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summary

This is a case study of the Colorado Black Health Collaborative (CBHC) Barbershop/Salon 

Health Outreach Program, a community-based initiative that targeted disproportionate 

rates of hypertension and other health problems within the African American community . 

The program, which began as a grassroots operation in 2008 and was formally incorpo-

rated into the CBHC (a network of organizations providing health-related resources for 

Colorado’s African American community) in 2012, serves as an example of a healthcare 

intervention making continuous strides with limited resources and dedicated commu-

nity workers . The operations of the CBHC program are contrasted with the nationwide 

Black Barbershop Health Outreach Program (BBHOP), which was the most expansive 

barbershop-based operation at the time the case research was conducted . 

This case begins by providing background information on health disparities 

faced by the African American community . It then discusses the social significance of 

the Black barbershop setting and presents the strategic and design elements of the 

program . The paper concludes with a discussion of challenges in the governance and 

operation of the CBHC’s program, as well as the nationwide Barbershop Health Out-

reach Program .
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Note on language: This case study uses “African American” and “Black” inter-

changeably in reference to the population both implementing and targeted by the 

referenced barbershop interventions . As a heterogeneous population, comprising 

individuals of various ethnic, multiracial, and religious backgrounds, persons iden-

tifying as Black/African American face particular health challenges and disparities 

addressed by barbershop interventions . 

background

African Americans are the second-largest minority population in the United States, but 

there are significant health disparities between African Americans and the majority 

population .1 African Americans are almost twice as likely as non-Hispanic whites to be 

diagnosed with diabetes and are more likely to suffer from diabetes-related complica-

tions .2 Although African Americans are 40% more likely to have high blood pressure, 

they are less likely to have their blood pressure under control .3 Nearly 44% of African 

American men have some form of cardiovascular disease,4 and Black men are 60% 

more likely to die from a stroke than their white male counterparts .5

Various factors influence health disparities among and within racial groups . 

“Diet-related disparities” play a large role; socioeconomic, cultural, and geographi-

cal factors contribute to diets that are higher in salt and saturated fat and lower in 

fresh produce and whole grains .6 Socioeconomic status also affects access to qual-

ity health-care services and availability of resources to support physical activity and 

healthy living . However, even controlling for socioeconomic status, hypertension rates 

among African American men remain significantly higher than other groups .7 Although 

the Affordable Care Act has lowered the uninsured rate among African Americans aged 

18–64 by 6 .8%,8 alleviating financial barriers without addressing cultural norms may 

not adequately address the issue(s) at hand .

One study of health interventions in Black barbershops noted that “compared to 

Black women, men have less frequent physical contact for preventive care and thus sub-

stantially lower rates of HTN [hypertension] detection, medical treatment and control .”9 

This tendency may signal a cultural mistrust of the medical community among African 
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American men . A historical legacy of deliberate medical mistreatment of African Ameri-

cans is well documented and increasingly well known .10 Researchers found increases in 

medical mistrust and mortality and decreases in interactions between physicians and 

Black men following the 1972 disclosure of the Tuskegee Study of Untreated Syphilis in 

the Negro Male .11 From 1932–1972, the U .S . Public Health Service, in partnership with 

Tuskegee University, studied the natural progression of untreated syphilis in infected 

African American men in rural Alabama . During the course of the study, researchers 

denied available and effective treatment to these patients, allowing them to suffer the 

full progress of the disease and, in some cases, to infect their wives and children .12 

In Medical Apartheid, a landmark study of America’s long history of unscrupulous 

medical experimentation on and treatment of African Americans, Harriet A . Washing-

ton asserts that “ .  .  . although the heightened African American wariness of medical 

research and institutions reflects a situational hyper-vigilance, it is neither a base-

less fear of harm nor a fear of imaginary harms .” Moreover, racial bias in health care 

remains a source of concern . An overview of research commissioned by the National 

Academies’ Institute of Medicine cited multiple studies showing bias in health care 

based on stereotypes and (often unconscious) prejudice on the part of medical prac-

titioners .13 Finally, treatment standards that take white men as the norm can result in 

incompetent care . Byron Conner, MD, founder of the Black Barbershop/Salon Health 

Outreach Program at the Colorado Black Health Collaborative (CBHC) pointed out that, 

for example, “some doctors don’t know that Black people are salt sensitive” and that 

typical dietary guidelines may therefore not apply .14

Bill Releford, MD, founder of the Black Barbershop Health Outreach Program 

(BBHOP) noted that “some of the men [who came into the barbershops] had never 

been to a doctor in their adult lives .”15 Others had seen a doctor but still lacked the 

communication, basic trust, and/or follow-up care to make informed decisions about 

their health . One Chicago barbershop client, believing that his prescribed medication 

was ineffective and “they were just out for the money,” chose to stop the regimen, 

which ultimately caused kidney damage .16

It is within this context of genetic predispositions, socioeconomic conditions, 

and cultural norms that founders of the CBHC Barbershop/Salon Health Outreach 

Program—Byron Conner, MD; Alfredia Conner, RN; and Terri Richardson, MD—brought 
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health education and the promotion of ongoing medical care to the barbershop envi-

ronment . The program sought to empower African American men to take charge of 

their own health through blood pressure and glucose screenings, as well as health 

education and counseling, all within an existing trusted environment: the barbershop .

