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Abstract
Purpose of Review This review aims to assess the contemporary community-based participatory research (CBPR) litera-
ture seeking to improve the cardiovascular health of racial and ethnic minority groups in the USA with a higher burden of 
cardiovascular risk factors and social determinants of health. It summarizes recent CBPR studies based on the American 
Heart Association Life’s Simple 7 (LS7) framework, delineating seven modifiable health behaviors and clinical factors to 
promote cardiovascular health.
Recent Findings Although limited in quantity, studies demonstrated preliminary effectiveness in improving individual and a 
composite of LS7 indicators by employing strategies centered around fortifying social networks, integrating group activities, 
leveraging technology, incorporating faith-based and spiritual practices, and implementing changes to the built environment.
Summary Future directions for investigators engaged in CBPR include building on the existing body of evidence through 
more comprehensive studies, scaling effective interventions, and translating CBPR findings to influence health policy to 
better address health disparities.

Keywords Community-based participatory research · Community-engaged research · Social determinants of health · 
Cardiovascular disease · Cardiovascular health · Racial and ethnic minority groups

Abbreviations
AA  African American
AHA  American Heart Association
AI/AN  American Indian/Alaska Native
BMI  Body mass index
BP  Blood pressure
CBPR  Community-based participatory research
CSC  Community Steering Committee
CV  Cardiovascular
CVD  Cardiovascular disease
CVH  Cardiovascular health
FAITH  Fostering African-American Improvement in 

Total Health
IK  Indigenous Knowledge
LS7  Life’s Simple 7
OI  Original Instructions
PA  Physical activity
RCT   Randomized controlled trial
SdoH  Social determinants of health
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Introduction

Cardiovascular (CV) disease, as defined by the American 
Heart Association (AHA), includes hypertension (HTN), 
peripheral vascular disease, coronary heart disease, stroke, 
and heart failure [1]. Specific racial and ethnic minor-
ity groups in the USA, including African American (AA), 
LatinX, and American Indian/Alaska Native (AI/AN) indi-
viduals, have a disproportionately higher burden of CV risk 
factors and deleterious social determinants of health (SDoH) 
compared to White Americans [1, 2]. The AHA compiled 
seven core health behaviors and clinical factors contributing 
significantly to cardiovascular health (CVH): blood pressure 
(BP), cholesterol, glycemia, body mass index (BMI), physical 
activity (PA), smoking, and diet [3]. The LS7 is objectively 
measured via an evidence-based score metric of CVH rang-
ing from poor to ideal [4]. The American Heart Association 
Life’s Simple 7 LS7 scoring provides an objective means for 
researchers, healthcare professionals, and policymakers to 
identify, monitor, and address CVH disparities [2, 4].

Many LS7 health behaviors and clinical factors are 
impacted by social determinants of health (SDoH). SDoH 
are the economic, social, environmental, and psychosocial 
conditions in which individuals are born, grow, live, work, 
and age [5, 6]. These conditions are shaped by the distri-
bution of resources and power at local and national levels 
[5]. Studies indicate that SDoH has a higher impact on 
population health than traditional medical care alone [7]. 
Additionally, socioeconomic and racial/ethnic disparities 
in cardiovascular risk factors and mortality persist despite 
skyrocketing national healthcare expenditures, which have 
tripled over the past 20 years to $4.1 trillion/year in 2020 
[8]. Thus, although evidence demonstrates longstand-
ing racial/ethnic and socioeconomic disparities in CVH, 
interventions at the population level have lagged [9]. The 
solutions to address these disparities include prevention, 
community engagement, and policy change. Community-
based participatory research (CBPR) attempts to address 
these glaring disparities by engaging communities in the 
research development, design, and implementation life-
cycle, thereby addressing the social, cultural, and envi-
ronmental contexts of communities. Additionally, CBPR 
commences a process of reckoning with medical mistrust 
in research and clinical care [10]. It can build evidence 
through actionable research to bridge the gap between aca-
demia, surrounding communities, and local policymakers.

What Is CBPR?

