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Medical and public health research and practice in the second half of the 20th century
primarily have focused on understanding and addressing individual risk factors for dis-
eases such as smoking, dietary practices, and blood pressure.' Despite the tremendous
resources expended on these individual risk factors, disparities between the health of
those who are most advantaged and those with fewer economic and social privileges have
continued and in some cases have increased.”* Residents of urban communities with high
concentrations of poverty in particular suffer from a disproportionate burden of morbidity
and mortality.*® Finding effective means to understand, and more important, to intervene
on, the factors that contribute to racial and socioeconomic disparities in health remains
one of the most pressing problems facing public health professionals today.

In this special issue of Health Education & Behavior, we examine efforts of the Urban
Research Centers (URCs), as part of the Urban Health Initiative funded by the Centers for
Disease Control and Prevention, to use community-based participatory approaches to
understand and develop interventions to address social determinants of health (SDOH) in
three urban communities: New York City, Detroit, and Seattle. Each of these sites has
engaged in community-based participatory research and interventions to address SDOH
from a somewhat different perspective. This special issue offers an opportunity to exam-
ine these approaches and to highlight their potential benefits and their challenges.

In this introductory article, we first discuss a definition of social determinants and
examine their role in racial and socioeconomic disparities in health, with a particular
focus on urban health. Second, we discuss partnership approaches to research and prac-
tice and the particular role of such partnerships in research and interventions addressing
SDOH. We particularly examine implications of inequalities in the social context as they
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influence health and in partnerships as they influence partnership dynamics. Third, we
describe the contributions of each of the manuscripts contained within this special issue
as theoretical and practical examples that illustrate the potential, and the limitations, of
community-based participatory approaches to addressing SDOH. We conclude with a
discussion of the implications of the ideas and results presented in these articles for the
development and implementation of community-based participatory interventions at the
individual, community, and policy levels.

SOCIAL DETERMINANTS OF HEALTH

The socioeconomic and racial disparities in health in the United States today require
public health professionals and the communities they work with to critically examine the
scope and focus of public health research and practice. Research and intervention para-
digms that emphasize individual factors as risks for specific diseases have not sufficiently
addressed the growing health inequalities between racial and socioeconomic groups. Dif-
ferent research and intervention approaches are needed to effectively understand and
ameliorate these disparities. For example, despite extensive research into the causes of
coronary heart disease during the past 50 years, the major known risk factors (i.e., smok-
ing, body mass index, cholesterol, and blood pressure) explain only a portion of
interindividual variability in coronary heart disease incidence.”® In addition, recent
research suggests that these risks themselves are shaped by more distal, contextual factors
such as poverty.”' For example, a study of low-income smokers in England® found that
smokers were more likely to live in circumstances that limited their ability to change this
behavior. They had heavy day-to-day caretaking responsibilities and limited social sup-
port. Smoking emerged as a rational response for coping with a stressful environment
with limited resources: It is low-cost, easily accessible, and offers a way to spend time
with friends and therefore increase social support. Similarly, availability of healthy foods
influences individual dietary choices,'*'” and a safe environment free from threats of vio-
lence that provides easy access to opportunities for recreation can increase physical activ-
ity."*'” In addition, the structure and hierarchy of the workplace determine the balance
between work-related demands and the ability to control these strains, which in turn influ-
ences cardiovascular health.”® Therefore, factors beyond the characteristics of the indi-
vidual, directly or indirectly, play a role in determining individual risk and, ultimately,
individual health. Such factors in the social environment that influence health have been
termed social determinants of health and include, for example, income distribution, dis-
crimination, access to education, and housing policies.”!

Conceptual models of SDOH attempt to make explicit the connections between social
and economic factors and the ways in which they shape individual risk factors, health, and
well-being.?""** They highlight relationships between what have been called fundamental
determinants of health® (e.g., the ways in which our social and economic systems are
organized), more proximate factors (e.g., employment opportunities, aspects of work-
place organization, exposure to infectious disease or hazards in the physical environment)
and potentially protective factors (e.g., social networks and social support, access to high-
quality foods), with ultimate implications for individual health. Models that explicitly
link different levels of risk factors contribute to our understanding of the complex rela-
tionships between socioeconomic, physical, and biological environmental factors and
their influence on physiological factors and allow health practitioners to consider multi-
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ple routes of intervention. The models of social determinants that guide the work of the
URGC:s are presented in the articles in this special issue.

