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Black men in the USA experience disproportionate cardio-
vascular diseasemortality compared to their white counter-
parts, in part due to an excess of uncontrolled hypertension.
A promising intervention to address these disparities in-
volves the direct pharmacologic management of hyperten-
sion by clinical pharmacists in Black male patrons of bar-
bershops, as demonstrated in the Los Angeles Barbershop
Blood Pressure Study (LABBPS). Despite the observed re-
duction in systolic bloodpressure of >20mmHgafter 1 year,
the feasibility of scalingup suchan intervention to a regional
or national platform remains uncertain. Here we explore the
success of LABBPS in the context of prior barbershop inter-
ventions and theorize the most important aspects driving
the observed reductions. We further make a case for priori-
tizingpreventive care innontraditional settings inaneffort to
reduce health disparities.
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C onfronting health disparities is an enduring priority in the
USA. Hypertension—the leading modifiable risk factor

for leading cause of death1—remains one of the most signif-
icant challenges for the health of Black Americans.2 With
higher rates of hypertension diagnoses, they have poorer rates
of control than any other racial and ethnic group in the nation.3

In turn, they bear a higher burden of cardiovascular disease
(CVD) and associated mortality.4–6 Low-cost, effective treat-
ment exists, but the traditional method of delivering care has
not succeeded in eliminating these disparities in the Black
community.7

Thankfully, some people have gotten creative.
Led by the late Dr. Ronald Victor, the Los Angeles Barber-

shop Blood Pressure Study (LABBPS) enrolled a cohort of
non-Hispanic Black men with uncontrolled hypertension from
Black-owned barbershops in Los Angeles County. A
pharmacist-driven intervention involving the direct manage-
ment of antihypertensive medication in the barbershops them-
selves was delivered. The results were impressive: a greater
than 20 mmHg reduction in systolic blood pressure translating
to 64% with blood pressure < 130/80 mmHg at 6 months and
sustained at 1 year.8, 9

Community health promotion programs are hardly
unique,10–12 nor is the use of barbershops to house such
interventions.13–18 What is unique, however, is having clinical
evidence that engaging community members in chronic dis-
ease management outside of the clinic walls can work.8, 9

While there are many questions regarding the scalability and
sustainability of LABBPS,19, 20 exploring the underlying rea-
sons for success and drawing from these to design future
interventions—whether or not they occur in barbershops—is
a worthwhile exercise.
In a perspective piece, Cooper et al. poignantly stated “race

captures a lifelong social experience”.21 Race is understood to
be a social construct that encompasses a complex set of factors
from generational wealth and economic disadvantage to being
at elevated, undeserved risk for incarceration.22 These risks
and the body’s reaction to them have real biological conse-
quences. Untangling the factors that contribute to hyperten-
sion among Black men is a complex task, but it is possible that
blood pressure control in a nontraditional environment, bar-
bershop or elsewhere, is a step towards health equity.
LABBPS demonstrated that it is possible to lower blood

pressure in individuals who had not achieved control in a
traditional clinical setting.8, 9 In fact, almost 80% of partici-
pants in LABBPS had a primary provider, yet their blood
pressure was still uncontrolled.8 It is not clear exactly which
component of the LABBPS intervention drove success,
though qualitative research is underway to better understand
the most important aspects.19, 20 Nonetheless, access to care in
a familiar, trusted setting with algorithm-driven management
and support from a barber (read: friend) appears to have
interacted in a powerful way to achieve heretofore unheard
of levels of success: a population of men with baseline blood
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pressures > 150/90 mmHg to more the 60% those achieving
the AHA/ACC23-recommended level of < 130/80 mmHg.
A 2014 review detailed various barber and beauty shop

community health interventions, including more than 50 stud-
ies involving health promotion in nonclinical settings. The
advantage in such venues is that they have historically been
part of the social, economic, and political framework of com-
munities large and small across the country.13 These locales
are strongly connected to the everyday lives of their clients,
and the sense of community is powerful. Well-established
barbershops have developed trusting relationships between
barbers and customers that have been years in the making.
For example, customers in LABBPS cited on average 10 years
of patronage with biweekly visits.8 This trial appears to have
been perceived as an extension of this existing, trusting rela-
tionship that helped to produce a set of highly successful
clinical outcomes.
The compelling effect of the barbershop is likely multifac-

