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Preferences and Perspectives of Black Male
Barbershop Patrons on Receiving Health Care
in Nontraditional Settings
Sarah Chong,1 Brittany Huynh,2 Stephanie Wong,2 Temesgen Woldeyesus,3,4 Melvin Faulks,4

Kenneth El-Amin,5 Jabari Thibeaux,5 Joseph Lewis,5 Robert Harlin,5 Mario Carter,5 Ramy Shatara,5

Crystal Zhou,2,*,{ and Akinyemi Oni-Orisan2,6,7,{

Abstract
Introduction: Non-Hispanic Black men experience a disproportionate rate of morbidity and mortality from hyper-
tension, cardiovascular disease, and other chronic conditions in the United States. Studies have demonstra-
ted the efficacy of community-based health outreach in settings not traditionally utilized for health care.
Understanding how potential future participants view health care services in nontraditional settings is a neces-
sary step to ascertain the success of these interventions in the real world. Our study objective was to explore the
preferences of Black male barbershop patrons regarding health care-provided services in these nontraditional
settings.
Methods: We recruited patrons of a Black-owned barbershop in the San Francisco Bay Area. Study participants
were asked to complete a survey assessing individual attitudes and preferences toward the idea of receiving
health care services in traditional and nontraditional settings.
Results: Among non-Hispanic Black males (n = 17), 81% agreed or strongly agreed that they would prefer to
receive health care in traditional clinics. Receiving care at the pharmacy (56% agreed or strongly agreed) and
the patient’s own home (53% agreed or strongly agreed) were the next most preferred locations. A minority
of participants agreed or strongly agreed that they preferred to receive health care in nontraditional settings:
47% for barbershops, 19% for churches, and 6% for grocery stores.
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Discussion: Participants expressed preference for traditional over nontraditional settings, despite listing barriers
that may be addressed, in part, by nontraditional settings. One potential reason for this is simply a lack of famil-
iarity. Establishing and normalizing nontraditional clinical settings may allow for enhanced acceptance within
Black communities, ultimately increasing health care access.

Keywords: health care access; primary care; chronic diseases; pharmacy; delivery of health care; community
health services

Introduction
Non-Hispanic Black (herein referred to as Black) peo-
ple experience a disproportionate rate of poor out-
comes from preventable chronic diseases such as
diabetes,1,2 atherosclerotic cardiovascular disease,3,4

and hypertension,5–7 trends which have only worsened
over the past two decades.8,9 New community-based
approaches for the improved screening and manage-
ment of chronic diseases for Black communities are
necessary to address these disparities.

In response to this need, efforts to explore the effec-
tiveness of health interventions have been conducted
in barbershops,9–12 churches,13,14 and other nontradi-
tional health care settings.15–18 A landmark cluster-
randomized trial for Black men with uncontrolled
hypertension (the Los Angeles Barbershop Blood
Pressure Study [LABBPS]) investigated the impact of
novel interventions for blood pressure management
in the setting of Black-owned barbershops.18 Health
promotion by trained barbers to barbershop patrons
resulted in clinically relevant blood pressure reduction
in both treatment arms, demonstrating the potential of
providing patient care in settings not traditionally uti-
lized for health care interventions. More importantly,
blood pressure reduction showed the greatest success
in the ‘‘treatment’’ arm (64% of participants reached
the target blood pressure goal of 130/80 mm Hg)
when barber-initiated health promotion was coupled
with follow-up care provided by pharmacists in the
barbershop.

Patrons were encouraged by their barbers to be
counseled by specialty-trained pharmacists in the bar-
bershop who prescribed drug therapy under a collabo-
rative practice agreement with the patrons’ physicians.
In the less-effective ‘‘control’’ arm (12% of participants
reached target blood pressure), barbershop patrons
were encouraged by their barbers to engage in healthy
lifestyle behaviors and make appointments with their
physicians. In light of pharmacists often being consid-
ered as the most trusted19 and accessible20 experts of
drug therapy (including the fact that counseling is

often provided without appointments or copays),
these findings illustrate how pharmacist-led inter-
ventions can improve health outcomes for dispropor-
tionately affected groups through community-based
approaches in nontraditional settings.