Though it operates as a grooming station, the Black barbershop also serves as 

a pillar of the Black community, connecting Black men and their families in a place of 

historical significance . The venue has served as a “‘nerve center’ where people con-

ducted voter registration campaigns, discussed politics, sports, [and] relationship[s]; 

now, it [is] used to talk about health and how to make healthy lifestyle choices .”17

In a 2016 TED talk, Dr . Joseph Ravenell discussed how the barbershop operated 

as a “safe haven” that allowed Black men to “fearlessly be [them]selves and just…

talk .” Ravenell, a medical doctor with extensive experience in barbershop interven-

tions, cited two reasons why the barbershop environment was ideal for discussion, 

action, and partnerships around improving health: they were (1) non-medical settings, 

free of “negative psychological baggage”; and (2) places of connection, loyalty, and 

trust where patrons already discussed topics associated with high blood pressure 

(stress, food, relationships, and being a Black man in America) .18

case

Founded in 2008 as a grassroots nonprofit and formally incorporated as a 501(c)(3) orga-

nization in 2009, the Colorado Black Health Collaborative (CBHC) is a network of orga-

nizations providing health-related resources for the African American community . As a 

hub for collaborative partnerships and health/wellness initiatives, the CBHC’s guiding 

mantra was to make their community “the healthiest Black folks in the nation .”19 CBHC 

held quarterly community forums and operated through a committee-based structure, 

which allowed it to remain responsive to community concerns and actively involved in 

the community it served .20

In 2008, Dr . Byron Conner, a member of the CBHC and active community servant, 

learned about barbershop interventions while attending the National Medical Associ-

ation Annual Convention .21 Inspired by existing practices and committed to achieving 
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health equity within his own community, Dr . Conner returned to Denver and, with the 

help of his wife, Alfredia Conner, RN, began conducting blood pressure screenings in 

Wright’s Barbershop, Dr . Conner’s own hometown barbershop since age 17 . 

After four years of small-scale operations facilitated by the Conners, a 2012 

partnership with the CBHC Health Access Committee, and later the Colorado Kai-

ser Permanente African American Center of Excellence in Culturally Competent Care 

(AACE), brought the Barbershop/Salon Health Outreach Program fully to life .22 CBHC’s 

Health Access Committee, chaired by Dr . Terri Richardson, provided an established 

community-based network of peers and institutions offering financial contributions 

and volunteers, while the AACE partnership facilitated publication of the Barbershop/

Salon Outreach Toolkit, a step-by-step guide to implementing health-related interven-

tions in the barbershop/salon environment . Though focused on interventions related 

to hypertension, diabetes, and HIV, the toolkit was applicable to a variety of health 

education and screening programs presented in a shop environment . 

After partnering with CBHC, the program grew from a single barbershop, where 

the Conners’ dedicated but intermittent efforts to screen and educate clients amounted 

to roughly 45 blood pressure screenings over three years, to a partnership of 12 bar-

bershops and salons across Denver and Aurora that conducted 3,625 blood pressure 

screenings, 781 blood sugar readings, 50 referrals and logged 2,098 service hours 

from 2012–2016 .23

Project Origins and Structure

Before partnering with the CBHC, the Conners relied on ad hoc research, a few blood 

pressure monitoring cuffs purchased with their own funds, their professional expertise 

as Black medical practitioners, and a good bit of trial and error to steer the project out of 

the gate .24 Informed by what Dr . Conner called community “groundtruthing”—“assess-

ing, researching, and mapping out a geographic region via personal relationships on the 

ground”—operations relied on the strength of face-to-face relationships and the identifi-

cation of cultural perspectives .25 Because both Byron and Afredia were actively engaged 

as community volunteers through the CBHC and other community-based organizations, 

when the time came to expand operations, the Conners already knew which shops to 

approach . As Dr . Conner noted, the barbershop clientele was “already familiar with us .”
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After establishing the partnership with the CBHC, the Barbershop/Salon Health 

Outreach Program began holding traveling screenings in local shops every Saturday 

(the busiest day at shops) and “Power Saturday” events, which placed volunteers 

simultaneously at multiple shops . Program leaders’ primary focus was “to screen and 

educate to improve health outcomes .” They were adamant that they were “not substi-

tuting for primary care physicians; [but rather] advising people .”26 Their ultimate goal 

was to empower clients through health education, providing individuals with enough 

information to understand specific risk factors, ask their doctors relevant questions, 

and become advocates for their own health .

The CBHC program attracted interest from out-of-state volunteers hoping to rep-

licate the program within their own communities . CBHC prided itself on running a 

“low-budget” program, insisting that its basic functions needed only minimal funding . 