Social determinants to a large extent underlie racial and socioeconomic disparities in
health and well-being in the United States today.*** For example, neighborhoods with
high poverty rates tend to have greater residential mobility; decreased commitment of
residents to the community itself or to neighbors; decreased access to employment;
increased stress and strain within social networks; deteriorating housing; and decreased
access to supports for community life, such as municipal services, grocery stores, and
banks.*"* More advantaged residents—who have longer life expectancies—are clus-
tered in areas that are physically distinct from those with fewer social and economic
advantages and whose residents have shorter life expectancies.>**® Residents of urban
areas with high concentrations of poverty are more likely to be exposed to physical envi-
ronmental hazards such as illegally dumped materials, airborne particulate matter, sub-
standard housing, and contaminated soils from industrial or other waste.*"** Furthermore,
health-protective factors, such as social support** are also inversely associated with socio-
economic status.” Developing approaches through which to intervene effectively in the
processes through which these social conditions shape health is crucial if we are to
address the excess burden of morbidity and mortality currently experienced by socioeco-
nomically disadvantaged urban residents in the United States.

COMMUNITY-BASED PARTICIPATORY APPROACHES TO
ADDRESSING SOCIAL DETERMINANTS OF HEALTH

Relationships between social determinants and health are complex.” A full under-
standing of, and efforts to address, these associations will require innovative research and
intervention strategies, collaboration across disciplinary groups, and engagement of
community members most affected by the patterns of concentrated disadvantage. Tradi-
tional research and intervention approaches have been criticized for their failure to effec-
tively engage such community assets as knowledge of community values, leadership,
social networks, and experience in the process of designing and implementing interven-
tions.'”***! Such approaches have often served to decontextualize information and failed
to engage residents who were most affected in the process of understanding and develop-
ing solutions to the health and social concerns they faced. Participatory approaches arose,
in part, to address these shortcomings.******** Community members’ awareness of social
processes that influence health within their communities and of ways to influence those
processes are not always readily apparent to researchers and practitioners. This knowl-
edge, however, can be critical to the success of an intervention. The complexity of the
social processes that influence health requires participation by persons with a wide range
of skills bringing diverse resources, influence, and knowledge to both research and
intervention.

Community-based participatory partnerships are one mechanism through which to
bring together such diverse individuals and organizations to affect SDOH. These
approaches promote equitable engagement of residents, community-based organiza-
tions, governmental and service-providing agencies, and academic institutions in the pro-
cess of designing and implementing efforts to address underlying SDOH. Community-
based participatory partnerships emphasize addressing health from positive and ecologi-
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cal perspectives, building on the strengths and resources of all parties involved, promot-
ing learning and empowerment, equalizing power among participants, integrating knowl-
edge and change for the mutual benefit of all partners, and ultimately disseminating
findings and knowledge gained to all partners.”® A key principle of community-based par-
ticipatory approaches involves identifying and building on strengths and resources within
communities, allowing interventions to tap into and mobilize, for example, social net-
works, social support, and other important social processes that influence health.

Community-based participatory public health approaches™*** have been developed
in recognition of the ways that differences in social status can influence the ability of par-
ticipants to work effectively together. Partnerships using these approaches recognize that
social inequalities, as fundamental determinants of health, are not abstract and distant
entities but are relationships that are produced and reproduced through human interac-
tions. Thus, inequalities shape interactions between professionals and community mem-
bers (e.g., in differences in access to resources or in terms of what counts as valid knowl-
edge); between ethnic groups within a community (e.g., in disrespectful interactions
between residents from different ethnic backgrounds); or within ethnic groups on the
basis of, for example, gender, age, or sexual orientation. An appreciation of the pervasive
impact of social inequalities on social relationships and their implications for the
development of equitable and productive working relationships that draw effectively
on the resources available within the community underlie the principles and process of
community-based public health research and practice (for various descriptions of princi-
ples and processes for conducting community-based participatory research and practice
in public health, see Hatch et al.,*® Israel et al.,” Baker,” Green et al.,* and Krieger and
Ciske*"). Such principles reflect efforts to recognize and address the pathways through
which social inequalities and social hierarchies contribute to disparities: They seek to
address, within the structure and the process of community-based participatory partner-
ships, the status differentials and social hierarchies that are fundamental to health dispari-
ties. The emphasis on participation, equity, and the integration of research and practice
address the particular challenges that face residents and community-based organizations
within economically marginalized communities.

