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Objectives. We examined a community-based participatory diabetes interven-
tion to identify facilitators of and barriers to sustained community efforts to ad-
dress social factors that contribute to health.

Methods. We conducted a case study description and analysis of the Healthy
Eating and Exercising to Reduce Diabetes project in the theoretical context of a
conceptual model of social determinants of health.

Results. We identified several barriers to and facilitators of analysis of social
determinants of a community-identified disease priority (in this case, diabetes).
Barriers included prevailing conceptual models, which emphasize health behav-
ioral and biomedical paradigms that exclude social determinants of health.
Facilitating factors included (1) opportunities to link individual health concerns to
social contexts and (2) availability of support from diverse partners with a range
of complementary resources.

Conclusions. Partnerships that offer community members tangible resources
with which to manage existing health concerns and that integrate an analysis of
social determinants of health can facilitate sustained engagement of community
members and health professionals in multilevel efforts to address health dis-
parities. (Am J Public Health. 2005;95:645–651. doi:10.2105/AJPH.2004.048256)
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ported engaging in strenuous activity for at
least 30 minutes per day. Furthermore, 23%
of respondents in this Detroit study reported
consuming 5 or more servings of fruits and
vegetables per day, a finding similar to na-
tional estimates for African Americans in
2003 (23.6%).10,11 Although research efforts
have focused on behavioral risk factors as the
source of chronic health conditions, individual
behaviors are influenced by local contexts
and the historical, social, and political forces
that shape those contexts.

Social and economic factors are linked to
health and well-being, and inequalities in so-
cial and economic conditions contribute to in-
equalities in health.7,12–15 Social determinants
of health include contextual factors such as
features of neighborhoods or communities
(income distribution, segregation), as well as
individual factors (social support, disrespect).16

Conceptualizing diabetes in terms of social
determinants of health broadens the scope of

factors to be considered beyond individual
factors like dietary intake or physical activity.
These models’ emphasis on social factors sug-
gests that research and intervention efforts
must include attention to social and economic
policies, social and physical environments,
and the implications of these policies and en-
vironments for behaviors, social interactions,
and biological indicators of health.17–21 For
example, the availability of healthy foods in-
fluences individual dietary choices,22–24 as do
public policies that subsidize production of
some food products (e.g., corn syrup).25,26 Un-
derstanding relationships among social, eco-
nomic, and biological factors enables practi-
tioners to consider the implications of
intervening at various points in these
processes.

It is particularly important to focus on so-
cial determinants of health if we are to un-
derstand and address racial and socioeco-
nomic disparities in health in the United

Diabetes disproportionately affects African
Americans and is an important contributor to
African Americans’ excess morbidity and
mortality.1–3 In 2000 in the predominantly
African American city of Detroit, approxi-
mately 71540 (1 in 10) African Americans
had been diagnosed with diabetes.4 Detroit
residents experience higher mortality rates
(deaths per 100000) from diabetes-related
causes than do Michigan residents overall, in
every age group (Table 1). Age-adjusted dia-
betes mortality rates are substantially higher
in Detroit (29.1 per 100000) than in nearby
(wealthier and predominantly White) Oak-
land County (21.4 per 100000) or the nation
as a whole (24.9 per 100000).4

African American women are more likely
than White men, White women, and African
American men to be overweight and to have
limited participation in physical activity: both
overweight and limited activity contribute to
the likelihood of developing type 2 diabetes.
According to the most recent National Health
and Nutrition Examination Survey data
(1990–2002), 77% of African American
women are overweight and 50% are obese;
for African American men, the percentages
were 61% and 28%, respectively.5 Among
African American women overall, 40% re-
ported no leisure-time physical activity, and
only 4% of African American women aged
20–39 years reported vigorous leisure-time
physical activity.6–8 Results from the East Side
Village Health Worker Partnership survey,9 a
2001 random-sample survey (n=365) of
women older than 18 years residing in De-
troit’s predominantly African American East
Side, are reported in Table 2. These results
indicate that 15% of women reported engag-
ing in moderate activity, and just 5% re-
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TABLE 2—Percentage of African American Women Residing in Detroit’s East Side Neighborhood
and Reporting ≥30 Minutes per Day of Moderate Physical Activity and Strenuous Physical
Activity and Consumption of ≥5 Fruits and Vegetables per Day, by Age Group: Healthy
Eating and Exercising to Reduce Diabetes, 2001 

