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Enrolled & randomized
Enrolled, not randomized
Not enrolled

Black-Owned Barbershops in Dallas County, Texasa Black Population of  Dallas County, Texasb

eFigure 1. Geomaps of Black-Owned Barbershops and Black Population of Dallas County, Texas

 
a 17 of 222 barbershops were enrolled and randomized (red squares), 1 shop was enrolled but went out of business before 
randomization (gray square), and 204 shops were not enrolled (black squares). Barbershops were enrolled in blocks of 2 or 4 from one 
of four geographic sectors (dashed circles). 
b The distribution of black-owned barbershops (left panel) matched the distribution of the black population of Dallas County on the 2006 
Census map (right panel).  Source: US Census 2000 (updated August 07, 2006) and American Community Survey; North Central Texas 
Council of Governments http://www.nctcog.org/ris/census/maps/Dalblack.pdf. 
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Overview of the barber-based intervention protocol.  
Abbreviations: BP, blood pressure; Rx, prescription for BP medication.  
aBP at goal was defined as < 135/85 mmHg for non-diabetic patrons and < 130/80 mmHg for diabetic patrons.  



4 
 

© 2010 American Medical Association. All rights reserved. 
 

 

An illustrative role model story (a large poster placed on the wall in front the barber chair). Each poster depicted an authentic story of the 
shop’s other patrons modeling one-of-four specific health behaviors leading to BP control: (#1) having BP checked by the barber, (#2) 
visiting a doctor for untreated HTN, (#3) returning to the doctor to adjust BP medication, and (#4) taking the medication as prescribed.  
Each story explained, in the model’s own words, a barrier to the desired behavior change, an influencing factor, and a positive outcome. 
This story is about visiting a doctor for untreated HTN (behavior #2). The barrier was lack of prioritization. The influencing factor was the 
social support provided by the barber who enabled physician referral as part of the intervention. The positive outcome was the hope of a 
longer life with his daughters.  

In the eight intervention barbershops, a total of 84 role model stories were generated (~10/shop and ~20/theme). The stories were not 
shared between shops.  
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The referral card folded into these four parts.  The customer (patron) wrote his name. The barber initialed and dated the card and 
transcribed the measured systolic and diastolic BP readings as appeared on the electronic monitor. The physician wrote his name, and 
signed and dated the card. 
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eTable 1. Intra-Class Correlationsa 
   ICClevel ICCchange 
HTN control rate   

among all hypertensives 0.0332 0.0000 
among treated hypertensives 0.0234 0.0084 

HTN treatment rate 0.0366 0.0022 
HTN awareness rate 0.0240 0.0282 
Systolic blood pressure 0.0338 0.0000 
Diastolic blood pressure 0.0501 0.0042 
No. of blood pressure medications per patron with HTN 0.0411 0.0051 
Abbreviation: HTN, hypertension 
aWe estimated two kinds of intra-class correlation coefficients (ICC) for several outcome variables. The first type, ICClevel, characterizes 
the clustering of the outcome measures within barbershops at a single time point.  The second type, ICCchange, characterizes the 
clustering of outcomes over time within barbershops.  ICC estimates are on the identity scale for continuous outcome variables and on 
the logit scale for binary outcome variables. These values are being reported to facilitate power calculation in designing future cluster 
randomized trials.
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eTable 2. Comparative Characteristics of Black Male Hypertensives in the CHD 
Policy Model and BARBER-1. 
Characteristica CHD Policy Model BARBER-1 
Mean age, y 56.6 50.3 
Current smokers, % 28.5 20.0 
Diabetes, % 25.8 19.2 
LDL>130 mg/dl or “high cholesterol”a, % 39.1 44.5 
CHD or stroke/MI/CHFa, % 9.9 13.0 
On BP medications (HTN treatment rate), % 72.5 68.8 
% <150% Federal Poverty or % <300% Federal Povertya 50.4 42.2 
Abbreviations: LDL, Low-density lipoprotein cholesterol; MI, myocardial infarction; CHD, coronary heart disease; CHF, congestive heart 
failure; HTN, hypertension 
a Note that some of the characteristic definitions differed between the CHD Policy Model and the BARBER-1 Study; when this is true, 
both are listed (the CHD Policy Model definition first). 