CBPR is focused on developing collaborative partner-
ships facilitating equal input from the community and its 

stakeholders throughout the research process, including 
planning, implementation, evaluation, and dissemination 
[11, 12]. CBPR builds on several approaches, including 
participatory and action research [13]. CBPR exists within 
the broader field of community-engaged research, which is 
a spectrum that spans from community-placed research on 
one end to CBPR and community-driven research on the 
other [13]. Community-placed research describes research 
conducted in the community; however, community mem-
bers have no control over the research agenda. All of the 
control is retained by the academic institution. However, 
CBPR is genuine “of, by, and for the people” as com-
munity members have equal decision-making power and 
ensure that the primary goal of the research is to benefit 
the community [11, 12].

History of CBPR

CBPR was created to address health disparities and promote 
community empowerment while applying scientific princi-
ples and rigor [14]. It falls within participatory research, 
focusing on continuous inquiry, evaluation, and action 
implemented with instead of on marginalized individuals 
[15]. The origins of CBPR were built on participatory action 
research popularized during the civil rights and liberation 
movements in the US and Latin America within disenfran-
chised communities [16]. CBPR embraces the concept that 
community members should be better positioned as equal 
partners in inquiry instead of “empty vessels and objects of 
inquiry” [15]. It also implies relationship-building and trust 
among academic and community partners by disrupting the 
perceived “us versus them” construct of traditional research 
approaches [17].

Historical improprieties in medical research from unethi-
cal research practices (e.g., Tuskegee Syphilis Study and 
Henrietta Lacks cell line use) undoubtedly played a role in 
the evolution of CBPR in the USA [18]. The long history 
of medical and scientific exploitation understandably has 
led to deep-seated mistrust [19]. Through CBPR, academics 
have an opportunity to address community concerns, includ-
ing historic misgivings, to create sustainable solutions for 
change in historically marginalized and socioeconomically 
disadvantaged communities [19].

CBPR Principles and Approaches

CBPR is a collaborative approach to research that can incor-
porate various research designs, including experimental, 
nonexperimental, case studies, longitudinal, ecological, 
and implementation science designs. Additionally, CBPR 
data collection methods often include both qualitative and 
quantitative analyses with the engagement of community 
members in each step of the process [20].
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CBPR frameworks typically incorporate five forma-
tive stages: (1) building partnerships, (2) developing 
rules of operation and decision-making, (3) study 
selection and design, (4) data analysis, and (5) dis-
semination and translation of research findings into 
policy and practice [20, 21]. To forge academic and 
community partnerships, academics must combine 
their research skills with humility, respect for the 
community, patience, and the will to build commu-
nity capacity. Additionally, the formation of a steering 
committee or advisory board made up of multidisci-
plinary community representatives and stakeholders 
is critical to the success of the community partner-
ship. For example, the Fostering African-American 
Improvement in Total Health! (FAITH!) program, a 
CBPR initiative in Minnesota, outlines the importance 
of creating a community steering committee (CSC) 
to understand nuanced insights on local contexts and 
engage community members in research and dissemi-
nate research findings to the community [22]. Core 
CBPR principles and corresponding best practices are 
listed in Table 1.

This review aims to evaluate contemporary CBPR 
intervention studies seeking to improve the CVH of racial 
and ethnic minority groups in the USA with a high burden 
of CV risk factors and SDoH. We also identify gaps in 
the contemporary CBPR body of evidence and highlight 
future directions for CBPR researchers to achieve CVH 
equity.

Methods

In February 2022, relevant peer-reviewed literature was 
identified on PubMed, CINAHL, and social work abstracts 
to identify articles from 2019 onwards to evaluate the con-
temporary literature published over the past 3 years. Each 
search strategy was customized to work within a specific 
database. See Table 2 below for the search strategies along 
with the filters used. Additionally, relevant foundational and 
background literature published before 2019 was manually 
identified through citation chasing. Studies published before 
2019 were included only if their findings were important and 
if the findings were scarcely available in the literature. Given 
the small volume of studies, both complete and proposed 
CBPR studies were accepted. Citation chasing was a criti-
cal method to identify examples of CBPR within racial and 
ethnic minority groups, in which there was limited research 
published within the past three years. This review focused 
primarily on US-born, non-immigrant populations, particu-
larly AAs.

Study Screening and Selection

The combined results of three databases were manually 
screened due to irrelevant titles and abstracts (i.e., non-US 
study location; not focused on adult population; not focused 
on CVH, diabetes, blood pressure, diet, PA, obesity, or other 
factors of interest). In addition, only papers available in Eng-
lish were included.