≥ 30 Minutes of ≥ 30 Minutes of Consumption of 
Moderate Physical Strenuous Physical ≥ 5 Fruits and 

Activity per Day Activity per Day Vegetables per Day

Age, y

18–39 12.5 3.7 20.6

40–59 18.8 5.5 21.2

≥ 60 13.0 7.4 28.4

Total 15.1 5.2 22.6

Note. Results reported are from the ESVHWP survey conducted on Detroit’s East Side in 2001. For a description of survey
sample and methods, see Schulz et al.9 and Zenk et al.10

TABLE 1—Diabetes-Related Mortality
Rates (3-Year Average) for Detroit and
Michigan, by Age: 2000–2002

3-Year Averagea

Detroit Michigan

Age, y

< 50 9.3 ±1.3 5.4 ±0.3

50–74 227.2 ±13.0 144.9 ±2.9

≥ 75 785.1 ±46.7 749.2 ±12.7

Total 104.9 ±4.0 81.3 ±1.0

Source. Adapted from Michigan Department of
Community Health.4
aRates are deaths per 100 000.

States.19,27–30 Although findings of racial
health disparities are reduced substantially
when socioeconomic status is accounted for,
some racial differences in health remain. For
example, African American–White differ-
ences in the prevalence of obesity (a risk fac-
tor for diabetes) persist at every socioeco-
nomic level: African American women are
more likely than White women to experience
obesity, regardless of income level, and dis-
parities by income are smaller for African
American women than for White women.31

Such persistent disparities have led research-
ers to examine the contribution of racism—
including race-based residential segregation—
to health disparities.30

In our study, we applied a conceptual
model of social determinants of vulnerability
to diabetes that was adapted from more gen-
eral models that posited race-based residen-
tial segregation as a fundamental social deter-
minant of health disparities.32,33 Our model
suggests that race-based residential segrega-
tion contributes to spatial concentrations of
wealth and poverty. These concentrations, in
turn, affect aspects of the social environment
(e.g., workplace conditions, community social
relations) and of the physical, built environ-
ment (parks, retail stores, presence or condi-
tion of sidewalks) that affect health directly
(by influencing risk of injury) or indirectly
(via effects on proximate factors such as
available foods, which in turn influence di-
etary practices).

Applying this model to racial disparities in
diabetes allows us to postulate links between

the disproportionate impoverishment of pre-
dominantly African American neighborhoods
and the extent to which conditions in wealthy
and poor neighborhoods facilitate or discour-
age healthy lifestyles. For example, residents
of poor neighborhoods have fewer safe
places in which to exercise and more limited
access to high-quality food and are more
likely to report functional limitations and
physical health problems compared with resi-
dents of wealthier neighborhoods.11,34–38 In
the Detroit area, Zenk et al.39 found that a
predominately African American community
with limited economic resources had consid-
erably fewer large grocery stores and signifi-
cantly lower-quality fresh produce available
at retail outlets compared with a racially het-
erogeneous middle-income community. Previ-
ous research has linked food quality to deci-
sions to purchase fresh produce40,41 and
supermarket proximity to consumption of
fruits and vegetables.42 Thus, residents of the
predominantly African American community
in our study may experience a heightened
risk of diabetes because of reduced access to
high-quality fresh produce.

