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Abstract The Urban Health Equity Assessment Re-
sponse Tool (Urban HEART) combines statistical evi-
dence and community knowledge to address urban
health inequities. This paper describes the process of
adopting and implementing this tool for Detroit, Mich-
igan, the first city in the USA to use it. The six steps of
Urban HEARTwere implemented by the Healthy Envi-
ronments Partnership, a community-based participatory
research partnership made up of community-based or-
ganizations, health service providers, and researchers
based in academic institutions. Local indicators and
benchmarks were identified and criteria established to
prioritize a response plan. We examine how principles
of CBPR influenced this process, including the devel-
opment of a collaborative and equitable process that
offered learning opportunities and capacity building
among all partners. For the health equity matrix, 15
indicators were chosen within the Urban HEART five
policy domains: physical environment and infrastruc-
ture, social and human development, economics, gover-
nance, and population health. Partners defined the

criteria and ranked them for use in assessing and prior-
itizing health equity gaps. Subsequently, partners gen-
erated a series of potential actions for indicators priori-
tized in this process. Engagement of community part-
ners contributed to benchmark selection and modifica-
tion, and provided opportunities for dialog and co-
learning throughout the process. Application of a CBPR
approach provided a foundation for engagement of part-
ners in the Urban HEART process of identifying health
equity gaps. This approach offered multiple opportuni-
ties for discussion that shaped interpretation and devel-
opment of strategies to address identified issues to
achieve health equity.

Keywords Urban health . Health equity . Social
determinants of health . Health equity assessment .

Detroit

Introduction

In the early 1900s, Detroit ranked among the nation’s
largest metropolises with a prosperous motor industry
[1]. However, through a combination of events includ-
ing the closing of industrial factories in the city and
racial injustices in housing access and affordability,
Detroit experienced depopulation, increased unemploy-
ment, and disinvestment starting in the 1960s [2, 3].
Health inequities in Detroit continue to reflect on these
historical events and are further perpetuated by physical
and social factors such as lack of access to employment
and stable housing, healthy foods, health care, and clean
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environments; all determinants linked to negative health
outcomes like asthma, cardiovascular disease, and psy-
chological distress [2, 4–7]. Changes needed to address
these issues include, for example, improvements in ur-
ban infrastructures, access to jobs, safe places to recre-
ate, and an end to violence, racism, and segregation.
Researchers, community-based organizations, and gov-
ernment groups have implemented various strategies
and programs to address some of these issues [8, 9].
However, a tool that combines statistical evidence and
community knowledge to evaluate and address urban
health equity in and across Detroit’s neighborhoods can
play an essential role in ongoing efforts to promote
health equity in the city and its surrounding areas.

This paper describes the process of adopting and
implementing such a tool, the Urban Health Equity As-
sessment Response Tool (Urban HEART), developed by
theWorld Health Organization (WHO), in Detroit, Mich-
igan, the first city in the USA to use it. This is the first
paper of its kind to focus on the use of a community-
based participatory research (CBPR) approach to com-
bine the Urban HEART tool with community knowl-
edge, in order to promote health equity in Detroit.

Background

Urban HEART

In response to the Commission on Social Determinants
of Health Report [10], the WHO developed the Urban
HEART [10]. This tool was designed to provide the
required evidence for governments, community-based
organizations, and researchers to make more informed
decisions to ensure equitable development toward the
end of achieving health equity [10]. Urban HEART
focuses on five policy domains: physical environment
and infrastructure, social and human development, eco-
nomics, governance, and population health. As part of
the implementation, teams identify local indicators with-
in each domain to measure existing disparities among
populations in urban environments, recognize gaps and
relationships among findings, and establish a foundation
for planning to reduce or eliminate inequities [10]. For
example, within the economics domain, indicators like
household income, employment, or capital wealth can
be selected [10].

Urban HEART has been used in over 100 cities world-
wide to inform policy change, guide community efforts,

and improve existing data. Prasad and colleagues (2015)
evaluated the implementation of Urban HEART in 15
Asian and African cities from 2008 to 2010 [11]. Evalu-
ation results indicated that most cities reported that Urban
HEART was easy to use and offered important opportu-
nities to incorporate multiple sectors and that the findings
were used to support interventions and policy changes.
Urban HEART relies primarily on identification of
existing data, and some cities expressed difficulties in
finding relevant data and in locating high-quality data.
Furthermore, financial and political constraints were noted
as barriers in implementing the tool [11].