Table 1  CBPR principles and best practices

CBPR principles Best practices

1. Collaborative and equitable partnerships in all research phases, 
which involves a power-sharing process

Establish community steering committees/advisory boards, bylaws, and 
a decision-making framework

2. Recognize community as a unit of identity Acknowledge, respect, and embrace factors and interests that con-
nect community members (e.g., traditions, norms, values, language, 
customs, and goals)

3. Build on strengths and resources within the community Leverage community partner and stakeholder ability to engage with 
communities in health promotion and community initiatives

4. Facilitate co-learning and capacity building among all partners Academic partners learn a community’s history, culture and broader 
social context, and community partners learn research process meth-
odologies and grant writing

5. Focus on problems relevant to the community using an ecological 
approach

Incorporate community priorities by allowing community members to 
generate research questions and hypotheses

6. Balance research and action for the mutual benefit of all partners Allow community members to generate intervention ideas and guide 
recruitment, retention, and implementation strategies

7. Disseminate findings and knowledge to the broader community and 
involve all partners in the dissemination process

Community partners should participate in data interpretation and co-
author publications. Data should be shared with prioritized communi-
ties via community-centric means (e.g., town halls, newsletters, video 
summaries, social media, etc.)

8. Promote a long-term process and commitment to sustainability Embed sustainability plans into grant applications, advocate for policy 
change, and establish partnerships built on trust, respect, and friend-
ship
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Summary of Search Results

The 203 results were combined into a shared EndNote 
folder. After deduplicating with EndNote, there were 196 
results. The manual screening was performed, and the inclu-
sion criteria were as follows: CBPR approach, adult study 
population, racial/ethnic groups of interest, and cardiovas-
cular health intervention study design.

Forty articles were included in total, one of which was a 
systematic review which was included in multiple catego-
ries: 5 articles focused on BP, 1 on cholesterol, 4 on glyce-
mia, 5 on BMI, 10 on PA, 5 on smoking cessation, 6 on diet, 
and 4 on all LS7 clinical factors and behaviors. There was a 
primary focus on intervention studies through quasi-experi-
mental and randomized controlled trial (RCT) designs; how-
ever, ecological assessments and qualitative studies inform-
ing future intervention studies were also included.

Review of Studies Using the AHA Life Simple 7 
Framework

Cardiovascular health clinical factors:

BP

AA Communities A systematic review of peer-reviewed 
literature on CBPR aimed at improving one or more LS7 
factors among AAs identified intervention strategies that 
successfully improved BP in AA communities. The inter-
ventions focused on enhancing PA and dietary change, with 
an average decrease in systolic BP of 8 mmHg following 
the interventions [23••]. The most common PA intervention 
included coach-led walking groups. Faith-based interven-
tions also showed effectiveness in reducing BP [23••]. For 
changes in diet, emphasis on the DASH diet, the establish-
ment of community gardens, and healthy food shopping 

assistance programs were the most commonly effective 
interventions [23••]. Along the lines of instituting environ-
mental changes to address BP indirectly, one nurse-driven 
environmental justice CBPR project found that lead levels 
were higher than the health limits in 10.4% of drinking water 
samples in an AA community [24]. This situation is signifi-
cant because lead exposure is associated with increased BP 
and risk of HTN [25].

There are two community-engaged trials worth mention-
ing due to their significant reduction in BP at the community 
level. The pharmacist-led BP control study in Black barber-
shops and the HTN trial of therapeutic lifestyle change in 
Black churches achieved a 27 and 6 mmHg decrease in sys-
tolic BP, respectively [26, 27]. Although these trials are not 
CBPR studies, they prove that well-funded and rigorously 
conducted community-engaged research can significantly 
impact CVH.

LatinX Communities An RCT randomized 98 Mexican 
American adult participants to a promotora (community 
health worker) HTN education intervention or a control arm 
with language-appropriate educational materials. There was 
no statistically significant change in the primary outcome 
of BP at 9 weeks post-intervention. However, participants 
in the intervention group reported a statistically significant 
improvement in dietary salt/sodium intake (p = 0.03) [28].