The CHD Policy Model 
The CHD Policy Model is a computer-simulation, state-transition (Markov cohort) model of CHD incidence, prevalence, mortality, and 
costs in the U.S. population over age 35 years.  In the version of the Model used for this analysis, the U.S. black population age 35 to 85 
years without a history of CHD was apportioned into 32,400 risk cells defined by six modifiable risk factors: systolic blood pressure 
(SBP) (<130, 130-139.9, ≥140 mmHg), low density lipoprotein (LDL) cholesterol (<100, 100-129.9, ≥130 mg/dL), smoking status (active 
smoker, non-smoker with exposure to environmental tobacco smoke, non-smoker without environmental exposure), diabetes mellitus 
(yes or no), and anti-hypertension medication use (yes or no) as well as by sex and ten-year age range.  The population with prevalent 
CHD was apportioned into 1300 cells according to their age, sex, history of myocardial infarction (MI), arrest, angina, and/or 
revascularization. CHD incidence and non-CHD deaths in the U.S. population without prior CHD were determined by logistic risk 
functions based on Framingham longitudinal data1.                                                                               

The total non-Hispanic black population by ten-year age ranges was obtained from the US Census.  CHD event rates in 2006 
were calibrated to 2006 Vital Statistics Mortality Data (total death and CHD death) and the 2006 National Hospital Discharge Survey 
(acute MI and revascularization), and projected forward from there.  Total health care costs, from the perspective of the healthcare 
system, were estimated using national data2.  The CHD cost component was estimated using California data3, deflated using cost to 
charge ratios4 and the ratio of the U.S. national average costs to the California average5, and then inflated to 2010 dollars using the 
Bureau of Labor Statistics Consumer Price Index for Medical Care Costs6.  All population distributions, risk factor levels, coefficients, 
event rates, case fatality rates, costs, and quality of life adjustments can be modified for forecasting simulations.   

For this simulation, we modeled a 2.5mmHg average reduction in SBP in 50% of all black hypertensive males (non-diabetics with 
SBP >135 or on anti-hypertensive medications; diabetics with SBP>130 or on anti-hypertensive medications) in a 1-year simulation 
beginning in 2011. 

Implementation of the Barbershop Hypertension Intervention  
First, we estimated that 50% of adult black men in Dallas County, TX patronage black-owned barbershop as follows. The 17 study sites 
in BARBER-1 had n=5,084 patrons. As these barbershops were selected to be representative of the 225 total barbershops in the 
county, the estimated number of total barbershop patrons is 67,288, which represents 50% of the county’s total adult black male 
population of 134,471 (U.S. Census, 2006). We confirmed this estimate independently by determining that 288 of 609 (47%) of adult 
black male participants of the Dallas Heart Study 8-year follow-up answered “yes” to the question: “Do you have a regular barber?” (data 
not published).   

Next, we estimated that there are ~18,000 black-owned barbershops in the U.S. as follows. If we assume that the number of 
barbershops is population-proportionate across the U.S., then: 225 Dallas County barbershops X 10,933,009 U.S. adult black men / 
134,471 Dallas County adult black men =  18,293 U.S. barbershops.  

Then, we modeled a 2.5mmHg average reduction in SBP in 50% of all U.S. black hypertensive males (non-diabetics with SBP 
>135 or on anti-hypertensive medications; diabetics with SBP>130 or on anti-hypertensive medications) in a 1-year simulation beginning 
in 2011.  

Finally, because in reality program implementation would occur on a shop-by-shop basis, we expressed the simulation data in the 
RESULTS as the estimated cost saving per barbershop and per hypertensive patron. From a health policy perspective, this provides an 
estimate of how much could be spent on intervention implementation plus antihypertensive treatment for the program to be cost-neutral 
in the first year.  