Before pharmacist-led interventions can be imple-
mented in Black, Indigenous, and people of color com-
munities on a broad scale, it is important to understand
if these trial results are generalizable to real-world set-
tings and sustainable long-term. Indeed, barbershop
patrons were provided with incentives for participa-
tion, including free haircuts and cash to cover phar-
macy expenses (such as transportation and generic
drugs). Furthermore, for participants without a pri-
mary care physician, a designated community physi-
cian was available to sign the collaborative agreement
with the pharmacist. Moreover, results were only
available for a follow-up of 6 months. These factors
likely enhanced participation (95% of the participants
remained in the study through the end of follow-up),
but may not be feasible for broad implementation.

Evidence suggests that patient perspective is a
strong predictor of adherence to a healthy lifestyle
modification plan.21,22 Thus, a better understanding
of how potential future participants view health care
services in nontraditional settings, including any barri-
ers to these services is a necessary step to ascertain the
likelihood for success of these interventions in the real
world.

Our study objective was to explore the perspectives
and preferences of Black male barbershop patrons reg-
arding health care-provided services in nontraditional
settings. Results inform the potential utility of innova-
tive pharmacy practice services to improve outcomes in
groups that have been historically marginalized.

Methods
Study population and setting
Participants were engaged and recruited at a single
Black-owned barbershop located in the San Francisco
Bay Area of the United States from March 2022
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through April 2022. The study was conducted in col-
laboration with (and with full support from) the bar-
bershop owner and barbers.23 Patrons aged 18 years
or older in the barbershop to get a haircut or for any
other reason were eligible to participate in the study.
Although doctoral-level pharmacists and pharmacy
students helped to conduct the study, there was no
pharmacy involved (pharmacists and pharmacy stu-
dents engaged participants within the barbershop).
Participants provided informed consent for study par-
ticipation. The study was exempt by the University of
California San Francisco (UCSF) Institutional Review
Board.

Survey
The study design of this investigation was a cross-
sectional, community-based, qualitative, survey. We
developed a 14-question online survey (Qualtrics,
2022) to obtain individual attitudes and preference
toward the idea of receiving health services in nontra-
ditional clinical settings. Race, ethnicity, and other
demographic information were self-identified by sur-
vey participants. Sample questions were piloted to a
small group of participants and revised by all research
team members during survey development. Piloted res-
ponses were not included in the final data collection.
The list of verbatim survey questions are as follows:

(1) Acknowledgment to participate in survey
(Agree, Disagree)

(2) Age
(3) Sex (female, male, other)
(4) Race (American Indian/Alaska Native, Asian,

Native Hawaiian/Other Pacific Islander, Black/
African American, White, Other)

(5) Ethnicity (Hispanic/Latino, not Hispanic/
Latino, Unknown ethnicity)

(6) How many times a year do you see your primary
care provider? (1–2, 3–5, 5–7, 7 + )

(7) Do you wish you saw a primary provider more
often? (yes, no)

(8) Follow-up to the question above: please elabo-
rate on why or why not?

(9) The following barriers impact your ability to
receive health care (e.g., visits with a primary
care provider, follow-ups for chronic disease
management, communication with a health
care provider): (Likert Scale: Transportation,
Cost of visit, Cost of medication, Culture, Edu-
cation level, Relationship with provider, Insur-
ance coverage, Other)

(10) You would prefer to get your health care (e.g.,
visits with a primary care provider, follow-
ups for chronic disease management, com-
munication with a health care provider) at:
(Likert Scale: Church, Grocery Store, Tradi-
tional Clinic, Barbershop, At Home, Pharmacy,
Other)

(11) If you selected ‘‘Agree’’ or ‘‘Strongly Agree’’ for
any of the above options, please briefly explain
why for each: (free response)

(12) What concerns do you have about receiving
care in a nontraditional setting (e.g., barber-
shop, church, grocery store): (free response)