Despite these challenges, Urban HEART offers a
mechanism for identifying measurable indicators for
health equity. Its purpose is to highlight areas of concern
and needing attention across a city rather than to rank
neighborhoods by order. The information gathered
through this process serves as a resource for discussion
and generation of potential actions that address areas of
concern identified through the analysis [10]. In this
paper, we describe the adaptation and implementation
of Urban HEART Detroit, the first US city in which it
has been used. Furthermore, while other Urban HEART
cities have mentioned the importance of working in
inclusive teams with various stakeholders, this is the
first paper of its kind to detail the specific process of
incorporating multiple constituents in the Urban
HEART tool through a CBPR process.

Methods

The Urban HEART tool involves six steps: (1) building
an inclusive team; (2) defining local indicators and
benchmarks indicative of social determinants of health
equity; (3) assembling relevant and valid data with
which to assess those indicators; (4) generating evi-
dence; (5) assessing and prioritizing health equity gaps
and gradients; and (6) identifying the best response to
health equity issues identified in the previous steps. The
evidence generated is in the form of a matrix that allows
assessment of indicators at the relevant geographic
units, using the data collected. The application of the
tool is provided in a user-friendly manual that expands
on each of these steps by providing guidance and tips on
implementation [10].

While Urban HEART encourages a collaborative
process, the Detroit team implemented the tool
using a CBPR approach that emphasizes equity
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within a partnership that supports engagement of
all partners to contribute their expertise and share
in the decision-making process [9, 12]. Table 1
presents nine guiding principles for the CBPR
identified and are described in greater detail by
Israel and colleagues [13] (column 1), with the
corresponding six steps of the Urban HEART pro-
cess shown in column 2.

Urban HEART Detroit was adapted and imple-
mented from November 2015 to August 2016, by
the Healthy Environments Partnership (HEP), a
long-standing CBPR partnership that focuses on
social determinants of health equity in Detroit
(see description under Step 1 BStep 1: Building
an Inclusive Team^). Drawing on notes from
monthly meetings of the governing Steering Com-
mittee, and products developed throughout the im-
plementation of the tool, in the following section,
we describe the approach taken in each of the
Urban HEART steps while explaining how the
CBPR principles were integrated.

Results: Urban Heart DETROIT Process

For each step of implementing the Urban HEART tool,
we discuss the process through which it was implement-
ed and consider the challenges, tensions, and/or contri-
butions that arose through that process.

Step 1: Building an Inclusive Team

Urban HEART depends on building a team around [10]
health equity within a city. The Urban HEART manual
recommends the inclusion of intersectoral stakeholders,
intergovernmental representatives, and community
members who can dedicate time to complete each of
the steps proposed [10]. In the case of Urban HEART
Detroit, it was critical to engage Detroit-based individ-
uals and groups who were equipped to provide insight
on issues within the city.

Central to a CBPR approach is a focus on the com-
munity as a unit of identity (CBPR principle P1) (Table 1)
as well as a focus on strengths and resources within the
community (CBPR P2) [10]. One resource in Detroit is
the long-standing HEP, a CBPR partnership made up of
community-based organizations, health service pro-
viders, and researchers based in academic institutions
(www.hepdetroit.org), which has been working toward
solutions for achieving health equity in Detroit. HEP
includes the Chandler Park Conservancy, Detroit Health
Department, Detroit Hispanic Development Corporation,
Eastside Community Network, Friends of Parkside,
Henry Ford Health System, University of Michigan
School of Public Health, and community members-at-
large. This group has been working together since 2000
to understand and address environmental contributors to
health inequities in Detroit, using CBPR principles that
emphasize inclusiveness and equity [5, 6].

Table 1 CBPR principles and corresponding Urban HEART steps

Community-based participatory research principles [8]
(1)

Urban HEART steps [5]
(2)

1. CBPR acknowledges community as a unit of identity. Step 1: Build an inclusive team
2. CBPR builds on strengths and resources within the community.