Community-based participatory research and intervention models stand in contrast to
the two most prevalent patterns of public health practice, that is, individual client services
and population-based public health practice. Individual client services are aimed at meet-
ing the needs of clients one by one. Population-based approaches begin with a definition
of a population by public health officials, often on the basis of a disease or risk factor, and
then work on that population. Although population-based public health approaches may
be effective in containing the spread of an infectious agent or detecting undiagnosed dis-
ease, they may be less effective in inducing changes in individual and community prac-
tices and addressing underlying SDOH. Community-based partnerships, on the other
hand, through engaging community members from project inception through its execu-
tion, build on community strengths and knowledge to identify both the key social factors
that affect the health of residents in a particular community and the community resources
that can be built on to most effectively address these factors.

The articles presented in this special issue reflect the efforts of the URCs to use
community-based participatory approaches to integrate research and practice to under-
stand and address SDOH. Two articles from the New York City Urban Research Center
focus on understanding and addressing the social determinants of health among sub-
stance users. The article by Sandro Galea and colleagues, “Access to Resources for Sub-
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stance Users in Harlem, New York City: Service Provider and Client Perspectives” (NYC
CAB), presents results from surveys conducted with substance users and service provid-
ers, and the article by Stephanie H. Factor and colleagues, “Development of a ‘Survival’
Guide for Substance Users in Harlem, New York City” (NYC CAB), describes one effort
to respond to issues identified in the surveys. Two articles from the Detroit Community-
Academic Urban Research Center focus on a lay health adviser intervention to address
SDOH. In “Addressing Social Determinants of Health Through Community-Based Par-
ticipatory Research: The East Side Village Health Worker Partnership” (ESVHWP),
Amy J. Schulz and colleagues describe results from a random sample community survey,
in-depth interviews, and dialogue with community members about these results to estab-
lish priorities and activities for the partnership’s efforts. Barbara A. Israel and colleagues
present an analysis of survey data examining social support as a modifying factor in the
stress-health relationship and discuss implications for practice in “The Relationship
Between Social Support, Stress, and Health Among Women on Detroit’s East Side.” In
“Using Community-Based Participatory Research to Address Social Determinants of
Health: Lessons Learned From Seattle Partners for Healthy Communities” (SPHC
Healthy Homes, Community Research Center [CRC], and Domestic Violence [DV] Pro-
ject), James Krieger and colleagues describe lessons learned from a range of interven-
tions undertaken by Seattle Partners for Healthy Communities to address SDOHs. Allen
Cheadle and colleagues, in “Using a Participatory Approach to Provide Assistance to
Community-Based Organizations: The Seattle Partners Community Research Cen-
ter” (CRC), examine the development of a CRC and its role in providing support to
community-based organizations as a mechanism for building stronger partnerships to
address SDOH.

Together, the articles included in this special issue describe a variety of mechanisms
and structures through which community members, representatives from community-
based organizations, academia, and representatives from health and social service organi-
zations may be actively engaged in public health research and practice. Mechanisms and
structures of participation include advisory groups made up of members of the interven-
tion group (e.g., parents of children with asthma) who meet periodically to give input to
project staff people and steering committee members (SPHC Healthy Homes); steering
committees with responsibility for determining program objectives and overseeing
implementation of the intervention (ESVHWP, SPHC Healthy Homes, SPHC DV, SPHC
CRC); community residents who participate in ongoing working groups to design, imple-
ment, and evaluate interventions (ESVHWP, SPHC CRC; NYC); coding of data (SPHC
DV Project); interpretation of results (ESVHWP, SPHC DV, and Healthy Homes); and
translation of results into interventions (ESVHWP, NYC CAB, SPHC DV, and SPHC
Healthy Homes).

However, participation in and of itself is not enough. Participation may serve to repro-
duce inequalities, offer opportunities to challenge and disrupt inequalities, or both.**4°
Offering community members opportunities to participate in data collection but not to
influence decisions about community interventions on the basis of data collected, that is,
participation without influence, may simply serve to reproduce inequalities in decision-
making processes. As partnerships assess the degree and range of opportunities for partic-
ipation, they must also evaluate and critically assess the extent to which that participation
offers meaningful opportunities to work in partnership, that is, to be part of the decision-
making processes that influence not only the research questions asked but the interpreta-
tion and translation of results into interventions that address health concerns within urban
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communities. Although not the focus of this special issue, such evaluations are essential
to assess the extent to which participation contributes to the objectives of equity and
mutual influence that are at the core of community-based participatory approaches within
public health.

