of
public

outdoor pool

City fitness
club

Protestant
local church

Ballet school

Turkish
sports club

Operator of
public indoor

pool

Sport club

Soccer club

Islamic local
community

Community
centre

Fitness
club

Operator of
community
youth club

Overlapping
assets

Assets for movement
mentioned by experts

Assets for movement
mentioned by target group

Kindergarten
located in

neighbourhood

Care institute
for patients with

back pain

Childcare
organisations

in the
neighbourhood

Worker’s
sport club

Company
sport club

Local
heritage

club

Fig. 11.2 Examples for assets for movement on the organisational level
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Fig. 11.3 Examples for assets for movement on the individual level
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Fig. 11.4 Examples of assets for movement on the infrastructural level
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11.5  Applying Assets for Movement in the Planning Process

11.5.1  Methodology of Asset Application

In the next step, identified overlapping assets for movement were utilised in the 
development of interventions for the promotion of movement among women of the target 
group. In order to empower women of the target group to take part in the planning 
process, a cooperative planning group was founded.

The methodology employed for a cooperative planning group follows, in general, 
the approach of participatory action research. Individuals from different sectors and 
organisational levels met on a regular basis in order to develop and implement an 
action plan on a predefined topic. In the first meeting, the cooperative planning 
group agreed on the following regulations:

1. Each meeting is facilitated by a moderator. The moderator structures the contents 
of each meeting, and regulates verbal contributions of all participants. The moderator 
safeguards equal contributions of each participant.

2. Participants attend every meeting of the group. Substituting participants would 
hamper progress during meetings and should therefore be avoided.

3. Every participant has equal say in all steps of the work of the group.

Six meetings of the group were scheduled. In the first two meetings, ideas for 
actions were brainstormed. In the next two meetings ideas for actions were struc-
tured and discussed. In the last two meetings, a time schedule for the implementation 
of actions was developed, and responsibilities for different implementation tasks 
are agreed upon. At the last meeting, the action plan was approved by all 
participants.

11.5.2  Implementation of Asset Application

The planning group consisted of women and experts of the two focus groups. 
Project staff were employed as moderators. At the first meeting, participants were 
informed about the purpose of the cooperative planning group and its regulations. 
Furthermore, results of the workshop and some results of the qualitative interviews 
with women of the target group were presented. The meeting concluded with a 
discussion about the results of the workshop brainstorming session. At the second 
meeting, the group separated into small work groups in order to elaborate on ideas 
generated during brainstorming. Project staff joined these groups and consulted 
group members on the identified assets for movement. While project staff had the 
primary function of moderating meetings, they were also asked to consult participants 
about ideas for developing health promotion interventions. In the next meetings, the 
cooperative planning group developed and approved an action plan for interventions 
to promote movement among women of the target group.
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11.5.3  Results of Asset Application

The cooperative planning group agreed upon several actions to promote movement 
among women of the target group. These actions included establishing new exer-
cise classes, creating new opportunities for movement, educating women of the 
target group to become exercise instructors, running a marketing campaign to pro-
mote actions among the target group, and creating organisational infrastructures for 
sustainable project development (Table 11.1).

All interventions took into consideration the needs of women of the target group. 
For example: exercise classes and taster days included child care, and were either 
low or free of charge (taster days).

11.6  Evaluating the Use of Assets for Movement  
for the Development of the Interventions

11.6.1  Methodology of Evaluation

The evaluation of the use of assets in the process of developing and implementing 
interventions for movement posed to be a challenge. The following methodology 
was employed to evaluate the use of assets.

Firstly, project staff presented the identified organisational and infrastructural 
assets to the cooperative planning group at the group’s first meeting. This was done 
by a slide presentation, additionally all participants received handouts charting the 
identified assets. During the successive meetings of the cooperative planning group, 
project staff encouraged the group to use these identified assets in the planning process. 

Table 11.1 Outcomes of the cooperative planning process: actions agreed upon in the cooperative 
planning group to promote movement among women from low-income background and ethnic 
minorities

Establishing exercise programmes Organise taster days featuring different exercise 
classes

Organise one low-intensity exercise class
Organise one moderate-intensity exercise class

Creating new opportunities for movement Organise “women only” opening hours in public 
indoor pool

Establishing a meeting room for women in a 
public building of municipality

Educating women of the target group Train women of the target group to become PE/
exercise instructors

Running an information/marketing campaign Form a marketing group to develop and distribute 
advertisements for actions

Developing infrastructures Establishing a project office in the 
neighbourhood
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This was again done by referring to the assets verbally and with handouts. 
Regarding the individual level assets, some of the named people were invited to join 
the planning process and did so from the first meeting on (e.g. staff of office of 
sociocultural work in neighbourhood, migrant women), Other individual level 
assets (e.g. female exercise instructor) were not invited, but were presented to the 
cooperative planning group on the handouts.

Secondly, the potential impact of assets for movement on the development of 
interventions was documented by project staff during the implementation and fol-
low-up phase of the project. Project staff: documented the action plan that was 
approved by group participants; joined and documented meetings of the city coun-
cil (at which aspects of the project implementation were discussed); engaged in 
informal conversations with some of the participants of the planning group; and 
organised and held a follow-up workshop where issues of project sustainability 
were discussed.

The goal of the evaluation was to generate hypothesises about the impact of 
assets for movement on the development of meaningful interventions for movement 
among women in difficult life situations. The recording of assets was motivated by 
the following research questions:

(a)  Which (overlapping) assets for movement are identified by the different groups 
(experts, target group)?

(b)  Which assets for movement are employed/are not employed in the process of 
developing interventions to promote movement?

(c)  Which assets for movement generate an impact/generate no impact on interven-
tions to promote movement?

11.6.2  Results of the Evaluation

Table 11.2 depicts an overview of some of the identified assets and their impact on 
the development of interventions. On the individual level, staff of the office for socio-
cultural work and the migrant women actively engaged in and had a high impact on 
project implementation. The exercise instructor conducted one of the exercise classes 
that was founded, and thus supported the project. The head of the elementary school 
initially did not support project work, but in the later stages of the project allowed the 
project to conduct exercise classes in the school. On the organisational level, the com-
munity centre in the neighbourhood supported the project by providing on various 
occasions meeting rooms. The protestant church and the “Anger Initiative” social 
organisation also assisted in promoting the project and offered their facilities for 
project meetings. The Turkish cultural club supported the project at the beginning of 
the implementation phase, but later ceased to cooperate actively. Interestingly, the 
sport club in the neighbourhood rejected any approach from project staff and did not 
engage in the project. On the infrastructural level, the gym of the elementary school, 
and the indoor pool hosted important project activities.
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11.7  Conclusions

The present study used a “health asset” model to promote healthy behaviour among 
women in difficult life situations. In order to promote movement among the target 
group, assets for movement were collected through qualitative interviews, focus 
group discussions, and a workshop with women of the target group and local 
experts. In a second step, a cooperative planning group was set up with women of 
the target group and local experts in order to plan and implement interventions for 
the promotion of movement using identified assets. Thirdly, project staff tracked 
identified assets for movement and its impact on the process of developing and 
implementing interventions.

Project results might indicate that the assets model can be employed to promote 
healthy behaviour. Assets were identified in focus group discussions, and were used 
by the cooperative planning groups in the process of developing and implementing 
interventions for the promotion of movement. While, at first glance, a number of 
these assets seemed to be important to the implementation of project activities, a 
sound evaluation of the impact of these assets posed to be difficult. Those difficul-
ties might have been partially related to the lack of adequate methods and tools to 
evaluate the potential impact of assets. Additionally, it might be reasoned that some 
of those assets that were identified might have also made important contributions 
to the project even if the assets model had not been employed. The analysis of the 
process of asset assessment, assets application, and assets evaluation raises a number 
of questions that might be of importance for future projects that utilise the assets 
for health model to promote healthy behaviour:

What is an asset for healthy behaviour? This question relates to the process of • 
assets assessment. In the present study, both focus groups identified relatively 
large numbers of individual, organisational, and infrastructural (overlapping) 
assets. Research staff adopted the role of defining and documenting assets in the 
process of assets assessment. Nevertheless, it can be assumed that women and 
experts in the focus groups defined assets for healthy behaviour in different ways 
and this might have influenced outcomes of the process of collecting assets.
On which dimensions should assets for healthy behaviour be identified? Within the • 
methodology employed, identification of assets for movement was limited to the 
individual, organisational, and infrastructural level. The decision to focus on these 
levels was based on existing evidence on determinants for movement. However, it 
proved to be difficult to distinguish these levels, since participants often referred to 
individuals as members of organisations which feature certain infrastructures. 
Additionally, other potential dimensions of assets (e.g. past experience with health pro-
motion activities) that might have had an impact on the development of health promotion 
strategies were, in the present study, not considered.
How do we assess assets for healthy behaviour? While women of low-income • 
groups and ethnic minorities were receptive to the process of assets assessment 
employed, experts voiced some criticism. For experts, mapping assets for move-
ment was partially seen as a time consuming and superfluous task, resulting in 
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discussions of the purpose of asset assessment in the focus groups. This raises 
the question as to whether different methodologies for assessing assets in the 
group of experts and the target group should have been used.
How do we apply assets for healthy behaviour to the development of health • 
promotion strategies? In the present study, project staff encouraged participants 
of the cooperative planning group to adopt identified assets for movement for the 
development of intervention strategies. Project staff functioned as moderators 
and consultants of the cooperative planning group, this might have affected the 
development of interventions. Presumably, a more structured approach to the 
implementation of identified assets in the process of developing interventions 
for promoting movement might have produced different outcomes.
How do we evaluate the use of assets for healthy behaviour? Within the present • 
study, documentation of employed assets was used to evaluate assets for healthy 
behaviour. This methodology is clearly explorative in its character, and might be 
reconsidered by future projects.

Besides such questions that should be addressed by future studies, the application 
of an asset approach to the promotion of healthy behaviour seemed to be beneficial 
for the overall success of the project. The assessment of assets for movement in the 
first phase of a project with the purpose of the development of interventions for 
health promotion resulted in an efficient identification of individuals, organisations 
and infrastructures that were supportive of the project. Secondly, focus groups con-
ducted for asset assessment provided research staff with in-depth information about 
individual and organisational relationships in the neighbourhood that turned out to 
be useful in the later stages of the project. Thirdly, focus groups were useful to dis-
seminate the project and its goals within the neighbourhood, and thus served as a 
catalyst for future project activities. Fourthly, and most importantly, discussion 
about assets for movement with women of the target group paved the way for a 
trusting relationship between researchers and women that was fundamental to the 
overall success of the project.
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12.1  Background

The ‘Khoj’ project is an initiative of Voluntary Health Association of India (VHAI), 
to bring about a holistic change in the lives of its beneficiaries by uplifting the socio-
economic and health status of vulnerable communities. The Khoj project operates in 
the remote parts of the country and equitably involves the community members, 
organizational representatives, and other local bodies in all aspects of the project 
activities (see Table 12.1). The partners contribute unique strengths and shared 
responsibilities to enhance the health and development of the population. One of its 
objectives is to build on the inherent capacities of the community and create an 
enabling environment by incorporating the interrelated components of participation, 
networking and action. Khoj is based on the premise of developing healthy alliances 
with the community and creating conditions that allow people to improve their 
health and quality of life with a broad view of health encompassing social and envi-
ronmental factors. Fundamental to the Khoj program’s approach has been identify-
ing important stakeholders for all health promotion initiatives and community 
involvement in each place and building on their strengths.

12.2  Introduction

Reaching out to the unreached is a global challenge and of a larger concern in India 
with one third of its population, constituting 250–300 million, living in remote, 
difficult and vulnerable areas and whose basic needs are not fulfilled. Despite 
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 Box 12.1 Jodhpur

In 1993, life for 50,000 inhabitants of twenty project villages spread over 
12,000 km2 in Osian block of Jodhpur district in the heart of the inhospitable 
Thar Desert, was undeniably very hard. In addition to harsh climatic conditions, 
the area lacks adequate infrastructure. Water shortage is a serious problem all 
the year round. Summers are very hot with temperatures going as high as 50 °C. 
Furthermore, the population is widely scattered and there are very few roads and 
little public transport, which makes people highly vulnerable to worsening 
health and socioeconomic situation. When the Khoj project began, health situa-
tion, especially women’s health and social status was appalling in the twenty 
project villages. Poverty and unemployment were extensive and literacy level 
was dismal. Many villagers suffered from cholera, malaria, leucorrhoea, ane-
mia, and other infectious diseases. Virtually no women used family planning or 
had any antenatal care. Serious pregnancy-related complications were common, 
and maternal death rates were high. This called for focused health intervention.

A decade later, the picture has changed dramatically. Antenatal care was 
introduced for the first time in the area. Morbidity has reduced considerably. 
In 2002–2003 itself, more than 4,500 patients were treated in OPDs1 for a 
variety of ailments and special camps like malaria camps were also orga-
nized. Laboratory facility is available for pathological tests.

Much of the improvement is credited to the community centric approach of 
the Khoj Project “Gramin Vikas Vigyan Samity (GRAVIS),” the vision of 
Voluntary Health Association of India (VHAI) trying to improve the lives of the 
rural poor.

Khoj is a concept of community based health care being implemented by 
VHAI through partner organisations. The project related conceptual thinking as 
well as the mid course correction is done by VHAI through the empowerment of 
the local groups. GRAVIS who knows the pulse of the local community develops 
and upscales the programme keeping in context the local realities. The 
 community-based health program that began in 20 villages in 1993 now con-
centrates on other villages, which were falling within a radius of 250–300 km in 
Jodhpur.

1 Out Patient Department (OPD) in hospitals provides health promotion diagnostic and therapeutic 
services to patients who need hospital services without; the need to be admitted. It includes refer-
ences made from outside doctors, patients coming on their own, references from private clinics 
investigations recommendations and civil hospital references, etc.

 several achievements and efforts, the 50 years of development plan has not changed 
the lives of almost half of India’s population. As per the United Nations 
Development Programme’s (UNDP) Human Development Report 2001, India still 
ranks at 115th place (UNDP 2001). As far as women are concerned, the Gender-
related Development Index (GDI) for India is 105, a rating classed by the United 
Nations as “medium human development.”
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The continuing poverty of the rural poor is mainly due to structural constraints 
in improving their livelihood and securing their well-being in terms of parameters 
of health, education and gender equity. Analysis of available qualitative and quanti-
tative data clearly shows extremely uneven health and development progress in vari-
ous parts of the country. Even within the states that are doing reasonably well, there 
remain regions where little has changed since independence. Much of this deprived 
population lives in remote, difficult and vulnerable areas. Findings of a district level 
survey by VHAI (Health For the Millions 2004 and ICDHI Monograph, VHAI 
2004; 2007), to assess the extent of state variations in regard to health indicators 
based on the data generated by National Family Health Survey 2005–2006 (IIPS 
2007), Census of India 2001 (Office of the Registrar General & Census Commissioner 
2001), and Rapid Household Survey 1998–1999 (IIPS 2001), Government of India 
(GOI), further confirm the widespread impoverishment of the masses in terms of 
health care education, basic needs and income insecurity. The survey suggested a 
three-sector model ‘GOPIN’ where ‘GO’ stands for Government departments, ‘PI’ 
for Panchayati Raj Institutions2 and ‘N’ stands for non government groups (NGOs). 
Confluence of all these three bodies at the district /constituency level can bring 
about a tremendous improvement in the daily lives of masses (VHAI 2004).

These vivid differences along with the wide variations in the health situation in 
various states, suggest that there is no simple, central solution for India’s health 
challenge. Numerous programs, which oriented Government and other develop-
ment agencies to take initiatives in these areas, have not been able to make any 
significant change. It has remained a challenge for serious minded organizations to 
evolve a strategy and process, addressing the various social determinants affecting 
the health of the population, to make a paradigm shift. NGOs are expected to per-
form a significant role including: mobilizing local initiative and resources; building 
self reliant sustainable social capital; moderating between government and people; 
transforming the attitude of people; facilitating development education; building on 
the assets of the individuals communities, etc. Hence it is important to study the 
functioning of NGOs and governmental organizations in using the asset model to 
address the health inequities. Asset model as particularly defined in the Ottawa 
Charter (WHO 1986) emphasizes the need to strengthen local communities – the 
model through asset mapping promotes the process of community empowerment to 
encourage their ownership and control of their own endeavors. It also supports the 
development of personal skills through its salutogenic approach to health develop-
ment. This asset model promotes a multi method approach to evaluation using a set 
of salutogenic indicators to measure the effectiveness of programs and initiatives 
aiming to contribute to the reduction of health inequities.

2 Panchayati Raj is a system of governance in which gram panchayats are the basic units of admin-
istration. It has 3 levels: village, block and district. At the village level, it is called a Panchayat. It 
is a local body working for the good of the village. The number of members usually ranges from 
7 to 31; occasionally, groups are larger, but they never have fewer than seven members. The block-
level institution is called the Panchayat Samiti. The district-level institution is called the Zilla 
Parishad. (http://en.wikipedia.org/wiki/Panchayati_Raj).

http://en.wikipedia.org/wiki/Panchayati_Raj


22512 Sustainable Community-Based Health and Development Programs in Rural India

In this broader context of Indian state’s commitment to achieve “health for all,” 
this chapter attempts to study the cross cutting intervention of an NGO to bring 
about a holistic change in the lives of the communities by uplifting their socioeco-
nomic and health status. The success story of Khoj, a VHAI project operational in 
the remote rural parts of the country is discussed. This chapter tries to establish the 
fact that “we cannot achieve health for all without building on the strengths of the 
people.”3 In the Khoj project there is no concept of recipients as the community is 
involved in managing the development efforts, as well as figuring out how to obtain 
the resources needed, (locally if possible). With a vision to create an enabling 
climate for an overall sociopolitical development of the community in the difficult 
terrains of the country, Khoj begins with developing an understanding of the 
social, economic, cultural and political dynamics of the community, and integrates 
the knowledge gained with action to improve the health and well-being of com-
munity members.

The chapter is divided into three parts. The first part of this chapter briefly outlines 
the Health Sector in India – status and trends with a focus on the health inequities in 
the country. The second part discusses in detail the community-centric sustainable 
strategy of Khoj in three difficult settings, and its impact on the overall well being of 
the population. The final part contains major findings and concluding remarks.

12.3  Health Inequities in India

Health is an important factor in development and is closely related to socio-
economic and other factors. India is undergoing a dramatic demographic, societal, 
and economic transformation. However, the health status of the residents of India 
still lags behind relative to other populations, and the health gains in each country 
have been uneven across subpopulations. Although they have achieved substantial 
advances in life expectancy and disease prevention since the middle of the 20th 
century, the Indian health systems provide little protection against financial risk, 
and most importantly there is widespread inequity in the health status of the popula-
tion. It is now clearly indicated that the poor have much higher levels of mortality, 
malnutrition and fertility than the rich; the poor–rich risk ratio is 2.5 for infant 
mortality, 2.8 for under-five mortality, 1.7 for underweight children and 2 for total 
fertility rate (Peters et al. 2001). Childhood diseases like diarrhea, anemia, etc., are 
also more prevalent among low-income households compared to high income 
households (IIPS 2000). The health sector in India is still characterized by sharp 
socioeconomic, rural-urban and gender inequalities.

It is essential to thus understand that the all India health scenario disguises the 
most important feature of the population’s health status – that there are significant 

3 Quote from: Baba Amte, Ramon Magsaysay Award Winner for Public Service during his meeting 
with Alok Mukhopadhyay in Hemalkasa project in Maharashtra.
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differences in the patterns of morality, fertility and morbidity within regions and 
states. Progress has been uneven, and has been confined to advanced, approachable 
and progressive areas. Vulnerable areas which are hilly, tribal, arid, drought prone, 
flood prone, marshy and coastal continue to make a slower rate of progress. The more 
remote, sparsely populated and resource poor an area is, the greater the chances of its 
neglect in terms of availability and effectiveness of health services. The consequence 
of this has been neglected areas, forgotten populations and overlooked issues. For 
instance, the stretch of tribal areas extending from West Bengal to Maharashtra and 
Gujarat record high levels of morbidity, arising out of poor nutrition, forced displace-
ment and changes in trade lifestyles. The population in the desert and arid zones of 
the Western frontier, sub-Himalayan hilly and Teri tracts in Bihar, Jammu & Kashmir 
and Uttar Pradesh – be they tribals, scheduled castes, displaced or migrant population 
in search of work, remained under-served, ignored and are forced to meekly accept a 
lower quality of life. These wide variations across the country further add to the task 
at policy level. It’s clear that it is important to develop an appropriate strategy, which 
addresses these variations while achieving its objectives for the country per se. 
Prognosis for the health sector in India is thus a challenging task.

12.4  Policy Environment

During the last few decades, the country has failed in its effort to reach out to the 
people living in the vulnerable areas. This inequality greatly impairs successful 
outreach of social, economic and political benefits to a large sector of our citizens. 
It was realized that many facets of inequity need to be addressed, to successfully bring 
social, economic and political benefits to a large sector of India’s vunrable 
population.

Inequity that affects the health sector in India could be broadly categorized as 
follows:

 1. Economic – In spite of focused and priority steps to address the problems of the 
poor, the nation still has 32% of the population living below the poverty line.

 2. Political – In spite of adult franchise, representation of the poor families in gov-
ernance in India has been limited.

 3. Social – Distorted cast system has put a very large section of our population in 
considerable disadvantage vis-à-vis their social and economic mobility.

 4. Gender Issues – Like most developing countries, the gender inequity has been a 
considerable impediment towards the progress in health and development in 
India.

 5. Locational Problems – Far flung, cut off areas and ecologically vulnerable areas 
where large section of the population live.

India realizes that a paradigm shift in the prevailing situation of inequity is only 
possible if there is a change in the fundamentals of legal, social and political rights 
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of the poor and under-privileged. The situation in India is also complicated by the 
fact that we are an extra-ordinarily heterogeneous nation with people from a variety 
of cultural and ethnic backgrounds. Being a democratic pluralistic nation, it is 
impossible to thrust a particular view of social transformation quickly and assert-
ively. It is essential for the country to carry its people along in major decisions of 
social, economic, and political development, which means a long and sometimes 
frustrating consensus building process.

To address these issues of inequity in the recent times, some very radical mea-
sures have been taken by the GOI. These measures include: the 73rd Constitutional 
Amendment giving the responsibility of local level governance and development 
to the elected representatives of the people both in the rural as well as urban areas; 
special quota for employment for scheduled castes and scheduled tribes; active 
involvement of civil society in fulfilling the promises of health and development 
to the citizens. Despite such policy measures, the abysmal health and development 
indicators confirm the need for some innovative community based approach.

After many years of government under funding, India has committed to sizable 
increases in government investment in health. Although the public expenditure on 
health is still low – 0.85 of the Gross Domestic Product (GDP), there are now 
launches of ambitious programs like the National Rural Health Mission. It has been 
also recognized that the poor and rural populations are particularly disadvantaged 
in obtaining access to health care and face major financial risk in the event of ill-
ness. Thus, explicit policies are being developed to target the government’s funding 
towards the poor and rural populations.

To date, however, the country doesn’t have a systematic policy for reducing the 
inefficiencies in service provision and managing health spending inflation – a 
fundamental cause of unaffordable health care and heavy financial risk. It is still too 
early to know whether the additional government investment (channeled through 
insurance coverage and health facility infrastructure strengthening) will produce 
benefits for the people, in terms of increasing access to healthcare, reducing finan-
cial risk, improving health status, and reducing inequalities in health and health-
care. However, our view is that money alone will not be sufficient to deliver 
effective, high-quality care. Unless we make the health system community oriented 
by making the target group i.e., the community itself the subject of process. The 
existing policies still focus on the needs of the community whereas the conceptual 
framework gaining ground in rural development is “asset based” development 
(Allen 2007). In the asset based community development, as followed by Khoj 
projects in various rural settings, community members were purposively grouped 
together based on their needs and existing capabilities. The communities were 
found to be flexible and welcoming towards any support aimed at improving their 
basic situation. This has been identified as an important asset helping the projects 
like Khoj to work constructively on the existing skills in the community members 
and providing them new avenues to grow. With some initial support community 
members have the ability to organize amongst themselves to work towards common 
goals more proactively. Communities build personal and community capital 
through an efficient management of their traditional skills, improved farming 
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 methods, and a natural resource base such as enhanced water use capacity, irrigation 
systems and forestry.

In India nearly 70% of the population lives in remote areas/villages, these people 
are often the most under privileged section of the society. The aim is to reach this 
segment of the population with a multi faceted approach aimed at an overall devel-
opment of the individual and the community at grassroot level. Community 
involvement, self reliance and sustainability through efficient NGOs are the key 
factors.

The chapter focuses on the efficiency of Khoj, alternative strategies for health 
promotion and overall development, successfully practiced in villages/remote/ 
difficult terrains of the country. Khoj strategies have been in implementation in 
more than 20 different locations of the country since 1993 and have helped create 
replicable examples that can be quickly adapted to a variety of contexts. The fol-
lowing section discusses in detail this community based health and development 
project in the unreached areas of India.

12.5  Community-Based Health and Development Programme 
– Khoj: An Innovation for Further Adoption

Against this backdrop, an innovative approach called Khoj, was developed to tackle 
health and development issues. The approach evolved from VHAI’s deep concern 
to find the breakthrough to improve the health status of people living in remote and 
difficult areas and generally having extremely low economic status. Khoj is a Hindi 
word, which literally means ‘search’. The philosophy of Khoj is to search for inno-
vative methods and strategies to combat community health related problems. Khoj 
also aims to search for viable alternatives to the existing health care development 
model being followed by the government and also some voluntary organizations. 
Khoj puts this philosophy into practice by building upon the strengths of commu-
nity and lending support to innovative projects by small voluntary organizations in 
neglected areas which can be replicated elsewhere without the recurring require-
ments of heavy infrastructure or investment which besiege some of the larger proj-
ects. This approach perhaps is an extension of the salutogenic model of health 
promotion based on the key premise of involving community in improving health 
situation and an overall development. The project helps the community to move 
towards better health as a facilitator.

Khoj is one of the long-term initiatives of VHAI, being implemented since 
1993. The Khoj project is located in some of the most remote and difficult areas 
of our country. These areas have high mortality and morbidity rates and practically 
no semblance of health services. The overall concept and framework of Khoj – a 
community based health and development programme was carefully planned on 
the premise of having greater relative advantage, compatibility, potential for rep-
licability, minimum or no complexity and observability (Tandon et al. 2007).
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12.6  Khoj Initiative – Programme Approach and Outreach

Following various parameters outlined in Box 12.3, VHAI identified 21 pockets in 
the country to initiate the Khoj project. While identifying these locations, it was 
ensured that they sufficiently represent social, economic, political, geographical 
and ethnic varieties of the country. These locations are broadly in the physically 
hard areas like the remote mountains and desert areas, areas mainly inhabited by 
the indigenous people, and heartland India. In these areas, social, economic and 
gender status are highly polarized and the overall feudal infrastructure is still not 
dismantled. Our premise was that the experience of working in these diverse areas 
will give us enough experiential learning to upscale similar initiatives in most of the 
vulnerable pockets of the country.

12.6.1  Khoj Strategies

At the conceptual level, the project emphasized development that was truly partici-
patory and sustainable in nature. Direct health related activities were given primary 
importance during the initial years and gradually, with improvement in the health 
patterns, other developmental activities were focused upon. While finalizing the 
approach to our work for these pockets, we felt that (1) we should go with an open 
mind and develop the project depending on the local basic needs as expressed by the 
people; (2) utilize the existing government infrastructures as optimally as possible; 

Box 12.2 Definitions of Key Characteristics Ensuring Community Health 
and Development

• Relative Advantage: The degree to which an innovation is perceived as 
better than the idea it supersedes

• Compatibility: The degree to which an innovation is perceived as being 
consistent with existing values, past experiences, and needs of potential 
adopters

• Complexity: The degree to which an innovation is perceived as difficult to 
understand and use

• Replicability: The degree to which an innovation may be experimented 
elsewhere

• Observability: The degree to which the results of an innovation are visible 
to others

With these key characteristics Khoj has proven to be a successful example in 
the field of community health and development for improving the health 
status of the entire community through an integrated approach.
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 Box 12.3 Khoj – A Vision for Progress in Community Health and 
Development Partnerships

 1. Khoj Initiative – Programme Approach and Outreach
Partnership challenges and relationship to health and development• 
Khoj strategies• 
Experimental designs to assess Khoj impact• 
Outcomes• 
Sustainability• 

 2. Work-in-Progress and Lessons Learned
Building community partnerships• 
Engaging community members in implementation• 
Training community partners• 
Challenges in working in difficult terrains• 
Sustainability, community ownership• 
Formative work• 
Sustainability• 

 3. Practical Tools
Resources/tools to develop community partners’ skills• 
Monitoring and Evaluation strategies• 
Systematic guidelines for project implementation and validating• 
Behavioral intervention to culturally diverse groups• 
The success/failure of community based approach• 
How to use local, state, and national data sources to help community part-• 
ners with their service delivery and grant opportunities – sustainability
How to provide effective feedback and communication• 

 4. Systematic Review
Reviews of Khoj methods• 
Review of Khoj effectiveness• 
Role of Khoj in empowering community and making the project • 
sustainable
Community perspectives on role of Khoj projects• 

(3) identify and build local health and development skills and expertise; (4) use 
 sustainable initiatives, from financial as well as human resources; and (5) ensure that 
on the whole it not only affects health and development status of the people, but 
ensures a permanent capacity building of the community. The initial phase involved 
mapping the existing services and potential of the community members. Another 
critical aspect was to identify local project partners in the voluntary sector, who may 
not have tremendous experience, but are motivated and are also rooted in the local 
community.
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12.7  Work-in-Progress and Lessons Learned

VHAI in close collaboration with its state voluntary health associations (SVHAs) 
after the identification of the project area and the implementing agency performed 
the following key tasks:

Practical Tools to develop community Khoj partners’ skills:

Help in selecting of staff and their orientation• 
Microplanning• 
Assisting NGOs in the preparation of action plans based on the needs identified • 
and also the narrative reports
Providing support in setting up project management and financial management • 
information systems
Reporting format on the progress of the project• 
Actively support the Khoj project in times of crisis or emergency• 
Participating actively in monitoring and evaluation of the project in collabora-• 
tion with VHAI
Conducting relevant training programs for the project partners who in turn pro-• 
vide training to grassroots level workers
Advising the project partners to comply with the project agreement particularly • 
project related accounting and reporting based on the agreement between VHAI 
and the project partners
Reminding the project partners of reporting in case of delays and ensuring that • 
the request documents are submitted
Visiting projects periodically for monitoring and evaluation and providing • 
appropriate technical support to project partners
Considering flexibility in the case of unforeseen deviation from the original • 
action plan and implementing certain activities, which may not have been envis-
aged earlier, but have later became necessary

12.8  Khoj Thrust Areas of Work

The thrust areas of work of development initiative taken up under this programme 
can be classified as follows:

Health• 
Community development• 
Gender rights – women empowerment• 
Right based approach• 
Environment• 

Over a period of time, a marked change has been seen in the previously mentioned 
areas in the Khoj project. However, all the project areas are at different stages of 
achievement due to differences in the time of their initiation and considerable varia-
tions in local geography, culture, political scenario, and law and order situation.
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12.9  Health Interventions

Since the beginning, health interventions were used to develop rapport with the 
community so as to ensure their fullest participation in the overall development 
process for the area. Health interventions were mainly used as an entry point. 
From the baseline in most of the project areas, it was apparent that there was not 
any access to quality healthcare. In such projects, the emphasis in the initial phase 
was much more on provision of curative services. The curative services were 
provided by a team comprising of village health workers, a trained supervisor, 
and a medical doctor. To take care of emergencies and provide supervised care, a 
small Khoj health centre has been established in most of the projects for indoor 
admission and a small field laboratory managed by a qualified doctor and nurse. 
In most of the places, villagers or panchayats provide land either free or at a 
nominal cost. In addition, health camps and relief camps in epidemic like situa-
tions such as malaria, diarrhea, etc. are organized from time to time. Each project 
has developed linkages for proper referral of complicated cases. The projects 
have also developed rapport with some of the local doctors to provide specialized 
care on a regular basis.

12.9.1  Women and Health

In the development of community health, priority has been placed on addressing 
the entire range of women’s health needs; both for their own sake and for the 
effects that women’s health has on community health. Women’s health status has 
been given due consideration throughout their entire life span from young girls to 
reproductive age women, to menopausal and postmenopausal women. Khoj proj-
ects have adopted a holistic approach to reproductive health. This has enabled the 
projects to initiate an attitudinal change towards women’s health not just in terms 
of their reproductive capacity but also in terms of their basic rights.

12.9.2  Specific Health Issues

In almost all the areas, malaria, diarrhea and measles were extremely common. All 
three were the major cause of not only high morbidity, but also high mortality. 
Almost 40% of child deaths were due to these problems. Now each project has been 
able to control mortality and morbidity because of these diseases. In most of the 
areas, there were no epidemics in 1999. Similarly, most of the projects did not have 
deaths due to diarrhea or malaria.
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12.9.3  Health Promotion

In the Khoj projects, curative component is an important but small component. The 
major focus is on health promotion and prevention of diseases by improved com-
munication through village health workers as well as Mahila Mandals and Youth 
Clubs members. Right from the beginning, the efforts were made to develop need 
based area specific communication strategy. Different tools more suitable for the 
particular area were used for government health services and health education.

