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Abstract 

Background:  South Africa faces a high burden of unmet contraceptive need, particularly among adolescent girls 
and young women. Providing contraception in community-based venues may overcome barriers to contraceptive 
access. Our objective was to explore the potential impact of the social environment and stylist–client interactions on 
perceived accessibility of contraceptives within hair salons.

Methods:  We conducted 42 semi-structured, in-depth interviews with salon clients (100% identified as female, 100% 
identified as Black, median age 27.1 years) and 6 focus groups with 43 stylists (95% identified as female, 98% identified 
as Black, median age 29.6 years) in and around Umlazi Township, Durban, KwaZulu-Natal to explore perspectives on 
offering contraceptive services in hair salons. We used an inductive and deductive approach to generate the code-
book, identified themes in the data, and then organized findings according to Rogers’ Individual Adoption Model 
as applied to community-based health prevention programs. Twenty-five percent of transcripts were coded by two 
independent coders to ensure reliability.

Results:  We identified elements of the salon environment and stylist–client relationships as facilitators of and barriers 
to acceptability of salon-based contraceptive care. Factors that may facilitate perceived contraceptive accessibility in 
salons include: the anonymous, young, female-centered nature of salons; high trust and kinship within stylist–client 
interactions; and mutual investment of time. Stylists may further help clients build comprehension about contracep-
tives through training. Stylists and clients believe salon-based contraceptive delivery may be more accessible due 
to contraceptive need facilitating client buy-in for the program, as well as a salon environment in which clients may 
encourage other clients by voluntarily sharing their own contraceptive decisions. The non-judgmental nature of styl-
ist–client relationships can empower clients to make contraceptive decisions, and stylists seek to support clients’ con-
tinued use of contraceptives through various adherence and support strategies. Some stylists and clients identified 
existing social barriers (e.g. confidentiality concerns) and made recommendations to strengthen potential contracep-
tive delivery in salons.
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Background
From 2015 to 2019, an average of 121 million pregnancies 
per year, or 48% of all pregnancies globally, were unin-
tended [1]. Women in sub-Saharan Africa are dispropor-
tionately impacted, with an annual rate of 91 unintended 
pregnancies per 1000 women aged 15–49  years, 30% 
higher than the global rate. Of these, nearly half occur 
among adolescent girls and young women (AGYW) ages 
15–24 [2].

In South Africa, unintended pregnancy remains a 
major concern, with a high co-occurring burden of HIV 
and unintended pregnancy among women living with 
HIV [3–5]. Contributors to the high rate of unintended 
pregnancies among AGYW in South Africa include expe-
riences of poverty, gender inequity, and gender-based 
violence impacting sexual health decision-making; and 
barriers to consistent use of and access to modern con-
traceptives, including negative perceptions of and expe-
riences with healthcare providers [5–11]. Approximately 
one in five women aged 15–49 years in South Africa have 
an unmet need for contraception, highest among ado-
lescent girls aged 15–19 at 31% and young women aged 
20–24 at 28% [12].

Barriers to contraceptive use faced by AGYW exist 
interpersonally (e.g., in interactions with partners, 
peers, family, and community members) and struc-
turally (within clinics and existing community-based 

contraceptive programs). Interpersonal barriers to 
contraceptive access in South Africa include cultural 
norms surrounding open discussion of contraceptive 
methods, conflicting messages regarding the effective-
ness of condom use from authority figures, and pres-
sure to conceive and/or obstruction of contraceptive 
use by male partners [6, 13–16]. While South Africa’s 
national contraception guidelines recommend youth-
friendly services and mandate confidentiality [17], 
and despite contraceptives being available at no cost 
in public clinics, AGYW still face structural barriers 
to contraceptive access in clinic settings due to resist-
ance, misinformation, and judgmental attitudes from 
healthcare workers and caregivers [6, 13, 16, 18–21]. 
Community-based settings may have the potential to 
improve contraceptive access; however, barriers can 
persist in such settings, including confidentiality (e.g. in 
school-based contraceptive programs) and insensitivity 
of community-based family planning programs to local 
contexts [6, 13, 20, 22–24].

Novel community-based venues for contraceptive 
delivery (i.e., on-site access to contraceptive services 
and/or promotion of contraceptive information) may 
have the potential to address interpersonal and struc-
tural barriers to contraceptive access and uptake. 
Hair salons in Umlazi, KwaZulu-Natal, South Africa 
have been previously identified as acceptable venues 

Conclusion:  Stylists and clients were highly receptive to contraceptive delivery in salons and identified several social 
facilitators as well as barriers within this setting. Hair salons are community venues with a social environment that may 
uniquely mitigate barriers to contraceptive access in South Africa.

Plain language summary 

Women in South Africa experience high rates of unintended pregnancies. Because of high HIV prevalence within the 
country, women who experience unplanned pregnancies may also be vulnerable to HIV. Studies have detailed the 
barriers women in South Africa face in accessing contraceptives, including poverty, cultural norms around contra-
ceptive use, lack of confidential spaces, and negative experiences with healthcare workers. In response, we propose 
the provision of contraceptive and preventive HIV care in salons—places that may be more convenient, accessible, 
and comfortable for women to acquire contraceptives. In this analysis, we aimed to understand how the salon social 
environment and client–stylist relationships may lower barriers women face when accessing contraceptives, using 
a framework for how individuals adopt new interventions. We conducted in-depth interviews with 42 salon clients 
and six focus group discussions with 43 stylists and used content analysis to explore themes within the data. Overall, 
participants identified components of the salon environment and stylist–client relationships that may facilitate how 
clients learn and make decisions about contraceptive use. These included perceptions of: salons being anonymous 
and centered around young, female clients; and stylists and clients recognizing contraceptive need within the com-
munity, being invested in salon services, and building trusted relationships. Although overall buy-in was high, some 
stylists and clients also identified barriers such as confidentiality concerns, negative views on stylists, and discomfort 
with discussing contraceptives. Overall, our study identifies hair salons as promising spaces for women in South Africa 
to seek contraceptive care.