METHODS

The East Side Village Health Worker Part-
nership (ESVHWP) is a community-based
participatory research (CBPR) effort initiated
in 1996 to identify and address social deter-
minants of women’s health on Detroit’s East
Side. The ESVHWP uses CBPR to engage
residents of communities that experience

disproportionate disease and health care pro-
viders and academic researchers in develop-
ing strategies to address and promote greater
equity in health in this poor, racially segre-
gated community.43 The high prevalence of
diabetes in Detroit is part of the everyday
experience of Detroit community residents,
who confront diabetes in their own lives and
in the lives of their friends, family members,
coworkers, and neighbors. Grounded in
these experiences, community residents in-
volved with the ESVHWP identified diabetes
as a priority in 1999 and developed a pilot
proposal for diabetes prevention named
Healthy Eating and Exercising to Reduce Di-
abetes (HEED).

The objectives of the HEED project
(Table 3) reflect community members’ per-
sonal experience of diabetes and the social
and environmental factors that contribute to
diabetes. The HEED project promotes good
health by (1) providing in-depth information
about diabetes for community members;
(2) increasing community resources for and
reducing barriers to healthy eating and physi-
cal activity; (3) addressing aspects of the so-
cial and physical environments that affect
vulnerability to diabetes; and (4) strengthen-
ing relationships among community mem-
bers, community-based organizations, health
service providers, and academic institutions
with a CBPR approach. In Figure 1, the
points of intervention developed through the
HEED project are superimposed on the
framework for understanding social determi-
nants of diabetes described in the introduc-
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TABLE 3—Goal and Objectives: Healthy Eating and Exercising to Reduce Diabetes,
2000–2001

Overall goal Reduce the risk, or delay the onset, of diabetes by encouraging moderate physical activity and healthy 

eating among residents of Detroit’s East Side

Objective 1 Increase knowledge about how to reduce the risk, or delay the onset, of type 2 diabetes among village 

health workers and other community members of Detroit’s East Side

Objective 2 Increase resources (e.g., community gardens, cooperative buying clubs, social support for a healthy diet) 

and reduce barriers (e.g., lack of affordable fresh produce in local stores) to healthy meal planning 

and preparation

Objective 3 Identify and create opportunities for safe, enjoyable, low-impact physical activities for community 

members of Detroit’s East Side

Objective 4 Strengthen and expand social support for practices that help to delay the onset of diabetes or reduce 

the risk of complications in a high-risk population in Detroit’s East Side

steering committee. Together, they developed
a HEED training protocol and recruited and
trained community residents. Community
residents who joined the project brought
many skills to their new roles, including ex-
perience as community organizers, personal
trainers, youth leaders, and caregivers. The
HEED training built on these proficiencies,
providing detailed information about dia-
betes and the role of diet and physical activ-
ity in primary prevention as well as disease
management. Training included specific skill-
building activities such as nutrition label
reading, recipe modification, and strategies
for working within communities to address
diabetes (e.g., community forums, improving
access to health-promoting resources). The
intent was to increase community awareness
about diabetes and prevention and to link
prevention of diabetes to the social contexts
that shape, for example, food choices and
physical activity.

Over a 2-year period, 18 community resi-
dents completed the 2 eight-week HEED

Note. Bold text highlights points of intervention for the Healthy Eating and Exercising to Reduce Diabetes project.

FIGURE 1—Social determinants of racial disparities in diabetes risk in Detroit.

tion. Figure 1 illustrates the initial focus of
the HEED project on proximate (e.g., knowl-
edge, diet) and intermediate (e.g., access to
fresh produce) factors. Fundamental determi-
nants of health, such as racism and economic
inequalities, although understood as part of
the context, were not the direct focus of the
HEED project.

Members of the ESVHWP who developed
the HEED project, once it was funded,
worked together to hire a community mem-
ber as a half-time project coordinator. New
community groups and individuals with ex-
pertise in diabetes (i.e., Southeast Michigan
Diabetes Outreach Network nutritionists)
joined the core group as the HEED project
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project training sessions. After completion of
the training, with support from the HEED
project coordinator and members of the
steering committee, HEED advocates devel-
oped activities to promote healthy diets and
physical activity. Activities included a weekly
walking club for senior citizens and commu-
nity events focused on diabetes awareness
and prevention for youth, older adults, resi-
dents of a local shelter, and the community
at large. The project coordinator worked with
HEED advocates and the Southeast Michi-
gan Diabetes Outreach Network (part of
Michigan’s diabetes control program) to host
a series of healthy cooking demonstrations
tailored to ensure cultural appropriateness
and provide concrete skills in healthy food
preparation.