12.10  Community Organization

With a focus on the existing assets of the community, all the projects have taken 
effective steps to organize people’s groups at different levels in the project villages. 
The formation of these groups has ensured a comprehensive relationship between 
the project and the community. These groups are mainly in the form of:

Village health committees (VHC) – composed of representatives from different 
groups who come together and decide the future plans and strategies for health and 
development-related work to be undertaken in the villages. This process has also 
ensured that community has a say in the decision making process. This has also 
given a strong feeling of ownership to the community and has enhanced their 
involvement in all stages of the project.

These community groups have been women’s groups (Mahila Mandals), youth 
groups and farmers groups, self help groups (SHGs), village development commit-
tees (VDCs); village education committees; village old people’s associations 
(VOPAs). The people’s organizations are democratic and engage people from all 
sections of the community to manage the development efforts, as well as figure out 
how to obtain the resources needed, locally if possible. The communities are thus 
endowed to carry on the development initiatives without further assistance from 
VHAI – and are able to attain self-reliance.

Each community has its own assets like traditional healing, local artisans and 
above all a desire to work together. Khoj projects looked at these assets and helped 
the communities in overcoming the initial hindrances and made the various groups 
which have been instrumental in sustaining the project and bringing about a holistic 
change in the socioeconomic situation of the masses.

The deficit model as mentioned in Chap. 1 focuses more on the needs of the 
community. Khoj, working with the asset mapping approach instead, calls them the 
key focus areas which need to be improved through the efforts of the community 
(see Box 12.4). This has been done in various settings like Kashmir/Orissa, where 
the untapped local skills of the artisans were promoted through the right channels 
and helped the community in generating self revenue and thus bringing an overall 
improvement in their health and living conditions.
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Box 12.4 Needs and asset based approaches to community development

Traditional Model: Need based Community Development:
Based on – Needs
Goal – Institutional Change
Conversation – Problems and Concerns
Change Agent – Power
View of Individual – Consumer/Client
Needs are based on Community Problems:
Broken families, child abuse, crime, gangs, housing, illiteracy, school drop 
outs, unemployment, etc.
Alternative Model: Asset Based Community Development:
Based on – Assets
Goal – Building Communities
Conversation – Gifts and Dreams
Change Agent – Relationship
View of Individual – Producer/Owner
Assets are based on Community Treasures:

Artistes, clubs, community groups, cultural groups, farms, hospitals, 
parks, youth, senior citizens, etc.

Source: Allen (2007)

12.10.1 Education

Some of the Khoj projects have initiated non-formal education centres for school 
dropouts. It has helped not only in improving the literacy level but also developing 
rapport between the community and the project.

12.10.2 Community Development

Khoj is a health initiative which tries from the beginning to address the conditions 
responsible for ill health. Major strategies adopted for community development are 
capacity building, income generation programmes and education.

12.10.3 Capacity Building

The process of capacity building involved vocational training, training for other 
income generation activities, more effective utilization of locally available resources 
and entrepreneurship development.
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12.10.4 Income Generation Programme

These include vocational trainings, promotion of local crafts (training/marketing 
support) and entrepreneurship development.

12.10.5 Formation of Self Help Groups

SHGs are usually groups of seven to ten women who are encouraged to make 
periodic savings, and are linked with banks. Women use this money either to initiate 
some income generation activity or to take a loan for the treatment of sickness or 
buying seeds, etc.

12.10.6 Livestock Improvement

Since most of the Khoj projects are in rural areas, artificial insemination was used 
to help communities improve livestock breeds. Projects also provide technical 
support on how to maintain the animals.

12.10.7 Environment

Improving the village environment, sanitation, and drinking water. Related project 
activities including proper care of drinking water sources and village drains by vil-
lagers themselves, aforestation, prevention of deforestation, preservation of natural 
resources, kitchen gardening and horticulture.

12.10.8 Collaboration with the Government

The trend towards collaboration with the government is increasing. The following 
activities are the mainstay:

Health: Immunization programme, family planning programme, health camps, • 
workshops (as resource persons from the government), referrals
Sanitation and drinking water: linkages with government funding agencies, • 
block offices and panchayats
Direct benefits under various government schemes• 
Training of panchayat members• 
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4 Primary Health Centers are the first contact pint between the village community and the medical 
officer. It is manned by a Medical Officer and 14 other staff. It acts as a referral point for six sub-
centres and has 4–6 beds for patients. It performs curative, preventive, promotive and family 
welfare services. Each PHC is targeted to cover a population of 30,000 in plain area and 20,000 
in hilly/tribal area.

Recognition of the projects by state governments as seen by handing over of • 
primary health centers (PHCs)4 in Arunachal Pradesh, Orissa, etc., training of 
animators and direct financial support to projects for specific activities.

12.10.9 Sustainability

Sustainability is an essential feature of the Khoj project. Right from the very 
beginning, conscious efforts were made to select sustainable interventions. Some of 
these efforts are in the direction of:

Sustainable income generation programs• 
Emphasis on human resources development• 
Strengthening local panchayats• 
Developing local leadership and linkages with government and other agencies• 

Ensuring sustainable impact requires consistent efforts over considerable time 
periods. In the case of Khoj initiatives in rural settings, this has meant concerted 
efforts at a grassroots level before the results and subsequent impact on the quality 
of life is visible.

12.10.10 Monitoring, Reporting and Evaluation

Systematic guidelines for project implementation and validating have been devel-
oped. The evaluation strategy for the Khoj project is precisely based on asset map-
ping of the community. It is target free and carefully designed, comprising of both 
qualitative and quantitative aspects.

Systematic reviews of the Khoj methods; effectiveness of Khoj intervention and the 
role of Khoj in empowering community and making the project sustainable are under-
taken on a regular basis. Monitoring of the Khoj projects is a participatory and ongoing 
process in which VHAI, state VHAs, project staff, and village committees are 
involved. Professionals from VHAI visit these projects on a regular basis. To assess the 
community perspectives on the role of Khoj projects, the process of project evaluation 
and impact assessment involves intensive interactions with the community, the village 
committees, people’s groups, and the project staff. The project records and reports are 
also scrutinized.

Findings of the baseline survey act as the reference point to be checked after a 
considerable duration for the changes brought in various health and social  indicators 
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like infant mortality rate (IMR), maternal mortality rate, SHGs formed and savings 
of SHGs.

The village health workers maintain monthly records and vital statistics that are 
checked by the supervisor who reports to the programme coordinator. Doctors 
maintain clinical records and morbidity profile. Quarterly, half yearly and annual 
narrative and financial reports are sent to VHAI. A meeting of all the Khoj partners 
and VHAI is also held annually. This is followed by a mid-term evaluation in all 
the projects. This includes a scrutiny of the statistical figures and also focus group 
discussions, adding a qualitative dimension to our evaluation of the project.

12.10.11 Impact and Achievements

The impact of the strategy tried out by the Khoj project should be assessed seriously. 
As discussed previously the Khoj project has successfully enhanced the knowledge, 
attitude and practice of community members on health, nutrition, water and sanita-
tion. To bring in women empowerment, SHGs have been formed and linked with 
banks. Non-formal schools operated by projects have created an opportunity for the 
deprived children to achieve their right to primary education. Some of the current 
activities include capacity building of the state VHAs, local NGOs partners and the 
second line management staff through exposure visits to other development projects 
and training workshops on various health and development issues by VHAI. Some 
of the positive outcomes of initiatives towards community organisation are:

Mobilization of village committees• 
Formation of social action groups to optimize government resources• 
Effective linkages with panchayats• 

The health impact of the Khoj project can be summarized as:

Increased health awareness reflected by reduced time lag between onset of • 
symptoms and reporting to health functionaries
Increased utilization of available government health services• 
Significant improvement in antenatal care, natal care and post natal care• 
Reduction in mortality, especially due to communicable diseases like diarrhea, • 
malaria, acute respiratory infections (ARI), as well as due to pregnancy and 
associated complications
Effective diseases surveillance leading to prevention of epidemics from taking • 
place
Significant reduction in health expenditure as the quality health services • 
including laboratory services are available within a reasonable distance and 
reasonable cost

In the annexure section we have discussed briefly the strategy, impact and learning 
gained in two areas of the Khoj project in different and difficult settings; in 
Shivpuri, a tribal belt of Madhya Pradesh and in the post disaster Orissa.
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12.11  Key Learnings

The Khoj project focuses on asset building, and has been successful in achieving a 
holistic change in the lives of communities in some of the most remote and under-
served rural areas of the country. This was possible only because of the following 
key factors:

Strategic planning – Planning needs to be done from the onset with the local • 
community
Identification and building on the community’s strengths• 
Multidimensional approach – responding to various socio-economic determinants • 
to bring about a change in the health and general condition of the population
Creative partnering within the community and external environments need to • 
be forged. Most importantly, communities need to control the process. The 
ultimate goal is for communities to have the confidence and competence to 
make informed choices from a range of appropriate options for sustainable and 
equitable development

Two key themes that emerged in this project were the importance of engaging com-
munity in positive activities, and providing opportunities for development. Positive 
activities ranged from: learning about their culture; forming village development 
committees and SHGs, especially of women; and networking with the local leaders, 
government, and organizations. The opportunities include: participation training 
and skill-development; promoting indigenous medicine; promoting community net-
working with the government and other agencies; and educational workshops on 
various schemes and programs.

In the early stages of the project’s development it became apparent (mainly 
because of the team members comprised of local residents) that certain environ-
mental realities had to be addressed. For example, the Khoj project in the Faizabad 
district of Uttar Pradesh state, known for the endemic caste conflict, intense gen-
der stratification and political unrest, worked intensely to empower the community 
for its own development. A maternal and child health program was the core point 
of focus during project implementation with the vulnerable community. The 
source of the project’s success was the formation of SHGs of women in this envi-
ronment. Under the project, various activities were taken up and the nature, dimen-
sion and magnitude kept on changing as project progressed with time. For sake of 
simplicity, these activities were categorized in two major programme sectors: (1) 
community health promotion and (2) community development programme. In the 
first category, Khoj has initiated various activities like: activating and supplement-
ing health facilities; maternal and child health programme; organization of a health 
camp; health education programme; training of traditional birth attendants (TBA); 
training of health monitors; preparation and distribution of information education 
and communication (IEC) material; school health programme; creating a cleaner 
health environment; promotion of personal hygiene; open well care; and hand 
pump maintenance. The community development programme also included school 
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health programme as well as: community based organizations5; income generation 
activities; promotion of self help groups; activating existing institutions like 
panchayati raj institutions (PRIs); capacity building activities; and linkages with 
other programmes.

The project has been able to achieve these objectives by strengthening and 
activating community health systems. The project innovated and adopted strategic 
approaches like taking low cost traditional agricultural practices among small and 
marginal farmers on one hand and emphasized new agricultural practices on the 
other. The project provides routine motivation for entrepreneurship development of a 
target community through a motivator. During 2005–2006, a total of 60 entrepreneurs 
were facilitated through Rs. 10,77,000 micro-finance mobilized through banks, 
which has led to an improved quality of life.

As a principle it has been important to shift ownership of projects to the commu-
nity to ensure sustainability. The process was important and flexibility was essential 
to the overall outcome. It was also important to understand that circumstances within 
each community were dictated by its particular socio-economic and cultural issues.

For example, the problems of the communities in the Thar Deserts of Rajasthan 
were different from those of a cyclone affected community, or the tribals. A Khoj 
project in the valley of Kashmir with long standing armed conflicts, had a culturally 
sensitive approach while discussing issues of health, family planning and safe 
deliveries. The project area remains cut off due to snow for almost six months in a 
year, thus careful planning for health and medical services was required. Since the 
community has faced hardships for many years due to the armed conflicts in the 
state, an integrated health and development program was initiated by the Khoj 
project, gradually involving the local community and NGOs. It addressed the issue 
of chronic poverty and started appropriate income generation, literacy, women’s 
empowerment and vocational training programs, thus building upon the capacities 
of the community for their overall development.

The feasibility of long-term partnerships with targeted local small scale organisa-
tions across the country needs to be scoped. This should take into account the fact that 
a significant number of these organizations have limited capacity to develop, imple-
ment and sustain reconciliation initiatives at the local level. To ensure sustainability, 
it is imperative that strategic alliances are identified at a national, state, regional and 
local level, and that community participation examples are explored. The Khoj proj-
ects creatively pooled the community’s physical and financial resources, along with 
human and social capital. We focused earlier on building the capacity of the organiza-

5 “Community Based Organizations (CBOs) are grassroots organisation, locally based member-
ship organisations that work to develop their own communities. The most common types of CBOs 
are local development associations, such as village councils which represent an entire community 
and interest associations such as women clubs which represent a particular section of the com-
munity. Third group includes borrowers’ groups, cooperatives which may make profit but are 
different from the private business due to their community development goals.” (The challenge of 
slums: global report on human settlements, 2003, United Nations Human Settlements Programme 
(UN-Habitat), Nairobi, 2003, pp.151).
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tions, and the local communities. That meant entering into relationships and partner-
ships being clear that Khoj was not going to run the projects forever, but build upon 
the capacities of the local organizations and the communities to do so.

Most importantly the value of women in the overall community development has 
been realized. Empowered women are able to contribute fully to the development 
process and should not be seen as a side issue, but central to and in the process. In 
all the different Khoj settings women’s groups have been formed, trained, and 
involved in the income generation activities and health improvement efforts.

Another most important lesson learnt was need of perseverance in face of chal-
lenges. Challenges were not unexpected in the steps towards improving community 
health and an overall development: however, these challenges served to highlight 
the need for this project. In the beginning there were some difficulties experienced 
as a consequence of the community members reluctant to get involved or take any 
initiative. However, as time passed, the community and the Khoj project workers 
got to know each other and began working together. The need for consistency in all 
the programs is of utmost importance to bring about the desired impact. People are 
a part of the solution, not just the target. Their vulnerability needs to be reduced by 
building on their capacities and developing thier skills. Social mobilization can be 
a very effective tool of reaching and involving individuals, families, communities 
and government at various levels. This is only a part of the project, however; it does 
not show the background to the process of creating an empowered community in 
some of the most deprived, difficult terrains of the country. The project has been an 
innovative community based health and development tool in itself as it has facili-
tated and pioneered the development of good governance models based on com-
munity ownership in the country.

12.12  Conclusion

“Development really is the process of expansion of individual freedom, which, in turn, is 
a function of people’s capabilities and opportunities.”

Amartya Sen, winner of the 1998 Nobel Prize for Economics. (Agarwal and 
Sarasua 2002)

In a large, complex yet vibrant country like India, promoting health is a chal-
lenging task, but given the size of the population of the country it also holds the 
key to dramatic change in global health situation. Happily, the solutions to these 
complex problems clearly exist in many innovative successful experiments within 
the country itself. It is a matter of concern that a large part of the existing health 
structure of the government within the country is operating in an unimaginative 
manner, which does not inspire confidence about their ability to cope effectively 
with the current problems and future challenges. Restructuring and revitalizing the 
sector is an urgent need.

In most parts of the country, the key to improving people’s health lies in larger 
areas of social and economic development. Therefore, policy makers, health pro-
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fessionals and activists need to take a more committed interest on these issues in 
every possible complex setting. Involvement of the larger civil society including 
the community, traditional healers, NGOs and private sector can make significant 
difference in all aspects of health and development. Until now, serious pro-active 
efforts have not been made towards their larger involvement.

In most of the rural communities of India, health and social infrastructure is 
inadequate and the governance has been poor, affecting the overall well being of 
communities. Thus proactive efforts are required to ensure that the benefits of 
various government policies and programmes reach the expected beneficiaries. 
It has been noted that the government approach has been insensitive and missing 
a creative dimension to address the developmental problems. Therefore our effort 
has been to provide an ingenious dimension by involving the community and 
helping them to build on their assets/capabilities in order to bring an overall 
improvement in their health, social and economic status. This approach makes the 
effort sustainable in the long term and provides an example for the government 
system to follow elsewhere.

Success has been shown over the years through an overall improvement in the 
various health and development indices of India’s underserved communities living 
in difficult and remote parts of the country. Khoj exemplifies the need of identifying 
and building on the capabilities of the communities, unlike most other development 
projects based on the problems and needs of the community. The Khoj project is 
based on the following key premises:

 1. Focusing and reinforcing the local capabilities, especially of the underprivileged 
sections, has been an integral component of the project.

 2. Exploring the untapped potential of the smaller grassroots level projects that 
have been working towards the promotion of community health and develop-
ment, but have been hindered from attaining excellence either due to paucity of 
resources or capabilities.

 3. VHAI has taken up the “scaling up” of the beneficiary coverage, activity portfo-
lio and the institutional sustainability as one of the core concerns in all its Khoj 
projects. In many ways scaling up has been a natural, almost organic, process for 
most of the Khoj projects. The motive remained to scale up the impact rather 
than making the organization larger.

We obviously need a new paradigm of healthcare, far removed from the current 
bio-medical model and closer to a sociopolitical and spiritual model. The “germ 
theory” needs to be replaced by a model where the human being is regarded as 
central and helped to regenerate a sense of well-being and fitness in his or her life 
situation. Interestingly, most of the traditional systems approach health from this 
holistic perspective. Human society must know how to deal with such biological 
occurrences as birth, death, pain, etc. Perhaps the solution to an enormously criti-
cal health and development problem lies in serious reflection on some of these 
issues.

The health of any nation is the sum total of the health of its citizens, communi-
ties and settlements in which they live. A healthy nation is, therefore feasible only 
if there is total participation of its citizens towards this goal.
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12.13  Annex: Success Stories

12.13.1  Towards a Culture of Preparedness and Sustainability

12.13.1.1  Aparajita Orissa

The super cyclone struck coastal Orissa in the year 1999 and left the households, com-
munities and the state exposed to the disastrous impact of the calamity. The loss of 
lives and property could have been reduced substantially if the system of disaster 
management and preparedness to face natural disaster were in place at both the 
household and community level. This realization brought out the idea of continuing 
an innovative long-term development initiative for an integrated development model.

To give this idea substance and meaning, the Khoj project is being implemented 
in the Kujanga Block of Jagatsinghpur district. The block consists of 27 gram 
panchayats (local government) and 169 revenue villages. Due to its coastal loca-
tion, the area is highly disaster prone.

Currently no plans have been made to establish development linkages with the 
disenfranchised people. Unfortunately, the government and the policy makers have 
yet to establish a link between disaster preparedness and poverty alleviation. 
Furthermore, no initiative has so far been taken to integrate relief, disaster mitiga-
tion and preparedness into normal development plans. Normal development plans 
are poorly formulated, too loosely integrated with other programs and haphazardly 
implemented.

Aparajita’s strategy, right from the onset is to strengthen the capacity of the 
affected community and minimize their vulnerability. Aparajita’s program focuses on 
livelihood restoration, healthcare, capacity building of the community, self help, coor-
dination and networking. The provision of livelihood focused inputs had a direct 
bearing on the earning opportunities of the beneficiaries and accelerated their journey 
to economic recovery. The healthcare package developed by Aparajita empowered 
the community in meeting their basic healthcare needs and promoting health status of 
the community. The coordination and networking have helped Aparajita to avoid 
duplication, unhealthy competition and conflict, and helped to use its resources, time 
and energy to reach out to a large number of people with significant inputs.

Aparajita is continuing its efforts to develop, manage and sustain disaster mitigation, 
preparedness and response planning. However there is a need for implementing more 
systematic survival strategy and effective coping mechanism to face the future emergen-
cies. It is felt that the Khoj based community initiative will facilitate a long term plan-
ning for hazard mitigation, preparedness and capacity building of the community.

Agriculture and animal husbandry are the main occupations of the people. Since 
the arable land is single cropped, it does not provide sustenance to a family for more 
than three to four months in a year. Therefore the male population has to migrate to 
other areas to work as contract labor, road construction workers or to urban areas to 
undertake sundry activities. Due to the absence of male members in the family, the 
women have to look after the agricultural activities and animal husbandry. The 
women also look after the aged and young members of the family, collect wood and 
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drinking water and performing other household chores. This leaves them with little 
scope for taking care of their own health even during the advance stage of their preg-
nancy, leading to pregnancy related complications. The reach of health services is 
inadequate; which compel people to rely on traditional healers, quacks and diviners.

Women and child health is a major focus area of the project. The services are 
provided through project medical officers, auxiliary nurses, village health workers 
(VHWs) and trained traditional birth attendants (TBAs). During April 2005–August 
2006, 176 antenatal cases were registered and 164 cases were provided complete 
antenatal care including tetanus immunization. Twenty-one high risk cases were 
identified and referred to district hospital. Total of 169 births were recorded out of 
which 162 were conducted by trained personnel, including trained TBAs.

To spread and disseminate the health and development messages to the commu-
nity, the appropriate mode and suitable media is required. Through the information 
education and communication (IEC) activities, the project disseminates the develop-
ment messages to the community. Street theatres and cultural groups are the major 
media that have been formed and trained to perform on different subjects. In all the 
five panchayats, these groups have performed on different issues such as mother and 
child health care, nutrition, sanitation, school health, environment, etc. The health 
awareness and education program has been attended by more than 15,000 people.

Several initiatives have been started with the SHGs to carry out and expand 
their livelihood program. One hundred sixty-five SHGs have been formed with a 
total membership of 2029. A holistic approach has been adopted to set up units 
of such activities where there is scope for the involvement of more number of 
women SHGs. Units of stitching and sewing, spices making and bamboo season-
ing, and making of products have been supported through this initiative. The 
women SHGs are also involved in dry fish business, tent house management, 
agriculture, floriculture, etc.

The Khoj project essentially covers various population groups. There are specially 
designed program for schools as well as adolescents. The school health programme 
has different components to serve the health need of the school students of adolescent 
age group. Health promotion activities, safe drinking water, healthy sanitation condi-
tions are maintained with the available facilities and infrastructure.

To address the specific issues of adolescents, regular monthly meetings amongst 
them are organized. Their need for education and awareness are very important as 
they are in the formative stage of their lives. Aparajita addresses these groups by 
dividing them into two parts, one is the school attending section through its school 
health program and the second one for the school drop outs. The school dropout 
adolescents are not only provided education and awareness on health issues; but are 
also provided with adequate and timely health services, vocational guidance and 
support to start their own group enterprises for earning livelihood. They have been 
formed into SHGs. There are 34 such SHGs consisting of 423 members. These 
groups maintain their group records and have opened banks accounts, so they have 
savings both in hand and in the bank.

All the initiatives under the Khoj program are regularly reviewed and assessed. 
Based on the feedback and suggestions of the field and core staff, the plan of action 
and priority area of intervention is decided.
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The village level health workers have emerged as the most active health cadre in 
the villages of the Khoj operational area. Along with the health team of Aparajita, 
they are actively taking part in organizing the health activities in their respective 
areas. With adequate training, now they are well versed with different health issues 
which are commonly seen in their villages in different seasons. They are also 
trained to treat common diseases and provide first-aid.

Marginalised and vulnerable groups and individuals have been supported to 
initiate and sustain their livelihood activities. These marginalized families are 
identified after intensive interaction with the community, consultation with the 
panchayats, village leaders and community heads. After a through interaction with 
the family, their vulnerability is assessed. The support is extended, keeping in view 
the capacity of the person to take up and manage the activity. Appropriate follow 
up is done by the volunteers and supervisors.

A rescue equipment demonstration programme has been initiated in five 
panchayats of the operational areas of the Khoj programme, where five disaster 
shelters have been identified. These are the focal points of the gram panchayats 
for the purpose of disaster management and preparedness activities. Regular 
activities such as mock drills, meetings of disaster management team are orga-
nized in these shelters. In the previous year rescue equipments were procured and 
kept in these shelters.

Hema Manjari Behera, aged 45 years, belonged to a very poor family in the vil-
lage Ameipala of Kendrapara district. Being part of the fisher folk community, she 
learnt about group cooperation from the beginning: the men would go fishing 
while the women would process and dry the fish for selling. When the boats and 
nets were damaged by the super-cyclone, the male population could not go fishing 
anymore and thereby women’s work was also interrupted. It became difficult to 
meet the needs of the families. Hema Manjari and three of her friends went to 
Paradeep port where bigger boats and trawlers did the fishing, but they were disap-
pointed as the fishermen would only sell in bulk. She realized that they would have 
to increase their investment capacity. Hema Manjari discussed the matter in a com-
munity meeting organised by Aparajita and learnt that women of the village could 
be formed into self help groups (SHGs) and thus make bigger. She managed to 
convince all the women and thus four SHGs were formed in the village. They col-
lected money among themselves and went to Paradeep to purchase two truckloads 
of fish. There was a massive activity of dry fish processing and the women learnt 
the process of group enterprise. They underwent training for adding value to their 
products by processing them in a hygienic manner. They also went for an exposure 
visit to the Integrated Coastal Management Institute at Kakinada. With value-
added production, they were able to increase their income and profit. Hema 
Manjari says “our income was never enough to meet the basic needs of the family. 
We were not able to think about the education and health of our children. For a set 
of bangles and few yards of sari, we were dependent on our husbands. But today, 
we are earning, having our own savings. We care for our children and their 
future.” Khoj builds on the potential of the community and makes them self 
sufficient.
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Aparajita, Orissa: Impact Assessment

Particulars Base line year 2004 Year 2000 Year 2006

No. of villages 24 24 24
Health Indicators
(a) Morbidity
Diarrhoea (%) 12.5 14 5.6
ARI (%) 7.8 8.5 5.7
Malaria (%) 6 7 3.9
TB (%) 1.3 1.5 0.1
Aneamia (%) 61 68 38
(b) Mortality
IMR per 1000 live births 62 68 43
Maternal deaths 

(Total no. of cases)
12 14 4

(c) Maternal and Child 
Health

Complete ANC  
Coverage (%)

36 21 89

TT immunization 22 18 92
Primary immunization 46 41 86
Births by TBAs 32 25 76
(d) Community Organization (No. of groups)
SHGs 11 None 96
VHCs/VDCs None None 24 (VDC) 24 (VHC)
Youth Groups 8 4 21
Any other type of 

organizations. (Male 
SHGs)

None None 19

(e) Income Generation Programme (IGP)
Total No. of programmes 5 5 36
Type of activities Agriculture

Fishery
Goatery
Poultry
Petty trade

Agriculture
Fishery
Goatery
Poultry
Petty trade

Agriculture
Fishery, Goatery
Poultry, Handicraft 

Activities – 
Agarbati making, 
Spices making, 
Food processing, 
Floriculture, 
Vegetable 
Cultivation, Dairy 
farm, Petty trade,

(f) Capacity Building
No. of VHWs trained None None 52
No. of TBAs trained 21 21 58
No. of persons trained  

for IGPs
None None 52

No. of participants in 
health education

No record No record 12,345

ANC antenatal care, ARI acute respiratory infection, IGP income generation programme, IMR 
infant mortality rate, SHG self help group, TB tuberculosis, TBA traditional birth attendant, TT 
Tetanus, VDC Village Development Committee, VEC Village Education Committee , VHW village 
health worker.
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12.13.2  Long Term Development Through Community 
Participation

12.13.2.1  Sambhav Social Service Organisation, Shivpuri, 
Madhya Pradesh

The Khoj project was initiated in 1993 in 20 villages in the Shivpuri block of 
Shivpuri district in Madhya Pradesh for the benefit of Saharia tribes, which belong 
to one of the most deprived communities in the state. The block is barely 125 km 
from the Gwalior city and 300 km from Delhi and yet it had remained resource poor 
and marginalized for years. Lack of appropriate health services and communication 
facilities were the major problems. Besides, there were a host of other problems 
including land alienation, exploitation, illiteracy, and lack of safe drinking water 
and sanitation. Saharias live under extreme poverty. There is rampant malnutrition 
especially among women and children, and alcohol was a serious social problem. 
The resultant effect was a self-perpetuating indebtedness. Khoj project in Shivpuri 
has been actively involved in the organizing Sahariya tribal communities to assert 
their rights of equality, health, food and secured livelihood and a respectful place in 
the society. Since health was a major concern, health services and health education 
was given top priority. Right from its inception, the project laid emphasis on a 
participatory approach. Various village based groups, VDCs, youth groups, SHGs, 
etc., were formed, duly trained and involved in the project. This gave the community 
a sense of ownership and confidence. While community capacity was thus being 
built, rapport was established with the district administration. This had a very desir-
able effect and the community began to demand proper health services from the 
government. Gradually, the ambit of health services was enlarged to include refer-
rals, pathology tests, immunization, ante and postnatal clinics. A well developed 
planning and management system, with clearly defined parameters for monitoring, 
evaluation and a functional management information system6 has seen to a very 
efficient implementation of project.

There has been a tremendous impact of the project on the health and overall 
development of the people. Improvement in health care has been significant and can 
be judged by a constantly declining trend in the Infant Mortality Rate (IMR), which 
from 124 in 1993 has declined to 50 in 2003. Better antenatal and postnatal care 
coverage (79% as against 16% in 1993), skill enhancement trainings of Dais and 
better immunization coverage have reduced maternal and infant mortality rates. 
Now, 100% deliveries are conducted by trained personnel.

There has been an overall reduction in morbidity and mortality due to increased 
awareness and knowledge about various diseases, their causes, prevention and man-
agement, for example, diarrhea related morbidity is well under control and there has 

6 Management Information System is a planned system of the collecting, processing, storing and 
disseminating data in the form of information needed to carry out the functions of management.
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been a declining trend in mortality related to the same. No diarrhea deaths were 
reported during the previous year, against 30 in 1993. Furthermore, increased health 
awareness has encouraged people to come forward to seek treatment for tuberculosis 
(TB), which was very difficult for them earlier due to stigma attached.

Local capacity building with a view of long-term sustainability was a very 
important component. Thus, due emphasis was laid on local capacity building of 
village health workers (VHWs) and trained birth attendants (TBAs), etc. on regular 
basis. Village panchayats have been fully involved. Building linkages with the 
government departments has improved health services, encouraged peoples groups 
like SHGs, etc. to avail of various income generating schemes of the government. 
Beginning with nil in 1993 in 2003 there were 64 SHGs, 20 Mahila Mandals and 
20 VDCs which helped in raising awareness about existing government schemes 
and facilities and raised voice for bridging the gaps. This is reflected in various 
memorandums submitted by people to the government. Promotional programs like 
education and school health, etc. have resulted in better attendance, increased 
health and environmental awareness.

Various village development and income generating activities like kitchen gar-
dening; livestock farming, poultry, etc. are being implemented through the above 
people’s organization. New technologies have been introduced in agriculture. 
Mahila Mandals have created a conducive atmosphere towards gender equity and 
overall empowerment of women. They also take care of programmes for adolescent 
girls. Women actively participate in advocacy campaigns through SHGs and Shabri 
Mukti Morcha, etc.

After the successful completion of 10 years, to make the programme financially 
sustainable in future, several funds like a health fund, TB fund, and education fund 
were set up. There has been an increased collaboration with the government and 
panchayats for future support to the development programs. There is full commu-
nity support for TBAs, village meetings and cultural programs, and SHGs have 
already made rapid advancements towards self support.

One can say with confidence that the project has entered the phase of self-
sustenance with due preparation. There is now a strong network of VHWs, Dais, 
animators and panchayat workers. Health workers are well versed to identify com-
mon ailments, their treatment and referrals as well as disease surveillance. It has 
also a functional training center at Shivpuri. With years of hard work, the project 
enjoys very good relationship with various government departments.

Sambhav

Particulars Baseline Year 1993 Year 2000 Year 2003

No. of villages 20 20 20
Health
(a) Morbidity % of total cases
Diarrhea % 10.8 6.5 4.6
ARI % 14.7 4.1 2.3
Malaria % 19.4 9.2 10.4
TB % 2.8 1.2 1.2

(continued)
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Particulars Baseline Year 1993 Year 2000 Year 2003

(b) Mortality % of total deaths
Deaths due to diarrhea 30 7 Nil
Deaths due to ARI 25 6 8
IMR per 1000 live births 124 64 50
Maternal deaths (Total no. of cases) 15 Nil Nil
(c) Maternal & Child Health
Complete ANC Coverage % 16 81 79
TT immunization % 20 85 87
Primary immunization coverage % 4.9 68 78
Registration in first trimester 10 60 60
Deliveries/births 35–45% by untrained 

personnel
100% by trained 

personnel
100% by trained 

personnel
Community Organization
SHGs Nil 14 64
MMs Nil 20 20
VDCs Nil 20 20
Capacity building
No. of VHWs trained Nil 15 15
No. of TBAs trained Nil 21 21
No. of people trained in health  

education
Nil 3219 2907

Income Generation Programs
SHG Members Nil 267 674
Agricultural program Nil 327 400
Goat Breeding Nil 10 40
Poultry Nil 95 100

ARI acute respiratory infection, ANC antenatal care, MM Mahila Mandal, IMR infant mortality 
rate, SHG self help group, TB tuberculosis, TBA traditional birth attendant, TT Tetanus, VDC 
Village Development Committee, VHW village health worker.
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13.1  Introduction

One of the most outstanding characteristics that distinguish Latin America and the 
Caribbean (LAC) from the rest of the world is the social, cultural and economic 
diversity among and within its countries. Nevertheless, while not being the poorest 
set of countries in the world, LAC is one of the most unequal in terms of wealth 
and health (World Bank 2007).

How to decrease inequities in health through the reduction of poverty and inequality 
is one of LAC’s biggest challenges, in the face of the enormous social, economic, 
political, climatic and ethnic variations present in these countries. The evidence indi-
cates that the countries have significantly advanced in many aspects, such as the reduction 
of people living in poverty and increases in literacy rates and life expectancy at birth. 
However, this progress refers to average values for all the countries together and often 
hides great inequalities among and within countries (PAHO/WHO 2007).