Keywords:  South Africa, Contraception, Adolescent girls and young women, Hair salon, Community delivery
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for delivery of contraceptives and HIV pre-exposure 
prophylaxis by salon owners, stylists, and clients due 
to their convenience and accessibility [2, 25]. We have 
previously assessed the feasibility and acceptability 
of providing health services in salons using cross-sec-
tional descriptive data and qualitative analyses in the 
service of intervention design [2, 25]. While conveni-
ence and accessibility of salons may address structural 
barriers to contraceptive access, the social environment 
of salons may additionally impact contraceptive deci-
sion-making. Furthermore, while there are similarities 
between contraception and HIV prevention, there are 
also differences (e.g. availability and prior knowledge 
of prevention methods in community, stigma related to 
pregnancy versus HIV), leading to a need to assess the 
impact of salon-based delivery on contraception sepa-
rately from HIV prevention. Thus, we were interested 
in the specific impact that hair salons as social spaces 
and interpersonal interactions within salons may have 
on the uptake of contraceptives. Using an analytical 
framework dedicated to assessing the behavioral pro-
cess of decision-making in community-based preven-
tion programs, we conducted a secondary qualitative 
analysis to understand how salons’ social environments 
and the interpersonal relationships between clients and 
salon stylists may uniquely impact decision-making 
around contraceptive uptake and access.

Methods
Study setting and participants
We conducted 42 individual, semi-structured, in-depth 
qualitative interviews with salon clients and six focus 
groups with 43 stylists in five hair salons in and around 
Umlazi, the second most-densely populated urban town-
ship in South Africa [26]. Located 20  km south of the 
city of Durban (Fig. 1) [27], Umlazi was assessed by the 
eThekwini Municipality in 2011 to have high rates of 
poverty (70% of households below the poverty line) and 
unemployment (above 50%) in Umlazi [28]. Umlazi had a 
population of > 400,000 per the 2011 census, with roughly 
37,000 women ages 15–24 [29], although the estimated 
population has ranged as high as 2 million when account-
ing for individuals living in informal settlements within 
the township [30]. Hair salons in Umlazi vary in size and 
setup, including single- or multi-room locations within 
shopping malls, shipping containers, permanent or tem-
porary buildings, and salons operating from within styl-
ists’ homes. Within Umlazi, contraceptives and family 
planning services are available through free public- and 
paid private-sector clinics.

Interviews were conducted from September 2017 
to May 2018. Data collection procedures were previ-
ously described in detail [2]. The interviewer (ND) was 

a female research assistant fluent in English and isiZulu 
and trained in qualitative interviewing. Participants were 
identified using purposive sampling methods from a 
convenience sample of hair salons identified by research 
staff while traveling through Umlazi and neighboring 
communities. Inclusion criteria for interviews and focus 
group participation required that participants be 18 years 
or older, speak English or isiZulu, and provide informed 
consent. The research assistant approached stylists and 
clients in salons to assess interest and obtain signed 
informed consent. Interviews and focus groups were 
audio-recorded, transcribed, and translated from isiZulu 
to English by an independent transcriber and reviewed 
by the South Africa-based study team (SG, ND) for qual-
ity of translation.

We developed semi-structured in-depth interview and 
focus group guides using guidelines by Huberman and 
Miles [31] for qualitative data collection, which were 
reviewed by the senior investigators and South Africa-
based team members. The guides were piloted on six 
South Africa-based team members and evaluated on 
interview length, clarity of interview questions, and prep-
aration for potential responses and questions from par-
ticipants. The guides for in-depth interviews with salon 
clients included questions on contraceptive use and pref-
erences, as well as opinions on offering contraceptive and 
other health services in hair salons. Stylist focus group 
guides included questions on their perceived role as hair 
stylists in the community, comfort with intervention 
participation, and resources for supporting the delivery 
of contraceptives and other health services in the salon. 
Example questions are found in Table 1.

Study procedures were approved by the University of 
KwaZulu-Natal Biomedical Research Ethics Committee 
(BE388/16) and the Mass General Brigham (Massachu-
setts General Hospital/Brigham and Women’s Hospital) 
Institutional Review Board (Protocol 2016-P-001268, 
Boston, MA).

Theoretical framework
As health communication about sexual and reproductive 
health is a primary component of contraceptive access, it 
is important to understand the ways in which the social 
environment of the salon would facilitate or impede an 
individual from gaining initial knowledge, forming an 
attitude, making a decision to accept or reject the ser-
vice, and further confirming their decisions [29]. Rog-
ers’ Individual Adoption Model was used to organize and 
interpret findings related to the impact of social dynam-
ics present in salons and stylist–client interactions on the 
delivery of contraceptive information and contraceptive 
decision-making [32]. The Individual Adoption Model 
is a subcomponent of Rogers’ Diffusion of Innovation 
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Fig. 1  Geographical location of Umlazi (A generated by author, B source [27])
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Theory, which explains how a group of individuals com-
prising a social system take up an innovation, leading to 
its diffusion through a community [32]. The Individual 
Adoption Model explains the process by which an indi-
vidual responds to an innovation (e.g. an idea, behavior, 
invention perceived as new), from initial exposure to 
learning, leading to adoption or rejection of the innova-
tion. This model has been used extensively in health com-
munication research, as it highlights the importance of 
understanding how and why health information diffuses 
[32–35]. Further, we considered Green and McAllister’s 
(1984) adaptation of Rogers’ Individual Adoption Model 
to guide interpretation of the community structures that 
would be needed to support each phase in the individual 
adoption model prior to initiating implementation, as 
detailed in Table 2, columns A and B [36, 37]. This appli-
cation of the model continues to inform the planning 
of community health behavior programs by identifying 
potential facilitators that may increase uptake of health 
prevention strategies.

Focusing on contraceptive delivery in hair salons as 
the innovation of interest, we sought to explore salon 

clients’ and stylists’ decision-making processes regard-
ing contraceptives, in order to better understand the 
potential for diffusion and uptake of the innovation 
by other community members. We applied Green and 
McAllister’s adaptation of Rogers’ framework, evalu-
ating our data within six major domains: (1) exposure 
to the prevention innovation and related informa-
tion in a social setting with access to media; (2) atten-
tion to the innovation facilitated by family, peers, and 
significant individuals in the target audience’s life; (3) 
comprehension of the innovation facilitated by group 
discussion; (4) belief in the feasibility of the innovation 
facilitated by social influence and informal leadership; 
(5) decision facilitation through group decision-making 
and encouragement; and (6) an individual’s continued 
learning about an innovation through guided practice, 
advice, and direct assistance. We used these domains 
to organize the characteristics of stylist–client social 
interactions based on each phase in the individual 
adoption process. We also incorporated recommen-
dations made by clients and stylists within relevant 
domains to further facilitate contraceptive delivery in 
salons.