AI/AN Communities One RCT among Pacific Northwest 
tribes in the US plans to randomly assign 135 at-risk AI/
AN adults to a CV disease prevention intervention or a com-
parison arm [29]. The CV disease prevention arm encour-
ages regular exercise and healthy eating through traditional 
culturally tailored motivational interviewing and personal 
coaching performed by professionals vetted by a board of 
community and academic members. Most coaches and 
motivational interviewers are AI/AN [29]. BP is one of the 

Table 2  Search strategies and filters by database

Database Search strategy Publication date range Geography filter Number 
of results

PubMed (“Community-based participatory research” [Mesh] OR “community-based 
participatory research” OR CBPR) AND (heart OR cardiovascular) AND 
(“USA” OR American)

2019 to 2022 52

Social
Work
Abstracts

(“Community-based participatory research” or CBPR) AND (cardiovascular 
or health)

2019 to Current 3

CINAHL Search 1: (“community-based participatory research” OR CBPR)
Search 2: (heart OR cardiovascular)
Search 3: (“USA” OR American)
Search 4: (improve OR increase OR enhance OR promote)
Search 5: S1 AND S2 AND S3 AND S4

2019 to 2022 USA 148
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primary outcomes [29]. The results of this study have not 
yet been published.

Cholesterol

According to a systematic review, there was an average 
increase in mean HDL of 5.7 mg/dL and a reduction in mean 
total cholesterol of 2.2 mg/dL among AAs through programs 
focused on PA and dietary changes [23••]. More CBPR eco-
logical assessment studies are needed to determine com-
munity-level ASCVD risk and current statin utilization in 
racial and ethnic minority groups. Additionally, CBPR statin 
intervention trials could significantly help to address hyper-
lipidemia in racial and ethnic minority communities.

Glycemia

AA Communities Several strategies are effective in decreas-
ing blood glucose and hemoglobin A1c [23••]. These strate-
gies include trained coaching to deliver culturally tailored 
curricula focused on self-care, walking groups, and diet and 
diabetes education [23••]. Through these strategies, there 
was an average decrease in blood glucose of 6.4 mg/dL and 
a decrease in hemoglobin A1c of 0.7% [23••].

AI/AN Communities One study among Marshallese adults 
with type 2 diabetes incorporated family diabetes self-man-
agement education, which involved the engagement of fam-
ily members of participants with diabetes in education and 
diabetes management. The study showed increased engage-
ment in glucose monitoring and outpatient healthcare pro-
vider follow-up among participants [30]. Social support and 
cultural factors can fortify social support networks, reinforce 
cultural identity, and enhance diabetes self-management 
[31]. One study that created and disseminated a glucose 
monitoring video in Marshallese with English subtitles 
achieved a 1.45% reduction in hemoglobin A1c (p = 0.006) 
[32].

BMI

AA Communities Many studies focusing on improving BMI 
or obesity promoted wellness plans that target PA and diet 
to achieve weight loss goals. Most studies utilized group 
activities, with a few incorporating individualized meetings 
to discuss weight management [23••]. For example, the faith 
influencing transformation (FIT) study was an RCT of an 
8-month weight loss intervention in AA churches [33]. The 
intervention included self-help materials, YMCA-facilitated 
weekly group weight loss classes, church activities (sermons 
and responsive readings), and church-community text/voice 
messages to promote healthy eating and PA. Overall, there 
was a positive trend toward weight loss in the intervention 

group, although not statistically significant [33]. Another 
study among a cohort of AA women with overweight/obe-
sity status demonstrated that those with lower body image 
dissatisfaction had greater dietary self-regulation to reduce 
fat and caloric intake compared to those with higher body 
image dissatisfaction. Thus, psychosocial factors such as 
body image perception are potential culturally relevant life-
style intervention targets among AA women [34].

LatinX Communities A cluster RCT in South Los Angeles 
that included two large LatinX churches (~ 20,000 parish-
ioners) and two mid-sized AA Baptist churches (~ 200 
parishioners) noted significant changes in BMI [35]. The 
intervention included health promotion sermons and com-
munity mapping of food and physical environments. The 
intervention resulted in a statistically significant decrease 
in BMI among participants at 5 months post-intervention 
(− ∆0.08 kg/m2, p < 0.05) [36].