(13) Did you participate in our optional Blood Pres-
sure Screening service today? (yes, no)

(14) Would you like assistance in accessing care?
Please check all that apply: (Finding a Primary
Care Provider, Obtaining Health Insurance,
Help with medication costs, help with office
visits costs, other, no thank you)

Community engagement, recruitment,
and survey administration
Potential participants were asked by their barber or the
pharmacy team if they would like to have their blood
pressure taken in a private space in the back of the bar-
bershop. Barbers had previously been trained as health
coaches for patrons to promote healthy lifestyle
changes and optional blood pressure screenings.
Patrons who took part in the optional blood pressure
service received education from on-site pharmacists
or pharmacist interns about what hypertension is,
why it is important, and potential lifestyle changes to
prevent or treat it. Regardless of receiving a blood pres-
sure screening, patrons were asked if they would like
to take part in the current survey study. If patrons
agreed to take the survey, the pharmacy study team
distributed the survey electronically through a quick
response code or manually with a hardcopy document.

Surveys were taken in-person by the respondents
on a mobile device or using paper and pencil (on the
hardcopy) with the study team present. Members of
the study team were physically available at the time
of survey completion for any questions and concerns
from study participants.

The aforementioned training of barbers into health
coaches was conducted by the Bay Area Cut Hyperten-
sion Program with support from the UCSF Center for
Excellence in Primary Care. As stated, the blood pres-
sure screenings were not a requirement for study
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participation, but were useful as a conversation starter
to introduce the survey to the barbershop patrons.

Data analysis
We generated descriptive statistics from the survey
responses to complete the main objective of the
study. Likert scale responses were displayed as categor-
ical data. Our primary analysis for the current study
was conducted from the survey results of the self-
reported non-Hispanic Black male study participants.
Participants were considered non-Hispanic if they
skipped, selected ‘‘unknown,’’ or selected ‘‘non-
Hispanic’’ for the ‘‘non-Hispanic versus Hispanic’’ eth-
nicity category. We considered barbershops, churches,
and grocery stores to be nontraditional health care
settings. Clinics, pharmacies, and home care were con-
sidered to be traditional settings.

Results
Characteristics of study population
Of the 33 patrons who were offered the survey, only 2
declined (Table 1). From the 31 enrolled participants,
26 self-identified as male and 5 as female. The age
range was 21–78 years with a mean age of 38 years.
The majority of survey participants self-identified as
non-Hispanic Black males (n = 17). All females in the
study self-identified as non-Hispanic Black. Consistent
with the primary objective of the study, reported results
pertain to the 17 Black males unless otherwise stated.

Desire to participate in blood pressure screening
and perceived need for health care
Of the 17 Black men participating in the study, 71%
opted to receive a free blood pressure screening from
a pharmacist or pharmacist intern. Only 29% reported

visiting their provider > 2 times per year. In addition,
77% stated that they did not wish to see a primary
care provider more frequently than their current fre-
quency of use. For respondents who did not desire
increased health care interactions, when asked to elab-
orate on why in free form response, many reported not
having an active problem necessitating a primary care
visit. Among those who desired more interactions,
two participants listed maintaining their health and
engaging in preventative care as reasons for why.

Preferences for receiving health care
The majority of participants (81%) agreed or strongly
agreed that they would like to receive services from a
traditional clinic setting as the most preferred health
care setting (Fig. 1). The pharmacy (56% agreed or
strongly agreed) and receiving care in the patient’s
own home (53% agreed or strongly agreed) were the
next most preferred location to receive health care.
A minority of participants agreed or strongly agreed
that receiving health care at the barbershop (47%),
church (19%), or grocery store (6%) were preferred
settings. Thus, participants overall preferred tradi-
tional health care settings compared to nontraditional
settings.