Table 1  Sample study content areas and sample questions/probes for salon stylists and clients

Content area Sample questions and probes

Stylists

Warm-up questions How do you think people perceive the role of the hair stylist in the Durban community?

How do you perceive your role as a hair stylist?

How would you describe the relationships you have with your clients?

Programmatic questions Do you think discussion of health topics and offering services to clients at the salon is feasible?

How do you think this would affect logistics and flow of clients through the salon?

What kind of support might make you feel more comfortable? For example, having a health care provider on site to answer 
questions

Contraceptive care What kinds of things can make it easy for women to get access to contraception? What kinds of things can make it hard?

What resources might be useful to you as stylists for supporting offering contraception in the salon (i.e. scripts, promotional 
materials, posters, etc.)? How could these be implemented?

What do you think about offering some sort of incentive or compensation for offering and accepting contraception at the 
salon?

Do you think having adherence support (e.g. SMS reminders, support groups, incentives) for contraception would be help-
ful?

Clients

Warm-up questions What do you think are the major health care services that young women in Durban need?

Of the services that you mentioned, are there any that you think you would be interested in receiving at the hair salon?

Contraceptive care Could you describe your current contraceptive use (including your current contraceptive method, duration of use, how you 
chose your current method, your perceived need for contraception, and your interest in contraception)?

What contraceptives are most attractive to you (oral contraceptive pills, injectables, hormonal subdermal implants, intrau-
terine devices)?

Do you see hair salons as acceptable venues for contraception access and support? Why or why not?

What are your preferences for who to hear reliable information about contraception from at the salon (i.e. hair stylist, peer 
mentor, nurse)? Why?

Do you think having adherence support (e.g. SMS reminders, support groups, incentives) for your contraception would be 
helpful?
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Analysis
We conducted directed content analysis through an itera-
tive multi-step process [38]. One team member (NJW) 
with experience in qualitative research reviewed 48 tran-
scripts, and developed an initial codebook, which was 
revised through review and multiple rounds of discussion 
with two senior investigators with qualitative expertise 
(IVB, CP) as well as with the South Africa-based team 
(SG). The updated codebook was further revised through 
review and discussion with another team member with 
qualitative training (AS) who reviewed the 48 transcripts 
separately. Using NVivo qualitative software (version 
released in March 2020), two team members (NJW, AS) 
jointly coded 12 transcripts (25%), meeting after cod-
ing every 3 transcripts to discuss discrepancies, refine 
the codebook (providing definitions, adding additional 
codes, and indicating example quotes), and maintain an 
audit trail. This process was reviewed after each set of 
coded transcripts by the senior researchers on the team 
(IVB, CP). After agreement was reached on the coding 
scheme, two team members (NJW and AS) indepen-
dently coded the remaining transcripts and met weekly 
to discuss questions that arose while coding.

The initial thematic summary, which was deductively 
developed following the adapted Rogers’ Individual 
Adoption Model, was iteratively and inductively revised 
based on review and discussion of individual coded 
excerpts and analytic memos, leading to the clarification 
of existing themes and addition of new themes that arose 

during coding and were not based on the interview guide 
(e.g. “clients choosing to invest time in salon care,” “styl-
ists motivated by additional business”). The summary of 
themes was shared with South Africa-based team mem-
bers for feedback and to incorporate additional context, 
as well as with the rest of the study team.

Results
Participant characteristics were previously described [2]. 
Briefly, 100% (n = 42) of clients and 93% (n = 40) of styl-
ists identified as female, 100% (n = 42) and 98% (n = 42) 
as Black, and the median ages of each group were 27.1 
and 29.6  years, respectively. Data from 42 client inter-
views and six focus groups with 43 stylists were organ-
ized into themes reflecting each of the six domains within 
the adapted Rogers’ Individual Adoption Model and pre-
sented in order. Table  2, column C revisits the Rogers’ 
Individual Adoption Model, supplementing each stage 
of the individual decision-making process with examples 
from our results. Representative quotes are organized by 
theme and provided in Table 3.

Framework Theme 1 (Exposure): Exposure to contraceptive 
information in salons is facilitated by the salon setting 
and client priorities, despite confidentiality concerns
Across interviews and focus groups, stylists and clients 
discussed the anonymous, youth-facing, and female-ori-
ented social setting facilitated by salon stylists, and dis-
cussed how these aspects may be conducive to learning 

Table 2  Features within a community supporting the phases of Rogers’ individual adoption process [33], and application within salon-
based contraceptive uptake model

A B C
Phase in Individual 
Adoption Process (Rogers, 
2002) [32]

Supporting Features of Community Application within salon-based contraceptive uptake 
model

1. Exposure Social setting with access to media Salon as social environment with comfortable stylist-client, 
client-client interactions

2. Attention Interest of family, peers, and other significant persons Salon stylists as individuals trusted by clients introduce 
contraceptive uptake to clients

3. Comprehension Group discussion and feedback, question and answer 
sessions

Stylists trained in health promotion discussing contra-
ceptives one-on-one with clients, supplemented with 
educational materials (e.g. posters, graphics) to facilitate 
client knowledge

4. Belief Direct persuasion and social influence, actions of informal 
leaders

Perception among women within community of the need 
for and benefits of contraceptives, high stylist buy-in to 
salon-based contraceptive delivery

5. Decision Group decision making, public commitments, and 
repeated encouragement, which build self confidence

Clients may be encouraged by others who choose to 
disclose individual contraceptive decision-making, and 
not discouraged by stylists due to stylists’ nonjudgmental 
approach to contraceptive use by young women

6. Learning Demonstrated and guided practice with feedback and 
continued confidence, advice, and direct assistance

Guided usage and assistance through SMS reminders to 
refill prescriptions, support groups among those taking 
contraceptives
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Table 3  Quotes from study participants organized by qualitative theme

Code Sub-code Quote

Theme 1: Exposure to contraceptive information facilitated by salon environment

Salon characteristics Facilitators Confidential space: ""They would be happy talking to us because the 
salon is the only place that we meet; I do not know where my clients 
live so I cannot go to their neighbours and gossip about them." [Stylist]