Cardiovascular health behaviors:

PA

AA Communities Successful PA interventions incorporated 
educational materials to increase at-home activity levels 
and develop weekly fitness goals [23••]. Evidence-based 
interventions such as PREMIER, a behavior change inter-
vention focused on goal setting for diet, PA, and alcohol 
consumption, were utilized in rural AA communities [37]. 
Many successful frameworks involved setting fitness goals 
and PA plans with larger groups facilitated by coaches or 
leaders from the community to better serve and represent the 
population [23••]. Other studies included supervised exer-
cise ranging from 10 to 90 min of weekly group exercise. 
The most effective interventions utilized several approaches, 
including goal setting and individual PAs such as home exer-
cises and group classes [23••]. Mobile health applications 
have also proven to be very effective in increasing PA in AA 
communities [38, 39••, 40].

It is also known that community infrastructure and eco-
nomic environments correlate with PA [41]. For example, 
higher-income communities are more likely to have rec-
reational facilities and better sidewalk conditions that link 
with increased PA [41]. A study by Moore et al. sought to 
investigate resilience strategies and correlation with PA in 
a low-income urban AA community [41]. They found that 
prosocial behavior (behavior that benefits another person 
or the community) played a significant role in promoting 
regular PA [41].

LatinX Communities Based on a focus group analysis that 
utilized a CBPR approach, Latinx residents in a Midwestern 
city revealed not feeling comfortable engaging in PA alone 
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[42]. In addition, respondents expressed not knowing any 
family or friends who liked to exercise, not having anyone to 
exercise with in the area, and not feeling comfortable being 
outside due to safety concerns [42].

AI/AN Communities The Incorporation of Original Instruc-
tions (OI) and Indigenous Knowledge (IK), cultural practices 
among AI/AN and Native Hawaiian groups, have the poten-
tial to improve CVH behaviors such as PA [43, 44]. OI is 
defined as ancient teachings regarding practices and respon-
sibilities that enact IK and are expressed through stories, 
songs/chants, dances, ceremonies, and calendrical spiritual 
teachings and governance systems. IK incorporates percep-
tions, decision-making processes and provides the context 
of underlying values, ethics, and responsibilities [43]. Exam-
ples include embracing Native language, arts, music, dance, 
and history. For the Chocktaw tribe, this includes ances-
tral connectedness and knowledge gained by re-walking 
ancestors' footsteps along the trail of tears in consultation 
with the community and cultural leaders [43, 44]. Qualita-
tive data from tribal members suggest that the physical and 
emotional challenge of the ancestral trail promoted changes 
in health behaviors, attitudes, and beliefs [44]. The role of 
social support in PA was also highlighted among AI tribes in 
Oklahoma. Based on a survey-based study, participants who 
exercised with others or pets were significantly more likely 
to achieve regular, consistent PA than those who exercised 
alone [45].

Smoking

AA Communities Successful interventions conducted in 
predominantly AA communities integrated similar meth-
ods, including biblical scripture messaging in the church 
setting, nicotine replacement therapy, and counseling. Inter-
ventions that incorporated free nicotine replacement therapy 
sustained the most extended abstinence rates [23••]. The 
average post-intervention self-reported quit rate was ~ 24% 
[23••]. In one specific study, counseling interventions facili-
tated by trained peers at community locations with monetary 
and non-monetary (points) incentives increased participa-
tion [46]. The study was successful given that 21% of par-
ticipants quit smoking and there was a 52% retention rate 
(defined as attending at least half of the counseling sessions).

AI/AN Communities The All Nations Breath of Life smok-
ing cessation pilot study was tested in urban and reservation 
communities from the southern and northern plains. The 
program utilized weekly in-person support group sessions, 
phone calls, and motivational interviewing. Sessions focused 
on smoking cessation and health, which included culturally 
relevant content. Preliminary results showed a participant 

self-reported quit rate of 65% at program completion and 
25% maintained cessation at 6 months [47].

Smoking prevalence rates among pregnant AI and AN 
women are high at 36% and 21%, respectively. A pilot RCT 
intervention randomized pregnant AN women to either the 
intervention arm, which consisted of counseling and videos 
of women discussing how they quit using positive cultural 
activities, or the control arm of brief 5-min counseling at 
prenatal visits [48]. Despite rating the intervention as highly 
acceptable, participation was low. Additionally, biochemi-
cally verified abstinence rates were suboptimal, with 0% in 
the intervention and 6% in control. More qualitative studies 
to enhance outreach and improve the interventions’ efficacy 
are needed in this population [48].

