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The purpose of this qualitative study was to examine the nature of work-related stress and
coping experienced by African-American family physicians. Ten African-American family phy-
sicians across the state of Ohio were interviewed using a standardized open-ended format.
Interview data were analyzed through an “editing” technique and QSR Nud*ist, a qualitative
software program. Patterns and themes common to the inferviews were identified. Stressors
presented by research participants included experiences with racism in medicine, doubt, and a
strong desire to prove oneself in the medical environment. Distinctive coping strategies involved
spirituality, kinship, and the development of strength and perseverance in the face of adversity.
Responses to general questions on stress and coping indicated difficulties with the shift toward
managed care and use of “time for self, away from medicine” types of coping strategies. Results
underscored the importance of culture and race in stress and coping processes, and suggested
that programs and policies addressing the specific pressures faced by African-American physi-
cians in training and practice need to be developed. (J Natl Med Assoc. 2000;92:70-75.)

Key words: stress 4 stress management
¢ African American physicians

Much has been written about the impact of oc-
cupational stress on physicians.!-* Several negative
consequences of stress have been identified, includ-
ing depression, burnout, substance abuse, anxiety,
and suicide.®~ More recently, investigators have
turned to an examination of the types of coping
methods physicians use to manage the stress that
seems inherent to medical practice. Strategies such
as self-awareness, sharing of feelings and responsi-
bilities, developing a positive perspective, accessing
multiple sources of support, and self-care tech-
niques have been identified as stress management
tools used by practicing physicians.!0:11

Minimal research attention has been devoted to
the impact of cultural and racial factors on physi-
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cian stress and coping. Studies examining this area
have compared African-American and white physi-
cians in training and practice. Strayhorn'2'® indi-
cated that African-American medical students en-
counter a higher level of stress due to insensitive
treatment. Post and Weddington'* suggested that
an “Africentric” versus “Eurocentric” perspective in-
fluenced the nature of stress and coping experi-
enced by practicing physicians. African-American
physicians were more likely to present family-related
values and coping strategies, as compared to white
physicians, reflecting their cultural heritage empha-
sizing family and kinship.

A recent study suggested the likelihood of signif-
icant stress-related problems in African-American
physicians. Weaver!® examined mortality data from
the alumni offices of Howard, Meharry, Drew, and
Morehouse medical schools, and compared the in-
cidence of premature death between African-Amer-
ican and white physicians. He discovered that Afri-
can-American physicians were 300 times more likely
to suffer a premature death, defined as death before
the age of 65, than were white physicians.
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Table 1. Interview Questionnaire

in your practice?

1. Start by focusing on demographic questions. What is your gender?
2. How old are you?
3. What is your present relationship status?
4. Do you have children? Ages?
5. How would you describe your ethnic/cultural background?
6. Would you describe the kind of training and education you've received up to this point2 Where did you
go to medical school2 Where did you do your residency?
7. Would you describe the nature of your medical practice? Type of practice, number of hours per week,
number of patients per week, number of fellow physicians and stoﬁ
8. What factors led you to choose medicine as a career?
9. What factors led you to choose family medicine as a specialty?
10. On your job, what job-related factors cause the most stress for you?
1. How do you know when you're under stress?2 What happens to you physically, mentally, emotionally?
12. What do you do to cope with your work-related stress?
13. What is the relationship between being African-American and your experience of stress2
14. What is the relationship between being African-American and coping with the stress you experience?
15. Anything else on this topic?
16. Would it have made any difference to this interview if | was African-American?

This data, as well as the lack of research specifi-
cally focusing on African-American physicians, sug-

gest a strong need exists to explore the nature of

stress and coping experienced by African-American
physicians. The present investigation was designed
to meet this need.

METHODS

Qualitative research strategies are necessary
when studying complex phenomena, when the goal
of the research is an examination of subjective ex-
perience, and when the research subject is a rela-
tively unknown entity.!® Two qualitative techniques
were used to enhance the findings of this study: use
of knowledgeable informant and maximum varia-
tion sampling techniques.!” The knowledgeable in-
formant, the second author of the paper, is an ex-
perienced African-American family physician whose
work has entailed considerable networking with
practicing African-American family physicians. He
identified prospective research participants to pro-
vide meaningful information on their experiences
with stress and coping.