Female-oriented: “I don’t think there is anything that would make me feel 
uncomfortable because in this salon we are all women and we know 
these things.” [Client, 22 yo]

Comfortable around other clients: "I think these services can be offered at 
the salon because at the salon even when you are waiting you are with 
people that you know so even the conversations that you are having 
they tend to make you not worry about the time that you spending at 
the salon." [Client, 25 yo]

Barriers Concerns regarding confidentiality: "Salons are public places. Imagine you 
are here to get your prevention pills from the salon and you bump into 
someone that you know, even your neighbour, everyone would know 
that you getting contraception from the salon." [Client, 24 yo]

Client characteristics Facilitator Investment of time: "As working women we hardly get time to go to the 
clinic but with the salon we don’t take chances. We make it a must that 
we go to the salon because as women we value our beauty through 
our hair styles. So for this reason I think it’s a good thing." [Client, 28 yo]

Recommendations Ensuring confidentiality: "I think a mobile clinic is the solution because no 
one can tell what you are doing inside." [Client, 18 yo]

Theme 2: Attention to contraceptive information facilitated by stylist–client relationships

Stylist characteristics Facilitators Prioritize happiness of clients through services: "The role of the hair stylist 
is to always make sure that women always look their best and to keep 
the hair healthy and their self-esteem up.” [Stylist]

Prioritize happiness of clients through friendliness: "They see us as helpful 
people in their lives because anytime that they feel down they always 
come to the salon to do their hair and suddenly they feel okay." [Stylist]

Learning about clients’ lives: “Sometimes our clients just come to the salon 
just because they want to sit and chat with us.” [Stylist]

Connecting over shared experiences: "Personally, I am a person that 
loves to talk. Sometimes a client comes to the salon to do her hair and 
I automatically start a conversation talking about my problems. As I talk 
about my problems, the client becomes comfortable enough to start 
talking about their problems. We end up giving each other advice. This 
relationship is not only limited to myself and my clients. I am like this to 
everyone, even with my colleagues." [Stylist]

Stylist investment of time: "When the clients come to the salon, we 
become counsellors to them because some clients spend like 3–4 h at 
the salon. So when you are with a client for so many hours, even the 
problems or situations that they have in their lives you can talk to them 
and advise them." [Stylist]

Referring to clients like kin: "My clients are my friends; I perceive them as 
my friends and my sisters." [Stylist]

Prioritizing client trust: "When the clients come to the salon, we become 
counsellors to them because some clients spend like 3–4 h at the salon. 
So when you are with a client for so many hours, even the problems or 
situations that they have in their lives you can talk to them and advise 
them." [Stylist]

Barriers Unfamiliar to newer clients: "With new clients it can be tricky because 
some clients are cheeky especially when you haven’t established any 
relationship with them. But for those who know you, they will be 
comfortable.” [Stylist]

Client characteristics Facilitators Trust in stylist: "To be honest [my preference to hear reliable information 
about contraception] would be my stylist because I trust her. In the 
world today you need someone you can trust." [Client, 24 yo]

Barriers Discomfort discussing contraceptives: "We have to come up with a way 
to approach clients because some perceive this topic as very delicate." 
[Stylist]
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Table 3  (continued)

Code Sub-code Quote

Contraceptive access outside of salons Barriers Treatment by clinic staff: "A clinic is a scary place, nurses are rude and 
judgmental." [Client, 24 yo]

Theme 3: Comprehension—salon facilitates environment within which clients and stylists can learn about contraceptives

Stylists’ and clients’ and past contraceptive usage Barriers Preconceptions about contraceptive usage: "Well I have heard stories 
that the loop is not guaranteed that you will not get pregnant—some 
women have fallen pregnant with the loop inside them." [Client, 27 yo]

Client characteristics Barriers Stigma against education level of stylists: "Some of the clients have very 
low regard for us with the idea that since we do hair, we are unedu-
cated." [Stylist]

Stylist characteristics Barriers Stylists perceived as untrustworthy or rude: "We might talk and say all that 
we like but hair stylists are not known for their ability to keep secrets. 
Stylists are always talking…" [Stylist]

Perceived as preoccupied or busy: "The stylist already has a job, to do hair. 
Sometimes you would come to the salon seeking advice and find that 
the stylist is busy." [Client, 31 yo]

Facilitators Willingness to be trained: "You must provide training for us so that we are 
knowledgeable in the topics that we will be discussing with our clients. 
It would be very unfortunate and embarrassing to start a conversa-
tion with our clients and when they ask questions about what we are 
discussing, we can no longer respond." [Stylist]

Recommendations Audiovisual media: "I think we should have posters and condoms. Posters 
and condoms can show clients that there is a health initiative going on 
in this salon. And when they see the posters the clients will ask about 
the health services that are being offered." [Stylist]

Healthcare provider on-site: "I think having a nurse on site would help 
because if we encounter problems or difficult questions we can always 
ask a nurse." [Stylist]

Peer mentors: "I think it’s a peer mentor. I believe a nurse is only trained 
to administer injections. Whereas a peer mentor is also trained to 
approach people and build relationships and explain health service to 
people." [Client, 29 yo]

Stylist support for client education: "I think there should be trainings and 
counselling that educates the people on the benefits of this pro-
gramme, this way they can come willing because they will understand 
that this programme is aimed at helping them." [Stylist]

Theme 4: Belief that accepting contraceptives in salons is feasible

Stylist characteristics Facilitators Overall buy-in: "As soon as the clients are aware of the services that are 
offered they will come. Even now, my clients are asking about you, they 
asking for your number and asking when you will be coming back to 
the salon." [Stylist]

Perceived contraceptive need: "We talked about receiving health services 
such as contraceptives and testing for HIV, then the benefits that can 
arise is in the decline of unintended pregnancies among the youth 
because the youth is the biggest audience in the salon." [Stylist]

Stylist interest in services and knowledge: "This programme will also be 
helpful to us as stylist in the salon because we will also get information 
that will help us grow because there is nothing more valuable than 
information." [Stylist]

Motivated by additional business: "I think this will help retain our client 
because a client will know that I have a treatment that I am receiving 
from that salon or from that stylist, this helps because it helps keep 
clients coming to this particular salon." [Stylist]