However, it was the additional funding from Kaiser Permanente and other institutional 

partners that allowed the program to maximize output and capture outcomes . CBHC 

has continued to operate and expand its service offerings throughout the metro-Denver 

area and beyond, and to provide ongoing consultations to those interested in follow-

ing its example .27

Design Elements

Embedded Education is the practice of educating people through everyday inter-

personal encounters within organizations and networks that exist primarily for 

non-educational purposes . Program designs vary depending upon the environment, 

the targeted individuals and outcome, and pedagogical processes . 

By using an existing trust environment (barbershops) and minimal supplies, the 

CBHC’s embedded education program provided an effective and efficient means of 

reaching and empowering a medically underserved population . As a barbershop cli-

ent waited for a haircut or made his way out of the shop, he became a learner in a 

personalized health-related educational encounter . Armed with new knowledge, peer 

support, and, when appropriate, a referral to a local low-cost medical practitioner, that 

client was primed to make a behavioral change . In this way, the intervention could 

begin to chip away at the health disparities afflicting the African American community . 



barbershops and preventative health: A Case of Embedded Education

7

existing relationships

African American men utilize neighborhood Black barbershops because of the unique 

requirements of their hair and because these barbershops are comfortable, congenial 

places . Even after moving away, some men return to this familiar location for continued 

services and community dialogue . In the shop’s relaxed and culturally specific atmo-

sphere, men can freely discuss shared experiences, current events, and personal rela-

tionships . Individuals may spend a considerable amount of time in the shop—before, 

during and after services—talking to barbers, fellow clients, and the family members, 

friends, and passersby who stop in to say hello . As a frequently visited environment 

where dialogue, information-sharing, and community-building are the norm, the bar-

bershop is ideally situated for this kind of embedded education encounter .28

Though the barbershop environment is spatially targeted to access African 

American men, its community placement also enables interaction with African 

American women, children and other ethnic minorities . For this reason, targeted 

health-interventions spill over into the larger family structure and greater community . 

In the Denver area, CBHC volunteers capitalized on the communal atmosphere 

and peer relationships within the barbershop environment . Volunteers were encour-

aged to engage clients even if they did not take part in screening, and used giveaways 

and promotional items to incentivize participation when available . Patrons waiting for 

services, receiving services, and lingering after haircuts observed other clients engag-

ing with volunteers, and often took part in the exchange themselves after seeing their 

peers doing so .29 Similarly, barbers and owners played a role in encouraging partici-

pation, engaging medical volunteers and patrons in discussions of long-held medical 

assumptions or beliefs .30 The role of barbers and owners was voluntary and often a 

by-product of the communal shop environment, the program’s consistent presence, 

and volunteer engagement .31

embedded education practice

Content, Learning Objectives, and Anticipated Change

The objective of CBHC’s efforts was to “empower through education,” reducing hyper-

tension rates and improving the long-term health of African American men and commu-

nities . By screening and educating patrons, program leaders aimed to arm them with 
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enough information to begin taking control over their health, making healthy lifestyle 

choices, and seeking preventative care . By creating positive associations between cli-

ents and the medical community, CBHC helped to dispel social stigmas that may have 

prevented individuals from actively seeking care and/or trusting medical providers . 

Pedagogy, Tools, and Activities

For four hours every Saturday, a team of trained medical and non-medical volunteers, 

under the supervision of at least one medical professional, provided free screening 

and health counseling services at various barbershops and salons across the metro 

Denver area . Volunteers rotated through 12–15 partnering shops, completing cycles 

about every six weeks . The team set up portable stations in convenient locations, pay-

ing close attention to the size and layout of the shop to avoid interfering with normal 

business operations and ensuring that volunteers were visible and accessible . Pro-

gram leaders also adjusted the number of volunteers and/or physical layout to support 

the flow of shop operations . In some instances, operations were moved to other shops 

due to particularly slow business .32

figure 1: example of barbershop layout

Source: CBHC “Toolkit,” Appendix C . 
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The physical placement of volunteers could affect the operation’s overall effec-

tiveness . Program leaders explained that the screening table would ideally be placed 

towards the front of the shop but without interfering with the usual flow of operations . 

“One shop set-up wanted us behind a wall, [but] no one could see us back there and 

we didn’t want people to not know what we were doing,” said Dr . Richardson . “We’re 

usually up front so people can see that we are providing services and we can engage 

people that aren’t getting their blood pressure checked; those people want to know 

what’s going on so they can engage their family member .”33

figure 2: station set-up, blood pressure screening

Source: Terri Richardson, “More Than a Haircut,” presentation (no date provided) .

Both clients and volunteers initiated interactions . Sometimes volunteers 

approached clients as they waited, and clients also approached volunteers on their 

own, prompted by barbers, other clients, or their own curiosity . When available, free 

merchandise like pedometers, stretch bands, healthy snacks, and cookbooks also 

helped to attract interest . 