HEED advocates and other community
residents identified lack of access to grocery
stores and fresh produce as important barri-
ers to healthy dietary choices. Members of
the HEED project established a monthly fruit
and vegetable minimarket at a community
site to increase access to fresh fruits and veg-
etables in an area with few retail outlets car-
rying high-quality produce. The Butzel Fam-
ily Center, an East Side community center
whose director was a member of the steering
committee, provided space for the first
HEED minimarket. Minimarkets were held
monthly at this site for more than a year, and
demand for expansion to other areas of the
city grew.

RESULTS

The HEED evaluation measured change
among HEED project training participants
and documented the development and imple-
mentation of the fruit and vegetable minimar-
kets and healthy cooking demonstrations.
Both process and outcome evaluations were
conducted and included pre- and posttraining
assessments of knowledge related to diabetes
prevention (e.g., how to read nutrition labels,
individual and community risk factors), partic-
ipant observation of training discussions, and
documentation of project activities. The proj-
ect evaluator discussed preliminary evalua-
tion results from the first training with the
steering committee and project coordinator.
On the basis of feedback from the evaluation

of the first training series, some objectives,
training sessions, and “taking-it-to-the-streets”
exercises (exercises to be completed by
trainees between sessions) were adjusted for
the second training series, as were the pre-
and posttraining examinations themselves, to
more closely reflect specific objectives.44 The
evaluator attempted to track participation and
sales volume at HEED minimarkets, with the
dual goal of documenting the demand for
fresh produce and allowing the project coordi-
nator to tailor the quantity and types of prod-
ucts for future markets. In part because of
limited funding, this aspect of the evaluation
was not fully implemented. The evaluation
documented a strong interest among partici-
pants in healthy cooking demonstrations in
recipes and healthful cooking techniques for
familiar foods. The HEED project subse-
quently joined forces with another commu-
nity initiative to obtain funding to expand the
minimarkets and food demonstrations (de-
scribed in the Weathering the Funding Cli-
mate section): this effort is now in progress
and includes resources for a more extensive
evaluation.

DISCUSSION

We learned several lessons in the process
of applying a social determinants model to
the HEED project. We discuss their implica-
tions for community partnerships with an eye
toward addressing underlying social determi-
nants of priority heath concerns.

Starting Where People Are
Initiated by residents of Detroit’s east side

who identified diabetes as a priority con-
cern, the HEED project reinforces the im-
portance of a fundamental principle of com-
munity organization: starting where the
people are.45 Detroit residents confront dia-
betes as an immediate and pressing health
concern within the context of limited access
to medical resources (e.g., primary and pre-
ventive care, health insurance). Residents’
desire for assistance with clinical and per-
sonal disease management reflects their lim-
ited access to needed health care in commu-
nities disproportionately affected by
diabetes. Many community members sought
out HEED training to increase their knowl-

edge about and capacity to manage their
own diabetes or that of family members and
to reduce the disproportionate rates of dis-
ability and death in their communities that
result from diabetes. Trainees’ impromptu
testimonials highlighted the importance of
this forum for obtaining basic information
and support. Such discussions offered oppor-
tunities to recognize these concerns and to
provide support and referrals; at the same
time, participants made connections between
social contexts and health.

As participants increased their knowledge
about the connections among physical activ-
ity, diet, and diabetes, they also described the
dearth of stores offering high-quality produce
in their neighborhoods and the limited avail-
ability of space for physical activity. A training
exercise in which HEED advocates were
asked to conduct nutritional audits of local
grocery stores quickly became focused on
food quality and safety, as participants noted
the poor quality of and expired fresh dates on
food in local stores. One participant, who did
not drive or own a car and faced an absence
of quality foods in neighborhood retail out-
lets, described waiting until her niece was
able to drive her to a suburban supermarket
to purchase fresh produce.

