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The aim of this commentary is to set out
a priority research agenda which will
make more systematic the evidence base
about why investing in a range of ‘public
health assets’ is important for population
health. It will rehearse in brief some of
the issues that have been raised over the
past few years as experience has grown
about how to apply the idea to public
health practice. The commentary will also
argue for better conceptualisation (in part
developed through research) in order that
the approach can become a credible contributor to existing tools and techniques
already available to the public health
workforce.
Public health policy and practice
increasingly make use of the term ‘health
assets’ (the shift from problems and needs
to strength and capabilities) in their deliberations about the best ways to improve
health and well-being. This has been
accompanied by a rise in discussion and
debate in the peer-reviewed literature. For
example, using the speciﬁc term ‘health
assets’, a search of PubMed found few
papers appearing up until the 1980s, in
contrast to 184 papers found in 2013.
The search results conﬁrm that the origins
of the notion ‘glass half full’ stem from
human development sciences, later taken
up by clinical sciences including psychology, nursing1 and psychiatry. Most
recently (in the past decade), public health
has shown a renewed interest in its potential application to solutions for promoting
health and reducing health inequalities.
Given this history, the narrative in the
majority of papers displays an individual
level rather than a population-level focus.
That is to say, much of the discussion (in
mainstream policy and practice, at least)
has been about how the ideas can be
translated into clinical practice rather than
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public health action. That said, there are
signs in some countries that this is now
changing and that ‘public health assets’
are being taken seriously by a public
health workforce that goes beyond those
working at grassroots level.2
Effective public health action requires
clarity from the outset about the ideas,
concepts or theories being used to inform
its development. While some deﬁnitions
do exist (see Morgan and Ziglio3), the
extant literature does not seem to offer an
agreed notion of what a ‘public health
asset’ is. While there may be a need for a
range of characterisations for the idea(s),
we propose a working deﬁnition, speciﬁcally to support the work of a research
project ongoing in the city of Alicante
(Spain): In this context, a public health
asset (including the word public to distinguish it from the wider literature) has
been deﬁned as:
“the heritage expression of fair, equitable and democratic communities,
resulting from their organized efforts;
this is achieved by facilitating community empowerment and capacities which
improves, promotes and restores the
health of populations and can help to
reduce health inequalities.” This chimes
with broader deﬁnitions of public health
put forward, for example by Kickbusch4
and Acheson.5

The work ongoing in Alicante aims to
contribute to our further understanding
of how a range of public health assets can
be brought together to foster health gain
and will build on existing work, notably
that of Morgan and Ziglio and McKnight
and Kretzmann, described below.
Morgan and Ziglio3 proposed the ‘Asset
Model (AM) to support a more population
health focus by making more systematic
the long history of health promotion and
community development activities as a
means of improving health and well-being.
The rationale for the model was twofold.
First, it aimed to reignite the principles of
the Ottawa Charter; and second, it
hypothesised that following a set of assetbased principles and those of evidencebased public health, could provide one

means of unlocking the difﬁculties asso- 65
66
ciated with tackling health inequalities.6 Q9
Some have warned, however, that at a pol- 67
itical level, particularly in the context of 68
budgetary pressure on European public 69
services, the health asset approach could 70
be seen as a window of opportunity for 71
welfare state cuts and reforms.7 While that 72
could certainly be a possibility, Morgan8 73
reiterates that any retreat of politicians 74
from the process of health development 75
could undermine the very nature of what 76
77
constitutes a health asset approach.
Asset-based working in public health, as 78
with many other notions now popular in 79
the health ﬁeld, has been inﬂuenced by 80
the social sciences. assets-based commu- 81
nity development (ABCD), proposed ori- 82
ginally by Kretzmann and McKnight,9 for 83
social and community work has provided 84
one framework capable of turning the 85
idea into a practical reality. It does so 86
because it conﬁrms that effective commu- 87
nity development is based on the need to 88
understand the strengths that communities 89
already have, rather than the traditional 90
approach which involves providing ser- 91
vices that professionals think communities 92
need. The latter often leads to an over- 93
emphasis of vertical programmes to 94
promote healthy lifestyles, a rise in health- 95
care consumerism and ultimately an exces- 96
97
sive dependence on health services.
ABCD provides a framework in which 98
individuals or groups can act to increase the 99
social capital of a community. Individuals, 100
associations, institutions, economic devel- 101
opment and natural resources were the ﬁve 102
main assets founded by McKnight in 1993. 103
Other proposals go beyond qualifying these 104
individual, relational and collective assets, 105
speciﬁcally mentioning the importance of 106
cultural and political9 assets, tangible and 107
108
intangible.
ABCD represents a fundamental shift 109
from a traditional focus on assessing needs 110
and deﬁcits within communities to a focus 111
on identifying and mobilising local 112
strengths or assets, providing value to talent 113
and assets of the people themselves and to 114
115
map them the community. It should be Q10
noted that assets-based work and needs- 116
based work are not mutually exclusive, that 117
is, the use of one does not negate the need 118
for the other. What we call for here is that 119
asset-based work is rooted in the tradition 120
of evidence-based public health, so that the 121
rhetoric of its value is substantiated by 122
research and evaluation (in their broadest 123
124
sense).
Despite much experience gained over 125
the years from the practical work asso- 126
ciated with asset-based work, there seems 127
to be no substantive empirical or review- 128
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level assessments of its impact, at least
that which is published in scientiﬁc journals. Even now, the Glasgow Centre for
Population Health asserts that much of
the emerging evidence around asset-based
community development remains at the
level of case study and descriptive primary
research.10 That said, looking more
broadly, there are syntheses of available
evidence to suggest that appropriate
involvement of the local communities in
the health development process can bring
about health gains.
For example, the systematic review by
O’Mara-Eves et al.11 suggested that programmes that include a community
engagement approach are ‘effective in
improving health behaviors, health consequences, participant self-efﬁcacy and perceived social support for disadvantaged
groups’. The review, however, was unable
to unpick the speciﬁc contribution that different community engagement approaches
made to health and well-being, in part
because the mechanisms of change were
underdescribed. We argue that bringing