3. CBPR facilitates a collaborative, equitable partnership in all
phases of research, involving an empowering and power-sharing
process that attends to social inequalities.

Step 2: Defining local indicators and benchmarks

4. CBPR fosters co-learning and capacity building among all partners. Step 3: Assembling data and generating evidence

5. CBPR integrates and achieves a balance between knowledge
generation and intervention for the mutual benefit of all partners.

Step 4: Generating evidence

6. CBPR focuses on the local relevance of public health problems
and on ecological perspectives that attend to the multiple
determinants of health.

Step 5: Prioritizing health equity gaps and gradients

7. CBPR involves systems development using a cyclical and iterative process. Step 6: Developing a response plan
8. CBPR disseminates results to all partners and involves them in the
wider dissemination of results.

9. CBPR involves a long-term process and commitment to sustainability. Future steps
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The HEP Steering Committee (SC), made up of repre-
sentatives from each of the organizations listed above,
offered an existing and well-functioning team with which
to implement the Urban HEART process (CBPR P3). The
topic of Urban HEARTwas introduced to the team at one
of its regular monthly meetings to explore the group’s
potential interest in working through this process for the
city of Detroit. Given its history of examining and ad-
dressing social determinants of health inDetroit, following
discussion of its synergies with ongoing work, the SC
agreed to dedicate a portion of its 2-h monthly meetings
for work on Urban HEART. Each of the steps described
subsequently was completed with the guidance and active
engagement of the SC. Conversations were structured
following the steps of Urban HEART, and members of
the academic research team worked between these meet-
ings to create visual tools and processes to facilitate active
and equitable engagement of all partners (as described
subsequently) to allow for a collaborative and co-
learning process (CBPR P4). In addition to discussions
at monthly SC meetings, three additional meetings were
held with the Detroit Health Department staff and leader-
ship to discuss the process and the potential for integration
with long-range plans for the institution to incorporate
data monitoring and community involvement into their
efforts.

Step 2: Defining Local Indicators and Benchmarks

Urban HEART promotes a collaborative partnership in
each of its steps. In accordance with CBPR principles, to
facilitate such a collaboration with an emphasis on
power-sharing and fostering co-learning and capacity
building among partners, Step 2 was divided into the
following phases that were completed over three meet-
ings with the SC.

Indicators

To develop a list of indicators and benchmarks indicative
of social determinants of health in Detroit, the selection of
indicators was completed in two phases. In the first phase,
the academic researchers used the Urban HEART-
recommended list [10] as guidance and searched existing
databases for all possible indicators within the five do-
mains, including dates and geographic scale. These find-
ings were used to generate a list as a starting point for the
second phase which consisted of a discussion with the SC
to select a working list of indicators to include in the

assessment. This would allow the addition or elimination
of indicators in later phases based on emerging needs. It
would also provide the opportunity to continue identifying
potential indicators without the limitation of time.

In the initial SC discussions of the indicator list, mem-
bers commented on the framing of most indicators, raising
a concern that these indicators reflected a deficit approach
to consideration of communities (e.g., unemployment, less
than high school education, living in poverty). Members
of the SC pointed to a history in which Detroit has been
portrayed negatively in various media [14] and noted that
a principle of CBPR is a focus on strengths and resources
that exist within communities (CBPR P2). They voiced
concerns that a focus on deficits might exacerbate this
portrayal. Research has demonstrated the association of
resources within communities with long-term health out-
comes [15] supporting their potential inclusion in conver-
sations about social determinants of health in urban set-
tings. A recommendation was made by the SC to incor-
porate indicators that reflect strengths or assets within
communities wherever applicable, including the potential
for identifying community resources that reflect capacities
and strengths within communities.

In response to this recommendation, the final list of
indicators reflected more asset-based community indica-
tors, while retaining some in their original form. For
example, within the social and human development do-
main, rather than focusing on the percent with less than
high school education (reflecting a potentially vulnerable
population), indicators were included reflecting percent
with more than a high school education. Within that same
domain, percentage of households living below the pov-
erty line was changed with percentage of children living
above poverty. In the physical environment and infrastruc-
ture domains, green space (parkland area) and non-
motorized transportation (non-auto commuters) were
added; and for the governance domain, voter turnout. In
addition to reflecting the values of the participants in this
process, these revisions to the original Urban HEART
framework help to identify community resources that
may be useful in considering opportunities for addressing
health inequities.