For blood pressure screenings, volunteers asked if clients would like to have 

their blood pressure checked, and sometimes inquired into their medical history, last 
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doctor’s visit, and/or last screening .34 Using a “patron card” given to the client to take 

home, volunteers recorded the blood pressure reading and explained the results (see 

appendix) . Volunteers provided clients with printed literature on hypertension, diabe-

tes, and/or healthy eating habits . Depending on the blood pressure reading, volun-

teers referred clients to the on-site medical professional for additional counseling or 

to a low-cost clinic . They also provided positive reinforcement of the behaviors that led 

to a positive screening . While all patrons were provided with information for follow-up 

care, those with abnormal readings were referred to local safety-net clinics and, in 

some instances, were urged to seek medical attention right away .

Volunteers distributed educational materials related to hypertension, stroke, and 

heart disease published by the American Heart Association, the American Diabetes 

Association, and other institutional partners . Clients also received information to help 

them understand their previously diagnosed conditions, prescribed medications, and 

treatment plans . Before sharing with patrons, however, program leaders reviewed and 

amended materials to ensure cultural relevance . This included adding or substituting 

culturally relevant images, such as images of Black men or families or food traditionally 

associated with African American culture . These changes made conversation about the 

associated health content easier . Materials were also sometimes edited for ease of 

comprehension, eliminating medical jargon or striking a more conversational tone . To 

Dr . Bill Releford, founder of BBHOP, these kinds of changes help undercut the narrative 

that “health care doesn’t care about Black men .”35

To promote a sense of self-efficacy and equip patrons with useful knowledge for 

their day-to-day lives, volunteers employed a discussion-based and participant-centered 

learning model which used personalized screening information to communicate general 

statistics or health information relevant to the African American community . At the start 

of screenings, volunteers reviewed basic questions like “what is blood pressure?” with 

the aid of hand-outs .36 Following the screening, patrons were asked about their personal 

choices and habits: for example, “what did you have for dinner last night?”37 If they men-

tioned bread, as they often did, volunteers took the opportunity to point out that bread 

was number one on the list of “The Salty Six” (see appendix) . Volunteers also shared 

stories of how others had benefited from the program, or their own personal health jour-

neys, to connect and engage with the target group .
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Health counseling conversations sought to empower clients with new information 

on the theory that knowledge conveyed by trusted peers in a safe environment would 

encourage behavioral changes to support their health, allowing patrons to become 

better custodians of their bodies and advocates for their health .38 

Educators and Training of Trainers

Both medical and non-medical volunteers were trained to conduct blood pressure 

and glucose screenings while sharing culturally appropriate handouts and giveaways 

(when available) . Through the Barbershop and Salon Health Outreach Toolkit, CBHC 

provided both medical and non-medical volunteers with a curriculum on the cultural 

significance of the barbershop space, health characteristics of the African American 

community, and culturally-specific dietary and genetic predispositions that affected 

the target population .

Training sessions began with a historical overview of the role and importance of 

the barbershop in the African American community . Volunteers were also equipped 

with community-specific statistics, and trained to use blood pressure and glucose 

monitoring equipment . Training emphasized the need for volunteers to display con-

fidence, since timid approaches could worsen already strained relations between cli-

ents and the medical community .39

Volunteers were trained in the “AIDET,” “LEARN,” and “Four Habits” communica-

tion models . These models employed different strategies but all focused on maintain-

ing a conversational tone helpful for effective engagement (see appendix) . The AIDET 

acronym stands for “Acknowledge, Introduce, Duration, Explanation, [and] Thank 

You,” and the model encouraged volunteers to greet clients with a welcoming tone, 

introduce themselves, explain how the screening services could provide assistance 

and options for seeking out services, and thank them for their time . The “LEARN” acro-

nym stands for “Listen, Explain, Acknowledge, Recommend, [and] Negotiate,” and the 

model advocates using similar techniques while also recommending a plan of care 

and negotiating that plan in light of the patron’s particular circumstances and feed-

back . The “Four Habits” model recommended providing diagnostic and educational 

information at the end of the encounter, with an initial focus on eliciting the patron’s 

perspective and using empathy to build a positive rapport .
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Both medical and non-medical volunteers were sourced through CBHC organiza-

tional partnerships and local universities . Although the volunteers that conducted the 

screenings did not always reflect the racial demographic of barbershop clientele, the 

medical professionals that conducted health counseling sessions did . According to Dr . 

Terri Richardson, the presence of Black medical professionals was powerful because 

they were rarely seen volunteering within their communities .40

The use of volunteers departs from another common model of the intervention, 

like that documented in the Texas-based Barber-1 study, in which barbers conduct the 

screenings and provide the education . In this study and another, the Barbershop Talk 

with Brothers program (BTWB), barbers were compensated for the interference with 

their regular business practices .41 

The Conners made a strategic decision to minimize costs by using trained vol-

unteers and volunteer medical professionals rather than pay barbers for their direct 

involvement .42 Barbers were not trained to carry out the intervention but provided 

valuable indirect support . For example, barbers would hide their unhealthy food when 

medical providers/volunteers entered the barbershop, or would shout across the shop 

to clarify a long-standing health myth on the spot .43 This allowed the barbers to con-

tinue “business-as-usual,” and CBHC to operate with a smaller budget . 44 Dr . Releford’s 

nationwide Black Barbershop Health Outreach Program (BBHOP) also used medical 

and non-medical volunteers rather than barbers to conduct screenings and education . 