Barriers Lack of education or health-related training: "I think we would have chal-
lenges with the injection because we have no training in administering 
injections. We can maybe give people pills and condoms." [Stylist]
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about contraceptives in salons. Stylists and clients dis-
cussed how the relative anonymity of the stylist–client 
relationship, in which salon clients and employees do not 
know where clients live or interact with their neighbors, 

may contribute to greater client willingness to discuss 
sensitive health topics such as contraception. Stylists 
and clients discussed how the female-centeredness and 
younger age-range of clients in salons may contribute to 

Table 3  (continued)

Code Sub-code Quote

Client characteristics Facilitators Overall buy-in: "I am comfortable with receiving contraceptives at the 
salon." [Client, 35 yo]

Perceived contraceptive need: "I think women need help with preventing 
pregnancy. There are a number of women who have children that were 
not planned; hence they sometimes cannot afford to provide for these 
children." [Client, 24 yo]

Destigmatizing sexual health: "I think this programme should start in 
schools so that more people can understand that using contraceptives 
is not a bad thing. In fact using contraceptives is a good thing because 
people are having sex anyways so having protection is the most reason-
able thing to do." [Client, 29 yo]

Recommendations Trained individuals administering contraceptives: "The salons are open 
Monday to Sunday, you can have someone or a nurse coming on a 
Tuesday to administer the injection to willing participants because we 
cannot have someone from the salon injecting us." [Client, 24 yo]

Theme 5: Decision-making process facilitated by existing stylist–client social relationships, encouragement by other clients sharing contraceptive decision-making

Salon characteristics Facilitators Observation and reinforcement in salons: "I think some other clients are 
not sure what to do in life, so the more they come to the salon and see 
other clients, they start to assimilate behaviour and even style in terms 
of dress code and hairstyle that they want to do." [Stylist]

Stylist characteristics Facilitators Non-judgment: “We don’t judge people that they are coming to the salon 
for a specific thing” [Stylist]

Relating to clients: "I would prefer a stylist because we have developed a 
relationship with the stylist and we talk with the stylists. We are general 
comfortable with ordinary people like us." [Client, 28]

Validating client decisions: "Everyone coming to the salon will be here for 
the same reason, to do their hair and it will only be after we have shared 
our information that the client may decide anything else. Even those 
who come to the salon because they don’t want to go to the clinics 
will receive the same treatment as those who are here to do their hair." 
[Stylist]

Client characteristics Facilitators Observation and reinforcement with contraceptives: “"I can say I had 
adequate information on using the injection as a contraception method 
because most of my friends are using the injection as prevention." [Cli-
ent, 22 yo]

Theme 6: Continued learning and guided contraceptive usage in salons

Recommendations Adherence strategies: "I think an SMS would work perfectly because 
everyone can receive an SMS, you don’t have to have data/bundles to 
receive an SMS." [Client, 46 yo]

Support groups: "A [mobile app] group is better because people would 
be free to voice their opinions and help each other." [Client, 24 yo]

Incentives: "I don’t want to lie, people like getting free things, so if you say 
you are giving out vouchers or money, the place will be crowded with 
people." [Client, 22 yo]

SRH supplies: "So instead of bring us stuff just to make us happy, you can 
bring us feminine stuff that would also educate us." [Client, 25 yo]

Other health services: "I think there should be a programme that provides 
testing facilities for women. These should be facilities where women 
can test for all disease and facilities that are close to women and where 
women can feel comfortable. These facilities should provide testing 
services for HIV, Pap smear, and should also provide contraceptives 
because people are reluctant on going to the clinic." [Client, 24 yo]
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clients feeling more comfortable speaking about contra-
ceptives with each other and with stylists, as it is a topic 
perceived to be well-understood by young women. Styl-
ists and clients reported how some female clients actively 
choose to invest time in visiting the salon over other ven-
ues such as clinics, due to highly prioritizing hair care 
and beauty, thus facilitating more convenient access to 
contraceptive information for clients in such a venue.

However, some stylists and clients also noted confi-
dentiality concerns as barriers to offering contraceptives 
in salons. Some stylists and clients described concerns 
about stylists and clients all knowing each other, as well 
as clients gossiping about each other or discriminat-
ing against one another due to being seen as sexually 
active. Clients and stylists made suggestions to address 
these concerns, including using additional privacy struc-
tures when providing contraceptives in salons, such as 
a mobile van or tents, using nontransparent medication 
packaging, and maintaining confidential patient files.

Framework Theme 2 (Attention): Client attention 
to contraceptive information can be facilitated by positive 
components of stylist–client interactions
Stylists discussed facilitating positive peer relation-
ships with their clients through prioritizing client hap-
piness, friendliness, building trust through conversation, 
and sharing common experiences, leading to a relation-
ship with their clients similar to that of a friend or fam-
ily member. Stylists noted how the extended duration of 
some salon services and the tendency of clients to return 
to the same stylist allows stylists and clients to speak 
often and at length. Stylists prioritize the happiness of 
their clients as an essential component of their profes-
sional role, through ensuring client satisfaction with both 
the beauty services and conversation. Strategies men-
tioned to build trust included being friendly and willing 
to listen and sharing their own experiences with their cli-
ents, leading to a relationship where they can discuss a 
variety of topics. Many stylists referenced these trusted 
relationships with their clients when speaking about the 
feasibility of introducing contraceptive information to 
them. From the client perspective, this trust was exhib-
ited in their preference to hear information about con-
traceptives from their stylists instead of nurses. This may 
be further strengthened by experiences shared between 
stylists and clients, as some stylists’ experiences in seek-
ing contraceptive care were similar to those reported by 
clients. These elements may contribute to stylists and cli-
ents developing relationships over time, reflected in how 
they refer to each other as being friends or like family 
members.

However, some stylists also discussed concerns with 
approaching certain clients because clients may feel dis-
comfort while discussing contraceptives or sexual health 
topics, especially newer or younger clients. Stylists indi-
cated concerns of potentially losing clients over the dis-
comfort with being asked personal questions. Stylists 
discussed being able to tell immediately whether a client 
would be a good candidate for discussing contraceptive 
information, based on whether they are rude or friendly 
during their initial interactions.