Maximum variation sampling refers to the selec-
tion of a sampling group with varying characteris-
tics. A small diverse sample was designed to yield the
following types of findings: 1) rich detailed descrip-
tions of the uniqueness of each case and 2) mean-
ingful core patterns shared by the research partici-
pants. The sample was varied across a range of ages,
practice types, and locations.
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Every African-American physician who was con-
tacted agreed to participate in the study. The first
author generally traveled to the physician’s office to
conduct the interview. All interviews used a semi-
structured process. They were worded in a prede-
termined fashion and were also flexible, so that
certain topics could be further explored or new
lines of inquiry opened.

Questions centered on values and other factors
that led the research participants to choose medi-
cine as a career and family medicine as a specialty,
the types of work stress they encountered, and the
coping strategies they used to manage their stress.
Specific questions on the relationship between be-
longing to an African-American culture and experi-
ence with stress and coping were also posed to the
group. The format of the interview is presented in
Table 1. All interviews were transcribed.

A three-person research team consisting of a
male non-African-American Family Medicine faculty
person (principal investigator), a female African-
American faculty person outside of medicine with
an expertise in qualitative methods, and a male
African-American medical student were involved in
the data analysis phase of the study. The medical
student’s primary responsibility involved the devel-
opment of the coding framework for exploration of
the interview text through the QSR Nud*ist software
program (Sage Publications Inc., Thousand Oaks,
CA).18

The female African-American faculty person

VOL. 92, NO. 2, FEBRUARY 2000 71



STRESS AND COPING OF THE AFRICAN-AMERICAN PHYSICIAN

served as peer reviewer for the study and met over
several sessions with the principal investigator. Peer
reviewing sessions involved meetings to examine
various aspects of the study that were deemed rele-
vant and important. During these meetings, sections
of text were highlighted by each individual, and
prominent issues within each interview were dis-
cussed. Themes evolved over time during this “ed-
iting” phase of the analysis, and consensus was
reached on areas designated as important.!” The
principal investigator sent the initial analysis to the
physicians for review and requested feedback on the
results of the study. These responses were then in-
cluded in the dataset.

It was deemed important that different members
of the research project were African-American, con-
sidering that the principal investigator was not. In-
cluding African-Americans professionals in the
project was an intentional design strategy used to
check any cultural biases or discomforts of the prin-
cipal investigator that may have surfaced.?’

RESULTS

Ten African-American physicians participated in
the study. Eight of the ten were male, six were
married, three divorced, and one single, with nine
having children. Ages ranged from the mid 30s to
late 60s. Six of the research participants worked in a
group practice and the other four were solo practi-
tioners. Most worked a 50- to 60-hour week. Two of
the physicians worked in southern Ohio, three in
western Ohio, and five in central Ohio.

The staffing of the medical offices was an inter-
esting mix, with most of the physicians having an
MA, PA, or NP integrated into their practices. The
predominant medical training of the interviewees
was through a traditional white-majority midwestern
medical school, with the exception of one Howard
University graduate.

Interviews averaged 24 double-spaced typed
pages in length. An analysis of the text revealed
distinct themes on the experiences of stress and
coping in this group of African-American family
physicians. These themes emerged in response to
questions on the relationship between belonging to
an African-American culture and experiences with
stress and coping. The relationship between stress
and their African-American heritage centered on
three factors: racism, doubt, and the need to prove
oneself in the medical environment.
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Research participants described a long history of
experiences with racism and discrimination in their
lives. One physician described skin color as “That’s
the first thing they see. That’s the badge you wear,
and they make their initial assessment based on
that.” Within medicine, the most pernicious reports
were incidents in medical school. One participant
indicated that “There was resentment, obvious re-
sentment, for black students and residents in being
with the white counterparts.”

Another stated that “There’s always a ‘but,’ that
you always feel that people are looking at you as,
well, a non-minority person could have done just as
good if not better than you. Or, the reason you're
doing as well as you’re doing is because somebody is
trying to hold you up as being an example, like
‘Here’s our token minority that we have.” So, they
pull you out of the closet and say, ‘We've got a
minority, too’ ... It’s like ‘This is our boy, he’s so
good.””