Although it is recognized that inequity in health is a direct consequence of the 
inequitable allocation of resources, opportunities and power, the greatest share of 
the resources for health in LAC continues to be invested in health care alone. 
Policies and interventions in LAC have traditionally focused on disease prevention 
and treatment, following what Morgan and Ziglio in Chap. 1 call the deficit model 
of health promotion, as opposed to the promotion of factors that create and sustain 
health and development.
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Nevertheless, as the interest in the social determinants of health (SDH) has grown 
worldwide, addressing their impact on population health has become a priority in 
many LAC countries. Over the past few years, an increased emphasis has been placed 
on understanding how the SDH impact health conditions in general, as well as unfair 
and avoidable inequalities in health. As a result, LAC countries have experienced an 
increase in policies and activities that incorporate a SDH approach to tackle health 
inequalities (Comissão Nacional sobre Determinantes Sociais de Saúde CNDSS 
2008), recognizing, strengthening, and utilizing a population’s capacities and resources 
to improve health (what Morgan and Ziglio refer to as “assets” in Chap. 1).

The creation of healthy and supportive settings (municipalities, schools, work-
places, etc.), also known as the settings approach, has been one of the most used and 
successful health promotion strategies implemented in LAC in the past few decades. 
The settings approach is based on the belief that determinants of poverty and equity, 
and their influence on health, can be addressed through: the creation of sustainable 
public policies and laws; development of supportive environments; establishment of 
public–private partnerships; strengthening of networks; and the promotion of active 
participation of municipal and local governments in health promotion and development. 
Healthy settings interventions and policies build strongly on community, population, 
economic, social/cultural, environmental and institutional assets.

While healthy settings is widely considered to be a successful approach to mobilize 
intersectoral efforts around health goals and to promote health at the local level, the 
evidence base and generalization of accomplishments to various local settings 
remains unclear. Currently there is no consensus on the methods or recommendations 
for assessing the effectiveness of healthy settings and similar health promotion 
programs and policies. Furthermore, demands for greater “accountability” means that 
health promotion programs and evaluations are often driven more by public concerns 
related to the allocation of health resources and generating greater responsiveness of 
policymakers and health professionals, than by the creation of scientific evidence 
(Judd et al. 2001). While there is strong pressure to generate evidence of the effectiveness 
of health promotion interventions, the current medical framework commonly used to 
define “evidence” is based on methods that are not necessarily suitable for health 
promotion practices. This can lead to stakeholders drawing inappropriate negative 
conclusions related to health promotion as a viable approach to improve community 
and population health.

While most practitioners and decision-makers emphasize the need for a conceptu-
ally sound evidence base for health promotion initiatives, the current methods and 
strategies used to build that evidence often do not correspond with the community 
contexts in which they are applied. As a result of the use of inappropriate methods, 
the evidence base for health promotion often overemphasizes data related to health 
status outcomes and individual behavior change. This is to the detriment of producing 
evidence related to capacity building (community, institutional, individuals) and the 
benefits of addressing the broader social determinants of health. Therefore, the 
advancement of health promotion and assets-based models as effective approaches 
to improve health and to reduce health inequalities requires an adapted and balanced 
evidence-base. In addition, an approach to evaluation should incorporate a saluto-
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genic perspective while accommodating stakeholders’ concern for both evidence and 
accountability.

The use of assets-mapping, as proposed by Morgan and Ziglio (2007), can help to 
support the advancement and implementation of programs that incorporate an assets-
based model by allowing communities and practitioners to identify and build an inventory 
of the strengths, resources and “wealth” (in terms of people, services, material, etc.) 
that communities possess and that could be drawn upon. Assets-mapping offers an 
opportunity to bring out in the open the knowledge, skills and capacities that can be 
used and developed for everyone’s benefit. It also highlights the web of interconnections 
among these assets and the potential for accessing and improving them.

This chapter will discuss the development of the healthy settings approach in LAC 
and the application of a participatory evaluation methodology developed by the Pan 
American Health Organization (PAHO)/World Health Organization (WHO) to support 
the evaluation of health promotion programs in the Region. The experience with the 
participatory evaluation shows that such methodology can be a powerful tool to 
support the application of assets-mapping and to demonstrate the effectiveness and 
usefulness to health promotion and assets-based programs.

13.2  Background

Since the First International Conference on Health Promotion in Ottawa, Canada, 
in 1986 and the publication of the Ottawa Charter for Health Promotion (WHO 
1986), health promotion has been increasingly utilized as a central strategy in 
community development initiatives. Over the last three decades, governments and 
international organizations worldwide have significantly increased their investments 
in health promotion programs.

From an approach focused on disease prevention in the 1970s, the concept of 
health promotion has evolved and broadened. During the 1980s and 1990s practitioners 
recognized the need for complementary interventions (such as healthy public 
policies), to incorporate other sectors and to create healthy environments, in order to 
make health promotion initiatives effective and successful. In the past few years, the 
concept of the social determinants of health has been incorporated into the health 
promotion approach, as global movements of social change and the need to invest 
and strengthen leadership in health promotion have became more prominent.

Salutogenesis, or the creation of health, is also a core value for the development, 
articulation and implementation of health promotion programs and policies. The 
adoption of a salutogenic perspective in health promotion highlights the impor-
tance of understanding how health is created and maintained; it establishes a link 
to the notions of social capital, capacity building and citizen engagement; and it 
focuses on the need to implement activities that seek to maximize the health and 
quality of life of individuals, families and communities (Judd et al. 2001).

The Latin America and Caribbean countries have a long tradition of social 
mobilization and community-driven movements to improve living conditions for 
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their populations. Movements towards the adoption of salutogenic approaches to 
health have been taking place in the Region for decades. Starting in the 1950s, 
the concept of local development took hold in many countries as a way to improve 
the quality of life primarily in rural areas. These movements were characterized 
by efforts to organize and mobilize communities to implement health programs 
more effectively. However, most of these initiatives still implemented a top-down 
approach and assumed that communities would accept the ideas and health priorities 
as defined by outsiders. By the 1970s, as community resistance mounted, new 
integrated community development strategies that focused on promoting more 
active community participation and greater access to health services were intro-
duced with varied results.

Since the 1980s, the LAC countries have experienced major democratization 
and decentralization processes that significantly re-shaped their social, political, 
cultural and economic profiles. Decentralization processes that took place in vari-
ous degrees in the LAC countries have resulted in a territorial redistribution of 
power and resources through political-administrative reforms. This resulted in 
greater autonomy, decentralized decision-making power, and control of resources 
at the local level. Consequently, the concept of local and regional governments as 
facilitators of community participation and the mobilization of local resources and 
capacities have been greatly strengthened.

Concomitant to health sector reforms that took place during the 1980s and 1990s, 
a series of strategies have been put into place by countries in the Region aiming at 
improving health by incorporating more equitable, sustainable, participatory, and 
health promoting approaches. In the early 1980s, countries in the Region made a 
commitment to implement the Primary Health Care (PHC) Strategy, with a focus on 
community participation and improving access to health care by the most vulnerable 
population groups. By 1986, renewed emphasis was placed on strengthening Local 
Health Systems (known as “SILOS”), as a viable strategy to tackle health priorities 
among the most vulnerable populations. The SILOS strategy was characterized by a 
focus on decentralization and local development in order to contribute to sustainable 
democratization, social participation and social justice processes. It called for a shift 
from traditional approaches to health to one that incorporated health promotion and 
a focus on families and communities sharing the responsibility for their own health 
and their search for solutions for their own health problems.

By the 1990s, health promotion surfaced as a major strategy in the Region; 
one that fit the complex health profile of its countries, with feasible proposals 
for integral health and human development. Health promotion recuperated the 
importance of the social setting as a central element to achieve true equity in 
health by incorporating a positive concept of health and recognizing people as 
active participants in the process. In this context, interest in preventive and 
educational activities quickly spread throughout the Region, and particular 
emphasis was placed on promoting healthy lifestyles. Greater importance was 
placed on the importance of strengthening the social construction of health and 
the centrality of community participation in order to achieve better health 
(PAHO/WHO 1999).
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13.3  The Healthy Municipalities, Cities and Communities 
Movement in LAC

Experiences from the last two decades in LAC countries demonstrate that the local 
level, represented by regional or local governments, constitutes an important asset when 
conditions are created that facilitate the implementation of health promotion actions and 
when other assets present at the local level (community, individual, environmental, etc.) 
are mobilized and strengthened. Local authorities are responsible for establishing poli-
cies for a specific territory and population (PAHO/WHO 1999), and therefore they have 
greater capacity to mobilize and integrate the action of the various sectors and actors 
present at the local level. Additionally, they can make health be a priority on their political 
agendas and they are strategically positioned to better adapt health programs and policies 
to the specific social, cultural and ethnic context of their communities.

Local governments and communities in LAC have demonstrated increasingly 
stronger motivation and social, political and technical commitment to initia-
tives aimed at promoting sustainable local development and improving living 
conditions of their populations. In particular, initiatives make use of community 
capacity, resources and potential; foster self-reliance; improve coping abilities; 
and raise individual and community self-esteem.

The Pan American Health Organization (PAHO) developed and introduced the 
Healthy Municipalities, Cities and Communities (HMC) strategy in the 1990s to 
improve and promote local health and development in the hemisphere of the 
Americas. This strategy is being actively implemented in 18 of the 35 countries and 
three territories of the Americas.

Based on the definition that health promotion is “the process of enabling and 
empowering people to take control over and improve the determinants of health” 
(WHO 1986), the orientation of the Healthy Municipalities, Cities and Communities 
Strategy is to ensure continuous improvements in the underlying conditions that 
affect the health and wellbeing of their members. It also focuses on improving 
health in the social context of people’s daily lives by identifying, utilizing and 
strengthening communities’ and population’s assets. The improvements affect 
social conditions and life styles, which in turn have an impact on people’s health 
and promote sustainable system changes.

Based on the notion that being healthy means having a good quality of life, the 
actions of the HMC strategy focus more on the underlying determinants of health 
than on their consequences in terms of diseases and illnesses (PAHO/WHO 
2002). It also focus strongly on the notion that every community has assets and 
resources that, when strategically aligned around community-driven priorities, 
can lead to more effective change. This is achieved by facilitating joint action 
among local authorities, community members and key stakeholders, aimed at 
improving their living conditions and quality of life in the places where they live, 
work, study and play.

The HMC Strategy is based on the premises that (1) various systems and struc-
tures governing social, economic, civil and political conditions, as well as the 
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physical environment, can affect individuals’ and communities’ health; and that 
(2) health is inherently linked to an individual’s capacity to take action in the 
 community and society to which he/she belongs. HMCs strive to create a synergy 
between these two premises: promoting individual actions and society’s 
response.

The HMC Strategy incorporates an assets-based approach by:

Emphasizing capacity building through (1) community empowerment, education, • 
and participation; (2) strengthening individual skills and fostering critical thinking 
among those involved in the initiative; and (3) supporting the development of 
leadership, agents of change, and advocates.
Promoting action by communities, institutions, and interserctoral organizational • 
structures for action through (1) the identification of community resources and 
assets (assets-mapping, community assessments, etc.); (2) and the definition of 
priorities, strategic planning and the development of a responsive and appropriate 
action plan.
Fostering sociopolitical action by (1) guaranteeing formal commitment by local • 
governments, (2) forming community-based, intersectoral committees, and (3) 
utilizing participatory, community-based methodologies.

 Municipal Governments as a Strategic Health Asset: The Experience of a 
Malaria Prevention and Control Initiative in Central America and Mexico1

Between September 2003 and June 2008, the Regional Program for Action 
and Demonstration of Alternatives for Malaria Vector Control without the use 
of DDT (DDT/PNUMA/GEF/OPS Project) was implemented in eight coun-
tries of Mesoamerica (Belize, Costa Rica, El Salvador, Guatemala, Honduras, 
Mexico, Nicaragua and Panama). The goal of the project was to prove the 
cost-effectiveness and viability of an integrated vector control model that uti-
lizes alternative methods and techniques to control the malaria vector without 
the use of DDT or other persistent pesticides. Community participation and 
the incorporation of municipal governments was the key strategy of the model 
that was established in 202 pilot communities from 52 municipalities.

The project resulted in a 63% reduction of malaria cases in the pilot commu-
nities between 2004 and 2007, and an 86.2% reduction in the cases caused by 
P. falciparum, which is the type of malaria vector that causes the highest mor-
bidity and mortality from the disease worldwide. It was the first time in the 

1 Pan American Health Organization (2009). El papel de los gobiernos municipales y la 
participación comunitaria en el manejo integral del vector de la malaria sin el uso del DDT 
en Mesoamérica. Washington, DC (To be published).
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sub-region that municipal governments were successfully incorporated into 
local activities to combat malaria, a responsibility that was traditionally con-
sidered to be under the pervue of the Ministry of Health’s mandate.

The participating municipal governments contributed to the success of 
this initiative by financing important infrastructure projects such as bridges, 
basic sanitation systems, recovering of river banks; provision of materials, 
supplies and personnel to assist in community cleaning brigades; creation of 
permanent committees or staff positions (with proper resources allocated to 
it) to address issues related to malaria; the creation and enforcement of poli-
cies aimed at improving environmental management (such as the regulation 
of waste disposal); and advocacy for and promotion of the participatory 
model at national and international levels. Another great achievement was the 
identification and training of community leaders to serve as a link between 
the community and the project’s technical personnel. Community leaders 
assisted in the coordination of activities at the local level, which in turn 
resulted in an increase of up to 63% of community health agents in the pilot 
communities.

In this project, municipal governments demonstrated their capacity to act 
as agents of change. They achieved this through the development and imple-
mentation of public policies and innovative management mechanisms 
that produced sustainable changes in the social, cultural, and physical struc-
ture of their communities in order to prevent and control malaria. They suc-
cessfully mobilized other actors, sectors and resources which resulted in 
better coordination of activities and more rational use of resources. The 
project also resulted in increased knowledge and improved skills in the popu-
lation related to malaria-vector lifecycle and control. The population demon-
strated improved community environmental management (e.g. proper waste 
disposal), changes in attitudes and behaviors (e.g. improved personal hygiene), 
greater sense of responsibility about their and their families’ health (e.g. 
keeping their properties clean), and less dependency on the public sector for 
the implementation of malaria vector control strategies (e.g. organizing and 
participating in cleaning brigades independently of the presence of the health 
department technical team).

This experience demonstrates that municipal governments can play a key 
role in the implementation of health promotion strategies. They are in a privi-
leged position to act upon a variety of factors and levels, and to create the 
appropriate setting for the successful implementation and sustainability of 
such initiatives. They are also able to place health and health promotion on 
the local political agenda, and to generate momentum for the discussion and 
resolution of community issues and problems without the creation of new or 
parallel structures. This indicates that municipal governments can be an 
important health asset, and that their incorporation into health promotion ini-
tiatives can be an effective and sustainable strategy.
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13.4  Building the Evidence of the Effectiveness  
of Interventions that Incorporate an Assets-based 
Approach in LAC

Evidence-based policy-making to tackle health inequalities is greatly compromised 
by lack of good evidence on the effectiveness of policies and interventions. As noted 
in Chap. 1, policies and programs designed to promote health and tackle health 
inequalities are mostly based on evidence built on a “deficit model,” The model 
defines communities and individuals in negative terms and greatly disregards existing 
positive and health-promoting factors. The alternative is the development of an evalu-
ation approach that builds the evidence base from a “salutogenic” perspective of 
health and that aims to maximize key health promotion assets. This has been recog-
nized by the international community as key to strengthening the capacity of institu-
tions and communities to activate solutions that are effective, coherent, empowering, 
and that can contribute to the reduction of health inequities.

Health promotion interventions tend to be complex, context-dependent, occur at 
different levels (individual, lifestyle or behavioral, community, socioeconomic, envi-
ronmental, etc.) and in diverse settings and groups. They also employ multiple strate-
gies (healthy settings, healthy public policies, community empowerment, capacity 
building, behavioral changes, skills development, reorientation of health services, 
etc.), are large in scope, have extended timeframes and require many resources (Judd 
et al. 2001). They also need to be flexible and responsive to changing realities.

Practitioners working in countries in LAC have long highlighted the need to 
develop appropriate methods, indicators, and frameworks that can measure change in 
such multifaceted and evolving contexts. Appropriate evaluation will help govern-
ments, as well as decision makers and policy makers, understand the benefits of 
investing in approaches that focus on health-promoting factors and key health assets, 
and that can effectively tackle health inequalities. Existing evaluation tools and 
 methodologies do not appropriately capture changes in essential health promoting 
factors and assets, nor do they provide insights into the multiplying effect of working 
with various assets and determinants of health in a coordinated manner. Furthermore, 
an intervention may not be equally effective for all population subgroups. The effec-
tiveness for a disadvantaged population may be lower due to a number of factors such 
as place of residence, race/ethnicity, occupation, gender, religion, economic status, 
sexual orientation, etc. This requires the incorporation of a health equity approach 
into evaluation designs, methods, indicators and domains for data analysis.

13.5  PAHO’s Evaluation Initiative

In an attempt to address these gaps, in 1999 PAHO established a Healthy 
Municipalities Evaluation Working Group formed by evaluation experts from lead-
ing institutions in the Americas working on issues related to health promotion, 
evaluation and local development. The Working Group was comprised of people 
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from governmental, non-governmental and academic sectors from various coun-
tries in the hemisphere, including Argentina, Brazil, Canada, Chile, Colombia, 
Ecuador, and the United States. It developed a series of evaluation tools, among 
them, a Participatory Evaluation Guide for Healthy Municipalities, Cities and 
Communities, published in 2005.

Participatory evaluation was considered by the Working Group to be an 
appropriate methodology because of its potential to systematically generate new 
knowledge and social capital. Participatory evaluation recognizes the complexities 
of the HMC Strategy as a local development initiative, and facilitates the devel-
opment of capacities for critical analysis and reflection, learning and empowerment. 
It is a methodology that involves key stakeholders in all phases of the process, 
including the design, implementation, management, interpretation, and decision-
making about the evaluation and its results. As such, the process of conducting 
a participatory evaluation is a positive and inclusive endeavor, which stimulates 
autonomy and community self-determination. It can improve a community’s 
ability to identify and activate solutions to its own problems, and it builds upon 
assets, strengths, and resources already in existence in the community (PAHO/
WHO 2005).

The Participatory Evaluation Guide for Healthy Municipalities, Cities and 
Communities provides guidance and tools to evaluate healthy settings and health 
promotion efforts. The guide uses an evaluation framework that incorporates 
essential health promotion elements and assets such as intersectoral collaboration, 
social participation, capacity building, individual physical and material conditions, 
health determinants, and community capacity, among others. It aims to provide 
an alternative evaluation framework that reflects the underlying health promotion 
principles embedded in many long-term initiatives taking place in LAC countries 
while continually building on a community’s assets and capacities through 
continued participation.

The participatory evaluation methodology proposed in the guide supports the 
 documentation and analysis of changes and accomplishments in terms of processes, 
outcomes and results related to a series of domains, and it guides users on how to 
communicate and act upon the results to improve their initiatives. Although specific 
indicators are not proposed in the Guide, a compilation of possible indicators in 
each of the evaluation domains is included to orient the decisions about which ones 
are the most appropriate for the initiative being evaluated.

13.6  The Application of the Participatory Evaluation Guide  
in LAC

In recent four years, the Participatory Evaluation Guide has been introduced into 
and applied to several LAC countries. These experiences highlight some of the 
potential benefits that assets-based models and evaluation frameworks can generate 
and the challenges posed by the complex and multidimensional local and national 
contexts into which they are introduced. This section will present the lessons 
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learned by applying the participatory evaluation methodology in Brazil, Dominican 
Republic, Honduras, Mexico, Peru, and Trinidad and Tobago.

Given the strong emphasis of initiatives such as HMC in the involvement of local 
governments and authorities, political context and timing were two of the main factors 
affecting the implementation of the participatory evaluation methodology in these 
countries. Election periods and political transitions often caused major delays (if not 
termination) of initiatives, shortage and/or change of personnel and funds, and great 
uncertainty about the future of the initiatives. Constant advocacy about their purpose 
and benefits, and the establishment of strong coalitions and support bases among all 
stakeholders was often an efficient strategy to provide continuity and sustainability 
to the evaluation initiatives during these transitional periods.

The establishment of intersectorial collaboration posed another challenge for 
most evaluation initiatives in LAC countries despite its centrality to the sustain-
ability of health promotion efforts. It was reported that lack of support from critical 
stakeholders, such as municipal program managers or key personnel in public insti-
tutions, resulted in serious delays or isolation of the participatory evaluation initiative. 
In some cases, it also jeopardized the possibility that the evaluation results would 
be seriously considered by all relevant stakeholders, hence threatening the likelihood 
that the information generated would be utilized to improve health promotion 
programs and policies.

Various factors accounted for this resistance by key institutions and stakeholders 
to applying a participatory evaluation methodology. High among the concerns 
reported were those related to the benefits of conducting a participatory evaluation, 
particularly due to the time it takes to conduct the process and reservations about 
the usefulness of the data it produces. Difficulties also arose related to developing 
indicators, and to articulating which factors and variables were relevant and would 
be tracked and assessed, given the diversity and breadth of health promotion policies 
and programs. Such programs and policies are often based on notions of empowerment, 
community participation, intersectoral collaboration, capacity building, and equity. 
This emphasis was often perceived by some key stakeholders as being in conflict 
with established criteria and notions of evidence-based decision making and 
accountability, and with funders’ and decision-makers’ concerns with measuring 
outcomes and impact.

These are valid concerns given the challenges faced by stakeholders coming 
from institutions with rigid and bureaucratic structures. Such stakeholders often do 
not have a policy that enables or facilitates coordination with other institutions or 
intersectorial collaboration, yet are under great pressure to produce specific results 
in a short period of time. The implementation of the participatory evaluation 
methodology often required in-depth changes in how groups, organizations and 
institutions functioned, and, most importantly, in their expectations about the type 
of data such processes would generate. The countries that utilized the participatory 
evaluation reported that it was critical to recognize the need for institutions, orga-
nizations and individuals to understand, adapt, and accept a new methodology and 
paradigm to evaluate health promotion interventions. Achieving this acceptance, 
particularly from public institutions and their staff, is essential in order to be able 
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to incorporate the evidence generated from this kind of evaluation into programs 
and policies. The acceptance therefore, leads to more effective implementation of 
health promotion practices and principles, more consistency with the communities’ 
expectations and priorities, optimization of resources, and improvement in personal 
motivation among public staff and other stakeholders. Given the appropriate 
support, consideration and time, people from the countries involved became moti-
vated and applied dedicated efforts to implementing the new methodology.

Coordinating the evaluation effort with public institutions also proved challenging 
due to lack of institutional support or excessive bureaucracy, lack of coordination 
among public sector institutions, strict guidelines regarding the use of funds, and 
conflicts among the different actors involved (federal, state, municipal level insti-
tutions). High turnover of personnel at all levels and institutions was particularly 
disruptive. On the other hand, most of the countries involved in this experience 
reported that the process of engaging public institutions in the participatory 
evaluation initiative improved channels of communication, resulting in other 
levels, institutions and sectors providing valuable inputs for the evaluation 
process. It also cleared the way for exploring new modes of intersectoral 
collaboration and provided an opportunity for involvement of institutions that 
could potentially have a far-reaching impact on promoting and supporting the 
implementation of new paradigms and methodologies, as well as the allocation of 
resources for them.

All experiences reported that the participatory evaluation process was lengthy 
and time consuming. This was due to various factors, such as bringing together a 
variety of stakeholders from various backgrounds, sectors and interests; reaching 
consensus on core concepts, indicators and paradigms; and working through insti-
tutions and organizations with rigid and bureaucratic structures and work cultures. 
The various levels of knowledge and literacy among those involved also affected 
the time it took to complete the process. The countries reported a general lack of 
understanding about health promotion and assets-based approaches (often considered 
as approaches to disease prevention), their principles (such as community participation) 
and the participatory evaluation methodology. This can have a direct impact on the 
planning of the evaluation since how people understand key concepts shape the 
design, data collection, analysis and presentation of evaluation results. The adop-
tion of a participatory evaluation methodology can play an important role in 
addressing these issues by serving as a catalyst to engage people in a joint reflection 
and learning process.

It was also common for initiatives trying to apply the participatory evaluation to 
be confronted with the fact that their health promotion programs (objectives and 
definitions of success, expected results, strategies and activities employed, indicators 
developed and data collected) often were not operationally articulated in a transparent, 
measurable, or even logical manner. While most programs and policies had the 
stated purpose of impacting core health promotion principles and assets, accompanied 
by a more positive and salutogenic approach to health, the activities, strategies and 
indicators used often reflected disease prevention, individualistic and services-
oriented approaches to community health.



262 M.C. Franceschini et al.

As described previously, the Participatory Evaluation Guide was developed to 
respond to a direct need expressed by health promotion practitioners in LAC. 
However, once the methodology was made available and applied, most practitioners 
reported not being ready to implement such an innovative approach to evaluation, 
partly due to the disconnect between program planning and implementation described 
above. Primarily, stakeholders came to a realization that their health promotion ini-
tiatives had not appropriately taken into account key health promotion principles 
(such as intersectorial collaboration or community participation). As a result, many 
initiatives decided to re-examine their planning processes in order to make them more 
coherent with the conceptual models they intended to implement and the goals they 
planned to achieve. These experiences highlighted the need to address the different 
levels involved in these initiatives from a conceptual and planning perspective. In 
order to appropriately generate more useful evidence, evaluation domains that 
reflected health promotion and assets-based models should be used, with principles 
and values clearly delineated and incorporated from the outset of the process.

These experiences also indicated that conducting a participatory evaluation 
was an empowering and assets-building process by itself. These processes 
provided an invaluable opportunity to discuss and reflect on communities’ expe-
riences, challenges, assets and potentials. The experience brought to light the 
various interpretations that stakeholders gave to health promotion concepts and 
principles. It engaged them in a productive and positive dialogue to reach 
consensus on the various concepts and principles utilized in their health promotion 
initiatives and evaluation processes. They also shed light on the gaps in their 
efforts and mobilized those involved to confront the problems and reflect on how 
to address them. Merely by engaging in the planning and implementation of the 
participatory methodology, communities and stakeholders were more willing to 
and interested in participating. This in turn served as a catalyst for generating 
intersectoral and participatory processes.

Many countries reported that deep-rooted apprehensions arose about efforts 
conducted with community input, particularly in those countries in which, tradi-
tionally, decisions were implemented from the top-down with few mechanisms for 
meaningful community representation and participation. Concerns included an 
expressed fear of receiving negative comments, prejudice against actions taken with 
“too much” input from community members, and the possibility that the process 
would generate “unrealistic demands” for services and resources. In many cases, 
however, the process itself of conducting a participatory evaluation and having the 
opportunity to engage with other community stakeholders served as an eye-opener 
for stakeholders in these countries. The process resulted in positive changes in 
attitudes and perspectives related to the potential of community participation.

Having strong, sustained and dynamic leadership was central to the sustainabil-
ity of a community-responsive evaluation initiative. Active commitment and 
engagement from institutions both at the local and national levels were key to the 
success of these initiatives, as well as the quality of the collaborative work among 
them. National and regional HMC networks effectively created and maintained 
such leadership, given their potential far-reaching connections to municipalities, 
institutions and key stakeholders throughout a country or region.
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 The Application of the Participatory Evaluation Methodology to the Tai Chi 
in the Parks Program, in Miraflores, Peru2

Since 1990, the “Tai Chi in the Parks” Initiative has been implemented in the 
municipality of Miraflores, in Lima, Peru. Its main objectives are to incorpo-
rate the practice of Tai Chi and its philosophy as a daily, voluntary and acces-
sible habit in the life of Miraflores’ elderly population; and to achieve physical, 
psychological, social and spiritual development of Miraflores’ elderly popula-
tion through the practice of Tai Chi.

The initiative offers free Tai Chi classes during weekdays in the municipal-
ity’s parks, supports the creation Tai Chi clubs, maintains a “Tai Chi in the 
Parks” network, promotes community activities (such as Tai Chi champion-
ships), and trains community elderly to become Tai Chi instructors. Today, 
more than 20,000 elderly people practice Tai Chi in the municipality through 
this program.

During 2005, an Evaluation Subcommittee was formed comprised of 
technical staff from the municipality, the program coordinator, program par-
ticipants and elderly members of the community in order to apply the par-
ticipatory evaluation methodology to this Initiative. All participants received 
training in the participatory evaluation methodology through a series of 
meetings, guided by a trained facilitator, which included discussion among 
the group members in order to reach consensus on all of the methodology’s 
core concepts.

Working with the elderly and mostly retired population proved to be advan-
tageous as participants had more flexibility and availability to participate in the 
process. Most participants of the Evaluation Subcommittee were not involved 
with the health sector or were not health professionals. This was found to be 
beneficial because it allowed the group to more openly explore issues related 
to the social and psychological benefits of the program, and not focus exclu-
sively on evaluating its health benefits in terms of disease prevention.

Based on the process and the steps proposed in the Participatory 
Evaluation Guide, the group developed an evaluation plan and defined key 
indicators, data collection methods and a work plan. During this process, 
the group came across some major issues which posed a challenge in apply-
ing the participatory evaluation framework: the Tai Chi in the Parks Program 
had not been planned and implemented in a participatory manner, and it had 
not fully taken into account core health promotion principles (such as inter-
sectorial participation). However, simply engaging in the participatory 

2 Information about this experience was compiled from a report submitted by the Peruvian 
Network of Healthy Municipalities, Cities and Communities to PAHO/WHO (2005) that 
describes the application of the participatory evaluation guide to various HMC  initiatives 
in Peru.
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evaluation process highlighted these deficiencies and mobilized the group 
to search for solutions. The group approached its problems from different 
perspectives and took into account the factors that might have facilitated or 
hindered the participation of other stakeholders in their evaluation plan and 
analysis.

Among the challenges reported was the resistance by some participants to 
implementing a participatory methodology due to ingrained and negative pre-
conceptions related to actions taken with community input. There were also 
fears of receiving excessive criticism and increased “demands” by the com-
munity if it was offered the opportunity to participate. Difficulties in coordi-
nating the work with the technical staff from the Ministry of Health and a 
local university providing technical guidance, resulted in delays in the data 
collection and analysis phase of the process. Difficulties also resulted from 
discrepancies related to the various interpretations given by the group to the 
concept of health promotion and other core concepts related to the evaluation. 
This was compounded by inflexibility on the part of some group members to 
listening and engaging in a true dialogue. Having a good facilitator was 
reported as key to guiding the discussion and helping the group reach conclu-
sions. In addition, turnover of key personnel in the municipality caused major 
delays in the evaluation process.

While collecting data the group observed issues that required immediate 
attention such as difficulties with sound systems and the need to limit the 
access of dogs to the parks during the Tai Chi classes. This information was 
quickly transmitted to the program coordinator and the issues were promptly 
resolved. Seeing the results of their efforts highly motivated the Evaluation 
Subcommittee participants to become more involved in the process, with 
many manifesting an interest in evaluating other aspects of the Tai Chi in 
the Parks Program and learning more about the participatory evaluation 
methodology. This resulted in a series of workshops aimed at identifying 
other key aspects of the program and priorities for the next round of 
evaluation.

These workshops were organized by the Evaluation Subcommittee itself 
and provided an important opportunity to bring together program managers 
and program beneficiaries to participate in the process. The strategies devised 
to broaden the evaluation initiative included: (1) incorporating the San Marcos 
National University to provide technical support in evaluation processes, and 
(2) engaging the current Evaluation Subcommittee in the evaluation of other 
municipal programs targeting the elderly population. As a result, the partici-
patory evaluation brought about significant changes in how programs were 
planned and implemented in the municipality, particularly with respect to 
involving various stakeholders and sectors, and incorporating participatory 
planning into the process.
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13.7  Discussion

Health promotion and assets-based approaches can greatly contribute to the 
development of programs and policies that support the preservation of health and 
the decrease of health inequities, rather than only the prevention of diseases. During 
the past few decades the implementation of the healthy settings approach in LAC 
countries have greatly advanced the cause for health promotion in the Region. 
Valuable experiences and information related to the process, outcomes, benefits 
and challenges of these approaches to community and population health have also 
been accumulated. Nevertheless, practitioners in the field are often concerned that 
health promotion programs and policies will not be continued due to a perception 
on the part of decision makers and funders that there is a lack of success and effec-
tiveness. In order to highlight the positive results from health promotion initiatives, 
a new type of evidence base needs to be created that incorporates an inclusive, posi-
tive, and salutogenic orientation, while at the same time being consistent with the 
context and population in which such initiatives are implemented. Such an approach 
will help to produce arguments that might guarantee support from policy makers 
and funders for health promotion programs and policies.

This approach to building evidence can demonstrate how these participatory and 
assets-based processes help to enhance health, quality of life and wellbeing, while 
recognizing that health is a key asset to community development rather than just an 
end in itself. In order to achieve this goal, there is a need to shift from a view of 
evidence and evaluation based on a pathogenic, risk factor and outcomes-oriented 
perspective to a balanced, inclusive and positive approach to assessing change and 
success; one that can contribute to the production of knowledge and capacities to 
improve the health of individuals, families and communities.

Interest in building the evidence base of health promotion effectiveness has 
increased greatly in the past few years. However, these efforts have been hampered 
due to insufficient attention being paid to ensuring the presence of sufficient capacity, 
political will, resources and leadership in order to develop and apply appropriate 
frameworks and methodologies that will generate this evidence. The participatory 
evaluation methodology described in this chapter can help to generate such evidence 
and promote understanding of the barriers to taking effective actions that address 
health inequities and the promotion of more inclusive and positive approaches in 
LAC. It can also be a powerful tool when applied in conjunction with assets-mapping 
as it can help to demonstrate the value of approaching communities from a positive, 
salutogenic perspective, and building on their strengths and resources.