torial, but trust leveraged in partnering with the community in
a comfortable space is fundamental. Traditional healthcare
happens in a locale that feels safe to those employed in the
industry. For too many health workers, clinical work has
become routine: it is what we were trained to do in the places
we were trained to do it. That is not the experience of our
patients, and some have a harder time than others finding the
trusting connection they need. Though the pharmacists deliv-
ering care in LABBPS were not community members, their
collaboration with barbers produced powerful social capital
that may not be replicable within the walls of a clinic. For the
groups of people our system has failed, we must step outside
of our comfort zone and meet them where they are if we are to
eliminate health inequity.
As technologic advancements accelerate, medical discover-

ies are not left behind. With the promise of using the patient’s
unique genetic make-up to match them to care, precision
medicine charges forward as a very costly, but promising,
future of medicine. While these advances are nothing short
of incredible, Black men, who represent just one group with
persistently poor outcomes compared to others, are still dying
disproportionately from CVD.2 The tragedy is that hyperten-
sion and CVD prevention is one area well versed in managing,
yet we still struggle to achieve widespread control in margin-
alized communities.
In 2016, Khoury et al. described precision public health as “the

right intervention for the right population at the right time”.24

Perhaps LABBPS is an example of this. However, barriers to
dissemination must be addressed,19, 20 the most important of
which is cost. Secondary economic analyses are underway to
address some of these questions. If cost-effectiveness in the
context of reduced CVD events and improved quality of life is
demonstrated, perhaps a program can be developed that would
enable many to enjoy a longer, more functional life. None of this,
however, takes into account the social value of reducing health
disparities, which one can argue is invaluable. Imagine a world
where a population with historically subpar blood pressure

control and associated excess risk of CVD2 has a substantially
reduced risk as a result of success with a single outcome target:
blood pressure control. If we are looking for a focus to reduce
cardiovascular morbidity and mortality, why not sever one of the
biggest roots of the tree: hypertension?
Of course it is impractical, if not impossible, to create a

mini-hypertension clinic in every barbershop across the coun-
try. Furthermore, barbershops are among many community
locations with potential to create a dramatic reduction in some
health disparity. The key is in recognizing that we need to take
a different approach to certain aspects in the delivery of
preventive care. Ultimately, it is less about physical location
and more about the carefully designed efforts to achieve
hypertension control in high-risk population that historically
has not enjoyed the same health benefits as their white coun-
terparts. Collaboration between respected community mem-
bers and healthcare entities is one such design that may be
especially effective in individuals with uncontrolled hyperten-
sion who have not achieved control in traditional clinical
settings or lack access to such care altogether.22

For an intervention such as LABBPS to become feasible,
we must harness any framework that already exists and build
upon it, beginning with areas of most need. For example, a
provision of the Affordable Care Act (ACA) mandates non-
profit hospitals to conduct community health needs assess-
ments in their surrounding areas to identify issues of highest
public health concerns. This practice provides the basis for
identifying at-risk populations, and, because the assessments
are to occur every 3 years, provides a mechanism for follow-
up. The ACA also mandates community approvals for both
the scope and the objectives of such assessments before and
after they are implemented. Such community approval must
be given at the point when findings are to be published and
when recommendations for appropriate interventions are
made that are based on those findings. Using this process as
a way of engaging and strengthening community partnerships
has substantial potential. This of course will not apply to
regions served by for-profit institutions, or communities with-
out reliable access to care in any form. It is, however, a
possible avenue to engage some at-risk communities, allowing
us to reduce disparities when and where we can on a path to
eliminating them altogether.
Any effective healthcare initiative takes time and money.

When resources are limited, they must be used with maximum
efficiency for sustainability. Being conservative with
healthcare finances should not deter the development of pro-
grams such as barbershop-based hypertension initiatives that
have so much potential to reach populations with excess risk.
A balance can be struck in the allocation of resources to
support cutting-edge developments while providing quality
preventive care to all. As healthcare providers and public
health professionals, we must orchestrate a coordinated effort
utilizing existing resources to create an efficient hypertension
management plan on a larger scale than LABBPS—whether
or not the intervention occurs in a barbershop. Finding
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individuals will not be hard; the people that stand to benefit
most are out there, and they are waiting in line to have their
hair cut.
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