Racist treatment by colleagues, patients, HMOs,
office staff, the community, and police were also
described. Living in this hostile environment pro-
duced significant stress and strain. One participant
described the consequence of childhood experi-
ences with racism as: “Sometimes you feel humili-
ated [or have] feelings of shame, when you don’t
really have anything to be ashamed about. .. You
feel like you don’t belong, like you're not even part
of the planet.”

Doubt was a second theme. This was expressed in
two ways: as uncertainty toward the racial issue and
as experiencing doubt from others. Doubt on the
racial issue produced a burden of constantly sec-
ond-guessing oneself: “Sometimes you’re denied
certain things and you wonder. Am I being denied
because 1 don’t deserve it, or because of my color?
And sometimes you’re not sure. You may never
know, you may never know what’s in the other per-
son’s heart. That by itself generates a certain
amount of stress.”

Doubt from others concerning the African-Amer-
ican physicians’ capacity for success also produced
stress: “When you're in a professional school like a
medical school and residency when you're going
through your training, it makes you wonder. How
does that other person think of me? Do they feel
that I am just as competent as they are, or do they
think that I just got in because of Affirmative Action
and I’ll probably goof up somewhere down the line?
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Sometimes those kind[s] of things just float through
your mind.”

Descriptions of efforts to prove oneself in this
environment of resentment and doubt were fre-
quent, and described as stressful: “You're always
striving not to be the best but to be better than the
best, to somehow discount the stigma that kind of
follows you around as a minority.” Or the following:
“Sometimes you don’t know if they’re looking at you
in a certain light that, since you’re a minority phy-
sician, maybe that’s why you’re not educated about
this . . .. Again, I think that’s why I attempt to stay on
top of it as much as I can. I don’t want situations like
that happening. But that’s stressful for me, in that
you're always afraid you’ll be perceived that way.”

The relationship between being African-Ameri-
can and coping strategies was described in terms of
spirituality, kinship, and character development. In-
volvement with the church was viewed as the center
of life, and as therapy. One participant remarked:
“I've been very prayerful and rely on my faith a great
deal . .. I think that’s part of all of us, and I think no
matter what the situation it will help one through.”
Another stated that “There’s a good psychological
value that comes out of church service. Church
service is good . . . Church is like a therapy, just like
therapy. It gives you hope, something to look for-
ward to beyond this. It plays a very important role.”

Coping through kinship occurred through family
and community connections. Family influences and
family support were very significant to the research
group. The choice to become a physician was very
often tied to family and helping others, and family
was the means of support that was presented most
often. One research participant stated that “I told
him (his father) before he died, I told him that
everything I have today, everything I am today, I owe
to him.” This research participant described how his
acceptance into college occurred because his father
completed a college application and secured finan-
cial aid for him, without his knowledge, and that
“my wish from high school was to graduate, get a
job, get a car, and get out of the house.”

Family was often tied to community. Giving back
to the community, helping people in the commu-
nity, and serving as a community role model were
described as meaningful activities: “And if you move
away, what does that leave in the neighborhood?
What does that leave in your community? The peo-
ple that are trapped there. The people that can’t get
away. And those people that are trapped become
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the role models for the children in the neighbor-
hood . . .. So that’s all you (the children) aspire to
be.”

Another theme tied to being African-American
related to the impact of dealing with the adversities
of racism and discrimination. One physician stated
that “the stress improved my character, made me
stronger . . . I no longer question myself.” Qualities
of perseverance and fortitude were presented as
necessities to survive hostility and adversity: “The
way I see it now is, I can get around everything. If
everything collapsed around me now, I would still
survive. I have a way of surviving. I guess I was born
like that. I was brought up like that.” This led to
feelings of self-confidence and esteem: “That if me
and the white guy both got here, maybe I'm a little
better than he is to have made it.” Another re-
marked that “I'm really happy I'm African-Ameri-
can and I'm going to make the most of it.”