                                                            
1 Framingham Heart Study CD-ROM. In: Department of Health and Human Services; 2005. 
2 Personal Health Care Spending by Type of Spending, Age Group, and Source of Payment Distribution, Calendar Year 1999. (Accessed February 14, 
2007, at http://www.cms.hhs.gov/NationalHealthExpendData/downloads/agetables.pdf.) 
3 California Patient Discharge Data January 1-December 31 2000, Public Version A-24, CD-ROM. California Office of Statewide Health Planning and 
Development. 
4 Hospital financial data for cost to charge ratio, CA inpatient discharge data hospital annual financial data, pivot profiles 1999-2000. (Accessed June, 2003, 
at http://www.oshpd.ca.gov/HQAD/Hospital/financial/hospAF.htm.) 
5 Average cost to community hospitals per patient, by state (Table 204). Government Printing Office, 1998. 
6 Consumer Price Index. 2008. (Accessed August 20th, 2008, at http://www.bls.gov/CPI/.) 
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eTable 3. Breakdown of the Events and Related Costs Prevented for a 1-Year Simulation (rounded 
figures presented in the manuscript) 

Subtype CVD Events CVD Costs 
in $millions saved 

Total 4,939 110.6 
Angina 904 6.9 
Revascularizationa 1,589 39.9 
MI 807 34.0 
Cardiac Arrest 202 1.5 
Chronic CHDb 880 14.8 
Strokec 557 13.5 
Deaths (all-cause)d 895 -5.6 
Abbreviations: CVD, Cardiovascular Disease; CHD, Coronary Heart Disease; MI, Myocardial Infarction 
a Includes only revascularization events not accompanied by MI or cardiac arrest; revascularization events accompanied by MI (or 
cardiac arrest) are counted with the other MI events in this summary 
b Includes chronic CHD deaths and congestive heart failure hospitalizations and deaths 
c Includes hospitalization and acute rehabilitation costs specific to non-Hispanic blacks derived from Brown DL, Boden-Albala B, Langa 
KM, Lisabeth LD, Fair M, Smith MA, Sacco RL, Morgenstern LB. Projected costs of ischemic stroke in the United States. Neurology 
2006;67:1390-1395. 
d This net figure includes deaths from CVD prevented, offset by a small increase in non-CHD deaths occurring in persons who would 
otherwise have died from CVD.  These figures are not included in the totals above because they overlap with some of the categories 
above (e.g., some of the MI's are fatal).  Preventing deaths from CVD is associated with an increase in non-CHD healthcare costs 
incurred by persons who would have otherwise died; this cost offset is presented separately in the manuscript Results section.
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eTable 4. Comparison of HTN Prevalence and HTN Awareness, Treatment and 
Control Rates for Black Men in BARBER-1 vs. NHANES 
   BARBER-1a NHANESb 
   2006-2008 1999-2004 
   (n=4676) (n=2132) 
HTN Prevalencec 45% 39% 
HTN   

Awareness rate 78% 68% 
Treatment rate 69% 56% 
Control rate 38% 30% 

Abbreviation: HTN, hypertension  
aSample of barbershop patrons who completed baseline screening in all 17 Dallas County barbershops 
bNHANES, National Health and Nutrition Examination Survey (Cutler JA, Sorlie PD, Wolz M, Thom T, Fields LE, Roccella EJ. Trends in 
hypertension prevalence, awareness, treatment, and control rates in United States adults between 1988-1994 and 1999-2004. 
Hypertension 2008;52(5):818-827.) 
cTo match the methods used in NHANES, in the BARBER-1 sample we re-calculated: a) blood pressure as the mean of the first three 
readings during a single visit; b) HTN as blood pressure greater than or equal to 140/90 mmHg or self-reported HTN treatment with 
prescription medication; and c) HTN control as blood pressure less than 140/90 mmHg 