Factors affecting the successful implementation of the HMC Strategy and the 
participatory evaluation methodology in LAC were identified at various levels 
(individual, institutional, political, community, etc.). These factors overlapped and 
impacted each other in very complex ways. These experiences indicate that 
“re-dressing the balance between an assets and a deficit model evidence base”, as 
discussed in Chap. 1, requires taking into account these challenges, which are 
inherent in most collaborative and participatory efforts.
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When they were conducted in a truly participatory manner, HMC and other 
settings-based health promotion initiatives, accompanied by the use of the 
participatory evaluation methodology, promoted accountability, motivated 
continuous and active participation from all stakeholders, and created a sense of 
common interest among those involved. The approach encouraged community 
participation, the development of personal skills and the understanding of the key 
assets that created supportive environments for health development. It also helped 
to uncover hidden assets and resources in the community, as well as potential 
connections and possibilities for improvement and growth. As such, the partici-
patory evaluation can be an important tool for assets-mapping as it can be imple-
mented in various stages of an initiative and involve a variety of stakeholders.

Engaging in the participatory evaluation was highly motivating and revitalizing, 
concretely stimulating those involved to look at their actions more consistently 
and promoting interest in issues related to health promotion, community assets 
and equity. The participatory evaluation experience strengthened capacities 
among those involved, generated commitment to adhering to health promotion 
principles, and strengthened alliances among key stakeholders. The experience 
also emphasized the potential of “salutogenic approaches,” such as using partici-
patory evaluation as a decision-making tool.

There are complexities inherent in building the evidence-base of the effectiveness 
of these initiatives, and practical barriers for conducting evaluation studies as 
described by the experiences of LAC countries with the participatory evaluation 
methodology. Therefore it is essential to create opportunities for mutual learning, 
exchange of experiences and the pro-active identification and dissemination of 
evidence and “good practices,” taking into account the complexity of communities 
and decision-making processes. In doing so, it is important to articulate the definition 
of success in health promotion initiatives, and redefine the criteria to judge the 
evidence generated in these efforts in order to improve programs and policies aimed 
at improving community health and reducing health inequalities.

Well designed evaluations can assist funders, policymakers, practitioners and 
communities in linking the success of specific programs and policies to broader 
contextual, economic, environmental and social issues. It can also help with the 
development of rational strategies for tackling health inequalities that can be under-
stood by policy and decision makers and applied to policies and interventions at the 
national and local levels.
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14.1  Introduction

Malaria continues to be the principal cause of morbidity and mortality in sub-Saharan 
Africa (SSA) countries (Breman et al. 2004; Hay et al. 2009) (Fig. 14.1). Each year, 
350–500 million people suffer from it in the world, generally in its severe form 
(WHO 2005). Nearly three million children and adults continue to die of this disease 
in the world each year in spite of the existence of effective preventive and curative 
measures (Greenwood et al. 2005). Approximately 94% of these deaths due to 
malaria in the world occur in SSA (Bryce et al. 2003, 2005). The victims are mainly 
children under 5 years of which at least one dies every 30 s (WHO 2003a). This 
large prevalence of malaria translates to a situation of poverty and the health ser-
vices inadequacy (Barat et al. 2004; Keiser et al. 2004; Malaney et al. 2004; 
Panosian-Dunavan 2006). Furthermore, the consequences of malaria contributes to 
maintaining the populations in a state of poverty, generating for the SSA countries 
a total loss of more than 12 billion dollars US each year through the loss of 
incomes, foreign investments and resources related to tourism (Greenwood et al. 
2005; Panosian-Dunavan 2006). At households’ level for instance, Malaria 
decreases the resources intended for the expenditure of first needs (food, expenses 
of schooling, etc) and supports the multiplication of the births because of the logic 
which is often evoked: “it is necessary to make some sufficiently in forecast on 
behalf of death” (Panosian-Dunavan 2006).
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Vis-a-vis malaria, several uncoordinated actions have been undertaken for already 
several decades with the support of several development partners. However, this 
known situation of malaria has little change in terms of prevalence (Houéto 2007) and 
continues to challenge the whole of the actors engaged in the process of its control 
(Greenwood et al. 2005; Panosian-Dunavan 2006). It is in this context that we initiated 
an experiment to show the node of the failure of the various actions undertaken to 
date. We evoke some actions undertaken and/or in progress at the time of our study.

14.2  International and National Context at the Time  
of the Study

At the time of carrying out the present study, Heads of State and Government of the 
SSA, on many occasions, have paid attention on the malaria issue and have worked 
with the adoption of many declarations for its better control. Among these declara-
tions we mention that of Abuja and the Millennium Development Goals (MDGs).

14.2.1  The Heads of State and Government Summit in Abuja  
on Malaria

Being aware of the malaria issue, SSA Governments gave a priority to the fight against 
this disease in interventions aiming at the people’s wellbeing in the region (WHO 2000). 
A particular emphasis is put on child malaria; children constitute one of the vulnerable 

Fig. 14.1 (Hay et al. 2009). The spatial distribution of P. Falciparum Malaria PfPR2_10 predic-
tions stratified by endemicity class. They are categorized as low risk PfPR2_10 – 5%, light red; 
intermediate risk PfPR2_10 – 5–40%, medium red; and high risk PfPR2_10 – 40%, dark red. The 
map shows the class to which PfPR2_10 has the highest predicted probability of membership.  
The rest of the land area was defined as unstable risk (medium grey areas, where PfAPI, 0.1 per 
1,000 pa) or no risk (light grey).
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populations to Plasmodium falciparum, the principal pathogenic agent in the region 
(Greenwood et al. 2005). This concern of the African leaders had led them to meet in 
Abuja (Nigeria) in 2000 when it was expected that at the end of the year 2005:

At least 60% of those suffering from malaria have prompt access to, and are able • 
to correctly use affordable and appropriate treatment within 24 h of the onset of 
symptoms;
At least 60% of those at risk of malaria, particularly children under 5 years of • 
age and pregnant women, benefit from the most suitable combination of personal 
and community protective measures such as insecticide treated mosquito nets 
and other interventions which are accessible to prevent infection and suffering 
(WHO 2000).

To achieve these goals, Governments of the SSA region initiated, within many other 
actions, the strengthening of the community base interventions with mainly the 
Home Malaria Management initiative (HMM) (WHO 2003b), the Integrated 
Management of Childhood Illness (IMCI) (Breman et al. 2004), and the generalized 
use of the impregnated mosquito nets (Abdulla et al. 2005; Lengeler 2005; WHO 
2004). Several studies were conducted with encouraging results in communities in 
many countries of the region, such as Kenya (Marsh et al. 2004), Ethiopia (Kidane 
and Morrow 2000), and Burkina Faso (Sirima et al. 2003). Some of these experi-
ments are only locally realized, while others cover whole regions of the countries 
concerned, but none are replicated to across an entire country (Yamey 2004; Ahorlu 
et al. 2006). It is thus not surprizing that at the end of the year 2005, the commit-
ments of Abuja Declaration are not reached (Ahorlu et al. 2006; Butler 2007; 
Molyneux and Nantulya 2004; Yamey 2004).

However, one can wonder, if the generalization of these studies had taken place, 
would it have made them possible to achieve the goals of Abuja? If one considers the 
analysis of Adongo et al. (2005), Baume (2002a, b), Jones (2006), Jones and Williams 
(2004) and Williams and Jones (2004), one should anticipate the failure of the Abuja 
Declaration even with the implementation of the HMM initiative and alike. According 
to these authors, malaria care requires the intrinsic consideration of factors such as 
those socioeconomic, cultural, environmental and others factors which underlie this 
disease. Beyond these factors, there is the whole health system in SSA countries 
which constitutes a potential barrier to the attainment of these goals (Panosian-
Dunavan 2006; WHO 2004). In other words, several factors are to be considered 
simultaneously for an effective malaria control in general, and child malaria in particular, 
which imply a comprehensive approach and perfect community participation (Jones 
2006; Jones and Williams 2004). Interventions implemented in order to attain Abuja 
goals did not take into account these intrinsic aspects of broad determinants of 
malaria prevalence (Panosian-Dunavan 2006; Molyneux and Nantulya 2004; Yamey 
2004). At the international level, the persistence of the malaria prevalence is 
acknowledged through its inclusion in the MDGs. Although the MDGs include at the 
same time some social aspects e.g. poverty reduction, primary education for all etc, 
with the principal diseases that are causing more deaths worldwide, they are not 
 conceived in the way it should be with the health promotion concept.

http://Yamey 2004
http://Yamey 2004
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14.3  The Millennium Development Goals

Beyond the African continent, the malaria issue is a concern at the international level 
expressed through the MDGs. MDGs are expressions of the international community 
recognizing the importance of malaria on the poor economic level of SSA countries 
(Lapeyre 2006; Panosian-Dunavan 2006). In other words, MDGs are making the 
link between certain diseases including malaria and the development of victim com-
munities. However, MDGs as goals, targeting some particular diseases without 
considering them in the specific contexts which generate them, seems to put the 
resolution of the malaria issue under the biomedical vision of health (Lapeyre 2006). 
The link that is supposed to exist through the MDGs between specific diseases and 
the development status is not obvious within these goals. According to Lapeyre 
(2006), this form of resolution regarding these issues is far from supportive to the 
attainment of the MDGs. Murray et al. (2007) affirm, by examining the MDG 4: 
“Globally, we are not doing a better job of reducing child mortality now than we 
were three decades ago…” If therefore nothing is done in order to take correct 
actions adapted to the malaria reality such as the one experimented by communities 
in SSA region, “MDGs should fail certainly”, said many authors (Bryce et al. 2006; 
Campbell 2007). African children under five will continue dying from malaria 
(Werner and Sanders 2006). In other words, malaria control programs should consider 
the perceptions and representations of communities that are suffering from Malaria. 
To do so it is to put into their hands the development of these programs, what we 
shall call “people-centered malaria control programs”. This is completely different 
from the way the MDGs are approaching the disease issue.

14.4  Approaches Used in Benin to Control Malaria

In Benin (West Africa), malaria is the main cause of under-five children morbidity 
and mortality. In 2005, 49% of under-five children consultations and 50% of hos-
pitalizations were due to malaria. Malaria is a major priority of action for the coun-
try leaders through the Ministry of health (MS/Benin 2006). Several actions have 
been initiated in link with the policies that are progressing at the regional and inter-
national levels to control malaria, including: use of impregnated mosquito nets 
(IMN) and malaria cases management using Artemisinin Combined Therapy 
(ACT) (MS/Benin 2006). The Malaria Program has a lot of resources (human, 
material and financial) and is dealing with the equity issue by providing free IMN 
to all vulnerable populations. In spite of all these efforts, when one considers for 
instance the decade from 1996 to 2005, one can notice that malaria remained the 
first cause of morbidity and mortality in Benin, with a trend of increased prevalence 
(MS/Benin 1997–2006). The persistence of the malaria situation despite the many 
efforts and resources, has led some health actors in Benin to say that “Malaria is 
feeding more than it kills”.
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14.5  How to Deal with the Persistence of Malaria?

Is malaria an invincible disease in spite of the existence of effective curative and 
preventive measures? One can say that these measures have to be delivered with the 
right access, equity, coverage and quality. But we know that in possession of these, 
people continue to not use them properly or refuse to use them because of their 
social and/or cultural conditions (Houéto et al. 2007b). It is also possible to imagine 
that the vaccine is the ideal solution. Yet the recent events as regards immunization 
on the continent recall that the vaccine is not always the best solution for popula-
tions that are not convinced of the biomedical logic on the same basis as the health 
professionals (Helman 2007). The malaria issue invites, according to us, a revisit to 
the traditional strategies to control diseases. For Alilio et al. (2004), Jones (2006), 
Jones and Williams (2004), strategies currently used against malaria are not 
adapted. According to them, malaria in SSA is characterized by its anchoring in a 
cultural, socioeconomic, environmental particular context. Also, with malaria and 
more precisely with fever which is the main sign, there are particular perceptions 
and representations from individuals in communities depending on each sub-region 
of SSA (Adongo et al. 2005; Baume 2002a; Helman 2007, p. 412; Jones and 
Williams 2004; Kamat 2006). All this has led communities in the region to get an 
“indigenous knowledge” in the field of malaria in particular and that for fever in 
general. Thus, because there is no link established between fever and child malaria, 
parents have recourse to some therapeutic practices to control fever using e.g. anti-
pyretic and/or anti-malarial drugs, but with inadequate dosage and duration of the 
treatment (Baume 2002a; Helman 2007, p. 412; Kamat 2006; Marsh et al. 2004). 
The majority of the campaigns against malaria have often little or no aspects which 
deal truly with these various factors (Houéto et al. 2007a; Baume 2002b; Helman 
2007). One of the possible reasons is that medicine manages disease with a bio-
medical vision which leads health professionals to bring solutions to the popula-
tions without seeking a true collaboration of these populations in order to 
systematically identify the various above-mentioned factors and to work with them 
(Alilio et al. 2004; Baume 2002b; Helman 2007; Jones and Williams 2004; Kamat 
2006). Dealing with the malaria issue by taking into account populations’ percep-
tions and representations would be a way of empowering them. This is because 
taking into account their “indigenous knowledge”, their assets, would shift an 
amount of power that was previously with the health professionals. This approach 
also conforms to the Primary Health Care declaration (WHO 1978) which stated: 
“A strong participation of the people is essential and social autonomy and con-
science are key factors of the human development”. This has nothing to do with the 
Information, Education and Communication (IEC) method some health profession-
als try to use, thinking that by adding to this a kind of participation (that is not 
empowering), people can take responsibility for prevention and treatment of dis-
ease in general and malaria in particular.

In other words, when it comes to strategies that lead to more positive results 
within the framework of the fight against malaria, to work with the populations’ 

http://Kamat 2006
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characteristics, knowledge and practices (good and bad according to the biomedical 
vision of disease) could play an important part in their empowerment to control 
malaria. To improve this, communities must be put at the centre of the intervention 
for they are the ones who know their conditions more than the external people such 
as health professionals. That is what we call a “people-centered malaria control 
program”. When health professionals can acknowledge that public health programs 
such as the malaria program do not work this way, it is time to reorient the basic 
strategies in this field so that health action becomes more effective. In other words, 
there is a need to come back to the new public health that is health promotion 
(Kickbusch 2007).

We have, on the basis of this principle of populations’ assets and especially 
because the characteristics of malaria seem to us to depend on it, initiated the inter-
vention about which we are going to report in this chapter for an effective fight 
against under-five child malaria in Benin. We will discuss:

How assets based policy has worked to improve malaria control and reduce • 
inequalities;
The critical conditions required to ensure the effective implementation of assets • 
based policy at a community level;
New methodologies for constructing the evidence base on assets approaches to • 
health and development; and
How assets based policy has worked to improve malaria control and reduce • 
inequalities.

14.6  Intervention (Houéto and Deccache 2008)

The intervention took place in Benin (West Africa) in a rural area. It lasted 
27 months, and involved a village of around 1,000 inhabitants in developing a program 
to control under-five children malaria based on their assets through participation 
and empowerment. The process is reported here after.

 1. Identification and description of the health priority problem: With the community, 
we did a baseline study after several contacts and discussions with the village 
leaders, notables and the whole community in a general assembly.

 2. Expressed problem: A feedback session of the baseline study results was orga-
nized. Its aim was to establish a general community understanding of the cause 
of fever in children. The various health or non-health factors of fever, in connec-
tion with the realities of the village, were identified. The problems to be resolved 
for the organization of the fight against fever were identified.

 3. Reformulation of problems: The main problems identified were reformulated 
after their validation, according to the community’s understanding and based on 
locally available means.

 4. Prioritisation: The problems identified were ranked according to the importance 
placed on them by the community members.
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 5. Resources inventory: The community discussed the issues around the resources 
needed for the resolution of the identified problems as well as the potential col-
laborations with health professionals and other professionals according to the 
needs identified.

 6. Desirable and feasible changes: The community identified various actions to be 
taken. They identified the need for, and set up a steering committee, which 
decided on several main lines of action.

Here are the actions implemented by the steering committee:

• Early home treatment of the child fever by mothers. On the community initiative, 
training was organized for mothers in different hamlets of the village. This was 
ensured by the principal investigator, in collaboration with the departmental 
management of health, which gave a material support to this activity and the 
entire process. At the end of each training session, mothers established their 
criteria and unanimously chose a community health worker (CHW). Mothers 
proposed to add vermifuge, because according to them, intestinal worms worsen 
child fever. The doses of treatment were pre-packaged in reconditioning sachets. 
Supply of medicines and prices are managed by the steering committee.

• Use of impregnated mosquito nets (IMN). The steering committee, after discus-
sion with the community, decided to use IMN. They estimated that 300 IMNs 
were required, which the Ministry of Health provided within one week.

• Parents’ income improvement. Two very important income-generating activi-
ties came into force. There was the installation of two grain mills for processing 
corn, beans and other cereals, and also cassava. For the farming activities, con-
tacts were made with the International Institute of Tropical Agriculture (IITA) 
in order to improve agricultural practices. This was made possible via the for-
mer Director of IITA who is naturalized Benin citizen and an inhabitant of the 
village.

• Setting up of a micro-insurance for health. The community agreed upon some 
methods of the micro-insurance: 100F CFA ($US0.2)* as membership fees and 
a monthly contribution of 200F CFA ($US0.4) by household ($US4.8 per year). 
The contribution covers 100% of care at the CHW level and at the district health 
centre. The steering committee committed itself to supervise a regular (quarterly) 
deworming programme through the micro-finance scheme, in order to reduce 
children “susceptibility” to fever according to the belief in the village. [*$US1 
= 500F CFA]

• Environment cleanliness and creation of mosquito-free habitat. According to the 
understanding of the community after discussions, there is a model of habitat in 
the village which provides protection from mosquitoes’ bites. Community mem-
bers adopted a new model of habitat with regards to this understanding with 
appropriate measures to maintain and clean their environment.

• Systematic schooling of children and adult literacy. The process of discussion in 
order to understand under-five children fever led the community to the conclusion 
that literacy was related with a better health attitude and behaviour. They decided 
to ensure the schooling of all the children of the village. Mobilization of children 
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for school started from the following academic year, while the elimination of 
adults’ illiteracy was also planned in order to help the rest of the village.

• Implementation: The steering committee played the leading role during the 
implementation of the identified activities. It created and maintained informal 
relations with the community mainly through the community leaders, the nota-
bles, and periodic village meetings.

• Assessment: An evaluation of the intervention was done after 27 months. It 
involved the steering committee and community members as well as the princi-
pal investigator. At this evaluation, the results below were noted as the fruits of 
this intervention based on the community’s assets.

14.7  Results

Many changes were noted from before and after the intervention regarding cogni-
tive information: 

14.7.1 At the Individual Level

• Causal attributions of under-five child fever: Correct attributions before and 
after intervention were respectively 6 and 15 among 18 households interviewed. 
Incorrect attributions were respectively 12 and 3 among 18 households. One of 
the interviewees stated before intervention: “natural fever never worsens, but 
when caused by the witchcraft, always becomes complicated”. After interven-
tion, he said: “mosquitoes and houses insalubrities” cause child fever.

• Knowledge of prevention methods: Before intervention, 8 amongst 18 house-
holds knew malaria prevention practices. After intervention, 16 amongst 18 
households knew adequate methods for malaria prevention and practised them.

• Parents’ practices of recourse to health centre in the case of child fever: 
Table 14.1 presents practices of recourse to adequate health care in the interven-
tion village before and after the intervention (c² = 48.07, P = 0.000000). One of 

Table 14.1 Recourse to adequate health care in the intervention village 
before and after intervention

Recourse to 
adequate health care

Intervention village

Before intervention After intervention

n (%) N n (%) N

Active screening 
of malaria

6 (12) 52 19 (66) 29

In-depth interviews 2 (11) 18 16 (89) 18
Total 8 (11) [5–21] 70 35 (75) [60–86] 47

N number of households interviewed, n frequencies of adequate recourse 
to health care, [ ] 95% confidence interval.
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the households interviewed was asked “does child fever require recourse to 
modern care?” They answered: before intervention: “yes, but after at least three 
days, because if it is natural, it will give up with the house remedies.” After 
intervention: “Yes, because not treated by them (health professionals), fever can 
lead to anaemia and even the loss of the child. It will be without conditions. 
The ideal to be reached will be that parents contribute in advance in order to 
have recourse to health centre without worrying about the price to pay”.

Community participation and actions implemented: According to in-depth and 
group interviews, about 80% of the community members participated in the inter-
vention through the different actions implemented. The interviewees confirmed that 
the high level of participation was due to the fact that community members were 
the authors of the proposed interventions.

14.7.2  At the Community Level

Community behaviours, through participation in meetings, gradually developed • 
informed decision making and readiness to be engaged in the project activities;
Competence to treat child fever adequately is developed very quickly (see details • 
in Houéto 2007; Houéto and Deccache, 2008), contributing to the development 
of people’s self-esteem;
Skills to establish partnerships were also developed;• 
Communication through a positive interaction, and the confidence to express • 
divergent points of view was developed during the intervention;
Development of a critical conscience through the manifestation of collective, • 
social, political conscience, engagement towards the other members of the 
 community, and the acceptance of a personal liability for change were noted.

14.7.3  Health Data

We have, for active screening of malaria as well as the registers analysis, obtained 
modifications of the health data.

The prevalence of fever and other signs of malaria were significantly reduced • 
(before: 34% [27–42], after: 20% [14–28], P = 0.008);
The recourse to the health facilities in the case of fever increased, in particular • 
an early and adequate home treatment of fever as showed on Table 14.1;
Consequently, there is reduction in severe cases of fever compared to the year • 
before the intervention (13% [7–22] in 2003–2004, and 7% [3–15] in 2005–
2006, P = 0.18, this reduction is not statistically significant); and
A statistically significant reduction in the deaths caused by malaria (4 in • 
27 months of intervention versus 15 in 2004, the year just before our interven-
tion, P = 0.001).
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These successes require certain conditions that are indispensable for a successful 
community-led development based on their assets.

14.8  The Critical Conditions Required to Ensure 
the Effective Implementation of Assets Based Policy  
at a Community Level

The very strong support obtained from the community seemed to be related to the 
process which we followed in this intervention, summarized below:

No action was taken without considering the local context of the intervention • 
community;
The issue approached has priority for the intervention community;• 
Participation, giving real capacity to the community to take all the possible and suit-• 
able actions, according to the members community’s assets, for the fever control;
We (professionals) acted as a referent, guiding the process and contributing to • 
actions under consideration by the community;
Expanded beyond the health sector to use several types and strategies of action • 
against malaria concerning various aspects of the community’s life; and
Confidence in the community (their assets) contributed to the development/• 
increase of their self-esteem, in turn acting as motivation to make their own sug-
gested actions successful.

We summarise all these aspects in Fig. 14.2 and name it “The principle of the 
crank” in order to figure out the roles of the community and of the professionals, 
the former being at the centre of the process using its assets and the latter just 

Evaluation
Action

Evaluation

Analysis

Action

Community
Main actor Referent 

Analysis

Action

Evaluation

Analysis

Partners
Help in analyzing

in action
in evaluating

Fig. 14.2 Representation of the community roles and the external partners in the action process 
based on community’s assets (principle of the crank) (Houéto 2007)
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accompanying the process (mainly at its beginning), being confident in the community’s 
assets and progressively taking distance and becoming a “referent”. This role of 
referent will disappear with time according to the characteristics of each community 
as stated by Boyte (1989). According to McFarlane and Fehir (1994), it will take 
two to 5 years for the community to get control of the whole process. We think, as 
far as we are concerned, that this time will also depend on the initial level of pow-
erlessness of each community or the quality of its assets and its will to change its 
health status and quality of life. The time required will also depend on the strength 
of the role the professionals have played at the beginning of the intervention pro-
cess (the force of the crank) by really giving power to the community (Raeburn and 
Corbett 2001). According to Arole et al. (2004) from whom we have drawn this 
“principle of the crank”, and Raeburn and Rootman (1998), the role of the professionals 
in achieving this goal, will have to be located in the logic of a guide and an adviser 
which supports community control through three lines of action, namely:

1)  To take care that health interventions/programs lie within the framework of 
health and wellbeing of the populations concerned, while aiming at a community 
control from the very beginning;

2)  To support community’s development initiatives which contribute to the improvement 
of the quality of life of the partner populations;

3)  To nuture the community competences and skills development, i.e. the development 
of their assets.

Through the “principle of the crank” we are acknowledging some new methodologies to 
construct sustainable results in community interventions that lead to community 
development. Here after we are attempting to present the new methodologies as we 
perceived them in our malaria control experience in a rural area.

14.9  New Methodologies for Constructing the Evidence Base 
on Assets Approaches to Health and Development

To construct evidence base on assets approaches, we found through this intervention 
that community participation is central. There is evidence as stated by Raeburn 
(2005) that community participation, as experienced within this intervention, is the 
core process of using and developing people’s assets. This kind of participation is 
compared to the crank as it’s important at the beginning of a health/development 
action where professionals help start the reflexion and the enlightenment of the 
issue in a specific community. By doing so, professionals are not the principal 
actors for they are not going to replace the community, but just help them solve the 
problem. It is for the community to continue doing things with new resolutions. 
Through community participation based on community assets, it was possible to 
the community in our intervention to discover the biomedical reality of child fever 
and to adopt behaviours favourable to its control. This form of participation is pos-
sible, only when programmes focus on the local contextual factors and not on some 
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generic actions, as it is the case in many national malaria control programs in SSA 
(Houéto et al. 2007b). Community involvement is necessary for ensuring equity in 
health care, as well as the sustainability of the health action (Raeburn 2005; Ridde 
et al. 2007). Without doing so, how can one assume to control successful child 
malaria in SSA where communities have many assets by living for many decades 
in their environment knowing some other cultural aspects of their life related to 
malaria, for instance, that health professionals do not know? It is to say in other 
words that health systems in SSA cannot “roll back malaria” without a health pro-
motion approach which values people’s assets through participation, empower-
ment, and contextualism (WHO 1998). The role of researchers/actors appears to us 
as the major factor in such an approach, for its capacity to be both “present and 
not”, for the benefit of “indigenous knowledge”, by keeping only a status of a 
guide/mentor and resource persons. Why professionals would like to be “gods” for 
communities when they have also knowledge, and are the ones living in their own 
context? One can imagine what we should gain in this particular intervention if we 
go beyond 27 months, as it was the case in the community empowerment projects 
reported by Raeburn (2005).

Speaking generally way, for the national health system, regarding interventions 
which ensure people’s health and wellbeing, it seems necessary to us to mention 
essential attributions that professionals must have. We have drawn these attributes 
from the role that we played as health professional and researcher in this particular 
study based on population’s assets. Care must be taken that health interventions/
programs lie within the framework of health and the global wellbeing of the popu-
lations concerned while aiming at the community control from the early beginning 
of their development. Professionals take a role of:

Guides for the establishment of the process of the intervention while aiming at • 
the empowerment of the partner communities; and
Advisers who are solicited according to the needs identified by the community • 
itself within the framework for the program, neither imposing their points of 
view nor giving particular instructions.

Support the initiatives of community development which contribute to the improve-
ment of the quality of life of the partner populations. The professionals are then:

Guides of the communities in the development of social cohesion, mutual sup-• 
port, networking, cooperation, friendship, and the improvement of their quality 
of life; and
Facilitators for the establishment of partnerships and other links between com-• 
munities and the other potential actors.

Take care of the development of the community competences and skills. The pro-
fessionals contribute to:

The reinforcement of community competences through trainings and explana-• 
tions on topics identified by the community itself in the course of the action,
The development of the self-esteem and critical conscience at individual level, • 
bringing them to more participation in the community action,
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The valorization of the positive community practices for health and wellbeing • 
and encouragement of the community initiatives,
Advocacy and negotiation with regard to the community’s harmful practices.• 

The whole of these attributions shows the importance of the multisectoral work that 
is centered on specific contexts with its related realities. These realities are not suf-
ficiently perceived without the full participation of the members of community, 
using in consequence various strategies. All this leads to the sustainability of the 
action through the process of implementation and evaluation and contributes to the 
resolution of specific health problems and to the reduction of the social inequalities 
of health (Fig. 14.3).

The example of malaria in SSA is a real case which shows the inefficiency in the 
traditional way of solving health and development problems of the populations. To 
base intervention on the populations’ assets is certainly the best way to “roll back 
malaria” because of the multiple cultural and socioeconomic implications which 
rather make it an issue of community development. Indeed, it is known that malaria 
is not prevalent in the environments whose standing is average or top-of-the-range 
in terms of urbanization, healthiness and thus of a minimum of wealth within the popu-
lations. That implies that this work is made beyond the health system since the causes 
of malaria are associated with sectors outside of the health system and the community 
in particular. To work with the populations’ assets, is to give them the possibility 
of putting forward all their competences and improving them in order to be able to 
continue implementing effectively the necessary steps for a sustainable fight 
against malaria. In other words, in the current situation of malaria in the SSA 
 countries, the national malaria control program, in a global vision based on the 
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Individual, Organization, Community, Social 

Under-five children malaria control

Reduction of health inequalities 
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Skills
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Sustainability

Planning

Implementation

Evaluation

Fig. 14.3 Illustration of the process, effects and impacts of malaria control intervention based on 
population’s assets (Adapted from Ridde et al. 2007)
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populations’ assets, should be sheltered by any other department rather than the 
Ministry of Health. Indeed, the curative aspect of malaria program will remain on 
the hands of the Ministry of Health because health professionals are experts in this field. 
This needs to be organized in the health promotion perspective in order to avoid the 
problems raised by a similar approach in HIV/AIDS prevention. The department to stew-
ard the malaria program could be the Presidency of the Republic or the Prime 
Minister in order to be able to influence the various factors that underlie malaria by 
giving power to those who really need it for their control. Alternatively make the 
Ministry of Health a Ministry delegated to the President of the Republic, as the 
majority of the health problems need a strategy which goes beyond the biomedical 
approach of disease. There is a need for the reorientation of the health system even 
of the system of government in the region’s countries in order to be able to contrib-
ute to the improvement of health and wellbeing of the populations which suffer too 
much from misery and disease. Endorsing this is to work from the health promotion 
perspective which recognizes the important role of the individual and the commu-
nity in the resolution of their health and development issues.

14.10  Conclusion

Our experience underscores the importance of using an assets based approach in the 
fight against child malaria. Many health problems, like malaria, are rooted in sev-
eral other sectors, whose involvement is necessarily in order to reach a solution. 
The community in many cases also has to play an important role. So it is worth 
basing interventions on what the community has as resources. This has the advan-
tage of entailing the community to be managed by the awakening of its critical 
conscience, but to also contribute to the resolution of other problems and to its own 
development. Such action deserves to be taken on a larger scale to examine more 
of the various methodological and operational outlines. At the current stage of 
health promotion status in the SSA region, the issues could be situated at the level 
of the availability of competent human resources, as well as the capacity of the cur-
rent health systems to bring about a successful conclusion. Such an action would 
nevertheless turn out to be indispensable if we want to achieve the Millennium 
Development Goals and targets for the Health for All policy.
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15.1  Introduction

Hungary is entering a new phase of public health development. The challenges of 
facing the social and health impact of the economic and financial crisis require a 
redressing of the balance between the assets and deficit models for evidence 
based public health. A greater focus on assets based approaches could help 
unlock some of the existing barriers to effective action on health inequities. 
Hungary has a history of asset approach in local communities but not always and 
appropriately supported by policy making at the national level. If an asset 
approach is to be realised, a number of things need to be in place to ensure that 
the aims and objectives of the New Hungary Development Plan (NHDP) can be 
reached. This chapter sets out the lessons learnt from the past and highlights the 
critical conditions for policy to assure they take account of the country’s assets at 
the national, regional and local level.

15.1.1  Health Policy Environment

At the present situation in Hungary, the key elements of the macro-policy environment 
influencing the chances to promote health can be summarised as follows:
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The present government undertook important new steps to carry out health • 
care reform. The leadership of the Ministry of Health (MoH), for politically 
understandable reasons, paid more attention to the key elements of the reform 
(co-payments, restructuring of the care system, new system of insurance etc.) 
and had less energy and motivation to focus on long-term issues of health 
promotion.
The complicated economic situation of the country is characterised by a consid-• 
erable twin deficit of the state budget and the foreign debt of the country. 
Moreover a low rate of growth and from the second half of 2008 an explicit 
recession restricts the possibilities of public funding. This rather difficult financial 
situation requires innovative ways of thinking to use the assets of the country and 
a closer linkage of health and development.
In the medium-term perspective, the European Union (EU) Structural Funds • 
offers a historically unique opportunity of investment in building new capacities 
for disease prevention and health promotion.
Inequities in health in Hungary are much greater than the EU average and they • 
continue to increase. The present situation challenges policy development to use 
new techniques to efficiently tackle social and economic determinants of health 
inequalities in Hungary.