Benchmarks

In addition, Step 2 involves identification of relevant
benchmarks or areas for improvement within each indi-
cator. Urban HEART Detroit considered both national
and local benchmarks as potential indicators, and in this
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process generated and discussed preliminary data using
each of these benchmarks. After some discussion and
consideration of different potential benchmarks, the SC
decided to use the city of Detroit and the Detroit tri-
county area, encompassing Wayne (the county in which
Detroit is located), Oakland, and Macomb Counties (the
latter two are immediately adjacent counties) as initial
benchmarks, leaving open the possibility of shifting to
national benchmarks later as relevant. To implement the
benchmarking step, each of the 297 census block groups
were color coded for each of the 15 indicators using the
following metric: indicator level falls below the average
level for Detroit city (red); indicator level falls above the
average level for Detroit City but below the level for the
tri-county area (yellow); and indicator level falls above
the tri-county average (green).

Steps 3 and 4: Assembling Data and Generating
Evidence

As part of the data collection for each of the indicators,
and in keeping with recommendations provided in the
Urban HEARTManual [10], publicly available data was
identified for each of the indicators, to assure the acces-
sibility of the tool and to facilitate access to data for
ongoing monitoring. Most data came from the Ameri-
can Community Survey (ACS), a yearly survey con-
ducted by the U.S. Census Bureau, which is representa-
tive of the population [16]. The National Air Toxics
Assessment from 2011 was used to attain broad esti-
mates of diesel PM exposures [17]. Average percent of
population that died per year from 2009 to 2013 was
obtained from the Michigan Department of Health and
Human Services (MDHHS), using 5-year estimates
(2009–2013), the most recent data available [18].

Although it is recommended to include information
on infectious diseases like tuberculosis and non-
communicable diseases like diabetes, this information
was not available at the desired census tract (CT) level at
the time the Urban HEARTwas undertaken. Instead, we
used all-cause mortality from MDHHS and disability
rates (percentage of individuals aged 18–64 with a
physical disability) from the ACS to assess differential
distribution of health risks across CTs. Both indicators
have been used in similar capacities in previous litera-
ture and on the recommended list for Urban HEART by
the WHO [10, 19, 20].

Cities implementing Urban HEART have used a
variety of geographic scales in creating their matrices,

including neighborhood level in Toronto, districts in
Tehran, and Medical Office of Health areas in Colombo
[10, 21, 22]. Potential scales within Detroit include its
105 designated neighborhoods, 33 zip codes, and 7 City
Council districts or CTs or block groups (U.S. Census
Bureau 2015). By providing this information and having
a discussion as a group, it was agreed to complete the
matrix at the CT level, given that most data were avail-
able at this finer resolution, and it offered the opportu-
nity to more clearly represent variability across geo-
graphic areas. The matrix and analyses completed for
Urban HEART Detroit were completed using the 297
CTs within the city of Detroit.

After assembling the data, as described above, the
next step was to generate evidence to identify health
equity challenges and opportunities. As described in the
Urban HEART users’manual, the purpose of this step is
to enable Bstakeholders to see evidence of health ineq-
uities in cities and use evidence to plan a response.^ [10]
Using the benchmarking process described in the previ-
ous step, a full matrix color coded for each indicator at
each census block group was generated. Due to the
volume of data represented in the matrix (4455 data
points, 15 variables across 297 CTs), and following the
guidelines from Urban HEART, the team developed
summary graphs and legends to present the material in
more readily accessible formats. Urban HEART offers
two potential methods for viewing the data: summarized
as indicators or summarized as geographical areas.
Following discussion, the SC expressed interest in fo-
cusing on indicators, both to avoid potentially stigma-
tizing areas of the city identified as having more Bred^
indicators (see Step 2) and by offering an opportunity to
identify indicators that posed more widespread chal-
lenges and opportunities within the city.