Thus, community members’ desire for in-
formation (the “proximate factors” column in
Figure 1) led to dialogues in which partici-
pants drew connections among social and
physical environmental contexts, food prepa-
ration practices, and dietary intake, articulat-
ing the contributions of “intermediate factors”
to increased vulnerability to diabetes. These
dialogues helped to build a “shared” analysis
(common to members of the partnership) of
social determinants of diabetes while helping
us recognize that some participants may pri-
oritize (along with work and family obliga-
tions) medical management of their own dia-
betes. Thus, even as the HEED project’s main
focus remained on community-level preven-
tion, it recognized the importance of access to
competent and thorough medical care and
improved management of diabetes. Health
service providers who were members of the
steering committee helped to provide links to
health care and other resources for commu-
nity members seeking to manage medical
concerns.
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Relationships Between Dialogue,
Research, and Intervention

An iterative process of dialogue, research,
and intervention both was informed by and
helped to inform participants’ understanding
of social determinants of diabetes. Discussions
that occurred during the HEED planning and
training contributed to subsequent research
conducted by the ESVHWP. A series of items
included in a community survey conducted
by ESVHWP in 2001 collected information
about respondents’ intake of fruits and veg-
etables; the specific location of the store in
which they shopped for food; and the quality,
selection, and price of fresh produce at those
stores. Results provided systematic documen-
tation of the locations and types of store at
which residents shopped and allowed analysis
of the relationship between store type and lo-
cation and fruit and vegetable consumption.10

Subsequent research assessed the spatial dis-
tribution of supermarkets in metropolitan De-
troit; the prevalence (per area) and locations
of several types of food stores in 4 socioeco-
nomically and racially disparate Detroit area
communities; and the availability, selection,
quality, and cost of fruits and vegetables at
retail food outlets in these communities.39,46

These efforts illustrate the important role of
community residents in shaping the research
conducted by ESVHWP and the role of the
research in supporting intervention efforts.

Weathering the Funding Climate
Community initiatives to address health con-

cerns must act within particular funding envi-
ronments. Funding priorities shape the types
of initiatives that unfold and influence their
chances of success. Funding that targets the
provision of education, information, screening,
or services for specific diseases is grounded in
models of health promotion that focus on
changing individual behaviors without address-
ing the more fundamental social determinants
of health.47–49 Although an important aspect of
reducing racial disparities in health and a criti-
cal component shaping excess risk in racially
segregated and economically marginalized
communities,50 health services alone (without
other actions taken to intervene in the social
conditions that create disparities in diabetes
risk) are insufficient to address the multiple
factors that contribute to racial disparities in di-

abetes.51 Furthermore, efforts to change indi-
vidual behaviors without also changing the so-
cial and physical contexts that influence those
behaviors are unlikely to be successful.7,52–55

The HEED project was established with a
small grant that supported a half-time staff
member for 1 year. Additional support for
the development and implementation of the
HEED project was provided through in-kind
contributions of time, expertise, and resources
from a wide network of partner organizations
and from the “village health workers” (com-
munity residents involved in the East Side Vil-
lage Health Worker Partnership as lay health
advisors) themselves. This support allowed
the HEED project to continue its efforts to
improve community access to fruits and veg-
etables during a 2-year gap in external fund-
ing. The Detroit Department of Health and
Wellness Promotion provided transitional
salary and supervisory support for the project
coordinator, while program support (e.g., ma-
terials, space, training, evaluation expertise)
was provided by members of the ESVHWP,
the HEED project steering committee, and
other individuals and organizations. Funding
acquired in 2002 supported expanded efforts
to increase access to produce in Detroit com-
munities as part of a larger Centers for Dis-
ease Control and Prevention–funded initia-
tive, Promoting Healthy Eating in Detroit.56

Funding to support such sustained attention is
necessary to bring about changes in the local
environments to promote health. Support for
transformations of the fundamental social in-
equalities that create those environments is
yet another step in this process. Elimination
of racial disparities in health will require fun-
ders as well as practitioners to identify con-
nections between the factors that contribute
to diabetes and other health concerns that
disproportionately affect African Americans
and to establish clear priorities for interven-
tions that address intermediate and funda-
mental as well as proximate factors.