15.1.2  Main Characteristics of Health Promotion in Hungary 

Health promotion has a long history in Hungary, the first programmes were estab-
lished in the 1980s. The system is well developed, but not consistent, with fragile 
processes and capacities. The present Hungarian Public Health Strategy, “Johan 
Béla National Programme for the Decade of Health” (MoH 2003) has an uncertain 
sustainability due to its marginalization in health policy, limited government level 
political commitment and declining public funding. At the same time, there is a 
relative stability in institutional human resources and a number of action areas, such 
as non-communicable disease prevention, fight against harmful lifestyle habits, and 
HIV/AIDS prevention. Equity is a horizontal dimension of every programme plan-
ning and evaluation in public health in a mandatory way, an explicit concern on 
reducing health inequities is the prerequisite of any government based target found-
ing. There are specific programmes matched to the needs of different marginalized 
groups, like the Roma population and poor children. However, inequity in health is 
still increasing in Hungary and the equity focus of the Public Health Strategy, 
despite of the explicit concern, is not a success area.

Examples of good practice appear mainly in communities and settings at 
regional and local level. There are a large number of outstanding programmes, 
successful initiatives and prime-movers in the different settings, such as workplaces 
and schools and at the community level. There are also a limited number of recent 
successful experiences in cooperation with the private sector (Healthy Settlement 
Association 2006; Healthy Settlement Association 2008).
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The question that arises is how to put health, equity in health, and health promo-
tion, higher on the policy agenda of a country in which economic circumstances 
and weak advocating power lead to a rather unfavourable context. The challenge in 
Hungary is similar to that of a large number of low- and medium-income countries 
in Europe. It is clear that the argument for a needs-based approach with a risk focus, 
despite all the moral considerations, may be insufficient in the given context. The 
experience of Hungary may offer an example of linking health and development at 
central, regional and local levels based on the assets of the country.

15.1.3  The Main Assets of Promoting Health in Hungary

In a Hungarian-specific situation for developing a successful health promotion strategy 
there are a number of organisational and infrastructural assets to take in consideration:

In Hungary there is a rather well-developed legislation and institutional basis for • 
equity and equal opportunities
Strong representation of social scientists among health promotion professionals, • 
with sensitivity to equity issues
There is an existing and well-developed general nursing network, which has • 
access to practically to all families with children
There is a developing tradition of local health planning: more than 500 settle-• 
ments have health plans and the Healthy Cities Network is well functioning
The new legislation prescribes to each school to prepare a health plan• 
In the last few years the, “health promoting workplaces” has been quite a suc-• 
cessful initiative and has become a real movement (Association for Healthier 
Workplaces website; ENWHP 2004; Füzesi et al. 2008).

15.2  Setting the Scene

15.2.1  Background, Main Trends of Economic Development

After four decades of state socialism Hungary became a parliamentary democracy 
and a market economy in 1990. It was admitted to NATO in 1999 and joined the 
EU in May 2004.

After an economic and social crisis following the transition there was a period 
of growth in the economy between 1996 and 2005. The public debt was decreasing 
and the country seemed to be becoming competitive, attracting direct foreign 
investments. This trend has turned around 2004–2005. The last few years have seen 
significant economic problems with economic growth restrained by unfavourable 
international inflation trends and high taxes, which have reduced the competitive-
ness of enterprises and curbed employment. Although the causes of the difficulties 
and failures and possible reform solutions are still subject of public debates, there 
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seems to be a consensus, that the roots of the current problems are deep and lie 
within the structural problems of the economy and society.

Opportunities for development are determined and limited to a significant degree 
by the tensions in the government sector. The increase in welfare spending and an 
overstretched pace of investment led to a budget deficit which exceeds that of most 
of the accession countries. Therefore Hungary’s current economic policy priority is 
to reduce both its budget deficit and foreign debt. As a consequence of failing to meet 
the Maastricht convergence criteria, the adoption of the Euro has been postponed.

15.2.2  Budgetary Restrictions

Health promotion activities depend primarily on financial resources from the state 
budget. Coupled with rather marginal advocating possibilities, this dependency led 
to a decrease in funding and political support which can be clearly documented in 
the history of the Hungarian Public Health Strategy adopted by the Parliament in 
2003 (MoH 2003). State budget restrictions have been on the agenda since 2004. 
Measures to reduce the budget deficit in 2006 were mainly aimed at raising 
incomes and less at reducing expenditures. Restrictions affect the degree of financ-
ing of government-based institutions and the employment level of public employ-
ees. (For example, the number of staff at the National Institute for Health 
Development in Budapest was reduced from 87 persons in 2005 to 29 in 2008, and 
the target funding of the Public Health Programme followed a similar trend from 
a starting budget of 2 billion Forint in 2004 to 600 million in 2008.) In the condi-
tions of a financial crisis, an effective use of the EU Structural Funds for health 
aims, linking health and development and adopting an assets approach might be 
an appropriate way of tackling the challenges of a economic and social crisis.

15.2.3  Facing the Uncertainties of an Economic  
and Financial Crisis: The Nature of Challenge

The impact of the economic and financial crisis on the health of the Hungarian 
population will certainly be negative, however, we have a very limited knowledge 
on the nature, size and the exact mechanism of the effects we have to face. The main 
challenges at the moment seem to be as follows:

The impact of economic crisis on the social and economic determinants of health• 
Crisis and inequities in health• 
Labour market changes, unemployment, job insecurity and health• 
Crisis and mental health• 
The impact of deteriorating living standards on consumption (for example, • 
changing patterns of nutrition and use of leisure time and health)
Health of socially excluded groups facing crisis• 
The impact of the economic and financial crisis on the health system• 
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For the short and medium term future of health promotion in Hungary, the real basis 
is the NHDP and using the assets of local communities.

15.3  The New Hungary Development Plan as an Asset  
for Promoting Health at Central Government Level

The NHDP presents a historic and unique opportunity for Hungary to catch up with 
more developed member states of the EU. Extraordinary financial resources are 
provided by the Structural Funds and Cohesion Funds of the EU for the NHDP. 
According to the decision of the European Commission Hungary will be eligible 
between 2007 and 2013 for EUR 22.4 billion to accelerate the economic improve-
ment. This remarkable amount itself represents a great asset to ensure the necessary 
resources to finance and implement various development programmes.

The most important objective of NHDP is to expand employment and to create 
the conditions for sustainable growth (Government of the Republic of Hungary 
2007). New workplaces and greater employment rate will be crucial assets for the 
social and economic development of the country. Six priority areas are integrated 
in the NHDP: the economy, transport, for the renewal of the society, environment 
and energy, regional development and state reform. An important asset of the 
NHDP is that many elements of the priorities are strongly interlinked and they build 
a great platform for enhanced intersectoral cooperation. Moreover, the NHDP cre-
ates a dynamic process of development and keeps these objectives on the agenda. 
The attention of the government will be focused on the smooth implementation of 
the programmes.

In general, the NHDP is an extremely important asset specifically for tackling 
social and economic determinants of health. Public health and health promotion 
received a much higher priority and more significant budget than in other countries 
from the new member states of the EU. The NHDP explicitly underlines the impor-
tance of promoting healthy lifestyles, developing social services and reducing child 
poverty. The social integration of marginalised groups such as the Roma people is 
targeted through actions for fighting discrimination, creating more services in local 
communities and strengthening the activities of non government groups (NGOs).

In the present situation the implementation process of the NHDP has started. 
The concrete measures related to health are mainly, but not exclusively, integrated 
to the operative programmes for social renewal.

The key messages in the planning process of the operative programme for social 
renewal are that the planned development activities should contribute to:

Realization of the aims and objectives of the National Public Health Strategy • 
(MoH 2003)
Increase of healthy life expectancy• 
Decrease of differences between regions• 
Structural changes of the health system• 
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The action plan was adopted in July 2007, and the implementation is currently at 
the start of the bidding process. The plans foresee the participation of all the part-
ners of health promotion including government-based agencies, local governments, 
universities and research institutions, NGOs, and private expert agencies, mainly in 
the form of consortiums.

In the period 2008–2010 the key activity areas of implementation should be:

Evidence based health curriculum development for the different levels of the • 
educational system
Early childhood programmes• 
Programmes for healthy lifestyles• 
Country-wide health monitoring system on regional basis• 

Most of the tenders are focused on the different settings in health promotion: schools, 
workplaces, and local governments, with special focus on deprived areas and socially 
excluded populations. The communities of most disadvantaged areas without real 
assets and having no skills and capacities are at high risk to be excluded from the 
development funding. Another open question is the sustainability of increased capaci-
ties and actions after the implementation period of the NHDP. The potential for long-
term sustainability is a critical element in the decision-making process of the funding 
allocation, but there are a number of controversial past experiences where the develop-
ment processes in public health collapsed after the end of a target funding mechanism. 
The most characteristic lesson learnt is the lack of sustainability of the different health 
promotion components in the frame of the Hungarian World Bank Loan for health 
services in the second half of the 1990s when, with the end of the funding, most of the 
important achievements were lost. Building on real existing assets might be the best 
guarantee for the expected sustainability.

Health promotion in Hungary is now at a critical point. If the implementation 
process of the NHDP is successful we can hope medium-term important outputs, 
outcomes, processes and results in promoting health. Also the health impact of the 
overall development process and the different components should be assessed. This 
is a task for the negotiations in the near future.

15.4  Specific Features of Community Development  
in Eastern Europe

In evaluating the assets of Hungarian and also Central and East European communities, 
their specific features and different way of functioning, as compared to Western 
Europe, have to be taken in consideration.

The causes of difference are historical. Throughout much of the history of 
European civilisation, two basic concepts of individuals dominated the way of thinking 
about the organisation of public life. One of them is marked by a stress on the indi-
vidual as a sovereign human being who is fully competent and responsible for managing 
his or her own affairs, having equal abilities and inalienable rights for taking part in 
public decision making process. Citizens in societies based on this concept may exer-
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cise their abilities and pursue their ambitions within political, social and economic 
spheres of life relatively freely. These societies tend to create a liberal environment 
which is generally embodied and fixed in laws and an institutional infrastructure 
characterized by pluralist democracy and a free market economy.

The other concept emphasises a naturally unequal distribution of abilities 
among individuals and the inability of most people to solve their own problems 
themselves; it is therefore seen as appropriate to assign most if not all social com-
petencies and responsibilities to an elite, a privileged group of people endowed 
with certain extraordinary qualities. Societies founded on this concept tend to 
build a paternalist environment in which citizen’s political, social and economic 
activities are more strictly controlled and, as a compensation for this, most respon-
sibilities are undertaken by state administrated or collectivist institutions which 
guarantee to citizens a basic economic and social security. These two concepts of 
individuals and the societies are “ideal types” as defined by Max Weber (1968).

The Western and rather protestant part of Europe can be associated with the first 
pathway. On the contrary, the communist regimes in East-Central Europe before 
1989 represented the more typically paternalist societies. It is important to empha-
size, however, that the communist regimes were not the original creators of the 
paternalist orientations. These regimes built upon and strengthened such tendencies 
which were already to be found at the time they came to power.

Serfdom in Western Europe came largely to an end in the 15th and 16th centuries, 
because of changes in the economy, population, and laws governing lord-tenant rela-
tions in Western European nations. With increased usage of money, paid labour, 
industrialization and urbanisation Western Europe followed a different pathway than 
Eastern Europe. Serfdom reached Eastern European countries later than Western 
Europe – it became dominant around the 15th century. Through increased demand for 
agricultural production in Western Europe during the later era when Western Europe 
limited and eventually abolished serfdom, serfdom remained in force throughout in 
Eastern Europe during the 17th century so that nobility-owned estates could produce 
more agricultural products for the profitable export market. This also led to the slower 
industrial development and urbanisation of those regions. Generally, this process, 
referred to as “second serfdom” or “export-led serfdom”, which persisted until the 
mid-19th century, became very repressive and substantially limited serfs’ rights.

The “second serfdom” was, according to the Marxist view, a return to the most 
primitive form of peasant service and a retreat from a market-based and money-
based economy. Marxist historians further argued that it led to the gradual destruc-
tion of both peasant and urban economies, because it deprived urban craftsmen of 
markets for their products by hampering the growth of an affluent rural population 
and by fostering the self-sufficiency of landed estates. The second serfdom is seen 
to reflect the underdevelopment of Eastern Europe (Baldersheim et al. 1996).

As for Hungary, major elements contributing to this pathway in history are the 
following:

The feudal and semi-feudal institutions were weaker than its Western-European • 
versions, but they survived longer and hindered the development of new struc-
tures including a Western type development of local communities
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Middle classes appeared later and were not so strong. There was no homoge-• 
neous middle class culture as in developed industrial countries
Achievements of the industrial revolution and capitalism were imported in a • 
very rapid way and the adoption of them happened in a few decades, lacking the 
relevant social and economic antecedents and traditions
The adaptation of socialism even strengthened the survival of the former patterns • 
of historical development and also limited the development of local community 
and society

The strictly centralised structure of political power and the economic system 
resulted in a top-down structure of society, meaning that local power was the least 
influential in the system (Hankiss 1982).

Within these circumstances, civil activity appeared already in the 1970s 
rather as kind of resistance mentality, for example, in the economy as “second 
alternatives” and later in environment protection, anti-nuclear protestation, etc.

On the contrary, the community assets approach is based on positive incentives. 
So, for reasons deeply enrooted in Central and East European history, concepts like 
community resilience and citizens’ participation in local community life have a very 
different content from the Western standards, also reflected as norms in international 
documents. Taking all this in to consideration, community level health promotion has 
been a success story in Hungary in the last two decades (Gergely 1993).

15.5  Integrating Health in Local Development Plans

15.5.1  The City Health Promotion Plan of Békéscsaba

The following case study aims to demonstrate a good example of a local health 
plan developed by Békéscsaba, a Hungarian city, located in a less developed, 
economically deprived region of the country Békéscsaba is one of the few 
Hungarian cities that have developed a long-term health strategy. The health plan 
is based on a thorough situation analysis, has set clear targets and is successfully 
embedded into the general, comprehensive development framework of the city.

15.5.2  The Socioeconomic Profile of Békéscsaba

Békéscsaba is the seat of the Békés county which is situated in South-East Hungary, 
close to the Romanian border. This region has always had a strong agricultural 
profile and has never been economically well-developed. Since the economic and 
political transition in the 1990s, the marginalised position of the region in terms of 
industrial production and the export in services has not improved. The gross domes-
tic product (GDP) in Békés county is 59.5% of the national average and 38.8% of 
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the EU-27 average (KSH 2007). Regarding employment, the inactivity rate is 64% 
and the unemployment rate is four times greater than in 1990 (Békés megye területi 
jellemzői az európai uniós csatlakozáskor 2004). The county is characterised by a 
low density in population and negative demographic trends. In Békés county the 
birth rate is the third lowest among all Hungarian counties, yet has the highest 
mortality rate leading to the highest natural demographic decrease compared to 
other counties.

Békéscsaba has 67,000 inhabitants and, due to the number of administrative 
bodies, transport junctions and developing infrastructure, it is the most important 
and biggest city in Békés. The city is characterised by long historical traditions, a 
notable cultural heritage and a strong local identity.

15.5.3  Experience in Health Promotion Prior to the City  
Health Promotion Plan

Békéscsaba has been a member of the World Health Organization (WHO) Initiative 
“Network of Healthy Cities” since 1998. Thanks to a group of committed and 
skilled health professionals and especially a strongly engaged, charismatic expert, 
Békéscsaba has been an active member of the Hungarian Healthy Cities 
Association.

One of the key achievements of the last decade has been the establishment 
of the Intersectoral Committee on Health, composed of 21 members from dif-
ferent sectors and administrative bodies such as the public health office of the 
county, the local government of the city and the county, the district nurses, the 
family counselling centres, the police, various health care units, environmental 
authorities, and so on. The work of the Intersectorial Committee is coordinated 
by the health office of the local government. Among others this office is respon-
sible for the implementation of the programmes linked to the Healthy Cities 
Network.

In 2000 a “Health Profile” was carried out by the local government to assess the 
health status of the population and to map the health assets of the city. This report 
later served as a starting point and provided baseline measures for the development 
of the City Health Promotion Plan.

15.5.4  The Development Plan of Békéscsaba: A General 
Framework

Before 2004, when Hungary joined the EU, some cities launched development 
plans for the application of EU grants, most importantly to the Structural Funds. 
The local government of Békéscsaba also prepared a so-called City Development 
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Plan (Városi Egészségfejlesztési and Békéscsaba 2004) for the city. The Plan consisted 
of several sub-programmes such as an Environment Protection Plan, a Housing 
Programme, a Social Policy Service Planning Concept and an Education, Culture, Sport 
Concept. With special respect to the objectives and activities of these sub-programmes 
the Settlement Development Plan was completed by a Health Promotion Plan.

15.5.5  Setting up the City Health Promotion Plan

The City Health Promotion Plan (Városi Egészségfejlesztési and Békéscsaba 2004) 
was prepared in 2003 and set objectives for a time frame of ten years, from 2004 to 
2014. The Intersectorial Committee on Health was responsible for defining the fun-
damental priorities and key objectives of the Plan. Strong links were established with 
other sub-programmes within the comprehensive Settlement Development Plan, and 
the objectives were built upon the programmes of the Healthy Cities Network as well 
as upon the aims of the National Public Health Strategy (MoH 2003).

As a next step working groups elaborated each objective and provided a detailed 
description about the activities. The first draft was commented by the correspond-
ing expert committees of the local government. This amended version was launched 
on the website of the self governance for a public debate. Based on the citizens’ 
opinions and comments the second draft was launched by the Intersectoral 
Committee. After a final approval of the Health Committee of the local government 
the General Assembly accepted the plan.

15.5.6  Key Objectives of the City Health Promotion Plan

The objectives were defined along the principle that promoting and maintaining 
health has to be based on partnerships and multisectorality. It is clearly stated in the 
document that developing health is the most effective investment for the future. 
Therefore it is a fundamental task and interest of the local government to strengthen 
the assets of individuals and communities, and to foster existing programmes and 
structures in health development. It is strongly emphasised that promoting health 
goes beyond the health sector, thus all objectives have to be linked with work pro-
grammes of other sectors such as environment, education, and so on.

The plan declares medium-term and long-term objectives. On long-term, until 
2014 the plan aims:

To visibly improve the quality of life of the population• 
To increase the number of healthy life years by 3–4 years• 
To decrease premature mortality by 5%• 
To reduce the number of people suffering from addictive behaviours by 7%• 
To decrease the smoking prevalence by 5%• 
To reduce fat consumption by 10%• 



29915 Strengthening Asset Focused Policy Making in Hungary

To decrease the prevalence of abortions by 10%• 
To close the health gap for marginalised people• 
To make healthy lifestyles a social norm• 
To establish and to foster intersectorial cooperation in health• 
To develop health prevention services and to increase the number of community-• 
based leisure time health promotion programmes by 40%
To improve the cost-effectiveness and the quality of health care• 

These objectives should be implemented through five programmes:
Programmes for creating a supportive environment for a better health.These 

programmes address in particular youth and the elderly in various settings. 
Several programmes aim to tackle health inequalities and target discriminated and 
marginalised groups, especially Roma people, unemployed, homeless people, dis-
abled people and youth-at-risk.

 1. Programmes for healthy lifestyles. These programmes cover smoking cessation, 
prevention of drug use and excessive alcohol consumption. Fostering healthy nutri-
tion and strengthening physical activities are also integrated into the programmes.

 2. Programmes for environmental health. These programmes are strongly linked to 
other developmental projects of the city such as creating a new system of waste 
management, building bypass roads to avoid the built-up area of Békéscsaba, 
and the eradication of ragweed or to improve drinking water quality. Moreover, 
the programmes also include education programmes for school children and 
establishing a population-based information system on environmental health.

 3. Programmes for preventing premature mortality. The programmes are imple-
mented against four major non-communicable health threats: cardiovascular dis-
eases, cancer, mental health problems and musculoskeletal disorders. Certainly 
all programmes are interlinked to other programmes on smoking cessation, pre-
vention of drug and excessive alcohol use, promoting healthy nutrition and phys-
ical activity as well as strengthening environmental health.

 4. Programmes for screening tests. Information campaigns are organised to increase 
the participation in screening tests such as cancer screening, blood pressure 
screening, mammography and cervix screening.

15.5.7  Main Assets of the City Health Promotion Plan

Applying the concepts of Kretzmann and McKnight 1993, the assets tackled by the 
City Health Promotion Plan of Békéscsaba can be described as follows:

1. Primary building blocks: referring to the assets and the capacities located inside 
the neighbourhood and largely under neighbourhood control.

  In Békéscsaba there have been a number well-functioning services and organisa-
tions in place representing the positive capability of the city to identify key 
 challenges and to activate solutions in health promotion.
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   First, the city has always shown a true commitment towards promoting 
health and tackling health inequalities. A series of examples illustrate these 
efforts, as described above, such as the active membership in the Healthy Cities 
Association, carrying out a situation analysis in health, etc. The leadership of the 
city showed a generally positive approach towards health promotion which was 
proved by establishing an Interesectorial Committee on Health, supporting the 
work of the expert team and maintaining a good relationship with civic 
organisations.

   Second, probably due to the long historical traditions and the notable cultural 
heritageof Békéscsaba, its citizens have developed a strong local identity and 
social cohesion. It should be emphasised that this positive cooperative attitude 
was an important pre-requisite for launching the Settlement Development Plan. 
The sub-programmes of the plan from other sectors served as an essential refer-
ence point and created crucial links with the health targets: for instance recon-
structing the waste management system has clearly a decisive impact on 
health.

   Third, a number of civil organisations, local foundations and clubs play an 
essential role in health promotion in Békéscsaba and they are integrated in the 
implementation of the City Health Promotion Plan. A voluntary peer group, 
“Támasz–Téka”, and a so-called self-knowledge programme, “Érted! Érted?” both 
target youth. A pregnant women club, a telephone hotline for the elderly and a 
cooking club are also important instruments in reaching the goals of the City 
Health Promotion Plan. Two foundations, the Dr Baly Mental Health Foundation 
and the SOS Teenager Foundation, make significant contributions to develop the 
health of Békéscsaba’s citizens.

 2. Secondary building blocks: referring to the assets located within the community 
but largely controlled by outsiders. The City Health Promotion Plan builds, to a 
large extent, upon those services which are located within the community but run 
by the government at national level. Such services are provided, for instance, by 
the district nurses who are in charge of counselling pregnant women and families 
with newborn babies. All pregnant women have to consult a district nurse in order 
to be entitled for maternity allowance by the state. Thus district nurses have direct 
and intense access to these population groups. Another key asset is given by the 
drug coordinators at schools. In Hungary all schools have to appoint a drug coor-
dinator who is responsible for implementing drug prevention programmes. 
Moreover, a Drug Coordination Forum has to be set up by each local government 
to keep drug prevention high on the agenda. In addition, the Roma Minority Local 
Government, which exists in many local governments, ensures better access for the 
Roma population and makes notable contributions to the development 
programmes.

 3. Potential building blocks: referring to resources originating outside the neigh-
bourhood and largely controlled by outsiders. The New Hungary Development 
Plan and the EU Structural Funds are important catalysts in initiating development 
strategies at local levels and they ensure the appropriate funding for their 
implementation.



30115 Strengthening Asset Focused Policy Making in Hungary

15.6  Conclusions

Current approaches to define development come under four headings:

Economic growth• 
Reduction of inequality• 
Reduction of poverty• 
Maximization of individual capability in these terms• 
Investing in health is critical to economic productivity and human development• 
Greater equity promotes economic growth and human development• 

The WHO document, Health: a precious asset makes the case that health is both an 
input and an outcome of development. The argument is as follows: “If health is an 
asset and ill-health a liability for poor people, protecting and promoting health are 
central to the entire process of poverty eradication and human development. As 
such they should be goals of development policy shared by all sectors - economic, 
environmental and social” (WHO 2000; p 20).

The WHO document puts forward three action proposals:

Strengthen global policy for social development• 
Integrate health dimensions into economic and social policy• 
Develop health systems to meet the needs of poor and vulnerable populations• 

The Nobel Laureate economist Amartya Sen (1999) provided a more focused 
analysis. Agreeing that “good health is an integral part of good development”, he 
went on to argue that low-income countries should use “support-led” processes, 
focused strategically on more health care, education, and other social programs.

So there is a sound rationale to extend the conceptual framework of the assets 
approach in health to the key developmental investments and processes of develop-
ment. We hope the example of Hungary offers some evidence for it.
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16.1  Introduction

This chapter argues that societies that support and produce governments with a 
commitment to equity will be characterised by high levels of social capital including 
social cohesion. Commitment to action on the social determinants of health to 
increase equity in health status requires a proactive policy approach from govern-
ments and that governments demonstrating this proactivity will be those that have 
a value commitment to equity. This chapter is intended to be complementary to 
Chap. 9 in this volume by Kawachi that provides a review of the literature on the 
associations between social capital and health status. The chapter will not repeat the 
evidence which links social capital with health outcomes, but will pay particular 
attention to the notion of linking social capital and the role ascribed it by Szreter 
and Woolcock (2004) in giving rise to policies that are egalitarian in intention. 
Lomas (1998, p. 1181) has commented that: “on the one hand, millions of dollars 
are committed to alleviating ill-health through individual intervention. Meanwhile 
we ignore what our everyday experience tells us, i.e. the way we organise our society, 
the extent to which we encourage interaction among the citizenry and the degree to 
which we trust and associate with each other in caring communities is probably the 
most important determinant of our health”.

This chapter will develop Lomas’ theme and extend it to examine how the ways 
we conceive and develop social policy has a dramatic effect upon health outcomes 
and the extent to which they are distributed across society. The chapter will also 
build on the work of Wilkinson (2005) and Wilkinson and Pickett (2009) who has 
argued that improvements in population health in rich countries will come from 
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making them more equal. Social capital has also been seen as a means of putting 
the “social” back onto a policy agenda that has become increasingly dominated by 
neo-liberal economic considerations and to argue for a return to a focus on the com-
munity in public policy (see for example, Putnam 1996; Cox 1995; Baum 1999a). 
Thus it can be seen as an asset for shifting the focus of the policy agenda.

The chapter starts by examining the relationships between different types of 
social capital (bonding, bridging and linking), and individual and community health 
and well-being outcomes, including the extent of equity. It then considers why 
more equitable societies are higher in forms of social capital, and the extent to 
which the causality of the relationship is mutually re-enforcing. Finally the chapter 
considers the importance of government policies that create an environment in 
which equitable health and well-being outcomes are likely, and the roles of different 
forms of social capital in bringing these about. The main argument in the chapter is 
that despite conceptual difficulties associated with social capital, it does offer a way 
to insert a social aspect in to debates about public health policies. This is particularly 
important in the current period of rapid economic globalisation, which is stressing 
individualism and consumerism to such an extent that ideas of community and soli-
darity that give rise to egalitarian policies are significantly threatened. Social capital 
offers a means of highlighting the value of social factors on health and well-being 
at the local, regional, national and international levels for individuals and communities. 
The basic argument of the chapter is that equity is crucial to a healthy society, 
and that social capital is a means by which a constituency for health equity may 
be created through the promotion of solidarity both within and between societies, 
at the national and international level.

I acknowledge that there is a debate about the extent to which equity (measured 
by equity of income distribution) does indeed lead to better health outcomes. 
This chapter broadly accepts the argument that income equity is health promoting, 
as put forward by Wilkinson (2005). Lynch et al. (2004) reviewed the literature on 
income inequality and health and the overwhelming majority of papers showed 
clear relationships between income inequality and health. Another crucial part of 
the evidence comes from the “low income high health” countries which appear to 
maintain striking good health status on very low per capita income. This may, in 
part, be because they are very equal communities (Halstead et al. 1985; Sanders and 
Werner 1997).

16.2  Types of Social Capital in Relation to Health  
and Health Equity

There are significant theoretical debates about social capital and its meaning 
(Portes 1998; Macinko and Starfield 2001). The term “social capital” is used to 
describe very different phenomenon from a Swedish study that uses local voting 
levels as its sole measure of linking social capital to sociological studies that deal with 
it in a theoretically complex way linking social capital (Sundquist and Yang, 2007). 
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Muntaner (2004) points out that the term is often used to describe phenomenon 
that would be better described with more precise terms such as social cohesion 
or integration. This chapter will engage with some of these debates to make the 
argument that drawing on existing theories of social capital provides opportunities 
to determine the ways in which policies can be formed to support health equity. 
In order to do this it is necessary to examine the three forms of social capital that have 
been identified. Their potential in relation to health and equity is summarised in 
Table 16.1. A further analysis of different forms of social capital can be found 
in Kawachi’s chapter, “The relationship between health assets, social capital and 
cohesive communities”.

16.3  Bonding, Bridging and Linking Social Capital

16.3.1  Bonding

Bonding social capital is that between relatively closely-knit groups who are likely to 
share many characteristics in common. It may be exclusionary and may not act to 
produce society-wide benefits of co-operation and trust (Baum and Ziersch 2003). A 
number of commentators make the point that the outcomes of bonding social capital 
may not necessarily be beneficial (Portes 1998; Baum 1999a, b; Pearce and Davey 
Smith 2003). Thus a tightly bonded group might be controlling of its members and 
may, for example, develop racist attitudes that are rarely challenged because of the 
tightness of the group. In this case, the outcomes that flow from the bonded social 
capital infrastructure do not make a positive contribution to society and are unlikely to 
create the environment in which pressures in favour of health equity would flourish.

The violence that broke out in December 2005 between largely ethnically Anglo 
white male surfers and young men from a Lebanese background in Cronulla, New 
South Wales, Australia, was a classic example of the potential downside of strong 
bonding social capital. On both sides there are likely to be strong networks between 
people and a fair degree of trust, but this is operating within the groups and is not 
leading to bridging social capital that would help create tolerance and acceptance 
of diversity.

Bonding social capital is most likely to operate in local communities. It is also 
likely (but not always) to be highly class and ethnic specific. Working class bonding 
social capital is likely to be more bound by geography (Cattell 2001), while middle 
and upper class may be more likely to operate across space, because of the educa-
tional and professional work opportunities which form with less strong links to 
local communities. When upper and middle class social capital is largely of the 
bonding kind then acceptance of measures to reduce inequities is likely to be lower 
simply because people would not experience the reality of life of working class 
people. In addition, they would not have the chance to develop empathy with people 
from different economic backgrounds.



306 F. Baum

Ta
bl

e 
16

.1
 

Ty
pe

s 
of

 s
oc

ia
l c

ap
ita

l a
nd

 li
nk

s 
to

 h
ea

lth
 e

qu
ity

Ty
pe

 o
f 

so
ci

al
 c

ap
ita

l
M

ai
n 

ch
ar

ac
te

ri
st

ic
s

W
ay

s 
in

 w
hi

ch
 it

 m
ig

ht
 p

ro
m

ot
e 

he
al

th
 e

qu
ity

W
ay

s 
in

 w
hi

ch
 it

 h
as

 th
e 

po
te

nt
ia

l t
o 

de
tr

ac
t f

ro
m

 h
ea

lth
 e

qu
ity

B
on

di
ng

V
er

tic
al

 ti
gh

t r
el

at
io

ns
hi

ps
 b

et
w

ee
n 

pe
op

le
 w

ith
 s

im
ila

r 
ch

ar
ac

te
ri

st
ic

s
• 

Pr
ov

is
io

n 
of

 s
oc

ia
l s

up
po

rt
 a

nd
 

ps
yc

ho
lo

gi
ca

l o
r 

pr
ac

tic
al

 a
ss

is
ta

nc
e

• 
T

he
re

 is
 e

vi
de

nc
e 

th
at

 s
uc

h 
su

pp
or

t c
an

 
he

lp
 r

ec
ov

er
y 

fr
om

 il
ln

es
s

• 
L

ea
d 

to
 f

or
m

at
io

n 
of

 g
ro

up
s 

th
at

 m
ig

ht
 

ta
ke

 a
ct

io
n 

in
 s

up
po

rt
 o

f 
he

al
th

 (
e.

g.
 

pr
ot

ec
tio

n 
of

 c
om

m
un

ity
 f

ro
m

 th
re

at
 o

r 
fu

rt
he

r 
st

re
ng

th
en

in
g 

su
pp

or
t n

et
w

or
k)

• 
M

ig
ht

 b
e 

th
re

at
en

in
g 

to
 o

ut
si

de
rs

 a
nd

 le
ad

 to
 

ex
cl

us
io

na
ry

 m
en

ta
lit

y 
th

er
ef

or
e 

th
re

at
en

in
g 

so
ci

al
 

co
he

si
on

• 
C

on
fl

ic
t w

ith
in

 c
lo

se
ly

 
bo

nd
ed

 g
ro

up
 m

ig
ht

 b
ec

om
e 

un
he

al
th

y 
fo

r 
so

m
e 

m
em

be
rs

• 
C

lo
se

 b
on

di
ng

 a
m

on
g 

m
or

e 
po

w
er

fu
l m

ay
 a

ct
 to

 r
es

tr
ic

t 
ac

ce
ss

 to
 m

at
er

ia
l r

es
ou

rc
es

 
fr

om
 o

th
er

 g
ro

up
s/

cl
as

se
s

B
ri

dg
in

g
L

oo
se

r 
re

la
tio

ns
hi

ps
 a

cr
os

s 
di

ff
er

en
t o

r 
di

ve
rs

e 
gr

ou
ps

 (
e.

g.
: e

th
ni

c 
gr

ou
ps

)
• 

L
os

e 
bo

nd
 b

et
w

ee
n 

pe
op

le
 f

ro
m

 d
iff

er
en

t 
ba

ck
gr

ou
nd

s
• 

L
ik

el
y 

to
 h

el
p 

so
ci

al
 c

oh
es

io
n 

es
pe

ci
al

ly
  

w
he

n 
di

ff
er

en
ce

s 
co

ul
d 

 
be

 c
or

ro
si

ve
• 

C
om

m
on

 in
 s

oc
ia

l m
ov

em
en

ts
 m

an
y 

 
of

 w
hi

ch
 a

rg
ue

 f
or

 g
re

at
er

 e
qu

ity

• 
C

on
fl

ic
t w

ith
in

 r
el

at
io

ns
hi

ps
 

m
ig

ht
 b

ec
om

e 
un

he
al

th
y 

fo
r 

so
m

e 
an

d 
m

or
e 

lik
el

y 
fo

r 
pe

op
le

 
w

ith
ou

t e
m

ot
io

na
l i

nt
el

lig
en

ce
 

sk
ill

s

L
in

ki
ng

R
el

at
io

ns
hi

p 
ac

ro
ss

 p
ow

er
 b

ar
ri

er
(o

ft
en

 
cl

as
s)

• 
L

ea
ds

 to
 s

itu
at

io
ns

 in
 w

hi
ch

 b
en

ef
its

 f
lo

w
 

fr
om

 m
or

e 
po

w
er

fu
l a

nd
 in

fl
ue

nt
ia

l t
o 

le
ss

 
po

w
er

fu
l a

nd
 in

fl
ue

nt
ia

l
• 

Po
te

nt
ia

lly
 c

on
tr

ib
ut

in
g 

to
 o

ve
rc

om
in

g 
st

ru
ct

ur
al

 e
co

no
m

ic
 in

eq
ui

tie
s

• 
H

as
 b

ee
n 

su
gg

es
te

d 
it 

is
 m

ea
ns

 
of

 q
ue

lli
ng

 d
is

co
nt

en
t w

ith
 

ca
pi

ta
lis

t s
ys

te
m

 o
f 

pr
od

uc
tio

n 
an

d 
so

 w
ill

 im
pe

de
 m

or
e 

ra
di

ca
l 

ch
an

ge
 o

f 
un

fa
ir

 e
co

no
m

ic
 

sy
st

em



30716 How Forms of Social Capital Can Be an Asset for Promoting Health Equity

Bonding patterns will also differ by locality and level of development of a com-
munity. Bonding social capital is important in the provision of social support to 
people especially at times of crisis or enhanced need such as illness or childbirth. 
Those embedded within more middle or upper class networks might be expected to 
have access to networks which have the capacity to provide more support and assis-
tance. Although it has been argued that some close knit well-functioning poor 
communities (for example in rural areas) can provide high degrees of social 
support. While upper or middle class bonding networks are likely to lead to access 
to resources that will assist people gain educational or employment advantage. This 
point has been most forcefully argued by Bourdieu (1986).