Barriers and concerns to receiving health care
Participants reported numerous barriers to receiving
health care (in both traditional and nontraditional set-
tings), but they varied greatly. Among all available
options, there were none in which the majority of par-
ticipants agreed or strongly agreed that it was a barrier
to receiving health care (Fig. 2). However, the majority
(53%) of respondents agreed or strongly agreed that at
least one of the options was a barrier to receiving health
care. Insurance coverage was the option most likely to
receive an ‘‘agree’’ or ‘‘strongly agree’’ (41%) as a barrier
to receiving health care. Cost of a visit was also a major
barrier (35% of participants agreed or strongly agreed).

Options least reported as barriers were transporta-
tion (only 5% agreed or strongly agreed that this was
a barrier), culture (10% agreed or strongly agreed),
and education level (11% agreed or strongly agreed).
Among free responses, participants (n = 4) also cited
convenience as a barrier to receiving health care. For
example, one respondent stated that they ‘‘.do find
that there are barriers to [.] consistently seeking
primary care. Cost is one concern, but it’s also just a
big convoluted [.] process to find a [primary care
provider].’’

Table 1. Survey Participant Demographics

n = 31

Agea

21–40 20
41–65 3
65 + 6

Race/Ethnicity
Hispanic 3
Non-Hispanic White 1
Non-Hispanic Asian 4
Non-Hispanic Black 23

Sex
Male 26
Female 5

aTwo participants did not report age in the survey.
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When asked about potential concerns with receiving
health care from a nontraditional setting (e.g., barber-
shop, church, grocery store) in the free form response,
participants often cited privacy (n = 7), quality, and
sanitation. With regard to privacy as a concern, one
respondent noted that the ‘‘church and barbershop
are filled with familiar faces.’’ Another individual
brought up ‘‘.a small question of patient dignity
and potential HIPAA [Health Insurance Portability
and Accountability Act] violations.’’ With regard to

quality, one participant remarked that in contrast to
nontraditional sites of care, traditional settings ‘‘have
trained professionals’’ and are built explicitly for pati-
ent care.

Another noted the following: ‘‘I prefer to receive
medical care in a medical environment not in a differ-
ent location that has been repurposed.’’ Likewise, a
third notable response was that ‘‘[nontraditional sites
of care] aren’t purpose-built. From a design perspec-
tive, care will be suboptimal in any location not

FIG. 1. Preferences for receiving health care for self-identified non-Hispanic Black men (n = 17).

FIG. 2. Barriers to receiving health care for self-identified non-Hispanic Black men (n = 17).
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expressly built to provide care.’’ Among the multiple
comments related to potential sanitation concerns of
receiving care in a nontraditional health care setting
such as a barbershop, one response of note was that
‘‘It’s just not as clean as it should be.’’

Discussion
Despite great advances related to the ways we detect,
prevent, diagnose, and treat disease in the United
States, Black people continue to have a higher risk of
poor health-related outcomes than their White coun-
terparts.23 Enduring structures that limit the accessibil-
ity of key health care services and educational resources
are the sources of these health disparities.9

In this study, we collaborated with a Black-owned
barbershop of the San Francisco Bay Area to engage
patrons and gather their thoughts regarding receiving
health services for primary care in nontraditional set-
tings. A major strength of this study design was the abil-
ity to gather rich, qualitative data from a relatively small
sample size. In addition, our study participants tended
to be younger adults (30–50 years of age), the age at
which initial screenings for cardiovascular chronic dis-
eases are recommended.23 Results may guide future
pharmacy-led interventions in nontraditional, ambula-
tory settings for preventive services. Ultimately, these
creative interventions have the potential to improve
health care outcomes for groups that have not received
equitable health care in the United States by breaking
down long-standing barriers in the health system.

The majority of participants reported barriers to re-
ceiving health care, but they varied greatly by individ-
ual. The most common perceived barriers to health
care services were related to affordability (poor insur-
ance coverage, cost of an appointment, cost of medica-
tion). This is not an uncommon finding among prior
reports. The uninsured rate is the second-highest in
Black Americans compared to other race/ethnicity
groups.24,25 In addition, the high cost of medications
has previously been cited as a critical barrier for access
to interventions for diabetes, cardiovascular disease,
and hypertension.26,27 Even among those with ade-
quate insurance coverage in our study, participants
described difficulty in navigating the system to select
the best coverage options and in-network providers,
similar to past findings.28 As one study patron had
noted, finding a primary care provider was an overall
‘‘convoluted’’ process.