Figure 1 shows the percent distribution for Urban
HEART indicators for Detroit, using the color-coded
benchmarks described above. Based on the SC’s prefer-
ence for focusing on indicators, this visual offers a
summary of how the city is performing in those areas.
Multiple versions of the figure were created to enable
the SC to view multiple potential perspectives. The
figure shown here was settled upon as the most user-
friendly and thus primarily used for subsequent steps as
the evidence needed to guide both the prioritization and
response steps.

Here again, discussions among the SC were critical
in enabling Urban HEART Detroit to move forward
with a strong understanding of the historical, economic,
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sociopolitical, and geographic context of the city (CBPR
P6). As one example, SC members raised questions
regarding the interpretation of home ownership as a
positive factor, pointing to the economic recession and
the mortgage crisis of the early 2010s, which hit Detroit
particularly hard [23]. Consequently, home ownership
may have become a burden for some, especially low-
income families, with general distrust in financial insti-
tutions leading to the abandonment of the home owner-
ship ideal among some residents. Although the indicator
was included in the final matrix, the SC discussions
provided important insight on the Detroit context when
interpreting the results and discussing health equity gaps
in the city.

Step 5: Prioritizing Health Equity Gaps and Gradients

The goal of Step 5 was to prioritize the identified equity
gaps within the city that required action [10]. This step is
synergistic with CBPR principle 5, establishing a bal-
ance between knowledge generation and action to ad-
dress public health challenges through the development
of solutions and recommendations to benefit the public’s
health. To establish a clear, equitable, and mutually
agreed upon process for prioritizing the health equity
gaps indicated in the data, SC members discussed infor-
mation that would be helpful or necessary for prioritiz-
ing indicators and actions. Suggestions were written on
newsprint and displayed for the group to allowmembers

to build on previous comments throughout the discus-
sion. Once the list was generated, SC members were
each given four sticky dots and invited to place them
next to the newsprint suggestions to identify those that
they felt were the most important criteria to be used in
the prioritization process. Table 2 presents the list of the
top ten ideas generated and the total Bvotes^ each
received.

This step and the criteria identified helped the group
develop a framework for creating and prioritizing poten-
tial solutions to the issues reflected in the matrix as a
starting point for establishing an action-based response
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Fig. 1 The percent distribution of CTs for each of the indicators

Table 2 Top ten criteria listed in order of most number of votes

Votes Criteria

7 Seriousness of problem or issue

6 Timing and opportunity

6 Fill void or gap and added value

5 Length of time to resolve

4 Magnitude of problem and number of people affected

4 Fundable

3 Likelihood of success

2 Feasibility of doing something about issue

2 Ability to form common agenda to address issue

2 Ripple effect—if effect one thing, others will follow

2 Impact on vulnerable population (e.g. children)
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plan (CBPR P5). To help strengthen the capacity of the
team and to promote co-learning (CBPR P4), the research
support team also shared with the SC some examples of
how Urban HEART had been used in other cities and
various other community needs assessments to assist the
SC in thinking about potential strategies for prioritizing
issues and developing potential solutions [10, 11].

Step 6: Developing a Response Plan

The final step in the Urban HEART process is the
development of a response plan on recommendations
for governments and community to address the prior-
ity health equity gaps identified [10]. From September
2016 to February 2017, Urban HEART Detroit has
moved this process forward by generating ideas about
specific strategies that might be used to address the
health equity gaps identified for each indicator. This
process was supported in part by development of a
brief background of response plans and related ac-
tions undertaken by other cities that have used the
Urban HEART tool, to provide examples of the types
of responses that might be proposed. Each indicator
(e.g., high school education attainment, employment
status) was written on a piece of newsprint and
posted on the wall. SC members were invited to
brainstorm potential solutions or responses to the
various indicators (Table 3). Each participant wrote
their ideas on a sticky note and placed each on the
corresponding newsprint. At the end of the exercise,
group members circulated around the room to review
each other’s ideas and to discuss the ideas generated.
To focus on the local relevance of the proposed
solutions, discussions included consideration of
groups or organizations within the city, including
municipal institutions, which might be interested in
taking action on the issue or are already engaged in
addressing the issue.