Attention to Process and Capacity
Building

The CBPR approach used to develop and
implement the HEED project brought to-
gether representatives from a wide range of
organizations and groups within Detroit, each
with specific resources. The HEED project

emerged within the context of an ongoing
partnership with a history of collaboration.
As they worked together to implement and
sustain the HEED project, these organiza-
tions were joined by others who extended
ESVHWP’s capacity by contributing time, ex-
pertise, and other resources. These relation-
ships have been sustained over several years,
allowing continued exchange of resources and
information as well as development of a
shared analysis of health that extends beyond
biomedical explanations to include social de-
terminants of health. The shared understand-
ing of social determinants of diabetes and the
realities faced by those seeking to manage this
complex disease provide the current founda-
tion for continued collective efforts to address
health disparities on Detroit’s East Side.

Conclusions
Residents of communities with excess bur-

dens of chronic disease face pressing demands
for basic resources, including information,
fresh produce, safe environments, and access
to quality health services. Within the United
States, deeply embedded cultural frameworks
emphasize individual or biomedical models of
health and disease, shaping both our under-
standing of causality and the solutions we pro-
pose to address health disparities.57 Making
connections between social factors (e.g., racial
and economic segregation) and diseases such
as diabetes requires dialogue and discussion
that is respectful of diverse perspectives and
priorities. Community residents struggling to
gain access to needed services to manage dia-
betes or other chronic illnesses may focus
their energies on obtaining these services.
However, despite this focus, they may also
support efforts to change aspects of the social
context that limit access to fresh produce or
remove fundamental racial or socioeconomic
inequalities. Such changes require time and
sustained collective effort, and their implica-
tions for health are likely to unfold over a
period of years or decades. It is essential that
efforts to reduce health disparities by chang-
ing social determinants of health also target
inequalities in access to care to address the
very pressing and complex health concerns of
disadvantaged populations.

Ecological frameworks that create explicit
links between immediate individual health
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concerns and community or broader social
dynamics, and that do not pit one against the
other (e.g., health care services against
broader changes to address fundamental in-
equalities), may facilitate sustained engage-
ment of diverse partners in community ef-
forts to address social determinants of health.
If we are to succeed in extending efforts such
as the HEED project to their logical ends—
that is, to reduce or remove underlying social
inequalities that create health inequalities—it
is imperative that community members,
health care providers, and academic re-
searchers perceive such efforts as addressing
both current health needs and and funda-
mental social inequalities with the goal of
producing more equitable health outcomes.
Programs that offer access to information
and health care resources need not be under-
stood in opposition to efforts for broader
change. Recognizing that unequal access to
medical care is one of many socially struc-
tured inequalities and includes unequal ac-
cess to the resources necessary to maintain
healthy diets or environments conducive to
physical activities, allows partnerships both to
address short-term needs and to build capac-
ity to address more fundamental changes
necessary to eliminate racial disparities in
health.

Social determinants of health models high-
light the importance of addressing social fac-
tors across multiple levels. Intervention efforts
such as the HEED project, initially focused
on improved access to information, healthier
diets, and increased physical activity, offer a
model for beginning with health concerns of
local residents and moving to encompass an
analysis of broader social determinants of
health and disease. Community residents are
essential to this process, as are community or-
ganizations and professional networks that
can provide coherence and continuity in ef-
forts for sustained community change even as
individual members’ engagement varies with
changing life circumstances, including their
own health. Working in partnership facilitates
development of an analysis of causality that
encompasses multiple perspectives and reali-
ties and may provide a foundation for
broader social movements to address funda-
mental factors that produce racial disparities
in health.
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