Pierre Bourdieu, the French sociologist, developed his ideas about social capital 
in his efforts to explain persistent inequities between groups in French society 
which could not be described by access to economic capital alone. He saw there 
were two other forms of capital, cultural and social, which determine an individual’s 
position within the social structure. His definition of social capital was as: “the 
aggregate of the actual or potential resources which are linked to possession of a 
durable network of more or less institutionalised relationships of mutual acquain-
tance and recognition” (Bourdieu 1986, p. 248). The social capital he described 
was essentially concerned with a class bonded form of social capital. He shows that 
individuals (and collectively, a class of individuals) are able to reproduce and maintain 
their privilege partly because of the ways in which networks and the trust they 
generate lead to material benefits. A simplified way of looking at Bourdieu’s theory 
is that he was describing the role of what is often called “an old boy’s network” in 
which social contact established through social networks are used to gain a variety 
of economic benefits. His view of society is that conflict over resources is a central 
feature and that networks can play a key role in maintaining the existing distribu-
tion of resources. This means that they can also have the potential to bring about a 
re-distribution of resources if the networks of advantage can be weakened and the 
networks of disadvantage strengthened.

Bonding social capital can, in some circumstances, contribute to social change 
processes by forming the basis of social change movements. Trade unions repre-
sent such a form of social capital. An example would be the links and trust among 
union members in a close-knit mining town in the north of England or South Wales 
in the UK.

16.3.2  Bridging

Bridging ties are looser than bonding ties and operate across differences, in say, 
culture or ethnicity but not in terms of institutional power and influence. An exam-
ple would be links made within an amateur football league between the members 
of different teams who also came from different ethnic groups such as English, 
Serbian, Italian or Greek, or social networks between people with different employ-
ment status. Bridging ties are likely to play a crucial role in creating cohesiveness 
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within ethnically diverse societies. They may also play a role in encouraging social 
mobility by being a means by which the benefits that can flow from networks are 
extended beyond closely bonded networks. Thus they are likely to play a role in 
creating more equitable communities. They are also particularly important in soci-
eties undergoing rapid change especially through migration as they can play a role 
in creating more social cohesion.

Modern social movements that are typically focussed on one issue are an example 
of bridging social networks. Thus environment movements, gay or lesbian 
networks or broad-based professional associations provide an example. The voice 
of these groups is often excluded from the mainstream of society and media and the 
links between them can lead to strong advocacy for a more equitable society.

16.3.3  Linking

Linking social capital refers to relationships between people that operate across 
explicit, formal or institutionalised power or authority gradients in society (Szreter 
and Woolcock 2004; Szreter 2002). Szreter and Woolcock (2004, p. 655) define 
linking social capital as “norms of respect and networks of trusting relationships 
between people who are interacting across explicit, formal or institutionalised 
power or authority gradients in society”. They used the concept to examine historical 
periods in which they argued that classes with power were more likely to take 
action to improve the conditions of those in less fortunate positions. Muntaner 
(2004) has pointed out that some of the examples they give may be more to do with 
classes conceding some ground in order to hold on to power in the face of pressure 
from social and trade union movements. This implies that linking social capital has 
to be conceived as the pressure in society towards progressive, socially just change 
which will involve both upward pressure and government policy commitment. 
Certainly Szreter’s (1988) historical work that has elaborated the McKeown’s 
(1979) thesis on the ways in which social rather than medical interventions 
increased life expectancy in nineteenth and twentieth century England has stressed 
the role played by social movements in bringing about a public health revolution. 
Of course linking social capital has to be understood as a process that is reflective 
of class, gender and other social tensions and as one that has links to the notion of 
solidarity. With this understanding linking social capital has the potential to be a 
great asset for health equity.

16.4  Social Capital and Equity

Figure 16.1 shows the ways in which health inequities are created through social 
and economic structures, opportunities and networks, and psychosocial and behav-
ioural mechanisms. In the case of each of these contributors to health inequity, 
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social capital can play a role in making the outcomes more equitable. Bonding and 
bridging social capital are most important to the psychosocial and behavioural 
mechanisms displayed in Fig. 16.1. Linking social capital will be most crucial to 
the structure and opportunities that flow from networks and to shaping the ideologies 
that drive the social structure. The idea of a society high in social capital implies 
one which is integrated, accepting of difference, has high social and civic participa-
tion with bonded, bridging and linking networks which produce co-operation and 
trust among the citizens (Kawachi et al. 1997; Kawachi et al. 1999) and a desire to 
provide a fair go, for all members of the community. Such a society is likely to 
result in more straightforward and effective ways of working together as it would 
minimise corruption, mistrust and the consequent problems of achieving common 
outcomes. High social capital society would also be low in alienation and anomie.

The growing literature on social exclusion (Hill et al. 2002) demonstrates that 
participation in a range of health promoting activities is structured by class, gender 
and ethnicity. Civic and social participation have also been shown to be linked to 
socio-economic factors (Baum et al. 1999). Wilkinson (2005), and Wilkinson and 
Pickett (2009), based upon an extensive review of the evidence, concludes that equity 
of income distribution in a population leads to a society with these high social capi-
tal attributes – these are displayed in Box 16.1. It is hard, however, to determine the 
direction of causality. One may assume that a high social capital society will result 
in more equitable health outcomes and that social capital is easier to generate in 
more equitable societies in such a way that a virtuous cycle is established in which 

Social Structural 
conditions 

(Macro)  

• Unequal distribution
  of political and
  economic power
  according to class,
  gender ethnicity

• Cultural support
  for inequities  
  & exclusion 

• Systems that 
  structure exclusion 
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opportunities  
& networks 
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  consequences
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Fig. 16.1 Explanations of inequitable health outcomes (Based on Diderichsen and Hallqvist 
(1997) and adapted from Berkman and Glass (2000))
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the positive attributes are both reinforced by and help create equity. Certainly living 
in a more equitable society would give people a sense of fairness that is likely to 
make people feel inclined to behaviour in a civil manner. Veenstra (2001) notes that 
a society with a wide distribution of incomes is one with a pronounced status order 
and says “those falling short in psycho-social comparisons with others will feel this 
shortcoming quite strongly, given the width of the gap, and consequently will suffer 
poorer health than will the “losers” of comparisons in more equal places” 
(Veenstra 2001, p. 75).

That social capital has assumed such a prominent place in modern sociology 
dates from the attention it received from Robert Putnam, a sociologist from the 
United States, who brought social capital to the forefront in policy discussions. His 
interest in social capital was not related to understanding inequity. His original 
work on social capital, Making Democracy Work, was a longitudinal study of the 
reasons that accounted for the relative economic performance of regional govern-
ments in Italy (Putnam 1993). He found that the success of regional governments 
was significantly determined by the level of social capital in the community. In 
northern Italy, which has extensive voluntary associations and community groups, 
he concluded high social capita exists and the regional governments were more 
successful than those in the south where most social relationships were vertical and 
strictly hierarchical.

It was when Putnam applied his ideas to society in the United States that his 
work gained extensive coverage. His book, Bowling Alone (Putnam 2000), argued 
that there was a decline in social capital as shown by the fact less people were joining 
groups and voting and as a response to this less civic behaviour, crime was increasing 
and trust in other people declining in the US over the past half a century. This book 
took social capital from a scholarly idea to a popular concept that began to be used 
by conservative institutions such as the World Bank, politicians in many different 
countries and the media, including being commonly mentioned on chat shows.

In Putnam et al. 2003 he has continued the argument that social capital is in 
decline. His work established a focus on social capital that has essentially ignored 
the broader economic and political backdrop against which patterns of social capital 

Box 16.1 Features associated with more equitable societies likely to 
promote health

Higher levels of trust
Increased political participation and engagement including higher rates of 
voting
Stronger and more cohesive community life
Less violent crime including homicide
Less hostility and racism
Healthier populations

Source: Wilkinson (2005) & Wilkinson and Pickett (2009).
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change. Wilkinson (2005) points out that over the period Putnam saw a decline in 
social capital, economic inequity in the US increased significantly yet the implica-
tions of this increase are not explored in Putnam’s work. In an extensive critique of 
Putnam’s work, Arneil (2006) points out that Putnam assumes that the early periods 
of higher social capital was the experience of all the population. She further main-
tains that many groups were excluded from this, especially migrant groups and 
women, and that the somewhat idyllic communities of the past mourned by Putnam 
were less positive than he suggests. Thus she suggests that while there are changes 
in social capital, they should not be seen as a decline. The essence of the critique of 
Putnam’s work was summed up in a review of one of his books.

Putnam conceives the challenge for reforms as a matter of personal resolve – at the local 
level. There is nothing essentially wrong with existing political and economic arrange-
ments. No redistribution of power or access to resources is necessary. Nor are race, ethnic 
and gender relations in need of fundamental reform. (Mowbray 2005, p. 461)

This pithy critique summarises the reasons why the Putnam tradition of work on 
social capital has little to offer the central concern of this chapter. The consideration 
of the ways in which the concept might assist in devising and encouraging uptake 
of policies designed to reduce health inequity. Critics of the use of social capital in 
epidemiological studies of health inequity (Muntaner 2004; Lynch et al. 2004) note 
that the term “social capital” is usually used in a manner that is unquestioning about 
the notion of a capitalist society and generally does not question the political and 
economic power dimensions associated with capitalism or the role of social capital 
within it and that the focus on social capital ignores the reality of material deprivation 
(Lynch et al. 2000) and is blind to class and power imbalances (Navarro 2002; 
Muntaner 2004). These critiques imply that social capital has little to offer the 
pursuit of health equity. However, much depends on the ways in which social capital 
is theorised and then used as a basis for policy.

The challenge is to ensure that social capital scholarship is not blind to class and 
power dimensions but rather explores the ways in which social and civic life act to 
reinforce and reproduce existing patterns of privilege and power. If this were done 
than social capital would be a much stronger asset in the pursuit of health equity. 
Social capital offers a framework with which to think through the ways in which 
societies have to change in order to become more equitable and which policies 
might assist in bringing this about. Its particular use is in offering a framework that 
spans local networks to policy networks influenced by linking social capital.

16.5  Policies, Forms of Social Capital and the Creation  
of Health Equity

Social theorists from across the right to left political spectrum have explored the 
policy implications of social capital. Unsurprisingly, the main division between 
those on the right and those on the left is the role of the state in using its power to 
create or influence levels of social capital. Those on the right, (for example Putnam 
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as previously cited and Fukuyama 1996), do not see that the state has a role and see 
social capital as emerging from civil society action and community norms. On the 
left there is a much greater willingness to see the potential for government action. 
This was shown by the policy agenda set out by Australian social commentator Eva 
Cox (1995) for the way government policies could contribute to a “truly civil society” 
that is inclusive of previously marginalised groups. It is also shown by the policy 
agenda of the UK Blair Labour Government that explicitly used the language of 
social capital as a basis for their quest to reduce inequity (Halpern 2005). Szreter’s 
work has also stressed the importance of state action. Some on the left (most notice-
able Navarro 2002) are sceptical about the potential for social capital to change the 
structures that create inequity.

However, this section takes the position that governments can influence the level 
and distribution of social capital and uses this influence to decrease exclusion from 
material benefits. It is important to note that this section is written in full apprecia-
tion of the importance of material factors to understanding the existence of health 
inequities (for an elaboration of these see Doyal 1979; Navarro 2002). The focus 
here on social capital is not to suggest that the material basis of inequity is not 
fundamental and crucial but to explore the ways in which the concept of social 
capital can assist in creating a society in which a fairer distribution of material 
resources comes to be seen as a central expectation and goal of government. It will 
consider linking social capital first because it operates at the level at which policy 
values are formulated and is likely to set the policy agenda for initiatives that are 
more local and community based.

16.6  Linking Social Capital and Policy

Linking social capital implies that there is a sense of obligation from powerful insti-
tutions in society towards the less powerful. In Bourdieu’s conception of social capi-
tal it is clear that the networks and reciprocities involved in exchanges most 
commonly work to the benefit of the already well-off and more powerful groups. 
They do this by giving people pathways by which they gain access to educational, 
cultural and employment opportunities. Policies aimed at reducing inequities should 
aim to ensure that the benefits that accrue to certain classes in society should be 
made available to other less powerful and privileged groups. Most typically this 
would involve action on the social determinants of health. Raphael (2003), based on 
his analysis of Canada, maintains that action on the social determinants is margin-
alized in public policy and that governments are reluctant to take this action. He sees 
them as acting more in the interests of capital than equity and health improvement. 
A society-wide concern and pressure on government to implement policies that were 
concerned with redistribution (for example death duties, wealth tax or more progres-
sive taxation system) would be an example of linking social capital.

Szreter and Woolcock (2004) argue that consideration of the relationship of the 
state in terms of the initiation and sustaining of networks, trust and social structures 
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is crucial. They show, with illustrations from the case study of nineteenth century 
England, that governments (local and central) can create and encourage the condi-
tions in which linking social capital can operate and so make the likelihood of a 
progressive government committed to redistribution more likely.

We have also seen above that social capital has been interpreted differently 
by different theorists and that to speak of social capital alone without situating 
the concept in a broad set of social theories is meaningless. Social capital 
requires understanding within this broader theoretical landscape. Szreter and 
Woolcock (2004, p. 654) note that social capital is one of those concepts (like 
“class”, “race” and “gender”) that is simply too politically and ideologically 
important for those at any point on the political spectrum to concede to a defi-
nition of the term that they do not see as squaring with their own beliefs, 
assumptions and principles. One of the most important social theory debates to 
situate social capital within is the structure versus agency issue which involves 
exploring the complex interactions and interconnections between the choices 
individuals make and the institutional forces that shape these. This debate is 
central to public health and to so many strategies that are designed to improve 
health. So many public health strategies depend on individuals being prepared 
to give up some agency in favour of the greater good. Examples are laws which 
enforce seat belt wearing, restrict smoking, curtail food advertising, restrict 
gun ownership or impose safety standards on consumer products. Some coun-
tries and communities are much more prepared to accept constraints on the 
behaviours of individuals than others. Thus in the Nordic countries there is a 
far greater acceptance of the need to restrict the rights of individuals than in 
the United States.

A crucial question for public health is: What is it that makes this difference? 
Clearly in societies like those of the Nordic countries there is a greater sense of 
acting for the common good (“I give up my right to undertake a health damaging 
behaviour because it is good for me and community”) while in the US the focus is 
on assertion of individual rights (“I have an unalienable right to own a gun regard-
less of the rates of gun homicides”). It is likely the notion of linking social capital, 
as described by Szreter and Woolcock (2004), would account for some of the 
willingness of society to act in the interests of the common good. Linking social 
capital is strongly related to solidarity – both terms imply this willingness to act in 
the public interest and not just to act for personal benefit. Currently many social 
forces act against the formation of linking social capital and solidarity. Neo-liberal 
economic policies places emphasis on individualism and do not value collective 
responses (Baum, 2008 Chapter 4 Politics and Ideology: The Invisible Hand of 
Public Health). Kickbusch (2006) also points out that individualism is strongly 
encouraged by consumer societies in which goods are marketed in terms of the 
benefits of lifestyle they bring to individuals and show no concern with common good, 
public health or equity. In fact much advertising stresses the ways in which you can 
be better (healthier, wealthier, wiser) following consumption of a particular product, 
but does this in way that also suggests it will make you superior to others thus erod-
ing social capital. Wilkinson (2005) sees the growth of “status competition” driving 
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consumption and maintains that this is bad for health because it contributes to 
unsustainable levels of economic activity and striving for status between individu-
als which has been shown to affect health adversely (Marmot 2004).

Thus a crucial public policy question is what are the conditions under which a 
society demonstrates higher degrees of linking social capital and solidarity? How 
can these attributes be fostered especially in an age in which economic globalisation 
stresses the value of individual autonomy?

Perhaps some lessons can be gleaned from periods and settings when linking 
social capital appeared to be prevalent. Such a period was in the UK following 
World War II when the welfare state, including the National Health Service (NHS), 
was formed. The war brought about a determination among the middle and upper 
classes in the UK that the post-war world would be a better one. Part of this deter-
mination sprung from the increased awareness that these people had of the health 
and fitness of working class people from events such as the evacuation of poor 
children from the cities to rural middle class England. The Fabian Society 
conducted a survey of the evacuation experience in 1940 and the authors comment: 
“What the evacuation scheme did was to make the country-side and the comfortable 
classes suddenly and painfully aware in their own person of the deep and shameful 
poverty which existed today in the rich cities of England” (Padley and Cole 1940, 
p. 73). The newspapers of the time were full of accounts of how poor the children’s 
health was and how things had to change after the war. Thus an editorial in The Times 
on 1st July 1940, responding to the social and health state of city evacuees, said: 
“If we speak of democracy we do not mean a democracy which maintains the right 
to vote but forgets the right to work and the right to live. If we speak of freedom, 
we do not mean a rugged individualism which excludes social organisations and 
economic planning. If we speak of equality we do not mean a political equality nullified 
by social and economic privilege” (Marwick 1968).

A political process then ensured that such sentiments did not translate into a 
charity model of assistance but instead into a series of policies which were explicitly 
designed to be equitable in health education and housing (Marwick 1968). This 
political process did not evolve overnight, or even through the war, but was the 
culmination of many years of struggle through social and industrial movements 
concerned with social justice. This example suggests that familiarity with the plight 
of less well-off people is important to changing values but clearly it is only one 
aspect of the package of factors that led to the election of a post-war Labour 
government determined to pursue equitable social and economic policies.

A further example of the role of linking social capital comes from an analysis of 
the relationship between Indigenous and non-Indigenous Australians which high-
lights a situation of total lack of linking social capital. The history of this relationship 
since the European invasion of Australia has been one characterised by very low 
levels of linking social capital between the two groups. Indigenous Australians had 
their land and culture taken away and have suffered from very punitive social policies 
over the past two centuries that in the very recent past have included state-sanctioned 
removal of part-Aboriginal children – the “stolen generation” (for details see Human 
Rights and Equal Opportunity Commission 1997). While there have always been 
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some non-Indigenous Australians who have shown concern for Indigenous people 
(see accounts in Reynolds 1998), they have remained a minority and genuine recon-
ciliation and respect for Indigenous peoples and their culture has not been achieved. 
It was only in 1967 that Indigenous peoples were accorded formal  citizenship rights 
(Chesterman and Galligan 1997). The period in which linking social capital appeared 
to be growing between the two groups was in the early 1990s when a favourable High 
Court decision laid the basis for land right claims, a Royal Commission confronted 
white Australia with the facts of the stolen generation and a national process of recon-
ciliation through the Council for Aboriginal Reconciliation began. This trend stalled 
under the Howard Coalition Government but the formal apology made in the Federal 
Parliament to the stolen generations by Labor Prime Minister Rudd in February 2008 
and its positive reception on the Australian community was a prime example of link-
ing social capital. This was further enhanced by the Labor Government’s formal 
commitment to closing the gap in life expectancy between Indigenous and non-
Indigenous peoples by 2040. Yet recent indigenous policy is viewed by many of having 
returned to an earlier paternalism (Anderson et al. 2006; Collard et al. 2005). In 
response to a report on sexual abuse in Aboriginal communities in the Northern 
Territory (Wilde and Anderson, 2007) the Howard Government launched a draconian 
intervention that included compulsory child health checks, welfare reforms including 
compulsory income management for individuals in prescribed communities and 
enforcement of the measures by the army. These measures have undermined trust 
between many Aboriginal people and communities and the government and they been 
judged as leaving a negative psychological and social impact (AIDA & CHETRE, 
2010). The measures have been largely continued by the Rudd Labor Government and 
appear to have undermined the positive impact on linking social capital of the Apology 
and the Close the Gap campaign.  The example of the relationship between Indigenous 
and non-Indigenous Australia demonstrates that there has been a long term struggle for 
the rights of Indigenous peoples and that symbolic acts, such as the Apology, can have 
a powerfully positive impact on the levels of linking social capital but this impact can 
be eroded by other measures that are viewed as punitive and discriminatory.

These examples provide some guidance to the importance of a process of under-
standing and the development of empathy, but it is clear that more work needs to be 
done concerning the creation and maintenance of solidarity and linking social capital 
between groups in society. But there does seem to be sufficient evidence that linking 
social capital does have value in understanding the processes by which social move-
ments come to have broad support and create a value climate in which ideas of social 
justice and equity can flourish. Veenstra (2001, p. 79) notes that interpersonal trust 
may result in more egalitarian patterns of political participation and that this will 
often result in “the passage of policies which ensure the security of all its members, 
policies perhaps pertaining to education, transportation, pollution, child welfare 
and zoning laws”. Thus he sees that the culture of social relations can have an 
impact on what he calls the “deep structure” of society where values, ideas and 
beliefs of a society are formed and have significant influence on the economy and 
political life of a society. It certainly seems that one of the hallmarks of neo-liberal 
governments that has the effect of inhibiting linking social capital, is the way that 
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governments and media suppress information on the human consequences of their 
actions. Thus in Australia there has been no reporting of the experiences of people 
behind the razor wire in refugee detention centres or very little of the direct experi-
ence of the residents of Baghdad during the war. This has the effect of marginalizing 
groups of people to produce a fragmented, “them and us” society. Public sympathy 
relating to the importance of promoting health and well-being is reduced, and a 
culture is established in which sympathy and linking social capital is weakened.

A further example of linking social capital comes from the “Make Poverty 
History” campaign that has lobbied for reduced debt for poor countries and 
increased aid assistance. This campaign has been supported by large non-government 
organisations and has advocated at events such as the meeting of the G8. There is 
no doubt that this movement has increased the global linking social capital by 
increasing awareness of the causes of poverty and creating a constituency for 
change. It has also moved assistance beyond a charity model by pointing to the 
structural factors underpinning the gross inequities between rich and poor countries. 
However, the “Make History Poverty” campaign has not achieved serious institu-
tional change that has made any inroads into the power balance between rich and 
poor nations. Serious redistribution and reduction in inequities is only likely to 
result from the establishment of global governance structures that enable the struc-
tural power differences to be challenged. Nonetheless, establishing north-south 
networks and creating a constituency for change will help this process happen and 
force governments to consider more equitable policies.

Marx, of course, noted that ruling classes in capitalist society are unlikely to 
give up power willingly and each of the examples provided above is of change that 
reflects a history of struggle, from civil society and social movements. Certainly 
some commentators, including Muntaner (2004), have suggested that the promo-
tion of social capital may be a means by which the ruling classes exert control over 
the rest of the population. Certainly this possibility and motive needs to be consid-
ered. However, in the early twenty-first century in which international capitalism 
in the form of a rampant economic globalisation is ever ascendant there needs to 
be mechanisms by which the dominance of neo-liberal thinking and consumerism 
are challenged. Linking social capital seems to be one of the mechanisms by 
which policy windows are opened to equity.

There has been little written about linking social capital since the work by Szreter 
and Woolcock (2004). There needs to be more work on what might lead to a society 
in which those with more resources and power are willing to see some of their 
advantage redistributed through state endorsed mechanisms. Some policy directions 
that might be useful include those aimed at increasing awareness of the benefits of 
living in a more equitable society (see Box 16.1) through a deliberate awareness 
campaign and placing the topic on educational and professional training curricula. 
Many models of citizen engagement and involvement have been tried in a wide 
variety of settings. Within health promotion the importance of active (not token) 
participation has been widely recognised as a means of health improvement (WHO 
1978, 1986). Processes of participation are often based on a desire to change patterns 
of inequity and involve awareness raising, planning effective action (Oakley 1989; 
Baum 2008). Halpern (2005) suggests the more powerful people in a society need 
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opportunities to be aware of the situation of others (a mechanism he suggests are 
citizen juries). Social movements lobbying for equity should receive untied govern-
ment grants to support their advocacy. It is not hard to imagine that a well-orches-
trated campaign to argue for smaller wage differentials between the managers of 
large corporations and the average wage would attract very widespread support. 
Wilkinson (2005) suggests that the introduction of more industry democracy and 
share-holding by employees would change the social relations between managers and 
other workers in a way that increased trust. It would also contribute to linking social 
capital and provide the basis for negotiation of working conditions and salaries in a 
much more democratic way than is done currently and would probably lead to more 
equitable distribution of the profits of the company. If the system became more 
wide-spread and was combined with other initiatives such as co-operatives then it 
could lead to more sustained challenge to the current form of economic globalization 
based on large trans-national corporations that are divorced from, and unaccountable 
to, the communities in which they operate.

16.7  Bonding and Bridging Social Capital and Policy

Bonding social capital is important to health because it can result in important functions 
and resources flowing to people. Examples include caring in times of sickness, 
support with childrearing, loans of money or equipment, and help finding employ-
ment. Each of these benefits could flow from bridging ties but are more likely to be 
present in close knit groups. The state can help foster bonding networks through the 
provision of financial resources to support caring. Thus in Australia, a carer’s 
pension is paid to a person (usually a relative) who is providing intensive home care 
to a sick or disabled person.

Both bonding and bridging networks will be helped by the provision of meeting 
places in communities. These might be community centres, neighbourhood houses 
or cheap, welcoming cafes. Community development workers in resource-poor 
communities, who have an explicit role to increase social exclusion, often help the 
processes of networking. Governments may also give support to inclusive sporting, 
hobby and cultural groups. They may also institute housing policies that encourage 
social mix and prevent ghettos of the poor and rich. Good public transport can help 
ensure that all people have access to public goods such as beaches, art galleries and 
other public spaces. Free, compulsory and secular education plays a major role in 
equipping citizens to participate effectively in community and government. Access 
to information (including the internet) in public libraries or through other mecha-
nisms is also crucial for effective citizenship.1

Halpern (2005) suggests that policies supportive of social capital should 
contribute to creating “a contemporary shared ‘moral’ discourse” and develop 
processes that facilitate mutual respect. These initiatives would aim at creating 
“pro-social” behaviour. Explicit suggestions include the development of forums 

1Cross government initiatives of this type are discussed extensively in Baum (2002).
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appropriate to the twenty-first century for deliberating and agreeing common 
moral and behavioural habits (perhaps through deliberative polling or conven-
tional citizenship education). He also suggests that television soap operas might be 
one way of doing this by bringing up issues that then lead to national debate con-
tributing to greater social cohesion.

16.8  Conclusion

This chapter has argued that an important part of achieving a healthy population is 
ensuring equity. It asserts that forms of social capital (bonding, bridging and linking) 
are both contributors to greater equity and provide a benefit that follows from the 
social relations that typify more equitable societies. Thus each form of social capital 
can be an asset for health and for health equity if it is supported and encouraged by 
progressive government intervention aimed at increasing its extent and positive health 
effect. Most crucially linking social capital is a means by which progressive action on 
the social and economic determinants of health can be legitimised and popularised 
and so be more likely to be taken up by governments. This exploration of social capi-
tal has taken on board the critics of the concept who have deplored its lack of attention 
to broader questions of resource distribution and power and integrated consideration 
of these issues into the ways in which social capital operates. By giving the need for 
re-distribution of power and resources, serious consideration on the power of social 
capital as an asset for health promotion is increased significantly. It is vital that further 
public health work on social capital does not continue to obscure class, gender and 
other power relationships between groups and institutions.

There is scope for much further research on social capital and its relationship to 
health equity that is more strongly informed by political economy theory, especially 
that which is developed to understand inequity such as Bourdieu’s. While social 
capital is just one of a range of assets that can promote understanding of the social 
determinants of health and health equity it is an important part of the completing 
the jigsaw of health equity.
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17.1  Introduction

Adolescence has gained recognition as a crucial developmental period to be 
targeted by health promotion interventions (Williams et al. 2002). There are 
several factors that have led to this state of affairs. Firstly, adolescence represents 
a period when health behaviours such as physical exercise or eating a healthy 
diet are strengthened and when risk behaviours (i.e. smoking, alcohol consumption, 
unprotected sex) emerge. Moreover, stress protective factors such as social com-
petences that contribute to establishing and maintaining supportive social rela-
tions also develop during adolescence and need to be addressed in this age group 
(Wilkinson et al. 1998). Secondly, mortality for teenagers results predominantly 
from unintentional injury following accidents (National Centre of Health 
Statistics 1993), while morbidity is determined mostly by substance abuse and 
dependence, sexually transmitted infection or mental health problems (Holden 
and Nitz 1995). These factors differ from those causing death and illness in 
adults and thus require specific health promotion intervention for teenagers. 
Furthermore, it has been argued that due to the particular developmental charac-
teristics of young people, intervention efforts designed for adults are not effective 
with adolescent populations (Williams et al. 2002). Consequently, it is the task 
of health promoters to develop programmes that are tailored to the needs and age 
characteristics of teenagers.
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The health of adolescents is influenced both by individual factors such as 
health beliefs (Marcell and Halpern-Felsher 2005), self-efficacy (Schwarzer and 
Luszczynska 2006) or sense of coherence (SOC) (Torshein et al. 2001), but also 
by social factors like social capital (Smylie et al. 2006) or parental support and 
monitoring (Li et al. 2000). As young people spend significant time at school 
next to family and friends this plays an important role in the development of 
their mental and physical health. Previous research has shown that a cohesive 
school environment is protective of emotional well being and fosters health 
behaviour as opposed to risk factors such as unsafe sexual practices, substance 
abuse or violence (Rowe et al. 2007). Moreover, a sense of belonging and con-
nectedness inside the school community is not only protective of health but 
also contributes to improved academic achievement and engagement (Croniger 
and Lee 2001). Therefore, the school environment provides great opportunities 
for intervention to promote health behaviour and mental health among 
teenagers.

Health promotion for adolescents can be addressed at individual, organiza-
tional or community level. Restricting access to cigarettes, alcohol or illicit drugs 
while improving access to health care, prohibiting smoking in public areas and 
providing health education are all regulated by health policy. All these actions 
have an impact on teenagers’ emotional health and behavioural choice (Weisz 
et al. 2005). Effective health promotion needs to be regulated by policy that aims 
to increase personal health skills and create health supportive environments in 
accordance with a proactive health promotion approach that enables teenagers to 
increase control over the determinants of their own health (Nutbeam 1997). 
Earlier public health policies have been largely based on a deficit model and as 
a result have focused on the failure of individuals and communities to avoid 
illness rather than on factors that contribute to health fostering and maintenance. 
In order to compensate for this drawback, current trends in health policy support the 
adoption of an asset approach that sustains the creation of health rather than 
disease prevention (Morgan and Ziglio 2007).