Barbers in the BBHOP program displayed their support by wearing promotional t-shirts 

and using promotional capes on their clientele .45
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summary

The design elements of CBHC’s embedded education program are listed and briefly 

described in the table below .

Table 1: Design Elements

Element Description

Existing Relationships

Host Barbershops

Encounter Approach/approached by volunteers while waiting for services or immediately 
following services

Target individuals African American men (barbers, owners, clients)

Community Family and friends of target population, barbershop visitors and passersby

Embedded Education Practice

Content Cardio-metabolic disorder prevention knowledge, results of blood pressure/glu-
cose screening, health-related statistics pertinent to the Black community, tips 
for healthy eating and living

Learning objectives Screen and educate to improve health outcomes: ability to read and interpret 
blood pressure screening, awareness of of diet/lifestyle-changes necessary for 
better health; decrease stigma of medical community, increase contact between 
African American men and medical community

Anticipated change Personal empowerment around health and medical encounters; increased likeli-
hood to seek medical care and adopt a healthy lifestyle

Pedagogy Individual counseling, participatory/interactive dialogue concerning educational 
materials, peer role models, social group pressure

Tools Individual screening/education: patron card, culturally-appropriate handouts 
addressing hypertension, diabetes, heart disease and stroke, healthy diet, exer-
cise, weight control, stress, depression, smoking cessation (including Kaiser 
Permanente’s DASH Diet and the American Heart Association’s Salty Six hand-
out), peer stories, promotional giveaways such as pedometers, healthy snacks, 
stretch bands, and cookbooks (when available)

Activities 1–10 minute screening sessions provided free of charge, one-on-one medical 
counseling with practitioner if necessary/desired

Educators Educator Tier 1: Medical/non-medical volunteer formally trained by program staff

Educator Tier 2: Medical professional, at least one on-site during full encounter

Both sets of educators complete a mandatory training session (details available 
in the published toolkit)

Training of trainers Historical context, cultural competency, race-specific health statistics, and mod-
els of communication shared during mandatory training period
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Impact

Table 2 provides an overview of the short, medium, and long-term outcomes of the 

barbershop intervention within its overall logical framework:

Table 2: Project Logical Framework

Inputs Activities Outputs

Short-term 
outcomes 
(knowledge 
change)

Medium-term 
outcomes 
(behavioral 
change)

Long-term 
outcomes 
(changes in 
well-being)

CBHC-developed 
curriculum for pro-
gram operations

Human resources/
volunteer Training

Acceptance and 
promotion by shop 
owners

Blood pressure 
screenings

One-on-one 
dialogue

Patron-specific 
health counsel-
ing sessions

Number of 
individuals 
screened

Number of 
individuals 
referred for 
follow-up 
treatment

Clients show 
increased knowl-
edge of culturally 
salient informa-
tion related to 
cardiometabolic 
health

Clients learn pre-
ventative tools to 
stabilize and/or 
decrease levels 
of hypertension

Clients are more 
inclined to seek 
medical care, 
ask questions 
and are empow-
ered over their 
own health

Reduced rates of 
hypertension

Decline in 
cardiometabolic 
health dispar-
ities amongst 
African American 
men

Men become 
agents over their 
own health, with 
diffuse effects 
on the greater 
community

Between 2012 and 2014, the CBHC Barbershop/Salon Health Outreach Program 

screened approximately 1,523 African Americans for hypertension, 441 for diabetes, 

and logged over 1,483 hours of volunteer service .46 The 2014 Power Saturday initiative 

alone conducted 232 screenings, with 60% of participants falling within the hyperten-

sive range and consequently referred to a health provider for further evaluation and 

treatment .47

Due to budgetary limitations, CBHC did not track referrals to partnership clinics 

or follow-up visits to existing medical providers, or maintain trackable records of previ-

ous screening encounters . However, CBHC gathered anecdotal evidence of individual 

and community impact, and strove to ensure that the program followed established 

protocols for promoting behavioral change .48 Following initial screening encounters, 

patrons have made further inquiries about dietary recommendations and medical ser-

vices related to their current health status . Some patrons were recognized or identified 

themselves as repeat clients of the program . Even if patrons did not fully participate 
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in the screening themselves, they often collected materials to take home or brought in 

friends or family members to engage with service providers .49

The program’s impact did not end with patrons . Volunteers and barbers also 

thought about their own health and reviewed literature for themselves between patron 

interactions .50 Program benefits spilled over to owners as well . Owners had a new 

sense of authority and purpose in talking about health matters, and some partnering 

barbershops initiated their own health-related activities and solicited CBHC for sup-

port . For example, one shop owner in Colorado planned a diabetes walk and annual 

health fair .51 The CBHC’s publication of the Toolkit allowed the program to provide guid-

ance to volunteers across six states who contacted CBHC for assistance in developing 

