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HEALTH INEQUALITIES: AN ASSETS APPROACH
Poverty and ill-health go together—measures of mortality and
morbidity in Scotland and the UK show an almost universal
gradient of increasing morbidity and mortality going from the
affluent to the deprived. As Michael Marmot said so succinctly in
his review: ‘People with higher socioeconomic position in society
have a greater array of life chances and more opportunities to lead
a flourishing life.’1 When he went on to be elected as the President
of the British Medical Association in 2010, he showed his
commitment to understanding and fighting health inequalities: ‘If
we really want to fight the alligators of health inequalities, we
have to drain the swamp. We have to deal with the consequences
of an unfair set of economic and social arrangements, and with the
causes and the causes of the causes of health inequalities.’2

‘Draining the swamp’ is not an easy task in any country but
public health knows that it needs to be done irrespective of the
complexion and ideology of the governments in power. For
example, the UK government has undertaken measures since
2010 which will exacerbate health inequalities; while the Scottish
government, with the support of the overwhelming majority of
Members of the Scottish Parliament and local authorities in
Scotland, seeks to mitigate the effects of the UK government
decisions.

Sir Harry Burns, the Chief Medical Officer in Scotland,
follows in Marmot’s footsteps and is equally passionate about
reducing health inequalities. Sir Harry is an alumnus of Glasgow
University, and of St Aloysius, a private Catholic co-educational
school in Garnethill in central Glasgow run by the Jesuits. (As an
aside, Garnethill itself holds a fond place in my heart as this was
where I spent my first seven years in Glasgow when my parents
came from India over 50 years ago. As a second aside, Garnethill
is also where the world renowned Charles Rennie Mackintosh-
designed Glasgow School of Art is located.)

Sir Harry is a former surgeon at Glasgow Royal Infirmary who
then specialized in public health. He has long championed the
cause of improving health and tackling health inequalities,
particularly among children. He is passionate about the need to
give Scotland’s children the best possible start in life to succeed.
Not only is he passionate but he does it in a way that engages and
enthuses the audience no matter what their background. From the
person on the street through the most self-regarding politician to
the hardest-nosed journalist, all are transfixed by his rhetoric. So
if ever you have an opportunity to hear Sir Harry speak, you will
not be disappointed.

Sir Harry argues that Scotland’s poor health is not just about
health inequalities that are explained by income or wealth
inequalities, but that people and communities have lost their
ability to overcome poor and disadvantaged circumstances. If you
do ever hear Sir Harry speak then Aaron Antonovsky3 is sure to
feature in the talk. Antonovsky, a US sociologist, is regarded as
the father of ‘salutogenesis’ or what causes health rather than
what causes ill-health and disease. Antonovsky also talked about
alienation of people, arguing that people (including children)
needed to understand and have a ‘sense of coherence’ of
challenging, or indeed hostile environments. Antonovsky defined
this ‘sense of coherence’ as a state which ‘… expresses the extent
to which one has a feeling of confidence that the stimuli deriving

from one’s internal and external environments in the course of
living are structured, predictable and explicable, that one has the
internal resources to meet the demands posed by these stimuli and,
finally, that these demands are seen as challenges, worthy of
investment and engagement’.4

Both these ideas of Antonovsky are integral to Sir Harry’s view
that they are required to heal individuals and communities in
Scotland that suffer the most in terms of health inequalities. As a
result, there is increasing interest in Scotland in an assets approach,
or asset-based approach, and again this is something Sir Harry is
championing.

An asset is something that is useful or valuable to the owner,
something that is advantageous. A health asset would be something
that is advantageous for health. Anthony Morgan describes a
health asset 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
promoting factors to buffer against life’s stresses.’5

The argument is that for too long the focus in improving health
and narrowing health inequalities has been about deficits, for
example, deficits in health-related knowledge, attitudes and
behaviour. An assets approach focuses on what assets people,
communities and organizations have that can be used to improve
health and decrease health inequalities. There is something
intrinsically attractive in accentuating the positive and using that
as a lever to achieve your objectives. That is, by working with the
assets available, to connect with individuals and communities to
improve their health.

Taking an assets approach means working with individuals,
communities and organizations. Not just listening to them or
engaging with them but truly working with them so that you are
not doing things to them. This sounds simple—and some people
argue that they have been doing this all the time in, for example,
community development. My own view is that the evidence base
for an assets approach is weak, and tends to rely only on case
studies. These are complex interventions; nonetheless, any actions
that are developed to test the assets approach can, and should,
contribute to the evidence base so that researchers and practitioners
can learn from it. The other problem with an assets approach is that
it does not explicitly take into account power and power structures.
If public bodies want to work with people, then there needs to be
a change in the power relationships between public bodies and
individuals, communities and organizations they want to work
with.