Diet

AA Communities Interventions targeting dietary changes 
commonly focus on increasing the intake of fruits, vegeta-
bles, whole grains, and fiber while decreasing sugar and fat 
consumption. [23••] Portion control and healthy snacking 
habits were also commonly emphasized [23••]. Among 
successful interventions, the average increase in fruit and 
vegetable intake was 0.7 servings/day [23••]. Additional 
strategies included live demonstrations, cooking classes, and 
taste testing [23••]. Church partnerships incorporating Bible 
study and small group-based nutrition education provided by 
pastors and church members also increased vegetable uptake 
[49]. Faith-based dietary coaching to reduce calories, fat, 
and salt were also effective [50]. One study showed that 
church-based interventions could have long-lasting effects, 
up to 24 months [51]. Other successful approaches included 
improving access to farmer's markets and community gar-
dens and directly providing produce or money to purchase 
healthy food [23••].

LatinX Communities Tu Salud ¡Sí Cuenta!, a quasi-exper-
imental study, investigated the impact of a community-
wide campaign on eating behaviors among Mexicans in 
America [52]. The main outcome measures were healthy 
and unhealthy eating indices. The campaign involved dis-
seminating culturally and language-appropriate messages on 
PA and eating behaviors transmitted via TV, radio segments, 
newsletters, and community health workers. Compared to 
the control group, there were significantly lower rates of 
unhealthy eating in the intervention group [52].

AI/AN Communities In some AI/AN communities, food 
deserts are pervasive. CBPR interventions have prioritized 
tribal food environments, focusing specifically on tribal-
owned convenience stores [53]. One such study randomized 
eight tribal convenience stores. It implemented “healthy 
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makeovers” within the stores, which involved increasing 
the availability of healthy and nutritious foods, reducing 
the pricing for healthy foods, and aggressively marketing 
healthy foods. The goal was to study the effectiveness of 
such interventions, including their cost-effectiveness, with 
the goal of scaling-up future endeavors [53]. The interven-
tion resulted in the purchasing of healthier food items [53, 
54].

All LS7 Components

Few studies have addressed all seven of the LS7 clinical 
factors and behaviors. One community-engaged qualitative 
study sought to study perceived barriers and facilitators to 
optimal CVH among AA women living in public housing 
[55]. The focus groups revealed that stress and finances were 
primary barriers. Limited access to affordable healthy food 
was also identified as a barrier while social support was 
identified as a primary facilitator [55].

Another study focused on improving CVH in Black men 
through a 24-week community-based team lifestyle change 
intervention [56••]. The intervention included sessions 
focused on cooking, grocery shopping, mental health, histor-
ical trauma, stress, financial wellness, and cancer screening 
(issues that mattered to the community) [56••]. There was a 
statistically significant increase in the mean LS7 composite 
score from 7.12 (intermediate-range) to 8.05 (ideal range) 
at post-intervention among the participants (+ ∆0.93 points, 
p < 0.0001) [56••].

The FAITH! Program studies utilized in-person and 
mobile health-based intervention studies to improve LS7 
behaviors and clinical factors among AA faith-based com-
munities in Minnesota [57, 58]. The FAITH! App was co-
created with community members and included educational 
multimedia modules with interactive diet/PA self-monitor-
ing and social networking through discussions and shar-
ing boards. The 10-week intervention resulted in 6 mmHg 
reductions in both systolic and diastolic BP (p < 0.01) among 
participants. Regarding behaviors, fruit/vegetable servings/
day increased from 3.4 to 4.5 servings/day (p < 0.001); mod-
erate-intensity PA rose from 35 to 75 min/week (p = 0.04) at 
28-weeks post-intervention. Lastly, the mean LS7 composite 
score increased from 8.3 to 9.0 (p = 0.05) [39••].