their own initiatives .52

A program much larger in scope, the Nationwide Black Barbershop Health Out-

reach Program (BBHOP) screened over 10,000 men across the nation in cities includ-

ing Los Angeles, Chicago, Atlanta, and New Orleans .53 BBHOP had not developed a 

mechanism to determine behavioral changes since operations were organized as 

single-day events in various cities . However, the program justified continued opera-

tions through community outreach efforts and growing scope . Aside from the diffusion 

of health education from patrons to their families/friends, BBHOP also reached the 

wider community by utilizing local businesses for promotional items and giveaways . In 

exchange, businesses received publicity and positive branding .54

Project leaders insisted that providing services for free supported patron par-

ticipation . Having an influx of patrons who took advantage of free services mutually 

reinforced both the outreach program and the barbershop as a business . While bar-

bershops gained free publicity and increased clientele through the program’s press 

materials, health outreach programs benefited from increased numbers of patrons 

and passers-by who accessed their services .
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discussion

Stakeholder Analysis

For the program to succeed, CBHC had to align the interests of various stakeholders 

both within and outside of the barbershop context, all while holding true to their the-

ory of change . 

Medical professionals had a vested interest in the program and a high degree of 

influence over its success . Their volunteer involvement provided accurate health-related 

information and established the necessary referral mechanisms for continued care . In 

addition, their physical presence (especially when the medical professional was an 

African American him/herself) worked to counter the notion that medical providers did 

not care for (or were not present in) Black communities .55

Partnerships with universities like the Metropolitan State University of Denver 

and Regis University were necessary to field both medical and non-medical volun-

teers . While medical volunteers had an interest in furthering their practical experi-

ence, non-medical volunteers desired to engage with the target community . Though 

academic calendars led to an ebb and flow of volunteers, there was a general upward 

trend in total number of volunteers over time .56

Barbershop owners, barbers, and clients were key stakeholders with a high level 

of influence over programmatic success . Program leaders noted that having shop own-

ers who “bought-in[to]” the intervention, as well as barbers who (voluntarily) encour-

aged clients to take part in the intervention’s free services, had a positive impact on 

client engagement . Barbershops (including owners and barbers) had an interest in 

maintaining shop operations, retaining and increasing their clientele, as well as pre-

serving the relaxed atmosphere of the barbershop environment . Clients had an inter-

est in preserving their expected shop encounter, retaining their intended schedule, 

and preserving their own health and well-being . Ultimately, it was the clients’ ability to 

acquire and retain knowledge, then transform that knowledge into positive behavioral 

changes that allowed the program to achieve its long-term objectives .

CBHC sought to foster and maintain existing trust relationships by engaging 

with the target community before launching the initiative, responding to the impera-

tives of the operating environment, and using cultural competence to inform both the 
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educational methodology and patron-volunteer interactions . By using existing commu-

nity ties, program leaders built a network of barbershops that welcomed the program . 

By negotiating with shop owners, making amendments to station set-up, and training 

volunteers, CBHC showed respect for the barbershop environment . By using volun-

teers rather than barbers to conduct blood pressure and glucose screenings, CBHC 

limited interference with usual business operations and kept down program costs . 

Institutional safety-net partnerships, including Denver Inner-City Health Center, had 

an interest in reaching underserved clients in their surrounding community . By aligning 

with the CBHC Barbershop/Salon Health Outreach Program, Denver Inner-City Health 

Center helped to effectuate its mission to provide a “healthcare home for underserved 

individuals .”57 For CBHC, a program without a referral mechanism would be incomplete 

since client encounters would end at the site of the barbershop without a clear direction 

for follow-up care . The health center provided discount vouchers for CBHC referrals, help-

ing the barbershop program reduce barriers to follow-up care and extending the health 

center’s reach into the underserved community it hoped to serve .58

CBHC also received in-kind and monetary donations through institutional part-

ners who provided educational materials and promotional giveaways integral to the 

screening encounter and health messaging conversations/counseling sessions . Kai-

ser Permanente (KP) provided financial support for CBHC’s Power Saturday initiatives 

as well as programmatic support to Drs . Conner and Richardson . For this reason, KP 

had a vested interest in both the success of its employees and the barbershop pro-

gram’s impact on the community it served .59 Public health organizations, including 

the American Heart Association, the American Diabetes Association, and Alzheimer’s 

Association, provided educational handouts and updates on health guidelines of rel-

evance to the African American community . These organizations each had an interest 

in effectuating organizational missions and maintaining their international brands .60

Governance Challenges

Developing, testing and fine-tuning a theory of change. Program designers strate-

gically considered the impact of data collection on program operations . Specifically, 

they did not want to exacerbate existing mistrust of the medical community by simu-

lating an experimental environment . Requiring patrons to provide personal data may 
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have made them less likely to engage with volunteers or seek follow-up care . Recog-

nizing data collection as a necessary component of follow-up analysis, CBHC program 

leaders undertook research in the hope of developing a tracking mechanism would 

not threaten clients’ trust . With limited funding, however, this hope went unfulfilled . 