Second to cost-related barriers, participants in the
current study reported the lack of a close relationship

with their provider as a significant barrier to receiving
health care. This is also not a surprising finding as
lack of trust has been observed as a factor preventing
access to health care among historically minoritized
groups.29,30 One source of this barrier is the lack of rep-
resentation of Black people among health care profes-
sionals. People who identify as Black make up 12% of
the working age population,31 but only 5% of the phy-
sician workforce.32 Both affordability, patient-provider
relationships, and lack of representation as barriers to
health care fall under the umbrella of structural racism
in this country.31–33

The evidence demonstrating the promise of non-
traditional health care settings as a more culturally
sensitive, accessible, and cost-effective alternative to
traditional settings has accumulated in recent years.
For example, the Church/Community Health Aware-
ness and Monitoring Program showed success
from training over 500 church volunteers from *100
churches in Baltimore, Maryland, to monitor blood
pressure and make appropriate follow-up health care
referrals as needed.34

Moreover, the New Orleans-based Healthy Heart
Community Prevention Project recruited pastors
from five churches who provided health sermons to
their congregation on reducing cardiovascular disease
risk factors and practicing specific healthy lifestyle be-
haviors.14 Project Joy collaborated with three churches
for a 1-year program to maintain nutrition and physi-
cal activity strategies for Black women35 while another
church-based outreach program prepared registered
nurses as ‘‘Church Health Educators’’ to use a hyper-
tension education and support program for Black con-
gregation members.36 Other venues for health care
have included the workplace,15,16 farms,17 and fire-
houses.18

In addition, pharmacist-led interventions for
medication-related services previously performed by
other health care professionals have also demonstrated
efficacy, safety, and cost benefits.37,38 This includes the
findings from a follow-up analysis of LABBPS, which
demonstrated the cost-effectiveness of pharmacist-led
interventions in Black-owned barbershops.39 Alto-
gether, these data demonstrate the benefits of using
nontraditional health care settings or pharmacist-led
interventions and provide compelling rationale to
scale these models of care delivery in communities at
larger scale.

These novel community-based approaches have the
potential to attenuate the strongest barriers to health
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care (access and cost) reported by the participants of
the current study. Interestingly, our overall results sug-
gest a substantial level of skepticism among partici-
pants with receiving care in nontraditional settings.
Barbershop patrons expressed doubt toward the auth-
enticity, quality (in terms of privacy protection, sanita-
tion, and professionalism), and legitimacy of these
services. One potential reason for this finding is simply
the lack of familiarity. As one respondent articulated,
they prefer a traditional clinic ‘‘because it’s the status
quo.’’ Therefore, the success of these nontraditional
health care establishments for improving outcomes in
a real-world setting may be dependent on increased
public acceptance. Enhanced awareness that dispels
misconceptions and promotes the benefits may be
necessary before these interventions are implemented
outside of clinical trials and small pilots.

Our study has limitations. First, this study is a small,
descriptive study underpowered to detect statistical dif-
ferences. However, our investigation is intended to be
an exploratory pilot to assess perceptions and attitude
in a qualitative manner. Second, our study was con-
ducted in a single setting, which limits generalizability.
However, our pilot paves the way for future studies in
multiple institutions. Finally, although our survey was
piloted and revised by independent research personnel,
further validation is required to ensure that we accu-
rately assessed attitudes and preference of receiving
health services in nontraditional clinical settings.

Conclusion
We report the perspectives and preferences of Black
male barbershop patrons as it pertains to receiving
health care in nontraditional settings. Granted that
respondents expressed noteworthy reservations and
distrust regarding services within these innovative
models of care, more conversations may be necessary
to increase acceptability. Future studies should 1) assess
participant perceptions in larger study populations
across multiple institutions and 2) investigate the effec-
tiveness of educational interventions to enhance aware-
ness for nontraditional health care settings.
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