Discussion

This review provides a summary of contemporary peer-
reviewed literature to support CBPR approaches for the 
promotion of ideal CVH behaviors and clinical factors 
among racial and ethnic minority groups in the USA. By 
considering the SDoH of specific communities, CBPR has 
the unique ability to address CV disease disparities by creat-
ing and delivering tailored community interventions through 
buy-in and support from key community stakeholders. 
Based on our review, several effective strategies for CVH 
promotion emerged. These key strategies included fortify-
ing social networks, organizing group activities, leveraging 
technology, accepting faith-based and spiritual practices, 

Fig. 1  Achieving cardiovascular health equity: 
community-based participatory research strategies, 
gaps, and future directions. Synthesis of contem-
porary CBPR literature revealed key strategies of 
effective CVH promotion, gaps in study designs 
(types, outcomes, and populations prioritized), 

and translation to policy, as well as opportuni-
ties for future directions to achieve CVH equity. 
AI/AN, American Indian/Alaska Native; CBPR, 
community-based participatory research; CVH, 
cardiovascular health

Achieving Cardiovascular Health Equity
Community-Based Participatory Research Strategies, Gaps and Future Directions

Fortification of social networks

Organization of group activities

Leveraging technology

Integrating sociocultural, faith-based
and spiritual practices

Implementing structural 
environmental changes

quantifiable change in CVH outcomes

Lack of CBPR studies assessing glycemia, 
cholesterol and composite of multiple CVH 

indicators as primary outcomes

Lack of CBPR studies in LatinX
and AI/AN communities

Translation of evidence to policy 

Build on existing body of evidence

to broader communities

Translate CBPR findings to
influence health policy

Diversify CBPR teams to include
policymakers

promotion in CBPR Gaps in CBPR for CVH promotion
Future directions in CBPR to 

achieve CVH equity
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and implementing structural environmental changes (Fig. 1). 
CBPR studies conducted in predominantly AA communi-
ties relied heavily on churches to implement interventions 
as influential social networks/structures to incite collective 
behavioral change. For studies in predominantly LatinX 
communities, the utilization of community health workers, 
family participation, and appropriate language were essential 
factors. Significant factors incorporated into AI/AN com-
munity studies included spirituality, language, traditional 
customs such as dance, and an acceptance of core cultural 
virtues endowed by ancestors and elders. However, there 
remains a lack of CBPR intervention studies simultaneously 
targeting both individual (e.g., cholesterol) and multiple LS7 
factors. These are particularly lacking in the LatinX and AI/
AN communities. Additionally, policy change was not a cen-
tral focus of the studies included in this review.

Key Recommendations/Future Directions

While some CBPR studies have shown preliminary effective-
ness in improving CVH among specific racial/ethnic minor-
ity groups, interventions focused on policy change are direly 
needed. However, bridging the gap between the growing body 
of CBPR evidence and policy is challenging. Most CBPR policy 
partnerships have focused on environmental justice and occu-
pational health [59]. Communities predominantly occupied by 
racial/ethnic minority groups are more likely to be socioeco-
nomically disenfranchised with poor quality housing, lack of 
green spaces, high crime, and food deserts [59–61]. There are 
difficulties in moving evidence from the sphere of academia 
into policy due to the fundamental disconnect between research-
ers and policymakers [59]. Policymakers are more likely to use 
evidence applicable to their policy agendas [59]. Bridging this 
divide requires researchers and policymakers to step out of their 
siloes to create CBPR interventions together with policy change 
for the benefit of underserved communities as the primary focus. 
This translates to including policymakers on CBPR teams, advo-
cating for social and political change, engaging with the media, 
and communicating CBPR evidence in the lay press and policy 
briefs (Fig. 1). Widespread adoption of these strategies may be 
effective in catalyzing necessary policy change [59].

Conclusion

This review of contemporary CBPR studies provides pre-
liminary evidence to support this approach in improving 
CVH behaviors and risk factors among US racial and eth-
nic minority groups with a high burden of CV risk factors 
and SDoH. Potentially effective CBPR strategies may lev-
erage social networks, group activities, technology, faith-
based and spiritual practices, and structural environmental 

changes. Future directions for investigators engaged in 
CBPR should include building on the existing body of evi-
dence through more prominent, encompassing studies to 
demonstrate efficacy for broader scalability. Such studies 
will foster the translation of findings to influence health pol-
icy to better address health disparities and ultimately achieve 
health equity. Substantial support from major funding agen-
cies is crucial to expand CBPR-informed interventions and 
solutions among racial and ethnic minority groups within 
socioeconomically disadvantaged communities.
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