Without a partner to facilitate this research, program evaluation remained limited to 

anecdotal evidence and individual observation .61

Developing and communicating the value proposition to partner organizations. There 

was little debate over the need for outreach efforts in medically underserved commu-

nities . In light of the health risks facing African American men, the need to increase 

awareness and access and empower individuals with knowledge was apparent . For 

some barbershop owners, the primary motivation was not community concern but 

rather the hope of increased clientele resulting from partnership in the program . Some 

shop owners who initially welcomed the program were unresponsive to follow-up com-

munication . With many barbershops willing to take part, however, program leaders 

did not spend a great deal of energy trying to persuade or maintain partnerships with 

those who were reluctant or seemed burdened by the request .62

Limitations on human resources. Early on, the CBHC program struggled to secure staff 

with the necessary grant-writing skills to maintain consistent funding for program 

operations . Program staff was overextended with responsibilities and could not sac-

rifice the additional time necessary for fundraising . However, by utilizing community 

networks and publicizing their needs through local media sources, the organization 

was able to grow its volunteer base to assist with administrative operations .63

Institutionalizing the practice and making it sustainable. CBHC also struggled for 

some time to sustain fundraising goals without supplemental financial support from 

volunteers . Though operating with relatively low overhead costs, program leaders 

noted a decrease in financial support from both volunteers and sponsoring organi-

zations over time, making coordinated initiatives like Power Saturday more difficult 

to sustain . Despite initial support from Kaiser Permanente’s AACE, budget cuts and 

minimal staff at the center stalled operations . At the time of this case study (2016), 

no other Kaiser Permanente site had instituted similar operations, and funding for the 

AACE had ceased .64
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At BBHOP, changes in leadership also threatened program sustainability . Though 

BBHOP successfully screened thousands of men across six states, the temporary loss 

of this program’s innovative leader, Dr . Bill Releford, stalled operations and stunted 

program growth . While Dr . Releford intended to re-instate operations before 2017, the 

momentum that came from positive press coverage petered out . It seems the opera-

tional model of CBHC’s outreach program, rooted in a network of volunteers, may have 

provided a higher degree of sustainability . However, CBHC’s need for medical volun-

teers was at times difficult to satisfy without its founders’ personal and professional 

networks facilitating their continued involvement .

Operational Challenges

Finding space and time. Despite the presence of numerous barbershops within Afri-

can American communities, not all shops had the square footage, layout or client flow 

necessary for successful program operations . CBHC terminated some barbershop part-

nerships due to low client volume . Through trial and error, program leaders eventually 

settled on Saturdays as the day for barbershop presence since it consistently yielded 

a high number of clients . 

In addition, barbershop programs had to balance volunteer availability for pro-

gram operations . In early operations, CBHC attempted to hold screenings twice a day; 

however, this proved too daunting for time-strapped volunteers . In response, CBHC 

changed their model to once-weekly four-hour sessions, with volunteers rotating 

through a list of partnering shops by the week .

Finding the right mix of educational tools and strategies. The Conners were unable 

to access any established guidelines or protocols to direct their initial efforts . Despite 

failed attempts to contact the leading program at the time (BBHOP), the Conners 

decided to start small and define their own design by reviewing published litera-

ture and incorporating their past experiences as Black medical professionals . While 

BBHOP’s published shop layout helped to inform CBHC’s spatial design, other CBHC 

program aspects were organically designed . With the assistance of Kaiser Permanente, 

CBHC ultimately created the toolkit described thus by Dr . Conner:
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Everything we’re doing, what’s in that toolkit, [are] things we’ve come up with 

based on our own experience with the barbershop program and some prior com-

munity outreach experience . We’ve added more as the program has grown much 

bigger than I’ve ever dreamed, both in terms of the number of volunteers and 

[partnering] shops .65

To sustain their model, educational materials were continuously reviewed and 

updated to ensure cultural relevance and applicability . Though this process required 

additional effort, Dr . Richardson considered it a key factor in building trust between 

the volunteers and target community .

Retaining volunteers to make the practice sustainable. Despite a growing volunteer 

base, CBHC has had to decline potential barbershop partners for lack of volunteers . 

Balancing volunteers’ availability with the already strenuous schedules of the pro-

gram’s three leaders, one of whom was required to be on duty at a partner shop every 

Saturday, proved challenging .

With the volunteer base primarily consisting of college and university students, 

CBHC also had to align efforts with school schedules and academic calendars . To 

accommodate its growing student base, CBHC amended volunteer policies to require 

volunteers to participate only once per semester (though many engaged more fre-

quently) . Additionally, when program funding allowed, program leaders offered vol-

unteers tokens of appreciation or thank-you events that acknowledged their efforts .66

Creating trust, sense of urgency, and incentives to participate. To assist volunteers 

(especially non-Black volunteers and those unfamiliar with the barbershop environ-

ment) who felt apprehensive about the initial encounter, program leaders provided 

education on the history of the Black barbershop, as well as health factors unique 

to the Black community . By understanding their operating environment, volunteers 

respectfully engaged with it and maintained the trust relationships already in place . 