IMPLICATIONS FOR RESEARCH AND PRACTICE
TO ADDRESS SOCIAL DETERMINANTS OF HEALTH

Asagroup, these articles from the three URCs illustrate how the range of public health
concerns expands when the focus is on underlying SDOH. Each site raises important
questions about the scope of intervention efforts, where public health activities fit into a
broader spectrum of efforts to address social inequalities, and the capacities necessary for
community-based partnerships to address fundamental or underlying social conditions
that contribute to health disparities.

Many of the interventions described in these articles address change at the individual
or small group level, for example, by providing information about available resources to
substance users, helping caretakers of children with asthma improve the quality of the
indoor environment, or increasing social support among low-income women. A focus on
interventions at the small group level may be viewed as a limitation when the objective is
to address SDOH. On the other hand, these foci emerged from the expressed need of com-
munity residents for concrete action to address immediate health and social concerns.
The literature on community organizing and mobilizing suggests the importance of spe-
cific, visible, and manageable change efforts to initiate community-building efforts.*>
Concrete products arising from such collective efforts are an important aspect of building
solidarity among members of a partnership. Interventions at the local level that have tan-
gible and immediate benefits for local residents are an essential part of building trust and
strengthening the social relationships between members of the partnership. Building
strong partnerships is a first step toward building the capacity to work for macro-level
change.

The projects described in this issue are beginning to address social determinants oper-
ating at the community level by mobilizing small groups of residents and community
organizations and institutions to address neighborhood issues. For example, as Village
Health Workers in Detroit identify diabetes as a concern in their families and communi-
ties, they note that there are no large grocery stores on Detroit’s east side, limiting their
access to fresh produce. Community-level interventions designed to increase the avail-
ability of fresh produce have become a priority for intervention. Similarly, a partnership
formed in New York around introducing a Survival Guide for substance users and their
families identifies the transition from jail back to the community as a particularly risky
period for substance users. Effecting improvement in the postincarceration period for
substance users requires change in local institutional policy that may guide the partner-
ship’s subsequent project. Work in Seattle identified substandard housing as an important
determinant of exposure to asthma triggers. Improving housing quality for low-income
households has become a priority for addressing disparities in health associated with
asthma. The local asthma coalition in Seattle is beginning to work with public housing
agencies to establish processes and guidelines to ensure that a family whose health is
adversely affected by the condition of its housing unit is either moved to a more appropri-
ate one or has its unit remediated. The coalition is planning a review of local health and
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housing codes to assess how well they address indoor environmental quality and how
effectively they are enforced. Thus, as partnerships develop and mature, they may move
from the identification of specific individual or small group concerns and strategies
toward initiatives that address more macro-level causes of those concerns, that is, the
underlying social and economic processes that influence social conditions—with pro-
found implications for health.

As the role of underlying social factors in shaping health disparities becomes increas-
ingly apparent, community-based participatory approaches to public health research and
practice offer a strategy through which public health professionals and community mem-
bers can work together to seek solutions. The successes and shortcomings of the URCs
thus far offer useful insights for practitioners interested in engaging in community-based
partnerships to address social factors that influence health in urban communities. The
articles presented in this issue suggest a few central elements that underlie successful
community-based partnerships.

First, each of the sites discusses a theoretical model of SDOHs that make explicit the
links between social factors and health and guide the partnerships’ move toward address-
ing social policy and broader community change. Second, the early stages of these part-
nerships are characterized by efforts to build trust and relationships that can become the
foundation for the partnerships’ actions. Third, participation must be sought not for the
sake of participation but toward the end of offering meaningful opportunities to influence
choice of projects, their design and implementation, and the research and evaluation
questions asked. And finally, an initial focus on factors at the individual or small group
level (e.g., improving information, increasing social support) may be a useful first step for
partnership actions. They address immediate and salient concerns and may produce more
immediate tangible results than do longer term structural and institutional change efforts,
and they can serve to build relationships, trust, and mutual commitment toward the broad
community-level changes suggested by theoretical models that emphasize SDOH. Elimi-
nating health disparities will take time. Community-based partnerships focusing on the
social determinants that shape these disparities can guide effective public health research
and action that addresses the fundamental causes of these disparities.
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