In Lanarkshire we have tried to put an assets approach into
practice, recognizing that collaboration and partnership can make
a difference. Burnhill in South Lanarkshire is one of the 5% most
deprived communities in Scotland,6 and its social and health
indicators are in sharp contrast to communities often literally a
stone’s throw away. While there have been some successful
activities such as the new youth club, the drop-in café, and
community clean-ups, public bodies need to work differently to
provide services for the people of Burnhill in an era of diminishing
resources.

There is something intrinsically attractive about an assets
approach which needs to be researched and developed. But it
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needs to build on the evidence that exists rather than working on
the basis that it is ‘a good thing to do’. While I remain agnostic
about the effectiveness of an assets approach to reducing health
inequalities, I most certainly believe that it needs to be tested and
evaluated. Draining the swamps of alligators requires different
and complementary tools. I would welcome it if an assets approach
was shown to be an effective tool in the toolbox to drain the
swamps and reduce health inequalities.
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Letter from Chennai

THE GIFT OF SIGHT
I will not vouch for these figures, but from the literature I gather
there are 12 million people in the country blind in both eyes, and
50%–80% of them are due to cataract. Fortunately, this is the most
eminently curable cause of blindness. Unfortunately, the majority
of sufferers live in areas remote from cities and big hospitals.
Once they are blind, they cannot travel independently, and the cost
of seeking assistance must include the cost of an attendant
travelling with them, and also the income lost by that attendant for
the days he or she is away from work. Regular readers of these
letters will be aware that I am strongly opposed to medical camps.
However, diseases of the eye, and especially refractive errors and
cataracts, are easily diagnosed in camps, and treatment is a one-
time intervention, cataract surgery being done today with the
implantation of an intraocular lens. Refractive errors can be
treated the same day with the provision of appropriate spectacles.
Eye camps therefore became the most common way in which
charitable organizations and ophthalmologists rendered
community service. My support for these camps, and my admiration
for the magnificent people who give of their time, effort and
money, extends up to, but stops short of, surgery. It is well-nigh
impossible to provide a truly sterile theatre in camp conditions,
and there have been horrendous instances of large numbers of
people getting infected and having their eyes permanently damaged,
sometimes having to be enucleated. This led to the government
declaring a ban on surgery outside a properly equipped operation
theatre, a most welcome restriction.

One way in which philanthropic organizations have overcome
this hurdle is to use the camps only to pick up patients, and then
arrange to transport them to a hospital, operate on them, and take
them back home. Tamil Nadu has been blessed with two colossi,
Dr G. Venkataswamy (sadly no longer with us) and Dr S.S.
Badrinath, who revolutionized the practice of ophthalmology in
the country. Dr Venkataswamy established the Aravind Eye Care

System with its headquarters in Madurai, and Dr Badrinath set up
Sankara Nethralaya based in Chennai. While both institutions
have done great work in all aspects of ophthalmology, my brief
today is the relief of blindness among the poor. I do not know who
first devised the method of finding cataracts at camps and
transporting them to cities for surgery, but the Aravind Eye Care
system has refined the model. Their camps are carefully planned.
People are informed in advance by a person roaming in an
autorickshaw and making announcements, by printed posters, and
by word of mouth. People with visual problems turn up at the
camp and are diagnosed there. Treatment that can be given on the
spot is administered, those who need surgery are given a date to
come to the hospital. On the appointed day they are picked up in
a bus and taken to the nearest Aravind hospital, operated, and
returned to their villages on the same day or the next. Many of
these people act as unpaid recruiting agents for Aravind. They
recruit patients and arrange to bring them to the next camp, and
thus to the hospital where their sight will be restored. Aravind
manufactures its own intraocular lenses. They have a unique
pricing system. The patient can decide whether she pays full
charges, or half, or whatever fraction she can afford, or nothing at
all. The full charges are set in such a way that patients who pay that
rate are also subsidizing those who are treated at concessional
rates or free. The rates were set (in 2010) at a minimal charge of
`550–`850, a regular charge of `5550–`9000, and a premium
charge of ̀ 10 000–`50 000. Any patient who wishes can have the
procedure done at absolutely no cost. About 200 000 cataract
operations are done each year by the entire Aravind Eye Care
system.

As for errors of refraction, the procedure of testing vision and
provision of glasses can be done with ease in a camp, and Aravind
provides some 90 000 pairs of glasses in a year.

While this outreach model makes it easy for the poor rural
blind to obtain relief that will restore to them a good quality of life,