Proposed solutions reflected ecological perspectives
that ranged from community, policy, and physical and
social structural change. Table 3 provides examples of
proposed solutions for the indicators percent children
not living in poverty, percent high school education, and
percent in labor force.

Future Steps

The implementation of the Urban HEART tool, al-
though presented as a linear process, and its adaptation

and implementation in Detroit were iterative (CBPR
P7), reflecting the flexibility needed to respond to the
points raised by the SC throughout the different steps.
For example, the lack of data available for health at the
CT level at the start of the project resulted in a parallel
process of finding sources for additional data. Further-
more, while discussing prioritization of health equity
gaps (Step 5), the SC suggested including the percent
of bachelor degree attainment in addition to the high
school education indicator, as a further indicator of
community assets as well as challenges and to focus
attention on potential solutions to address education
gaps in the city.

The results and findings from Urban HEART Detroit
have resulted in a series of next steps that include moving
forward on emerging research areas and seeking funding
to support those actions. Furthermore, the process has
resulted in several meetings with the Detroit Health De-
partment to identify synergies while contributing to the
forthcoming Social Determinants of Health Strategic Plan
for the city. All partners have been involved in the dis-
semination of this work, through peer-reviewed publica-
tions and presentations for different organizations and
groups (CBPR P8), and there is a commitment to long-
standing engagement of all partners as the process moves
forward (CBPR P9). We believe this is an ongoing long-
term process which will contribute to the continuing ef-
forts within the city to promote health equity, through
identification of relevant data and benchmarks to assess
progress.

Discussion

A strong community-academic partnership approach to
implementation of the Urban HEART process in Detroit
has provided the opportunity to incorporate contextual
knowledge and community challenges, resources, and
assets and to begin identifying potential feasible and ap-
propriate responses. As the first city in the USA to use
Urban HEART, this creates a unique and important op-
portunity to share our experiences creating a platform for
equitable engagement of multiple local groups in this
process that may serve as a guide for future cities that
are seeking to implement the tool. While other Urban
HEARTcities have mentioned the importance of working
in inclusive teams with various stakeholders, this is the
first paper of its kind to detail the specific process of
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incorporating multiple constituents through a CBPR
process.

The Urban HEART tool provides the opportunity to
start or continue discussions of upstream solutions to
health-related factors affecting a city. The Urban HEART
manual provides tips and guidelines on how to facilitate
these conversations [10], and in recent years, there have
been guiding reports on how to discuss social determi-
nants of health and health equity [24, 25]. However, there
has been limited information available regarding the pro-
cess throughwhich UrbanHEART has been implemented
with particular attention to the equitable engagement of
residents, community-based organizations, governments,
and academic institutions as an important mechanism to
addressing health equity. In these analyses, we offer an
examination of one such process, using a CBPR, which
attempted to ensure equitable engagement of multiple
constituents in identification of social, economic, and
physical environmental determinants of health and their
connections to health inequities within a city.

A strength of Urban HEART Detroit was the oppor-
tunity to work with the SC, an existing and well-
functioning partnership of actively engaged representa-
tives from community-based organizations, health ser-
vice providers, and academic institutions who have been
working together to address health equity in Detroit
since 2000. Partners provided a variety of perspectives
when planning and discussing the project. While we
recognize such qualifications may not always exist, an
emphasis on identifying and working with existing as-
sets and resources within the community, and on

strengthening partnerships with others in the communi-
ty, is central to strengthening capacity [13] that will be
essential to effective implementation of solutions to
health equity concerns within urban contexts.

The expertise of community organizations and resi-
dents and their deep knowledge of the history and social
and political context of Detroit provided substantial depth
as the Urban HEART conversations unfolded. Co-
learning opportunities included differing perspectives on
the use of home ownership as an indicator of economic
status and its links to better health and well-being [26].
These insights from members of the SC are critical, given
recent research on the stability housing ownership pro-
vides [23] and associations with childhood well-being
[27], and resonate with findings suggesting that in recent
years, home ownership has become a burden for low-
income families, resulting in economic strain and foreclo-
sure [28] linked to negative health outcomes including
poor mental health status [23]. This was also reflected in
the final step that generated considerable discussion
among the SC centered on interventions related to finan-
cial institutions including fair lending opportunities and
incentives for purchasing homes.