Volunteers also created and sustained trust by delivering confident messages, using 

the “patron card” as a “cheat-sheet” in case of any missteps, and using communica-

tion models as relayed during orientation . While giveaways were helpful tools used to 

incentivize participation, these materials were contingent upon in-kind donations and 

not always available .67
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Obtaining hard data to confirm the behavioral changes. Neither the CBHC program 

nor nationwide BBHOP initiative quantitatively tracked data that would have linked 

screened clients to follow-up encounters and/or resulting behavioral changes . While 

both programs identified data mechanisms as a key goal for future efforts, their focus 

on initiating and sustaining trust relationships between clients and the medical com-

munity prevented them from collecting patron data . As noted, funding and human 

resource limitations also hindered efforts to push data-collecting initiatives forward .

Negotiating with hosts. Both CBHC and barbershop owners had to end program oper-

ations at particular shops for various reasons . When a barbershop owner unexpectedly 

instructed CBHC volunteers to move their station outside of the shop in oppressive 

summer heat, for example, CBHC decided to end their partnership with the host site . 

Owners also ended partnerships on the basis of inconsistent programming and/or 

volunteer staffing . Sometimes, owners terminated the partnership without clarifying a 

reason . Dr . Conner, who primarily handled barbershop negotiations, was “old-school” 

in his response to such cases: rather than pester unresponsive or uninterested shop 

owners, he chose to focus on those shops who were interested in serving as hosts . 

“There are too many shops,” he said, and plenty of community members in need of 

this service .68

Sustaining operations with limited funding. CBHC was a small non-profit that 

operated efficiently to execute its projects . In 2014, contributions from Kaiser 

Permanente were supplemented by donations from volunteers and in-kind con-

tributions from partnering organizations . When financial contributions from 

Kaiser Permanente were discontinued, Drs . Conner and Richardson insisted 

that base operations could be sustained at a low cost . Though obtaining the 

equipment and materials for glucose screenings was costly, conducting blood 

pressure screenings and the additional materials needed for that work—such 

as a small card table, a few chairs, donated health education materials, and 

“patron cards”—remained an inexpensive core activity that could keep the pro-

gram operating in leaner times .
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appendix

Method

Our study uses a multiple-case replication design, within which we investigate our 

topic of interest through in-depth research and analysis of multiple cases . Robert Yin 

notes that the “distinctive need for case study research arises out of the desire to 

understand complex social phenomena .”69 Embedded education is a complex phe-

nomenon that includes multiple actors whose activities and frames of reference are 

shaped by both highly formal organizational systems and informal community norms . 

As such, we decided to use the case study method to ensure that we captured the rich 

complexity of the phenomenon . This is especially important because though there are 

many examples of embedded education from around the world, the research work we 

conducted was one of the first, if not the first, to explicitly focus on it as a phenomenon 

worthy of study in its own right . 

We chose to study multiple cases to enable us to gather as much information 

about the phenomenon as possible . Using a literal replication strategy, we selected 

two cases in China, one in the U .S .A ., and one in the Netherlands that we believed 

were exemplars of embedded education in that the programs were clearly embedded 

in an existing system and were explicitly focused on educating a group of learners .70 

To explore how innovations happen in service delivery, our design encompasses 

multiple units of analysis, including service encounters, individual participants, com-

munities, organizations, and inter-organizational relationships . For service encounters, 

we are concerned with the important variables to consider in designing a meaningful 

educational encounter as well as the challenges in doing so . For individual participants, 

we seek to identify evidence to show changes in knowledge, behavior, and overall 

wellbeing amongst the participants, with special attention paid to whether the design 

is concerned with the acquisition of critical thinking skills and personal empowerment . 

In a similar way, our focus on communities calls for attention to whether there is any 

demonstrated impact on the communities in which the participants live and work, and 

how effects are transmitted from individual to community . Our focus on organizations 

looks at their motivations for getting involved in the projects, and whether there is any 

evidence that embedded education has a positive impact on the operations of the host 
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organization(s) . Finally, our focus on inter-organizational relationships begins with an 

understanding that embedded education demands the (disruptive) integration of the 

intervention/program into the existing operations of a host organization . With this in 

mind, our focus is on the challenges of making such integration work, especially given 

that there are normally multiple organizations involved . More generally, we expect the 

research to yield insights into cross-sector collaboration and identify whether embed-

ded education creates the opportunity for the integration of other social interventions 

into the operations of existing delivery systems . 

Our data collection relies heavily on information from individual interviewees at 

the organizations, but it also taps into a number of other data sources including public 

records, published reports, media materials, internal reports, and standardized curric-

ulums for triangulation .

Data Sources

This paper draws from two sets of sources . The primary sources were interviews with key 

personnel at CBHC in Colorado . The secondary sources were reports and other publica-

tions and materials we collected in the field from research participants and online .



barbershops and preventative health: A Case of Embedded Education

24

Handouts
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Patron Card
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Client Communication Models

AIDET – Acknowledge, Introduce, Duration, Explanation, Thank You
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LEARN
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four habits
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