Framework Theme 3 (Comprehension): Stylist training 
on and demonstration of contraceptive knowledge 
can facilitate client comprehension of contraceptive 
information within salons, as well as influence client 
preconceptions of contraceptives and of stylists
Many clients mentioned preconceptions regarding con-
traceptives, specifically related to side effects (or lack 
thereof ) and perceived efficacy. These preconceptions 
developed through interactions with other community 
members as well as clients’ own previous experiences 
with contraceptives and may serve as barriers to uptake 
of contraceptives. Furthermore, both clients and stylists 
discussed clients’ perceptions of stylists being unedu-
cated, particularly about contraceptives. Some stylists felt 
stigmatized by clients who do not respect their choice of 
profession and assume that they are not knowledgeable, 
while clients expressed concern that stylists would pro-
vide inaccurate information because they lack a more 
comprehensive understanding of contraceptive issues or 
are too preoccupied or busy to provide accurate informa-
tion. Some clients indicated that stylists are rude or not 
trustworthy, discussing fears that they may not maintain 
client confidentiality.

Although there are barriers regarding pre-existing con-
traceptive knowledge and negative client perceptions of 
stylists, stylists discussed overcoming these perceptions 
through the provision of stylist training in sexual health 
education as well as through using additional informa-
tion sources to supplement their conversations with cli-
ents. Some suggested direct counseling of clients on the 
benefits of receiving contraceptive care, in order to de-
stigmatize its receipt. Many stylists reflected that see-
ing posters and pamphlets may help clients learn about 
the health services within the salon. Other suggested 
strategies to facilitate comprehension of contraceptive 
information included using iPads at salons to present 
informational material, as well as advertisements on tel-
evision and radio about contraceptive services being pro-
vided in salons. Some stylists and clients suggested that a 
healthcare provider be present to help answer questions 
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and facilitate client comprehension about contraceptives. 
However, some clients also indicated a preference for 
speaking to peer mentors, who are as knowledgeable as 
healthcare providers but may be better at explaining and 
answering questions than providers, as well as potentially 
more able to maintain confidentiality than stylists.

Framework Theme 4 (Belief): Stylists and clients 
demonstrate belief in the feasibility of providing 
contraceptives in salons
Stylists and clients reported overall positive opinions 
of providing contraceptive services in salons for several 
reasons: perceptions of community contraceptive need, 
stylist buy-in regarding services for themselves, and 
stylists’ perception of a potential increase in business 
due to contraceptive delivery in salons. Stylists and cli-
ents discussed the need for contraceptive services for 
young women in Durban due to perceived prevalence 
of unwanted pregnancies, serving as a unifying, moti-
vating factor for stylists and clients to provide and 
seek contraceptives in a more accessible environment. 
Other motivating factors included reluctance to go to 
the clinic, the potential transmission of HIV to chil-
dren through giving birth, and a lack of knowledge of 
various contraceptive options. Overall, stylists believed 
strongly in the potential effectiveness of contracep-
tive delivery in salons, both for themselves as well as 
clients, facilitating informal leadership and a positive 
social influence. Many clients reported a similarly high 
interest in accessing contraceptive services in salons. 
Furthermore, some clients described the importance 
of framing contraceptive usage positively, to reduce 
stigma, shame, and embarrassment around sexual 
activity. Some stylists also discussed being interested in 
providing contraceptive services at the salon because it 
may motivate clients to return to their salon, thus cre-
ating a mutually beneficial relationship for both clients 
and stylists.

While many stylists believed that their clients may 
benefit from accessing contraceptives in salons, 
stylists and clients also discussed concerns regard-
ing client perceptions that stylists are not trained to 
administer contraceptives after providing contracep-
tive information, which may impact client confidence 
in the program. Stylists and clients discussed strate-
gies to mitigate these concerns, including having a 
non-judgmental nurse or other clinically-trained 
individual present at salons to administer the contra-
ceptives (particularly injectable contraceptives) after 
introduction by the stylist. Some clients believed that 
if stylists are properly trained, they could provide ser-
vices as well.

Framework Theme 5 (Decision): Contraceptive 
decision‑making is facilitated by empathetic 
and nonjudgmental stylist–client interactions, as well 
as a salon social environment where clients can feel 
motivated by the behaviors of clients around them
Stylists facilitate an environment for non-stigmatized 
contraceptive decision-making by creating non-judg-
mental environments, exhibiting empathy, and validat-
ing their clients in making decisions. In addition, stylists 
and clients may choose to share their contraceptive deci-
sion-making with other clients, which may encourage 
individuals to accept contraception in their individual 
decision-making process. Stylists discussed the impor-
tance of not judging clients for the reasons they come to 
the salons or the conversations that they have as a part 
of their professional role. Additionally, stylists discussed 
the importance of an empathetic approach when talk-
ing with clients through listening and relating their own 
experiences, which motivates clients to come back regu-
larly to the salon for beauty services and may have the 
same effect for contraceptive care. Stylists discussed the 
importance of validating client decisions, emphasizing 
that clients have the choice to use the information pro-
vided by stylists and make their own decisions.

These interactions differ from the social relationships 
reflected on by some clients and stylists with healthcare 
providers: both indicated that nurses were rude, busy, 
and judgmental (e.g. shouting at patients for missing 
appointments, which discourages further clinic visits). 
Clients additionally noted that they are reluctant to go 
to clinic because people will think they are there for HIV 
care. These dynamics lead to some stylists and clients 
feeling reluctant to seek contraceptive care at the clinic.

Importantly, stylists and clients noted that clients may 
feel motivated to seek salon services based on what cli-
ents around them are receiving, and thus may be encour-
aged to accept contraceptives when seeing publicly 
advertised availability of contraceptives in the salon, or 
when other clients choose to openly discuss their expe-
riences accessing contraceptive services in the salon. 
This was further supported by how clients acquired con-
traceptive information in the past through seeing peers 
accept contraceptive services. Other methods may be 
used to facilitate the sharing of contraceptive decision-
making while protecting the confidentiality of individual 
clients, such as the usage of support groups that people 
can opt into, or the presence of champions (public health 
advocates). Discussion among clients regarding their 
individual contraceptive decision-making, while per-
sonal, may be supported by the comfortable, female-cen-
tered salon environment perceived by salon stylists and 
clients (Framework Theme 1 above).
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Framework Theme 6 (Learning): Continued contraceptive 
learning and guided usage within salons can be facilitated 
through adherence and other support strategies
Stylists and clients recommended strategies to support 
the continued receipt and guided usage of contraceptives 
in salons by clients. Recommended adherence mecha-
nisms included SMS reminders to encourage clients to 
return to the salon on-time to receive additional con-
traceptives, as SMS is private and more accessible than 
mobile apps. However, participants also discussed mobile 
app-based support groups as venues to continue sharing 
experiences and having discussions with other clients to 
continue learning about contraceptive usage. Stylists and 
clients offered mixed perspectives on providing mon-
etary incentives or free items as adherence support, indi-
cating that such incentives may motivate clients to come 
to the salon, while others maintained that clients should 
feel motivated to care for their health without an addi-
tional incentive.