The process described above supports the importance
of building on existing community capacity and efforts. A
limitation of the Urban HEART tool is the lack of ac-
countability measures related to the process, resulting in a
heavy reliance on the team leading the process to ensure
that a collaborative and equitable partnership is imple-
mented throughout all phases of Urban HEART. Incorpo-
ration of more explicit processes, such as CBPR

Table 3 Proposed solutions for three Urban HEART indicators

Indicator Proposed solutions

Percent children not living in poverty • Provide subsidized housing to assure parents with low income can use their
money on other things to support their children.

• Provide minimum income to households with young children to assure basic needs are met.
• Improve parents’ access to job training to improve employment prospects.

Percent high school education • Increase housing stability so kids are not homeless or changing schools all the time.
• Provide platform/opportunity to engage students on the fringes of dropping out.
• Invest in schools so kids get a high-quality education.
• Provide hands-on learning, vocational training, and job training while in school.
• Provide college classes/credit opportunities for high school students to get into college.
• Incentivize high school completion (e.g., offer tuition support for college).

Percent in labor force • Provide companies better incentives to move to Detroit.
• Create policies that ensure that a proportion of all new jobs created in the city should
go to local residents.

• Provide workforce development training in the community.
• Provide support services to enable people to work (e.g., transportation, childcare).
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principles, can provide a guide for others who wish to
assure equitable engagement of a wide range of constitu-
ents in the process, as well as offering a mechanism for
assuring accountability to the process, as described above.
Furthermore, incorporation of a partnership evaluation
process, to assess the extent to which CBPR principles
are being followed, also would address accountability
issues [29, 30].

In addition, the process presented here suggests the
potential for future Urban HEART teams to discuss and
identify other asset-based indicators including community
networks and programs. Identifying both problems and
assets provides a better understanding of the complexities
associated with health inequities within a city and how to
begin addressing them [31]. By strengthening a focus on
community assets and resources within the context of
conversations about strategies for addressing health ineq-
uities, solutions that specifically strengthen these assets
and resources within communities could also serve as
strategies for improving health.

Urban HEART Detroit is an ongoing effort and is
unfolding in conjunction with the SC. The team has
identified areas for research and action and is working to
secure funding to move forward several ideas generated.
The analysis conducted through Urban HEART has pro-
vided pilot data and a foundation for developing proposals
for larger grant funding to continue this work and act on
priorities identified in this process. While this was a nat-
ural next step for this long-standing partnership that con-
tinues to address health inequities in Detroit, Urban
HEART can be a facilitator in establishing partnerships
similarly dedicated to a long-term process of addressing
social determinants of health in other urban settings. Fur-
thermore, the monitoring tool that is part of Urban
HEART [10] can be incorporated and used in Detroit in
the coming years to continue framing health equity con-
versations to increase momentum on the gains achieved.

Conclusion

In this article, we have described the adaptation and
implementation of Urban HEART Detroit, including
the active engagement of an established group of com-
munity organizations, residents, academic researchers,
and health service providers with a long history of
working together to address social determinants of
health. Above, we have detailed specific contributions
made by community partners throughout the

implementation of Urban HEART within the Detroit
context. These contributions reflect, and were informed
by the CBPR principles that this group uses to guide
their efforts, and made substantial unique contributions
to Urban HEART Detroit. In addition to shaping and,
we believe, strengthening the dialog that unfolded re-
garding social determinants of health in Detroit, these
contributions have implications for others who may
wish to implement the tool in other settings. Specifical-
ly, they point to the contributions that can be made by
creating a space for equitable engagement of a broad
range of locally based groups and residents, facilitating
contributions informed by a deep understanding of local
political, economic, and social histories, as well as
existing networks and relationships that can facilitate
multi-directional communication on these topics. CBPR
principles offer one strategy to further strengthen the
effectiveness of the Urban HEART tool by actively
engaging broad perspectives from multiple constituen-
cies in dialog toward the end of achieving health equity.
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