17.2  Mapping Internal and External Assets  
in Romanian Adolescents

Romania is one of the new European Union (EU) member states, located in South-
Eastern Europe. It has a population of 22 million, out of which 24% is below 19 years 
of age and 12.6% fall within the 10–19 age subgroup. The majority of young people 
live with their families, however, there are currently 20,000 youths reported to be 
living in state care. Theoretically, all children in Romania are integrated in the school 
system, but there is concern regarding the increased school abandonment rate, espe-
cially among the Roma ethnic group and the poor residents of rural areas. Most 
affected are vocational schools, with an abandonment rate of 5.5%, followed by high 
schools (2.3%), secondary (2.0%) and primary schools (1.3%).
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The mortality rate for young people is estimated at 0.3/1,000 inhabitants for the 
10–14 age group and at 0.6/1,000 for adolescents between 15 and 19 years old. 
Gender differences emerge within mortality statistics, boys being at a disadvantage 
in comparison to girls. On the other hand, there are specific problems that mainly 
affect the mental and physical health of the female population such as the abortion 
rate, estimated to be 0.84 for the 15–19 age group (Ministry of Health 2005). HIV/
AIDS affects a large number of Romanian teenagers, as 60% of Romanians living 
with HIV/AIDS can be integrated in the 15–19 years old age group (Ministry of 
Health 2004). According to UNICEF (2006) between 1986 and 1991 more than 
10,000 Romanian children were infected with HIV, making it the largest group with 
this condition in Europe. Transmission within the 0–14 age category is mainly 
nosocomial (transmitted accidentally during hospital care), while after the age of 
15, HIV/AIDS is mostly sexually transmitted. Unfortunately, in terms of the mental 
health of the young population, the national evidence base on youth suicide, depres-
sion, anxiety, eating disorders and other mental illness is sparse and needs further 
development. Work in this area is being progressed and the Ministry of Public 
Health has developed a document, already signed by the Prime Minister, which 
defines the mental health of children and adolescents as a policy priority.

Health assets have been defined in Chap. 1 as any factor or resource that 
enhances the ability of individuals, groups, communities or institutions to sustain 
health and well-being and reduce health inequalities. They have been categorised 
as individual (i.e. social competence, self-efficacy), community (i.e. supportive 
social networks) and organizational (i.e. health system in a community). In this 
context, school as an organization can play a major role as an active health promo-
tion agent and contribute to the development of both internal and external assets in 
young people, empowering them to achieve and maintain health and well-being. 
However, the process of developing health-promoting schools requires generating 
evidence-based policy in the realm of young people’s health. In line with this, this 
chapter sets out to present research data on how internal and external assets relate 
to mental health and health behaviour of Romanian adolescents. Also, we will 
discuss the existence of a “gender gap” in relation to the internal and external assets 
of boys and girls in relation to their health behaviour and mental well-being. 
We then proceed to describe the current Romanian policy concerning health pro-
moting schools and make recommendations for its further development based on 
existing evidence.

The first step in applying the asset model framework to adolescent health promo-
tion is represented by asset mapping in a particular community or describing the exist-
ing evidence base for health policy development, as outlined in Chap. 1. We choose to 
explore the internal and external assets which are available to Romanian adolescents, 
and that play a role in their mental well-being and health behaviour adoption.

Internal assets can be described as personal resources that individuals rely on in 
order to guide their behavioural choices and foster their well being. In this chapter, 
we examine self-efficacy, self-esteem and sense of coherence as previous research 
has shown them to be relevant internal factors that affect health of young people 
(Schwarzer and Luszczynska 2006; Torshein et al. 2001).
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Self-efficacy has been defined as a sense of personal control over one’s own behav-
iour or environment (Bandura 1997). Numerous studies have shown self-efficacy to 
be an important predictor of health behaviour initiation and maintenance as well as 
for mental health. In terms of adolescent health, self-efficacy has been studied in con-
nection to risk and health behaviour and proved to be a predictor of contraceptive use 
(Wang et al. 2003), quitting smoking (Aung et al. 2003), physical activity (Nahas 
et al. 2003; Wu et al. 2003), and healthy nutrition (Wilson et al. 2002).

Self-esteem relates to the extent to which an individual values them self, and is 
considered to be another relevant internal determinant of health (WHO 1997). It is 
seen as important in relation to building social networks and acting as a protective 
factor against experiencing negative emotions (Wilkinson 1999). Studies have 
shown adolescent self-esteem to be a predictor for adult well-being and behaviour. 
For instance, teenagers with low self-esteem have been found to have poorer physi-
cal and mental health, worse economic circumstances and engage in more criminal 
behaviour when they reach adulthood (Trzesniewsky et al. 2006).

One of the most studied personal concepts in relation to mental health is the 
SOC theory. It is defined as a global orientation, or belief about the world, to view 
life situations as comprehensible, manageable and meaningful (Antonovsky 1987). 
Comprehensibility refers to the level of cognitive control people feel they can exer-
cise over their environment, manageability relates to the extent to which individuals 
believe they have coping resources available and meaningfulness is the motiva-
tional ingredient that makes life situations worth committing to (Feldt et al. 2003). 
SOC is thought to influence stress by several paths: stressors appraisal, coping 
mechanisms choice and the level of experienced stress related tension that leads to 
health consequences (Antonovsky 1993). The original theoretical approach viewed 
SOC as a developmental construct that becomes crystallized around the age of 30. 
This definition led to there being few studies on the relation between SOC and 
young peoples’ health. However, more recent findings show that SOC plays an 
important role in stress and coping in young people as well as in adults. For example, 
in relation to the school environment of children and adolescents, SOC represents 
a salutogenic factor that helps coping with school stress (Torshein et al. 2001).

The recent interest in the role of social capital in school health has led to our 
decision to explore school social capital (SSC) as an external asset for health 
promotion among Romanian adolescents. Social capital reflects the quality and 
quantity of social interactions within a community (Drukker et al. 2005). It is 
defined as “features of social organization-such as networks of secondary associations, 
high levels of interpersonal trust and norms of mutual aid and reciprocity-which act 
as resources for individuals and facilitate collective action” (Kawachi et al. 1997). 
The components of social capital in most models include structural (i.e. number of 
friends, family members, number of organizations available) and cognitive dimensions 
(i.e. trust, shared identity, shared values and aspirations, engagement). The school 
as an organization offers the possibility to explore both structural and cognitive 
components of the social capital concept. Previous studies have shown that SSC 
represents an important factor for positive health in the school environment 
(Sampson et al. 1999) and for academic achievement (Coleman 1988). A combination 
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of supportive school climates (caring and supportive relationships) and school 
bonding (trust and sense of school community) foster positive health in young 
people (Sun and Stewart 2007a). SSC came out as a protective factor in the school 
environment, enabling adolescents to resist teenage pregnancy, substance abuse, 
delinquency, academic failure or maltreatment (Coleman and Hoffer 1987; 
Frustenberg and Hughes 1995; Putnam 2000; Teachman et al. 1996). In order to 
operationalise and measure SSC we have adapted the conceptualisation of social 
capital used by Morrow (1999) and applied it to the school context. The following 
components emerged:

Social networks (the quality of school social networks, relations with peers)• 
Engagement (the extent to which students can influence decisions at school)• 
School identity (the extent to which students feel they belong to the school, and • 
feel safe at school)
Teacher support• 

17.3  Research Methods

The Health Behaviour of School-Aged Children (HBSC) study represents a World 
Health Organization (WHO) Collaborative Cross National project. A self-report 
questionnaire-based survey was designed to monitor well-being and health of 
European and North American children (Currie et al. 2004). The Romanian survey 
was conducted in (Aung et al. 2003) on a national representative sample of 11, 13 
and 15 year olds. In this chapter we discuss data collected in schools from a 1,562 
sample of 15 year olds, out of which 591 were boys (38%) and 971 girls (62%).

Internal and external assets, as well as mental health and behaviours, were mea-
sured using several scales from the HBSC questionnaire. Self-efficacy was measured 
using the General Self-efficacy scale (Schwarzer and Jerusalem 1995), comprising 
ten items (Cronbach’s alpha:1 0.82). Social self-esteem was assessed with a five item 
subscale from the self-perception profile for adolescents (Harter 1988) (Cronbach’s 
alpha: 0.71). Antonovsky’s SOC scale was used in order to measure the three com-
ponents of SOC: comprehensibility, manageability and meaningfulness (Cronbach’s 
alpha: 0.81).

In order to assess external assets we computed a SSC index that included four 
components mentioned above: social networks, engagement in school decisions 
and activities, school identity and teacher support. Social networks comprise three 

1Cronbach’s alpha measures how well a set of items (or variables) measures a single unidimen-
sional latent construct. When data have a multidimensional structure, Cronbach’s alpha will 
usually be low. Technically speaking, Cronbach’s alpha is not a statistical test – it is a coefficient 
of reliability (or consistency). A reliability coefficient of 0.70 or higher is considered “accept-
able” in most social science research situations (UCLA website: http://www.ats.ucla.edu/stat/
Spss/faq/alpha.html).

http://www.ats.ucla.edu/stat/Spss/faq/alpha.html
http://www.ats.ucla.edu/stat/Spss/faq/alpha.html
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items that refer to the quality of student relations inside the classroom (“The 
students in my class enjoy being together”), characteristics of classmates that can 
have a positive influence on communication (“Most of the students in my class are 
kind and helpful”) and the feeling of belonging to the social network inside the 
class (“Students accept me”). The engagement component includes two items that 
measure the level of participation in developing school rules (“In our school the 
students take part in making the rules”) and involvement in organization of school 
events (“Students get involved in organizing school events”). Possessing a school 
identity was assessed by five items describing the school climate (“the students are 
treated too severely in this school”; “the rules in this school are fair”; “our school 
is a nice place to be”); the feeling of belonging to the school (“I feel I belong to this 
school”) and feeling of security inside the school (“I feel safe at this school”). The 
level of teacher support was measured with four items describing getting emotional 
support (“I am encouraged to express my own views in my class”; “My teachers are 
interested in me as a person”); instrumental support (“When I need extra help I can 
get it”) and fair treatment (“Our teachers treat us fairly”).

17.4  Results

The descriptive data show that more than half of the Romanian teenagers included 
in the HBSC survey have above average self-efficacy and self-esteem. Also, the 
majority consider themselves to have cognitive control over their environment. 
However, most adolescents in the sample are believed to be low on the instrumental 
SOC dimension and fewer than half of the sample score high on the motivational 
SOC component. In what concerns SSC, almost 60% of the sample considered 
themselves to be involved with deciding upon school rules or organizing events at 
school. Moreover, more than half of the teenagers said they have a friendly peer 
group at school and thought they receive support from their teachers. Nevertheless, 
only around 47% declared they have a school identity comprising feelings of 
belonging to their school and feeling safe at school (Table 17.1).

Table 17.1 Descriptives for internal and external assets (median, SD)

Assets M (SD) >M <M

Self-efficacy 32.86; 4.93 59.6% 40.4%
Self-esteem 15.47; 3.00 53.4% 46.6%
SOC manageability 12.71; 3.27 40% 60%
SOC meaningfulness 13.84; 2.51 39% 61%
SOC comprehensibility 15.16; 3.88 57.8% 42.2%
School engagement 8.00; 2.00 59.4% 40.6%
School identity 9.53; 3.03 46.9% 53.1%
Student network 6.70; 2.11 50.2% 49.8%
Teacher support 8.59; 1.88 51.2% 48.8%
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A “gender gap” in internal and external assets was identified among the adoles-
cents who participated in the study, suggesting the need for specific intervention to 
develop strengths. Significantly, more boys than girls were shown to have above 
average self-efficacy and a sense of cognitive control over their environment. Boys 
also emerged as having higher SSC. They consider themselves to be more involved 
in developing school rules and organizing events and feel they have a school iden-
tity more than girls do. On the other hand, girls said they receive more social sup-
port from teachers in comparison to boys (Table 17.2).

17.5  Internal and External Assets and Adolescent 
Mental Health

Mental health of adolescents was measured by using several scales from the HBSC 
survey: the mental health index (Cronbach’s alpha: 0.70), the life satisfaction scale, 
the perceived health scale and one item measuring perceived school stress level.

The mental health index is a non-clinical list of ten items with five point answer 
categories which aims to measure children’s and adolescents’ mental health status 
(Ravens-Sieberer et al. 2005). Several dimensions of psychological well-being are 
included: affective (i.e. “Have you felt sad?”), cognitive (i.e. “Have you been able 
to pay attention?”), physiologic (i.e. “Have you felt full of energy?”) and social (i.e. 
“Have you got on well at school?”).

We also chose to use more general evaluators of mental health and measure 
general well being in teenagers with the life satisfaction scale (Cantril 1965). This 
scale requires adolescents to rate their global satisfaction with life, from 1 (worst) 
to 10 (best). As yet another general indicator of mental health, we included in our 
analysis the self-reported health item (“How healthy do you think you are?”) as it 
was proven by previous studies to be effective in epidemiological studies (Idler and 
Benyamini 1997). The item has four point answer categories with options ranging 
from very healthy to not very healthy.

Table 17.2 Gender differences in internal and external assets (median, SD)

Assets Boys M (SD) Girls M (SD) Mean difference

Self-efficacy 33 (5.55) 32.77 (4.52) F = 6.54, p < 0.01
Self-esteem 15.48 (3.16) 15.47 (2.90) F = 1.35, p = 0.24
SOC manageability 13 (3.32) 12.59 (3.22) F = 0.90, p = 0.75
SOC meaningfulness 13.66 (2.63) 13.94 (2.44) F = 2.69, p = 0.10
SOC comprehensibility 15.82 (4.05) 14.77 (3.72) F = 5.81, p < 0.05
School engagement 8.20 (2.26) 7.91 (1.93) F = 18.15, p < 0.01
School identity 9.76 (3.31) 9.39 (2.84) F = 9.12, p < 0.01
Student network 6.60 (2.11) 6.76 (2.11) F = 0.10, p = 0.90
Teacher support 8.54 (1.99) 8.62 (1.82) F = 4.80, p < 0.05
School social capital index 33.12 (7.10) 32.73 (6.18) F = 10.06, p < 0.01
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School stress represents an important influence on adolescent mental health and 
well-being, and it is the result of an existing imbalance between school require-
ments and student coping resources (Karvonen et al. 2005). The item measures how 
stressed teenagers perceive themselves to be due to school requirements and has 
four point answer categories from very much to not at all.

Previous research has shown body image to play an important role in self-evalu-
ation and mental well-being of teenagers (Mendelson et al. 2000; Williams and 
Currie 2000). On the other hand, high dissatisfaction with one’s bodily appearance 
emerged as a predictor of depression, eating disorders and psychosomatic com-
plaints (Siegel 2002; Thompson and Chad 2002). Body image was measured with a 
six item Body Investment Scale from the HBSC survey referring to feelings of 
satisfaction, comfort and liking ones looks and body (Orbach and Mikulincer 1998).

More than half of the Romanian 15 year olds included in the HBSC study proved 
to have above average mental health and almost two thirds declared they were very 
satisfied with their lives. Perceived health was also considered good or excellent by 
the majority of the questioned adolescents (79.4%), while 20.6% declared their 
health to be fair or poor. However, almost half of the sample considered themselves 
to be stressed by school in different degrees: of these, 44.2% said school stresses 
them a little, 34.5% reported medium school stress and 9.9% said they are very 
stressed by school. Only 10.7% of the questioned adolescents said they are not at 
all stressed by school. In relation to body image the majority of the teenagers feel 
their looks are average (46.7%), many believe their looks to be very good or quite 
good and only 10.2% say they don’t like their looks. When looking at the results 
for body image index, 41.4% of the sample find themselves below the mean when 
it comes to being satisfied with their body (Table 17.3).

The mental health index correlates well with self-efficacy and self-esteem, as 
well as with the three components of SOC (manageability, meaningfulness, 
 comprehensibility). There are also significant correlations between all internal 
assets and life satisfaction, showing that the more teenagers possess self-efficacy, 
self-esteem and find life situations meaningful the more they are satisfied with their 
life. Adolescents with high self-efficacy, self-esteem, and manageability consider 
themselves as being healthy. As expected, youths that have high self-efficacy, self-
esteem, meaningfulness and manageability also have a more positive body image. 
Having a high self-efficacy also means that the teenagers feel themselves less pressured 
by school work.

Table 17.3 Descriptives for mental health (median, SD)

Mental health M (SD) >M <M

Mental health index 34.01 (6.61) 54.1% 45.9%
Life satisfaction 7.18 (1.89) 75.8% 24.2%
Perceived health 1.99 (0.70) 79.4% 20.6%
Perceived school stress 2.44 (0.81) 45% 55%
Body image index 23.80 (4.67) 58.6% 41.4%
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In terms of external assets, the higher the SSC, the better the scores for mental 
health, life satisfaction, perceived health, and positive body image. Teenagers that 
possess high social capital tend to perceive less stress at school.

Regression analysis results show that both internal and external assets predict 
mental health. Internal assets explain 30% of mental health variance with self-
efficacy, self-esteem and SOC components (comprehension, manageability, 
meaningfulness) all being significant predictors. SSC explains only 9% of teenag-
ers’ mental health variance with school identity and peer social networks and per-
ceived teacher support as significant predictors.

Internal and external resources play an important role in predicting mental 
health of Romanian adolescents and therefore would constitute a good basis for 
formulating targeted intervention and evaluation criteria for fostering mental and 
emotional well being in schools. Increasing self-efficacy, self-esteem and SOC 
dimensions could be included in the school health education curriculum both as 
content and as teaching methods that encourage building up of these resources in 
young people. Although they emerged as playing a smaller role in mental health, 
external resources have to be considered when designing health policy for 
Romanian schools. Asset enhancement goals could focus on increasing support 
provided by teachers, fostering the creation of peer social networks by structural 
interventions such as group study centres and provision of social extra-curricular 
activities and building a school identity favourable to adolescent well being.

17.6  Internal and External Assets and Health Behaviour

Health behaviours were shown to be predicted by both internal resources like self-
efficacy (Schwarzer and Luszczynska 2006) and external ones such as social capital 
(Smylie et al. 2006). Therefore, it is important to explore the role of internal and 
external assets in determining health behaviour and use this information to develop 
comprehensive health education policy.

The following health behaviours were measured using items from the HBSC 
questionnaire: physical exercise, eating fruit and vegetable and not smoking. In 
order to find out how much physical exercise is done by adolescents we asked them 
about the level of sustained physical activity (meaning activity that makes one 
sweat or loose breath, like bicycle riding or swimming) performed during the last 
7 days for at least 60 min. Fruit and vegetable consumption were measured with 
two items were teenagers could choose on a seven scale how many fruit and 
vegetable they eat during 1 week. A score of one meant they never eat any fruit or 
vegetables while a score of seven means they eat the recommended portions daily. 
Smoking behaviour was assessed by asking adolescents whether they have smoked 
before or not.

Less than half (36.1%) of the teenage sample said they eat fruit once or more 
than once every day. Vegetables are even less liked since only 24% said they eat 
these on a daily basis. About 10% of the adolescents in our study said they practice 
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sports for at least 60 min every day, most (25.5%) declaring they have intense 
physical activity for 2 days per week. In relation to smoking, there are almost an 
equal number of smokers (48.2%) and non-smokers (50.6%) among the questioned 
teenagers.

There is a significant relation between self-esteem and smoking with teenagers 
who have high self-esteem tending to smoke less. Also, having higher self-efficacy 
relates to eating more fruit and vegetables and practicing more sport. The small 
correlations suggest that although these internal factors are significant, there might 
be other external determinants that influence healthy eating like availability in the 
environment or peer group norms. SSC correlates significantly with all health 
behaviours. The higher the social capital of teenagers, the less likely they are to 
smoke and the greater the probability that they practice physical activity.

Both internal and external assets predict the adoption of health behaviour. In 
so far as internal resources are concerned, self-esteem is a good predictor for not 
taking up smoking, together with SOC meaningfulness component. Self-efficacy 
significantly predicts eating fruit, vegetables and practicing physical activity. 
From the external assets peer support predicts the adoption of physical activity. 
Having a school identity predicts not taking up smoking together with the feeling 
of being engaged with making school rules and organizing events at school.

As shown by previous research, both internal assets like self-efficacy (Schwarzer 
and Luszczynska 2006) and external ones such as social capital (Smylie et al. 2006) 
play an important role in the adoption of teenage health behaviour. Present data 
validate the role of self-efficacy in eating fruit and vegetable as well as practicing 
physical activity. Taking up smoking is more influenced by self-esteem and the 
motivational component of SOC, as self-efficacy probably becomes more important 
in quitting smoking or withstanding peer pressure to smoke. Therefore, the 
enhancement of internal assets should also represent a target for school health pro-
motion in order to influence the adoption and maintenance of health behaviour. 
From the SSC dimensions, peer social networks, school identity and school engage-
ment emerged as predictors of health behaviour. These could also be increased by 
asset promoting policy that focuses on structural dimensions such as providing 
spaces at school for practicing sports and offering healthy menus at the school 
canteen to be shared with ones’ peer group. In terms of school health policy an 
important aspect could be making teenagers more involved with organizing health 
promoting events at school and having a say in deciding school rules related to 
health behaviour such as smoking policy.

17.7  The “Asset Promoting School”: Providing a Framework 
for Policy Development

Asset mapping represents the first step in developing effective evidence-based 
health policy and needs to be followed by concrete action strategies as well as 
designing rigorous evaluation criteria and methodology. The role played by school 
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in fostering young peoples’ health has received global recognition through the 
health promoting school (HPS) approach (Anderson 2004) and was further developed 
by ideas about increasing resilience (Knight 2007) and social capital (Sun and 
Stewart 2007b). The HPS model is based on the belief that school health can be 
enhanced by establishing health promotion actions at organizational level and 
stipulates change in three domains:

 1. Curriculum, teaching and learning
 2. School organization, ethos and environment
 3. Partnerships and services

The HPS approach has been shown to be successful in promoting health in the 
school setting (Clift and Bruun Jensen 2006) and has been effectively implemented 
in Europe (Parsons et al. 1996), USA (Allensworth and Kolbe 1987), Australia 
(St Leger 1999) and the Asia-Pacific region (Rowling and Richie 1996/1997). 
Based on this evidence we employed the HPS model to analyse the Romanian 
school health education policy, present its strengths, discuss existing challenges and 
make recommendations based on the assets evidence base.

In Romania, following WHO recommendations, the Ministry of Public Health 
decided to prioritise mental health prevention interventions on its working agenda. 
This resulted in the development of several laws and associated strategies that 
targeted the improvement of child and adolescent health. The “Health education in 
Romanian schools” policy stands as a successful example of intersectorial collabo-
ration between ministries (Ministry of Education and Research, the Ministry of 
Public Health, local authorities, non government groups (NGOs) universities and 
schools), that led to the implementation of a health promotion programme aimed at 
increasing health in young people. The programme was developed in 2003 by the 
joint efforts of the Ministry of Education and Research, and Ministry of Public 
Health and had as its main objective the introduction of health education as an 
extracurricular activity to develop responsible attitudes towards one’s own health 
and the health of others.

In terms of curriculum, teaching and learning, there is a balance of themes 
 dealing with mental health (i.e. building a positive self-image, developing stress 
management skills, preventing negative attitudes towards self, others and life) 
and health behaviour promotion (i.e. developing a healthy lifestyle, preventing 
 accidents and reducing risk behaviour). However, the curriculum, teaching and 
health  component of the HPS model is concerned not only with content but 
also with participatory teaching methods and student-centred learning activities 
which enhance the students’ role in decision making at school (Bruun Jensen and 
Jensen 2006). A successful illustration of the inclusion of these interactive teaching 
 methods in Romanian curricula is represented by the recent publishing of two 
manuals for teachers and educators, aimed at training them on how to develop 
social and emotional competences in pre-schoolers (Stefan and Kallay 2007). 
However, the Romanian health education curricula still have to improve on apply-
ing the student-centred learning approach. This will result in higher engagement 
from the students and help develop their internal assets like self-efficacy and 
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 self-esteem. Student participation has been shown to help build the strengths of 
young people (Rowe et al. 2007), and cooperation among students leads to higher 
social capital (Barker et al. 1997). Teaching and learning activities that have been 
proven to build social capital include small group work, class discussions, coopera-
tive learning activities, shared tasks and peer tutoring. Cooperative learning strate-
gies that involve small, heterogeneous groups of students of different abilities and 
backgrounds working together as learning partners enhance social relations and 
school identity (Rowe et al. 2007). Experiential learning has also been proposed by 
several authors as an effective means of building SSC (Barker et al. 1997). The 
Romanian health education curriculum for high schools also includes clear recom-
mendations on the use of interactive teaching methods (Ministry of Education and 
Research 2003), but needs to be augmented with student involvement strategies and 
an effective evaluation system to measure the internal and external assets that are 
targeted to be developed in adolescents. Moreover, extra-curricular activities deal-
ing with health education such as peer tutoring programs could be introduced. 
These kinds of activities have been shown to enhance SSC (Korinek et al. 1999) as 
students can learn from each other how to deal with peer pressure towards adopting 
risk behaviour or model how to deal with school stress.

The school organization, ethos and environment of the HPS framework refers to 
the use of formal and informal school structures (i.e. school organisation, rules, 
physical environment) to promote health. The term ethos describes the psycho-
social environment within the school (WHO 1995) and includes the underlying 
values of school structures and procedures (i.e. codes of discipline) that regulate 
relations between staff, students and parents (Parsons et al. 1996) mostly at an 
informal level. Schools that value positive personal relations and are oriented 
towards a shared set of values and goals have been shown to have a strong sense of 
community and connectedness (Barker et al. 1997). Involving students in school 
organisational structures like school council committees (Babiuk 1999) and student 
run organizations has been shown to promote SSC. In Romania, students take part 
in school decisions through student council representatives. However, as reflected 
by the HBSC data, few Romanian adolescents feel they take part in developing 
school rules or help organize school events. Consequently, there is need for strate-
gies at the organizational level to make teenagers feel more involved in shaping the 
school environment. For example, students could take part in making decisions 
about health education curricula in order that the topics chosen will meet their 
interests and needs. Also, adolescents can participate in deciding and implementing 
internal school policy such as rules about smoking on school premises or violence 
and bullying prevention.

The environmental component of HPS refers to the psychological as well as 
physical environment. In terms of psychosocial aspects it proposes that teachers act 
as role models within the school environment by developing caring and accepting 
rapport with students. Experiencing positive and caring interactions with teachers, 
helps students feel supported and valued and contributes to their developing internal 
assets (Baker et al. 2003). Previous research has shown that professional development 
of teachers in relation to improving their positive relation skills and applying them 
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in communication with students contributes to building up SSC (Thomas and Smith 
2004). In this context, the health education in Romanian schools project provides a 
good example of intersectorial collaboration between the ministries, universities and 
schools. For example, the psychology department from Babes-Bolyai University, 
Cluj-Napoca offers the “MAGISTER” training program for teachers, focusing on 
themes like socioemotional development, communication skills improvement, stress 
management, risk behaviour prevention and positive health promotion. Several 
county school inspectorates are involved as partners in the implementation of the 
project. The programme was accredited by the Ministry of Education and Research 
in June 2003 and since then, 6,000 teachers from all regions of Romania have been 
trained. “MAGISTER” is being financed by the Ministry and funds are being 
administered through the County school inspectorates. However, this training pro-
gramme needs to be further improved by development and implementation of pro-
cess and outcome evaluation, informing on the effectiveness of the intervention.

The other environmental feature refers to physical aspects that facilitate building 
social capital. The playground layout, the building and classroom design and 
appearance including lighting or use of colour (Hebert 1998; WHO 1996) all con-
stitute areas of structural intervention to develop SSC and influence adolescent well 
being. The Romanian health education school programme still has to integrate 
recommendations referring to structural interventions to change the physical envi-
ronment of schools in order to foster social capital growth, health behaviour adop-
tion and the mental health of teenagers. One example of an intervention would be 
making school cafeterias friendly places for socialising and offering healthy menus 
(i.e. including the necessary portions of fruit and vegetables) that adolescents could 
try out and enjoy with their peer groups. Another important aspect for encouraging 
physical activity would be making sure there are enough spaces for practicing 
sports at school. In order to help build social capital and promote student collabora-
tion, special places where teenagers can study together should be created. These 
could be built inside the school library or as pleasant group study centres on school 
premises. Designing school health centres can also contribute to making health 
information and counselling on mental and physical health issues more available 
and accessible to students.

The partnership and services component has been presented as the most essential 
dimension of the HPS (WHO 1996) due to its potential to build SSC by linking the 
school to the larger community (Coleman and Hoffer 1987). Health services and 
community agencies need to develop partnerships with schools for the mutual goal 
of promoting youth health. Relationships between these institutions have to be 
characterised by equal partnerships and provision of resources and expertise 
(St Leger 1999; WHO 1996). The Romanian health education program offers a fine 
illustration of existing intersectorial collaboration between NGOs and schools. 
Several international and national NGOs (i.e. United Nations Children’s Fund 
(UNICEF), United Nations Development Programme (UNDP), United States 
Agency for International Development (USAID), Open Society Institute and Soros 
Foundation, Youth for Youth, and Romanian Association of Health Psychology) 
have provided human and financial resources to facilitate the process of  implementing 
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the health education programme in Romanian schools. This collaboration needs to 
be continued and further improved by involving international as well as national 
NGOs and Universities. Elaborating and disseminating reports of the health educa-
tion activity and effectiveness within school premises will encourage new invest-
ments, both national and international and partnerships to raise necessary funds and 
not rely completely on the state financing.

17.8  Conclusions

Social changes in family structures and parenting patterns as well as the availability 
of temptations in the environment (i.e. fast food, cigarettes, alcohol and drugs) have 
made the role played by school in the health education of teenagers more important 
(Knight 2007). School health education should be regulated by an asset approach, 
as discussed in Chap. 1, rather than a deficit model. The approach should focus on 
building internal and external resources in young people and making them active 
agents in the promotion of their own mental well being and health behaviour. 
Evidence base from the HBSC study shows that internal and external assets play an 
important role in fostering mental health and health behaviour adoption in 
Romanian adolescents. Also, gender differences emerged, boys having more inter-
nal and external resources than girls.

These data can form the base for the improvement of the health education pro-
gram in Romanian schools. Curricula can be developed by including student-centred 
methods that help increase self-efficacy and self-esteem and take gender differ-
ences into account when developing these resources in teenagers. In order to 
develop SSC, structural interventions should be designed. Providing spaces where 
students can study together or practice sports help with building social capital that 
influences well being and adoption of health behaviour. Moreover, involving teen-
agers in forming school policy relating to health behaviour like smoking or fast 
food eating and giving them the opportunity to organise health promoting events 
can help them become more active in the health education process. Last but not 
least, further developing the intersectoral collaboration between ministries, school 
inspectorates, universities, NGOs and schools will help to provide the necessary 
human and financial resources to sustain the improvement and implementation of 
school health education policy.
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18.1 Introduction

The 19th International Union for Health Promotion and Education (IUHPE) 
World Conference of Health Promotion and Education was held in Canada in 
June 2007. Before the conference, the key actors involved in the development of 
the Ottawa Charter in 1986 (WHO 1986b) were asked to comment on the devel-
opment of health promotion over the past 20 years. Two of the key actors were 
Morgan and Ziglio, who, in a 2007 paper titled “Revitalizing the evidence base 
for public health: an assets model”, emphasized the need to move in the direction 
of promoting health instead of only preventing diseases (Morgan and Ziglio 2007). 
They encouraged people to focus on the resources of health, abilities and assets 
rather than risks of diseases, obstacles and inabilities. This chapter is a direct 
response to the paper by Morgan and Ziglio, which is also reproduced as the first 
chapter of this book.

Epidemiology is the study of the distribution and determinants of health states 
or events in specified populations, and the application of this study to the control of 
health problems (Nutbeam 1998). Nutbeam points out epidemiological information 
drives the core activity of public health and its focus on physical environmental 
risks (ibid p. 7). This approach is representative of biomedical or pathogenic 
approach where health is generated through the elimination of risks for diseases. 
This approach is still the dominating paradigm. Is it possible to integrate and man-
age the impact of the challenges of the global world on everyday life without 
becoming over-stimulated or stressed? The salutogenic approach, focusing on 
assets for health and health promoting processes, could give some indications of 
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future direction. Morgan and Ziglio proposed an asset model for public health, 
consisting of three parts: (1) the salutogenesis as the theoretical foundation and 
evidence base; (2) the asset mapping for actions, and (3) the evaluation and asset 
indicators (see Fig. 1.1). In the following text we first comment on the parts of the 
asset model for public health and health promotion.

18.2  The Theory of Salutogenesis

Salutogenesis is a life-orientation theory with a strong evidence base, as described 
in Chap. 2. The theory orignated from the “Sense of Coherence” (SOC) scale, a 
valid and reliable instrument constructed from interviews with Holocaust survivors. 
The present evidence base brings forward detailed proof on the effectiveness of the 
salutogenic model and demonstrates its potential as a positive and health-promoting 
construct both for research and practice (Eriksson and Lindström 2005, 2006, 2007; 
Lindström and Eriksson 2006; Eriksson 2007). Overall, this corresponds closely 
with the key concepts, intentions, principles and values of the WHO’s Ottawa 
Charter (Eriksson and Lindström 2008). Furthermore, the salutogenic model is 
valuable and useful in the making of healthy public policy, that is to implement 
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Fig. 18.1 The salutogenic umbrella – some convergent concepts and theories contributing to the 
explanation of health and quality of life
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health in all policies (Lindström and Eriksson 2009). However, there is more to the 
salutogenesis than only the measurement of SOC through the SOC questionnaire. 
Salutogenesis, i.e. the emphasis on resources (or assets), is a much broader frame-
work than simply the measurement via the SOC. One of the most important chal-
lenges now is to implement the salutogenic approach on all societal levels in all 
policies, i.e. building healthy public policy the salutogenic way.

18.3  Asset Mapping

In his second book Antonovsky discussed similarities with some other concepts for 
the explanation of health (Antonovsky 1987; Chap. 2). He mentioned the concepts 
of hardiness (Kobasa), sense of permanence (Boyce), domains of social climate 
(Moos), resilience (Werner and Smith), and the family construction of reality 
(Reiss), Furthermore, the concept of self-efficacy, learned resourcefulness/helpless-
ness, will to meaning and locus of control.