together the methodologies, such as those
developed by ABCD, and those robust
evaluation frameworks associated with
evidence-based public health would help
to add additional detail about the processes that make these types of approaches
work. The rationale for our proposed
research agenda necessarily follows from
this premise.
Morgan8 has already noted that the
current enthusiasm in policy and practice
will soon wane if a more robust evidence
base does not follow through. It is often
the norm that the commitment to research
and evaluation often lags behind much
innovative practice, because of the complexity of the work. However, this need
not be the case as we already have the
methodological tools and techniques to
embrace a mix-method approach to the
task. For example, Bonnefoy et al12 set out
a whole range of tools and techniques to
build a better evidence base in the context
of the social determinants of health—the
themes of which ﬁt with asset-based methodologies. In addition, frameworks such as
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Box 1 Proposed research agenda to advance the evidence base for investment
in a public health asset approach

158
159
160
161

Conceptual work
▸ To continue to further deﬁne public health assets using consensus methods.
▸ To develop ways in which different types of assets should be structured to help
understand the process (or theory) of change occurs that makes explicit the
antecedents and consequences of asset-based approaches.
Methodological issues
▸ To develop and reﬁne techniques for asset identiﬁcation and mapping to enable the
process to be evaluated in relation to public health outcomes.
▸ To develop appropriate monitoring and evaluative mechanisms that can support
health promotion and educational programmes be grounded in a more robust
evidence base.
▸ To explore innovative methods for utilising the health beneﬁts associated with
contemporary technologies (eg, ‘new media’) as sources of public health assets for
the common good.
Review level and empirical research
▸ To undertake scoping reviews to ascertain how the health asset approach has been
used in the public health ﬁeld.
▸ To formally assess through use of systematic reviews how the public health assets
approach has been used in community intervention work and the impact it has had
on health and related outcomes.
▸ To explore what types of systems (structure and agents) are needed to support the
effectiveness of asset-based approaches for promoting equity in health and
well-being programmes.
▸ To understand the added value of investing in a public health asset approach in
terms of impact on health outcomes and from the perspective of the target
population involved in the process (compared to a deﬁcit approach).
▸ To gather evidence on the costs, beneﬁts and return on investment associated with
the approach to make the case for investment to professionals and acceptability of
the approach to the public.
▸ To explore whether there are particular groups of professionals who make it more or
less difﬁcult to facilitate the principles of public health asset development.
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those used by the National Institute of
Health and Care Excellence (NICE)13 14
to produce evidence-based public health
guidance can help to ensure a level of
quality that provides the credibility
required for further investment. The NICE
framework is broad enough to ensure that
future research captures not only what
works but also why and how things work
in different contexts. These, combined
with the principles set out in the AM and
the growing experience from practice,
provide the necessary methodologies and
indicators to advance knowledge through
appropriate evaluative frameworks.15
Two other themes emerge as crucial to
advancing knowledge about what works to
promote health and well-being through
the use of ‘public health assets’. First, there
is a need to understand how best to reconﬁgure the services and policies required to
support the principles of asset-based
working. The approach requires a systemlevel response in order for it to succeed.
This would involve a redesign of services
and policies to ensure that they support
local action to ﬂourish and that they
beneﬁt the whole community. In particular, professionals need to work in such a
way as to help communities recognise their
existing strengths derived from their own
history, privilege and struggle.16
Second, and importantly, policymaking
needs a change in the mindset to embrace
the different types of knowledge that are
required to fully understand why and how
asset-based approaches work. This would
include valuing different processes that
allow the efﬁcient use of existing assets in
public health, and generating new ones.
Mixed method synthesis can provide a
means of shifting these mindsets. For
example, Popay et al17 carried out a review
to inform the preparation of NICE guidance on community engagement (a key
facet of the health asset approach). The
review comprised: quantitative studies that
assessed the impact that working effectively at a community level could have on
health outcomes; a synthesis of process
evaluations that explored the barriers and
facilitators of working effectively; and
qualitative literature that summarised the
achievements of effective engagement
from the perspective of those people
getting involved.
Such research can ensure that ‘best evidence’ is deﬁned on the basis of its ﬁtness
for the purpose and its connectedness to
research questions,18 rather than a priori
notions about the superiority of particular
types of evidence or method and their
placement in an evidence hierarchy.19 This
ﬁts with the discourse of Petticrew and
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Roberts20 that matching research questions
to speciﬁc problems and using evidence
derived from an appropriate methodology
is more important than assuming superiority of a method or a theoretical approach.
As already highlighted, advancing
knowledge through research and evaluation requires us to have clarity about how
to deﬁne and frame the works purpose.
There are a whole range of research
and evaluation questions that stem from
the AM; however, the proposed research
agenda suggested here focuses speciﬁcally on that which will help mainstream
public health work appropriately and
effectively with local communities. Two
broad areas are proposed, namely that
associated with theoretical and methodological development; and the need to
further
understand
the
processes
involved in assets-based work and their
subsequent impact, the latter to be
achieved through review level and
empirical endeavour. The former synthesises what we already know; the latter a
set of priority questions to advance the
ﬁeld towards making the case for sustainable investment. The research objectives are summarised in box 1.
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