Clients suggested the expansion of health education 
and services in salons beyond contraceptives. Sugges-
tions included more education on HIV/AIDS, protec-
tion against sexually-transmitted infections (STIs) during 
sexual activity, and nutrition. Clients also suggested that 
hygiene products, such as menstrual cups and sanitary 
pads, be provided. Other recommendations included 
expanding health services to include general check-ups, 
STI prevention, HIV testing, cancer screening and edu-
cation, and provision of vaccines.

Discussion
This study explores the social dynamics present in salons 
and between stylists and clients that may contribute to the 
acceptance and uptake of contraceptives in hair salons in 
Umlazi, South Africa, using Rogers’ Individual Adoption 
Model as adapted by Green and McAllister. Overall, we 
identified a number of unique factors present in salons 
and in client-stylist interactions that facilitate a comfort-
able environment for salon clients to learn about, accept, 
and continue the use of contraceptives. Social facilitators 
specific to the salon setting included: confidentiality, cen-
tering on women’s needs, overall comfort around salon 
clients, and a space where clients can share, observe, 
and be motivated by other salon client behaviors. Facili-
tators within stylist–client interactions included: stylist 
and client investment of time in salon; stylists building 
trust with clients through prioritizing client satisfaction, 
learning about clients’ lives, and providing nonjudgmen-
tal advice; willingness to discuss contraceptives due to 
perceptions of contraceptive need and normalization of 
sexual health; and stylists being invested in salon-based 
contraceptive delivery for personal use and the potential 
for additional business. These facilitators were in contrast 

to participant experiences with accessing contraceptives 
in clinic environments, which were described by many 
participants as negative or stigmatizing. Although some 
participants identified social barriers to contraceptive 
delivery in salons, such as confidentiality concerns, cli-
ent discomfort with the topic, and negative perceptions 
of stylists, participants also provided recommendations 
that may mitigate these barriers, including allocation of 
private space for contraceptive delivery within the salon, 
training stylists to deliver contraceptive information and 
care, stylist support by healthcare providers or peer men-
tors, audiovisual supplements, and the use of additional 
adherence support (e.g. support groups, SMS messages, 
incentives). Overall, these data support the unique facili-
tation of contraceptive decision-making in the salon set-
ting, as well as the further diffusion of this innovation 
through the social networks of salon stylists and clients 
(by way of stylists continuing to discuss the contraceptive 
program with clients, or clients choosing to share their 
contraceptive acceptance and decision-making process 
with other clients).

The unique environment within salons as both com-
munity-based and relatively anonymous social spaces, 
prioritization of seeking salon services by some clients, 
and the salon environment centered around the needs 
of younger women were identified as facilitators for cli-
ents’ initial exposure to contraceptive information. The 
community-based setting of salons and confidentiality of 
stylist–client interactions may mitigate stigma related to 
seeking contraceptive care and being perceived as sexu-
ally active, especially for younger women. Other health 
delivery programs in South Africa have taken advantage 
of the relative anonymity associated with public multi-
use spaces to facilitate care that may be stigmatized, such 
as differentiated antiretroviral therapy (ART) delivery 
programs that provide ART in community-based loca-
tions (e.g. supermarkets, churches) instead of clinics, 
reducing the likelihood of a patient being associated with 
seeking HIV care [39].

We identified a number of elements in stylists’ interac-
tions with their clients that establish them as peer-like 
individuals of significance in clients’ lives, facilitating a 
relationship of trust that may enable stylists to introduce 
contraceptives to their clients in a way that feels com-
fortable to both individuals. As many stylists and clients 
reported having strong relationships where they already 
discuss sensitive information with each other, discussing 
contraceptives in this context may be more comfortable 
for clients than in clinics. Although studies exist assess-
ing the cost-effectiveness of non-clinic-based contracep-
tive service delivery in South Africa [40], there is a lack of 
studies assessing the social facilitators and barriers that 
may impact the success of such a model. Despite this, 
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an assessment of factors associated with contraceptive 
use in the Western Cape identified high self-esteem as a 
predictor of women using effective contraception. Thus, 
high self-esteem linked to stylist–client interactions may 
facilitate a similar increase in likelihood of contraceptive 
uptake within salons [41].

Stylists and clients overall had high buy-in to the idea 
of contraceptive delivery in salons due to a number of 
factors, including perceived need for contraceptives 
among young women in the community, client percep-
tions of the importance of destigmatizing contraceptive 
care, and stylist perceptions that having such a program 
would allow clients to observe others seeking contracep-
tive access and reinforce their own decisions, as well as 
providing additional business for the salon. Other stud-
ies, including a social network analysis conducted in 
Gombe, Nigeria, have demonstrated a similar positive 
impact that social networks can have on influencing 
health behaviors, specifically contraceptive uptake [42]. 
The non-judgmental nature of interactions between cli-
ents and stylists is notably different from the interactions 
stylists and clients described having with healthcare pro-
viders when seeking contraceptive care. Negative interac-
tions with healthcare providers, as well as interactions in 
which healthcare providers made contraceptive decisions 
for clients, have been described as barriers to contracep-
tive access [6, 20, 43]. Thus, there is a need for avenues 
of contraceptive delivery within which young women are 
not shamed or judged for seeking contraceptive care.

Clients and stylists demonstrated an interest in 
expanding salon-based delivery to other health services 
beyond contraceptives, including HIV prevention, cer-
vical cancer screening, nutrition education, and vaccine 
provision. Due to high rates of HIV incidence among 
women in KwaZulu-Natal, the provision of both preven-
tive HIV and contraceptive services may address commu-
nity needs in targeting both high HIV incidence as well 
as high rates of unplanned pregnancies [2]. Literature 
also indicates a high prevalence of curable sexually-trans-
mitted infections (STIs) in KwaZulu-Natal, particularly 
among age groups with higher HIV incidence, leading to 
a potential benefit in providing point-of-care STI testing 
in salons [44]. Additionally, studies have identified frag-
mented and unequal access to cervical cancer screening 
with very limited follow-up in KwaZulu-Natal and other 
provinces in South Africa, which may further indicate a 
demonstrated need for greater access to women’s health-
care beyond HIV and family planning services [45].