Part 2 of this publication deals with the concept of resilience. Research on resil-
ience, the ability to survive despite adversities and risk factors for a negative health 
development, has a long tradition in health research (Werner and Smith 1982, 
2001). From resilience research we have learned much about protective factors and 
how to survive in spite of adversity. This has formed a good basis leading to the 
next step, focusing on factors that promote health or considers salutogenic factors. 
Again, salutogenesis is more than measuring SOC. Figure 18.1 shows some other 
convergent concepts and theories for explaining health and quality of life which all 
bear some resemblance to the salutogenic theory. There are similarities and differ-
ences between the salutogenic theory and the theories behind the concepts in the 
figure. However, salutogenic dimensions and elements are included. Some of the 
concepts are examined more in detail in this chapter. To review all of them is 
beyond the scope of this publication.

The concept of resilience is complex (Werner and Smith 1982, 2001; Luthar 
2003; McCubbin 1999; Lindström and Spencer 1995; Glantz and Johnsson 1999). 
There is no generally accepted definition nor is there a common specific theory. 
Resilience is further defined in different ways depending on what specific disci-
plinary framework is used. The core theoretical foundation has emerged from a 
convergence of psychological, psychoanalytical and social cognitive theories of 
child development. Garmetzy and his colleagues were among the first to empha-
size the importance of examining protective factors in high-risk populations. Their 
research created the basis for the resilient approach (Luthar 2003). Some view the 
concept as a personality trait (Werner and Smith 1982, 2001), some describe resil-
ience as the adjustment and recovery from adversities as a process in a continuum 
at an individual, group or societal level (McCubbin et al. 1999; Lindström and 
Spencer 1995; Glantz and Johnsson 1999; Carver 1998). In the late 1980s Michael 
Rutter centred on four main processes in resilience: reduction of risk impact, 
reduction of negative chain reactions, establishment and maintenance of self-esteem 
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and self-efficacy, and opening up of opportunities (Rutter 1987). There is a com-
mon agreement that resilience emerges when individuals faced with negative life 
events or strains, have the capacity to mobilize protective factors or internal and 
external resources and stay well. Antonovsky (1987) saw the connections between 
the resilience construct and the salutogenic concept. He personally met the scien-
tist behind the Hawaiian longitudinal study on children on the Kauai Island 
(Werner and Smith 1982, 2001). Both Werner and Antonovsky asked the same 
question: why some people, regardless of severe hardships, stay healthy and others 
do not? Antonovsky referred to stress whilst Werner referred to risk and adversi-
ties. A comparison of resilience and salutogenesis brings forward both  differences 
and similarities. Firstly, both concepts emphasize resources: the salutogenic 
framework uses “General Resistance Resources” (GRR), and resilience uses pro-
tective factors. Secondly, they both consider the maintenance and development of 
health as a process in a continuum. Thirdly, both the SOC and resilience are appli-
cable at an individual, group (i.e. families) and societal level. The two frameworks 
differ when it comes to the adjustment process. Resilience is always  connected 
with risk factors. Rutter concludes: “The phenomenon of resilience is due in part 
to vulnerability and protection processes by which there is a catalytic modification 
of a person’s response to the risk situation.” (Rutter 1987; p. 329) If Rutter’s con-
ceptualisation of resilience was seen through salutogenic eyes the development of 
a strong SOC would serve as such a catalytic converter in buffering the stress 
exposure of young people through the life span. Lindström describes this transi-
tion from childhood to adulthood through several social arenas, the family, the 
social and geographical context, cultural and historical context, learning systems, 
peer systems and workplaces. The better these arenas are interconnected regarding 
structure and function the easier it is for the adolescent to make life coherent 
(Lindström 2001; p. 10).

Next to review is the concept of the health proneness construct of hardiness 
(Kobasa 1982). Both Antonovsky and Kobasa asked the salutogenic question: 
why some people exposed to stressful situations stayed well and others did not. 
The hardiness concept, derived from the existential theory of personality, use 
different terms but relates to the same dimensions, i.e. control (Antonovsky 
manageability),  commitment (meaningfulness) and challenge (comprehensibility 
and  meaningfulness). Antonovsky was aware of the potential overlap with the 
concept of hardiness and discussed this in his second book (Antonovsky 1987; 
p. 35–38). He considered the hardiness and the SOC to be two separate theories. 
Later, some other authors have tried to investigate the relationship between the 
hardiness and the SOC concept. In a study on patients with coronary heart disease, 
Kravetz used five health proneness and three negative affect measures (Kravetz 
et al. 1993). The results of the correlations between these measures and confirma-
tory factor analysis indicated that although the measures of health proneness were 
negatively related to measures of negative effect, these two sets of measures and 
the constructs could be differentiated from each other. The SOC was less indepen-
dent of negative affect than was hardiness. Support for an overlapping construct 
between hardiness and SOC were found among American students (Smith and 
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Meyers 1997). Here the SOC was related to other personality measures such as 
learned helplessness, self-efficacy, hardiness and locus of control. The results 
showed that SOC was predicted by greater general self-efficacy, less perceived 
stress, greater hardiness, a more internal locus of control and also being female, i.e. in 
the same direction as Antonovsky assumed. SOC and hardiness and self-efficacy 
seemed to be measuring very similar constructs. Finally, a difference between the SOC 
and the hardiness is the measurement of the two concepts. Hardiness is measured by 
different kinds of measures (Kravetz et al. 1993; Smith and Meyers 1997; Newton 
1999). The SOC is measured by one measure, the Orientation to Life Questionnaire, 
however, either by using the original scales (29-item or 13-item) or the modified ver-
sions with differing scoring alternatives but the same questions (Eriksson 2007).

Self-efficacy, stemming from social learning theory, is a generative capability of 
organized cognitive, social, emotional and behavioural skills. It is not about the 
number of skills, but the belief in what to do with the skills under a variety of condi-
tions (Bandura 1997). Antonovsky discussed the similarities and differences 
between the SOC and self-efficacy, concluding that it was a far-fetched explanation 
to consider the self-efficacy to be analogous with the SOC construct (Antonovsky 
1987, p. 59). Similar to the salutogenic theory and its core concept, sense of coher-
ence, the concept of self-efficacy is a multi-dimensional construct applicable at an 
individual and a group level (Bandura 1997; Antonovsky 1993a, Antonovsky, 
1991). Only a few studies in the research synthesis have used both self-efficacy and 
SOC simultaneously. The reported correlations with the SOC concept range 
between 0.10 and 0.66 among students, (Smith and Meyers 1997; Newton 1999; 
Bandura 1997; Antonovsky 1991, 1993b; Amirkhan and Greaves 2003) and retired 
subjects (Wells and Kendig 1999). None of them have employed discriminant 
analysis for the two concepts. There is consequently a need for further research to 
discriminate between self-efficacy and SOC. Furthermore, an additional concept 
with possible overlap with the SOC is the locus of control construct (Rotter 1966). 
Amirkhan and Greaves explored the underlying mechanism behind the SOC among 
undergraduates (n = 116) aiming to discriminate between coherence and control-
lability measured by The Generalized Self-efficacy Scale and The Spheres of 
Control Battery (locus of control) (Amirkhan and Greaves 2003). Three possible 
mechanisms were examined: perceptual, attributional and behavioural. The  findings 
demonstrated distinctiveness of the two concepts, coherence and control. Coherence 
was not identical to control. The SOC seemed here to operate via a perceptual influ-
ence. Persons with a strong SOC perceived a majority of life events to be coherent. 
There was also evidence of a behavioural mechanism. Individuals with a strong 
SOC tended to have a more adaptive coping.

The concept of empowerment has raised considerable interest and involved 
researchers from many different fields such as social psychology, community 
psychology, social science, education and public health and health promotion 
(Eklund 1999). The Brazilian educationalist, Paulo Freire, is the person that sym-
bolizes the shift of education practice towards empowerment in the sense of mak-
ing learning available to all and especially to the oppressed. Freire used 
empowerment as a way of learning, focusing on populations who have difficulty 
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acquiring learning in ordinary institutions. His aim was to reduce inequity 
through this learning process thus mobilizing the uneducated. The core was on 
the creation of a respectful dialogue thereby enhancing a sense of social com-
munity, i.e. building social capital (Freire 1996). Empowerment is about giving 
people control and mastery over their lives similar to the enabling process in 
health promotion. It is about the development of abilities and coping skills and 
endowing people with the ability to work for active critical conscious-raising. It 
is also a democratic concept looking at the structure of power and a process of 
professional activity and a relinquishment of the professionals’ power. Health 
promotion again focuses on the positive, dynamic and empowering aspects of 
health (WHO 1986a). According to the essential principle document of health 
promotion, i.e. the Ottawa Charter, the key objective was the process of enabling 
individuals and communities in order to empower them and thereby increase their 
control over the determinants of health. Furthermore, health promotion research 
was not seen just as research but as research and development, stressing action 
and encouraging multi disciplinary approaches promoting core values such as 
equity, participation and empowerment. These basic values can also be derived 
from the salutogenic concepts and its perspective on health.

The concept of empowerment is still largely seen as a principle or an idea rather 
than a solid theory. It still lacks a theoretical underpinning and therefore becomes 
difficult to make the concept operational and measurable (Koelen and Lindström 
2005; Rissel 1994). There are also many interpretations of the concept. However, 
empowerment has more and more been given the meaning of a multilevel construct 
coming from within an individual, group, organisation or society rather than from a 
top-down hierarchy. According to the World Health Organization (WHO), empow-
erment for health is defined in health promotion “as the process through which 
people gain greater control over decisions and actions affecting their health” 
(Nutbeam 1998). There is a consensus, independent of the level of implementation 
(individual, group or society), that the empowerment is an ongoing process (Koelen 
and Lindström 2005; Rissel 1994; Rappaport 1987). The main objective of this pro-
cess is to alter the level of awareness, identify areas necessary to change, strategic 
planning, action for change and finally evaluation of the actions and the activities. 
This process should lead to an increased level of awareness and more effective 
strategies for the next step. The enabling process continues.

At the end of the 1980s an interesting article was published by Rappaport, 
 discussing the ecological nature of the concept of empowerment, definitions, conditions 
and distinctions related to prevention (Rappaport 1987). He considers the concept 
not to be only an individual psychological construct, but also to be of organizational, 
political, sociological, economic and spiritual character (ibid p. 130). He points out 
the importance of developing a sound theoretical base and asking questions for 
research. Koelen and Lindström define individual empowerment based on elements 
of salutogenic thinking, the only definition so far, “as a process by which people 
gain mastery (control) over their lives, by which they learn to see a closer corre-
spondence between their goals and a sense of how to achieve these goals, and by 
which people learn to see a relationship between their efforts and the outcomes 
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thereof” (Koelen and Lindström 2005). The focus is on resources, both internal as 
external, on the learning process in order to create a SOC. According to Antonovsky, 
life experiences (consistency, load balance, participation in shaping outcomes, 
emotional closeness) shape the SOC whilst the GRR provide the individual with 
sets of meaningful and coherent life experiences (Antonovsky 1987). Participation 
in shaping outcomes, i.e. empowerment, seemed to be the most relevant childhood 
experience related to the adult SOC (Sagy and Antonovsky 2000).

The concept of habitus and cultural capital stems from sociology and represents 
an expression of a “common consciousness”. Bourdieu (1993) developed the theory 
of the cultural field trying to describe how works of art are situated in the social 
conditions of their production, circulation and consumption. Habitus is about the 
creation of coherence of systems. He dissects the relationship between systems of 
thought, social institutions and different forms of material and symbolic power. 
Furthermore, the theory is dispositional, which means that it takes into account 
possibilities of the individuals and the societal structures. The key concepts are 
habitus, field and cultural capital. Habitus, embodied in individuals, is derived from 
a set of dispositions which generate practices and perceptions. This is the subjective 
habitus. The collective habitus on the other hand, is connected to a social group or 
class. It creates a common view of society as coherent. The next key concept is the 
field. This is the social room where individuals, or to use Bourdieu’s expression 
“agents” are active in multiple fields of activities. Cultural capital, the third key 
concept and the most important of what Bourdieu called symbolic capital. 
According to Bordieu the different forms of capital together with habitus and field 
are analytical tools by which the motivation, actions and ways of thinking of both 
individuals and groups can be described. There are some interesting similarities 
between Bourdieu’s way of thinking and the salutogenesis. Both have the ambition 
to create coherence between structures and systems. Therefore the focus on the 
creation of SOC would be a good synthesis of both frameworks. This could be taken 
one step further to answer the question on how to create coherence thus addressing 
the learning process itself. There is a model within general education theory called 
the “Action Competence Approach”, exemplified in environmental education 
which could be developed (Bruun Jensen and Schnack 1997; Bruun Jensen 2000) 
This concept comprises of two components: first, an analysis of the nature of 
environmental problems and second, an idea of education as something more than 
academic schooling or behaviour modification. The fundamental assumption is that 
environmental problems are structurally anchored in society and our ways of living. 
It is necessary to find solutions to the problems through changes at both the societal 
and the individual level. Citizens have to be capable to act on both levels. The 
structure and the content of the education have to be adjusted to demands of solving 
environmental problems and demands from the citizens.

To conclude, all the above mentioned theories and concepts could be interpreted 
to have a salutogenic approach. The challenge now is to use this new knowledge in 
a systematic way. Western countries have excellent statistical profiles, but people’s 
assets, abilities and internal and external resources are not systematically measured. 
Longitudinal population studies are rare due to the cost; therefore evidence is often 
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based on occasional cross-sectional studies asking people about their perceived 
health. We strongly emphasize the need for building up vital statistics on health 
resources and assets for understanding health and quality of life as a whole.

18.4  Asset Indicators

The work for developing a set of mental health indicators for a comprehensive health 
monitoring system has for several years been run within the European Commission 
and the Health Monitoring Programme (HMP) and the European Union consortium 
on Health Promotion Indicators Development (Bauer et al. 2003; Korkeila et al. 
2003). In a review, Korkeila and colleagues list a set of indicators of mental health: 
sociodemographic (sex, age, marital status, ethnicity, socioeconomic status), social 
networks (social support, social isolation), stressful events (life events), positive 
mental health (subjective well-being, personal resources/ resilience), subjective 
experience of the individual (self-perceived health, quality of life),  services/ supply/
use and demand (beds in hospitals, number of staff, use of services and others), 
morbidity/generic (psychological distress), morbidity/disease specific (measures on 
specific disorders, major depression, anxiety disorders), disability (cut down in 
activity level) and mortality (cause of death) (Korkeila et al. 2003). Independent on 
the fact that Antonovsky’s SOC concept is not mentioned as a separate health indica-
tor in the above list, the authors discuss and consider the SOC to be an indicator of 
positive mental health. With the evidence base of the salutogenic research on hand, 
an integration of the SOC as an indicator should strengthen the health indicator 
system. Using SOC as a health indicator systematically on a population level has not 
been done before. We propose it is time to do that as soon as possible.

Based on the assumption that it causes a decreased level of functioning, disabil-
ity has been seen as a negative indicator of mental health. The concept of Disability 
Adjusted Life Years (DALY) is a well known and frequently used concept in vital 
statistics. The DALY is a health gap measure that extends the concept of potential 
years of life lost due to premature death to include equivalent years of ‘healthy’ life 
lost by virtue of being in states of poor health or disability (Murray et al. 2002). 
In accordance to what we earlier have described and discussed we want to make a 
salutogenic interpretation introducing a new concept RALY meaning Resource 
Adjusted Life Year as a measure to include in vital statistics of societies. The 
authors are aware of the revised version of the International Classification of 
Functioning (ICF), where some sections of abilities and competences are involved 
(WHO 2001). However, to our opinion the ICF still is in the main extent focused 
on diseases and loss of function. The new concept, RALY, should be systematically 
applied on the general population including disabled people. Let us start a discus-
sion about how to systematically measure abilities and assets of general  populations. 
Our suggestion of the new concept, RALY, could serve as the starting point.

The use of the SOC as an indicator of health in populations is part of a deeper 
integration of the salutogenic perspective on healthy public policy or health in all 
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policies, one of the main action strategies in the Ottawa Charter for health promo-
tion (Murray et al. 2002; Eriksson and Lindström 2008; WHO 1986b). This 
 principle can be applied on both the individual and system level. The key elements 
of the health promotion process are firstly, the determinants for health (that can be 
identified within the individual, in the social context and on the socioeconomic and 
societal level). Secondly, people have to be able to not only gain control over these 
health determinants but also be able to use them for the best of their health, in other 
words, one has to identify the mechanisms that makes this possible. Finally, the 
overall objective of this process is to give people the possibility to live the life they 
want to live or enjoy a good quality of life. In public health policy there is a further 
ethical/value requirement or prerequisite due to the importance of the issue of 
equity and equal distribution of health in society. This means that people should not 
attain health and quality of life at the cost of other people or by damaging or harm-
ing the ecological systems. At the heart of it all is the recognition of human rights 
where people are seen as active participating subjects in charge of their own lives. 
The main strategy to conceptualize this is the making of a healthy public policy. 
A paper, recently accepted for publication in Promotion & Education (from 2009 
Global Health Promotion), outlines how the salutogenic framework is applied to the 
making of healthy public policy and is illustrated by a case study (Lindström and 
Eriksson 2009).

Mainstream public health policy research and development is still focused on the 
development of health policy within the health sector. It seems health policy experts 
do not easily conceive the term healthy public policy. Another problem regarding 
the more theoretical approach to health policy is that the ideas and models are 
largely taken out of organizational theory and management theory because this is 
the tradition within policy research. One problem in policy making on macro level 
is to keep the framework together and comprehensive, since it is hard to maintain 
the policy coherent when it is applied on a country level across regions, sectors, 
disciplines and organizations. There are only a few instruments and models that 
encompass this capacity. Appropriate health promotion theory needs to be applied 
to this sector. One of the most promising theoretical approaches is the salutogenic 
model, which explores the origin of health (Antonovsky 1996). The model emphasizes 
the importance of developing the determinants of health focusing on how health is 
created instead of disease. Its operative concept SOC appeals to policy making, as 
the broad policies have to become one coordinated, coherent movement in every 
sector of society to be effective. This has never been described before.

The salutogenic model has been used in health outcome studies both on the 
individual, group and population level (Eriksson and Lindström 2005). It has also 
been used as a tool for the learning process making it operational in problem 
 solving, education and communication (Nilsson and Lindström 1998; Nilsson 
2004). We know from research that people (and organizations) who have devel-
oped skills to use the available resources and focus on problem solving and posi-
tive outcomes tend to have: better perceived health; adjustment to chronic disease; 
positive health behaviours; a longer life span; better general well-being; mental 
health; quality of life and a stronger SOC (Eriksson, 2007). Transferring the 



348 M. Eriksson and B. Lindström

 salutogenic framework to policy making, the main question raised is, what has to 
be considered in order to make a salutogenic process out of making a healthy 
public policy? What salutogenic questions have to be addressed and how can 
healthy policy be made comprehensive, manageable and meaningful to all 
involved. There are several  logical steps in the process of creating a healthy public 
policy the salutogenic way. It is of course essential, on the one hand, to identify 
what the health problems are and what causes them. At the same time it is just as 
important to identify the  salutogenic factors i.e. what health resources are avail-
able and identify what  mechanisms can support a positive development and on the 
basis of this, form them into a comprehensive vision. In policy making the avail-
able resources and mechanisms are often not made explicit, thus the salutogenic 
question is not raised.

After the situation analysis, where the health problems are identified through 
an overall presentation of the present situation and the processes involved, it is 
necessary to consider what could serve as GRR. From this, the mechanisms that 
can improve the SOC can be formulated from the individual to the structural-
organizational and societal level. In a comprehensive salutogenic approach it is 
necessary to consider the overall situation - what would be the coherent movement 
which would make most sense out of the situation (coherence). In salutogenic 
terms it is an empowerment process where it is necessary that the population 
becomes aware of what factors serve as strong motivators for themselves and their 
context (motivation/meaning). It is important that people become involved and 
understand (comprehensibility); furthermore that good arguments are formulated 
and that it is clear what would be the most sensible chain of activities for the popu-
lation. For the professionals, it is necessary to use the right language and have 
good communication skills. Besides the involvement and knowledge of the popu-
lation concerned, the process requires considerable historical, socioeconomical, 
anthropological and cultural competence of all actors. Furthermore, it is necessary 
to find the best direction, and the best strategic choices to manage the development 
that will induce the right processes and behaviours to empower the people (man-
ageability). Antonovsky said “Think salutogenically and act salutogenically!” 
(Antonovsky 1993a). In  policy making this means one automatically is directed 
towards positive outcomes and solutions to problems.

The salutogenic framework has so far been discussed in terms of mental health 
indicators and building healthy public policy. To demonstrate the usefulness of the 
salutogenic framework for public health and health promotion research we’d like to 
introduce a coherent process-oriented health promotion research model. The struc-
ture of the model consists of an individual level (micro), a group (meso), social 
environment (exo) and a global (macro) level. The model combines research on 
risks and protective factors (resilience) with salutogenic or promotional factors 
(Lindström and Eriksson 2009).

The theories behind this model are Bronfenbrenner’s health ecological system 
theory (Bronfenbrenner 1979), Bourdieu’s concept of habitus (Bourdieu 1993), 
Antonovsky’s salutogenic theory (Antonovsky 1996), the concept of resilience as 
developed and applied by Sun and Stewart (2007) and the concept of connectedness 
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by Blum et al. (2002). This theoretical model could be useful in research and prac-
tice for building Healthy Public Policy (WHO 1988)/Health in All Policies (Ministry 
of Social Affairs and Health 2006). This model creates a synergy between research 
on risk factors for vulnerability and adversities, protective factors for survival and a 
good health outcome with salutary factors promoting health and quality of life, i.e. 
creates a balance between the risk approach and the salutogenic approach of health 
research. In addition, the model integrates a solid ethical foundation and adopts the 
core values and principles of the Ottawa Charter (Lindström 2001; Koelen and 
Lindström 2005; Poland 2007). Up to now, most of the research on the salutogenic 
model has focused on the level of the individual. However, many of the serious stres-
sors in life are collective stressors and must be viewed in terms of the social 
context in which they occur. The important question of how the salutogenic model 
contributes to the understanding of the role of a network orientation (family, com-
munity, workplace) in promoting health. Finally, the model corresponds well to the 
Lindström model of quality of life integrating the personal, interpersonal, external 
and global resources for the enhancement of an active and productive life (Lindström 
1994). In addition, the model is coherent to the spirit and ethics of The Declaration 
of Human Rights (UN 1948), the Convention on the Rights of the Child (UNICEF 
1990) and the Ottawa Charter (WHO 1986b). The need for an ethical agenda for 
health promotion has recently been revitalized (Mittelmark 2008).

References

Amirkhan, J. H., & Greaves, H. (2003). Sense of coherence and stress: The mechanics of a healthy 
disposition. Psychol Health, 18(1):31–62.

Antonovsky, A. (1987). Unraveling the Mystery of Health. How People Manage Stress and Stay 
Well. San Francisco: Jossey-Bass.

Antonovsky, A. (1991). The salutogenic approach to family system health: promise and danger. 
In: European congress on “Mental Health in European Families”; 1991; p. 9. http:// 
www.angelfire.com/ok/soc/agolem.html cited May 2009. 

Antonovsky, A. (1993a). Some salutogenic words of wisdom to the conferees. In; The Nordic 
School of Public Health in Gothenburg, Sweden;1993; p.3. http://www.angelfire.com/ok/soc/
agoteborg.html cited May 2009.

Antonovsky, A. (1993b). The structure and properties of the sense of coherence scale. Soc Sci 
Med, 36(6):725–733.

Antonovsky, A. (1996). The salutogenic model as a theory to guide health promotion. Health 
Promot Int,11(1):11–18.

Bauer, G., Davies, J. K., Pelikan, J., Noack, H., Broesskamp, U., Hill, C., et al. (2003). Advancing 
a theoretical model for public health and health promotion indicator development. Proposal 
from the EUHPID consortium. Eur J Publ Health, 13(Suppl 3):107–113.

Bandura, A. (1997). Self-efficacy. The Exercise of Control. New York: W.H. Freeman and Company.
Blum, R. W., McNeely, C., & Nonnemaker, J. (2002). Vulnerability, risk, and protection. 

J Adolescent Health, 31S:28–39.
Bourdieu, P. (1993). The Field of Cultural Production. Essays on Art and Literature. Cambridge: 

Polity Press.
Bronfenbrenner, U. (1979). The Ecology of Human Development – Experiments by Nature and 

Human Design. Cambridge Massachusetts: Harvard University Press.



350 M. Eriksson and B. Lindström

Bruun Jensen, B. (2000). Health knowledge and health education in the democratic health- 
promoting school. Health Educ, 100(4):146–153.

Bruun Jensen, B., & Schnack, K. (1997). The action competence approach in environmental 
 education. Environ Educ Res, 3(2):163–178.

Carver, C. S. (1998). Resilience and thriving: Issues, models, and linkages. J Soc Issues, 
54(2):245–266.

Eklund, L. (1999). From citizen participation towards community empowerment. An analysis on 
health promotion from citizen perspective. Tampere: Faculty of Medicine, University of 
Tampere. (Doctoral thesis).

Eriksson, M. (2007). Unravelling the mystery of salutogenesis. The evidence base of the saluto-
genic research as measured by Antonovsky’s Sense of Coherence Scale. (Doctoral thesis). Åbo 
Akademi University Vasa, Fakulty of Social and Caring Science, Department of Social Policy. 
Folkhälsan Research Centre, Health Promotion Research Programme, Research Report 
2007:1. Turku: Folkhälsan.

Eriksson, M., & Lindström, B. (2005). Validity of Antonovsky’s Sense of Coherence Scale – a 
systematic review. J Epidemiol Community Health, 59(6):460–466.

Eriksson, M., & Lindström, B. (2006). Antonovsky’s Sense of Coherence Scale and the relation 
with health – a systematic review. J Epidemiol Community Health, 60:376–381.

Eriksson, M., & Lindström, B. (2007). Antonovsky’s Sense of Coherence Scale and It’s relation 
with quality of life: A systematic review. J Epidemiol Community Health, 61:938–944.

Eriksson, M., & Lindström, B. (2008). A salutogenic interpretation of the Ottawa Charter. Health 
Promot Int, 23(2):190–199.

Freire, P. (1996). Pedagogy of the Oppressed. Harmondsworth: Penguin.
Glantz, M. D., & Johnsson, J. L, editors. (1999). Resilience and Development. Positive Life 

Adaptations. New York: Kluwer Academic/Plenum.
Kobasa, S. (1982). The hardy personality: toward a social psychology of stress and health. In: 

Sanders, G., & Suls, J. editors. Social Psychology of Health and Illness. Lawrence Erlbaum 
Associates: New Jersey.

Koelen, M. A., & Lindström, B. (2005). Making healthy choices easy choices: The role of empow-
erment. Eur J Clin Nutr, 59(Suppl 1):10–16.

Korkeila, J., Lehtinen, V., Bijl, R., Dalgard, O-S., Kovess, V., Morgan A., et al. (2003). Establishing 
a set of mental health indicators for Europe. Scand J Public Health, 31(6):451–459.

Kravetz, S., Drory, Y., & Florian, V. (1993). Hardiness and sense of coherence and their relation 
to negative affect. Eur J Personality, 7(4):233–244.

Lindström, B. (1994). The essence of existence. On the quality of life of children in the Nordic 
countries – theory and practice in public health. (Doctoral thesis.). Göteborg: Nordic School 
of Public Health.

Lindström, B. (2001).The meaning of resilience. Int J Adolesc Med Health, 13(1):7–12.
Lindström, B., & Eriksson, M. (2006). Contextualising salutogenesis and Antonovsky in public 

health. Health Promot Int, 21(3):238–244.
Lindström, B., & Eriksson, M. (2009). The salutogenic approach to the making of HiAP/Healthy 

Public Policy: illustrated by a case study. Global Health Promotion, 16(1): 17–28.
Lindström, B., & Spencer, N, editors. (1995). Social Pediatrics. Oxford: Oxford University Press.
Luthar, S. S., (ed). (2003). Resilience and Vulnerability. Adaptation in the Context of Childhood 

Adversities. Cambridge: Cambridge University Press.
McCubbin HI, Thompson EA, Thompson AI, Futrell JA (1999). (Eds.) The dynamics of resilient 

families. Thousand Oaks: Sage Publications.
Ministry of Social Affairs and Health. (2006). Health in All Policies: Prospects and Potentials. 

Finland, Helsinki: Ministry of Social Affairs and Health. 
Mittelmark, M. B. (2008). Setting an ethical agenda for health promotion. Health Promot Int, 

23(1):78–85.
Morgan, A., & Ziglio, E. (2007). Revitalising the evidence base for public health: an assets model. 

IUHPE – Promotion & Education, 2(Suppl):17–22.



35118 Bringing It All Together

Murray, C., Salomon, J., Mathers, C., Lopez, A., editors. (2002). Summary Measures of Population 
Health: Concepts, Ethics, Measurement and Applications. Geneva: World Health Organization.

Nilsson, L. A. (2004). Health promotion as school development. Scand J Nutr, 48(2):70–76.
Nilsson, L., & Lindström, B. (1998). Learning as a health promoting process – the salutogenic 

interpretation of the Swedish curricula in state education. Int J Health Promot, 14.
Newton, S. E. (1999). Relationship of hardiness and sense of coherence to post-liver transplant 

return to work. Holist Nurs Pract, 13(3):71–79.
Nutbeam, D. (1998). Health Promotion Glossary. Geneva: World Health Organization.
Poland, B. (2007). Health promotion in Canada: Perspectives & future prospects. Brazilian 

J Health Promot, 20(1):3–11.
Rappaport, J. (1987). Terms of empowerment/exemplars of prevention: Toward a theory for com-

munity psychology. Am J Community Psychol, 15:121–148.
Rissel, C. (1994). Empowerment: the holy grail of health promotion? Health Promot Int, 9(1):39–47.
Rotter, J. (1966). Generalized expectancies for internal versus external control of reinforcements. 

Psychological Monographs, 80, Whole No. 609.
Rutter, M. (1987). Psychosocial resilience and protective mechanisms. Am J Orthopsychiatry, 

57(3):316–331.
Sagy, S., & Antonovsky, H. (2000). The development of the sense of coherence: A retrospective 

study of early life experiences in the family. J Aging Hum Dev, 51(2):155–166.
Smith, T. L., & Meyers, L. S. (1997). The sense of coherence: Its relationship to personality, 

stress, and health measures. J Soc Behav Pers, 12(2):513–527.
Sun, J., & Stewart, D. (2007). Development of population-based resilience measures in the 

 primary school setting. Health Education, 107(6):575–599.
UN. (1948). Universal Declaration of Human Rights. Paris: General Assembly of the United 

Nations.
UNICEF. (1990). Convention on the Rights of the Child. New York: United Nations Children’s Fund.
Wells,Y. D., & Kendig, H. L. (1999). Psychological resources and successful retirement. Aust 

Psychol, 34(2):111–115.
Werner, E., & Smith, R. (1982). Vulnerable but Invincible. A Longitudinal Study of Resilient 

Children and Youth. New York: McGraw Hill.
Werner, E, & Smith, R. (2001). Journeys from Childhood to Midlife. Risk, Resilience, and 

Recovery. Ithaca: Cornell University Press.
WHO. (1986a) A discussion document on the concepts and principles of health promotion. Health 

Promot Int, 1:73–76.
WHO. (1986b). Ottawa charter for health promotion: an International Conference on Health 

Promotion, the Move Towards a New Public Health, November 17–21 1986. Geneva: World 
Health Organization.

WHO. (1988). Adelaide Recommendations on Healthy Public Policy. Second International 
Conference on Health Promotion, Adelaide, South Australia, April 5–9 1988.

WHO. (2001). International Classification of Functioning, Disability and Health. (Endorsed at 
the Fifty-fourth World Health Assembly on May 22 2001) http://www.who.int/classifications/
icf cited August 19th 2008.



353

The Asset Model described in Chap. 1 aims to revitalise how policy makers, 
researchers and practitioners think and act to promote a more resourceful approach 
to tackling health inequities. The model outlines a systematic approach to asset 
based public health which can provide scientific evidence and best practice on how 
to maximise the stock of key assets necessary for promoting health.

Taken together the 18 chapters serve to illustrate how the model can be advanced 
towards its ultimate goal of producing a credible evidence base that can stand side 
by side the more well developed pathogenic approach to public health, helping to 
provide answers on how best to sustain health and minimise health inequities in 
different country contexts.

Of course, there is some way to go before we reach this goal. However the chal-
lenge lies not only in creating new data and evidence but harnessing what we 
already know using an asset frame of reference. Specifically knowledge needs to be 
organised to:

 1. Illustrate how health assets operate in different communities and to quantify the 
value of assets to population health compared to other more, well established 
determinants of health.

 2. Identify policies and programmes that enhance the stock of health assets avail-
able in individuals, communities and organisations.

 3. Secure the best ways of measuring the health assets known to be protective of 
health.

The generation of this knowledge must then be accompanied by support at the 
international level with a range of tools and practical guides to assist countries to 
develop contextualised health and development programmes that combine need-
reduction and asset-maximisation considerations.

This edited volume has hopefully sparked an interest in all those interested to 
promote health, whether they are researchers, policy makers or practitioners, to 
work towards a set of theories, methods and action that focus on the positive rather 
than the negative, capabilities rather than need and health and wellbeing rather than 
disease. The test of course is whether the asset model in the future can provide 

Conclusions
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answers to how best to develop cost effective public health strategies which achieve 
equitable and sustainable rises in the general level of population health and 
 well-being across the globe. Hopefully revised editions of this book will include 
such success stories and those assets known to be protective of health are brought 
to the fore and applied appropriately for all.
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