Although clients and stylists reported social facilitators 
to accessing contraceptive care in salons, participants 
also identified barriers to accessing contraceptive care 
in this setting. Some participants reported confidential-
ity as a potential barrier to accessing contraceptives in 

salons. However, stylists and clients made recommen-
dations to mitigate these concerns, such as additional 
privacy structures (e.g. tents, mobile vans). Stylists can 
also be trained to maintain confidentiality, a strategy 
already implemented when training peer educators in 
Sub-Saharan Africa to discuss sensitive health informa-
tion related to pre-exposure prophylaxis and HIV with 
AGYW [43]. Some participants discussed specific clients 
feeling uncomfortable discussing these topics. This bar-
rier could be mitigated by training stylists to maintain a 
non-directive approach when introducing contraceptives 
and discussing contraceptive services further only if the 
client is comfortable. These approaches are incorporated 
in peer education training materials related to providing 
AGYW with HIV information and access to services [46]. 
Other described barriers to developing comprehension of 
contraceptives include previously-held misconceptions 
about contraceptives (e.g. efficacy, side effects) as well as 
perceptions of stylists held by some clients (e.g. stylists 
are uneducated or cannot main confidentiality). These 
barriers could be mitigated by stylists building trust with 
their clients over time, demonstrating contraceptive 
knowledge during client interactions (facilitated by styl-
ist interest in being trained to have conversations about 
contraceptives with their clients), and comprehension 
support through multimedia (e.g. posters, pamphlets, 
videos) and on-site healthcare providers.

Certain aspects of contraceptive care necessitate the 
presence of a healthcare provider within the salon set-
ting (e.g. assessing a client’s risk for and addressing side 
effects when initiating contraceptive use, administer-
ing injectable contraceptives, combining contraceptive 
care with HIV prevention), as implemented previously 
in community-based programs in South Africa [20, 22–
24], and supported by participants expressing need for 
clinical support. Due to previous negative experiences 
with healthcare providers, our results emphasize the 
importance of training any healthcare provider present 
in nonjudgmental, non-directive, and non-stigmatized 
approaches to providing contraceptives, particularly to 
younger women. Similar considerations would apply 
to expanding a salon-based approach to other forms of 
specialized care (e.g. STI testing and treatment, cervical 
cancer screening) suggested by study participants, which 
would also require clinical support within salons. While 
stylist roles would thus primarily involve health educa-
tion/promotion, as described with prior salon-based 
health interventions in the United States [47, 48], some 
stylists expressed a willingness to be trained in contra-
ceptive care, and it is worth exploring further the poten-
tial non-clinical roles that stylists could fill (e.g. health 
promotion, condom distribution, distribution of existing 
prescriptions written by healthcare provider).
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These findings align overall with the facilitators and 
barriers to salon-based health service delivery identified 
by Bassett et  al. (2019) [25]; however, beyond identify-
ing additional social factors specifically impacting con-
traceptive uptake, this analysis links components of the 
salon social environment to one another by understand-
ing how they may impact each stage of the contraceptive 
decision-making process (e.g. components of the salon 
environment that facilitate client attention to and interest 
in contraceptive uptake, recommendations from stylists 
and clients that may mitigate barriers to comprehension). 
This analysis thus identifies the unique potential of the 
salon social environment to be particularly effective in 
the diffusion of contraceptive uptake among community 
members.

This study should be considered in the context of its 
strengths and limitations. The focus on perceptions 
related to contraceptives allowed participants to directly 
compare their experiences with previously obtaining con-
traceptive care in non-salon settings, allowing for an in-
depth understanding of how the difference in the delivery 
setting may impact the uptake of a service with which 
many women are already familiar. We sampled partici-
pants in both stylist and client roles from multiple salons 
in Umlazi, KwaZulu-Natal, allowing responses to be com-
pared across participant types. Finally, the usage of the 
adapted Rogers’ Individual Adoption Model in evaluating 
this intervention provides a novel perspective on ways 
that community-based venues may be able to overcome 
social barriers related to an individual’s ability to receive, 
comprehend, and make decisions about their health, par-
ticularly regarding sensitive or stigmatized topics. This 
framework could be applied to understand the effec-
tiveness of other existing or planned community health 
interventions in overcoming such barriers. However, 
some limitations persist: firstly, as interviews and focus 
groups were conducted in the urban setting of Umlazi, 
these results may not be generalizable to other contexts, 
for example, rural KwaZulu-Natal. Furthermore, women 
below the age of 18 are at high risk for unplanned preg-
nancies and may experience unique social facilitators or 
barriers to accessing contraceptives; however, they were 
not included. Finally, more specific questions regarding 
social influences were not incorporated into the inter-
view and focus group guides; as a result, there may be 
additional social factors impacting contraceptive acces-
sibility in salons beyond those discussed in this analysis.

Conclusions
Overall, this study provides a detailed examina-
tion of the social facilitators and barriers to contra-
ceptive uptake within community-based delivery of 

contraceptives, which complement factors identified in 
previous studies assessing feasibility and acceptability 
of community-based prevention of HIV and unplanned 
pregnancy. Stylists and clients recommended strategies 
to maintain a confidential, comfortable, and trusted 
environment to obtain contraceptive knowledge and 
services free of judgment. These factors may have a 
substantial impact on the uptake of contraceptive care 
in salons, a novel community-based setting, in compar-
ison to existing venues for contraceptive delivery. The 
use of the adapted Rogers’ individual adoption model 
as a framework illustrates the particular strengths of 
this contraceptive delivery model in facilitating the 
individual’s contraceptive decision-making process 
and the potential for broader diffusion and contracep-
tive uptake by community members. Furthermore, this 
analysis provides rationale for use of this framework 
for assessments of other existing or future community-
based programs for contraceptive delivery. The find-
ings from this study support salon-based delivery of 
contraceptives as a promising and accessible approach 
to addressing the urgent contraceptive needs of adoles-
cent girls and young women in South Africa.
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