General questions on stress and coping were also
presented to the research participants. Responses to
questions on work-related stress centered on the
changes which have occurred in the practice of
medicine. Strong feelings were expressed about the
amount of time that the physicians devoted to pa-
perwork and other bureaucratic business, which
took time away from the patient care side of their
work. A second stress-related issue was related to
medical decision-making: “I've spent 25 years al-
most in training, and then all of a sudden a person
who doesn’t know anything about medicine is tell-
ing me how to practice medicine, how long to keep
a person in the hospital, how to treat that person in
the hospital. That’s frustrating.” Participant stress
attributed to changes in medical practice are similar
to reported experiences of non-African-American
physicians.®

Responses to general coping questions centered
on “time for self, away from medicine” types of
self-care strategies: “Actually leave town, whether it
is just for a weekend, two or three days, or whether
it’s a week or seven days, or whatever. But I relax so
much better, I relieve stress when I’'m out of town
much better than when I'm in town.”

DISCUSSION

The results of this study support a cultural model
of stress and coping. Research participants clearly
presented stressful experiences related to being an
African-American physician in the medical environ-
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ment. Distinct coping choices tied to their African-
American heritage were also discussed. Coping was
often tied to kinship, through relationships with
family, the community, and the church. Elements of
group needs and values were tied to family influ-
ences in their career choice, mechanisms of sup-
port, and decisions to give back to the community
and serve as role models for African-American
youth.

It was interesting that these interview responses
did not emerge until direct questions on the rela-
tionship between being African-American and stress
and coping were presented. In checking back with
the physicians after the initial analysis and request-
ing feedback on the results of the study, the re-
search participants stated that the findings closely fit
the nature of their experiences.

In reflecting on the research process of this in-
vestigation, the findings were somewhat surprising
to the principal investigator. Specifically, the consis-
tent presentation by research participants of racist
experiences in medicine and the response of prov-
ing oneself in a hostile environment were not ex-
pected. These realities, however, fit the lives of the
African-American faculty consultant and medical
student and were not unexpected results to them.

The issue of the principal investigator not being
African-American was examined throughout the
study. The physicians were asked whether or not it
made a difference that the interviewer was not Af-
rican-American. One remarked that it did, one
stated he was not sure, and the others noted that it
did not make a difference. One physician stated that
“There might have been some things that I would
explain to you in detail that I wouldn’t explain to an
African-American. I'd just say, you know how that is,
and go on. Because he’s experienced it. And you, I
have to explain. I can’t say, you know how it is, and
then keep going. I couldn’t say that, because you
don’t know how it is. I'd have to tell you how it is.”
One way to look at this remark is that having a white
interview African-American physicians may have
generated greater detail and description in the in-
terview.

Considering this, one potential limitation of this
study could be that the principal investigator was
not African-American. In reviewing the transcripts,
both the principal investigator and peer reviewer
were, at times, struck by the fact that certain topics
were not pursued during the interview. The ques-
tion of interviewer defensiveness was raised as a
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possibility during the ‘editing’ discussions. It was
also noted that these occasions could have reflected
a cautious attitude toward taking away valuable pa-
tient care time from the physicians, in that most of
the interviews occurred in the physicians’ offices.
Most likely, both factors were present.

A second potential limitation involved the nature
of the sample. This was a group primarily from the
midwest who were trained at traditional white-ma-

jority midwestern medical schools. There could be

regional differences in African-American culture,
such as the midwest compared to the south or west.
Also, the experiences with racism and discrimina-
tion in medical school would probably not have
been described and/or characterized quite differ-
ently by a sample population trained at Howard,
Morehouse, or other African-American majority
medical schools. The physician whose education oc-
curred at Howard did not describe the type of racist
treatment in medical school presented by other re-
search participants.

However, considering the dearth of studies that
have examined stress and coping in African-Ameri-
can physicians and the strong possibility of impair-
ment risk in this population, it is suggested that
these results are important to pursue. It would be a
helpful addition to the research base to use a large-
scale quantitative or combined qualitative/quantita-
tive design to advance this investigation and remedy
its shortcomings. Also, observational studies of Afri-
can-American medical students could help specify
the nature of racism in medicine and clarify percep-
tions by individuals who experience discrimination.

CONCLUSION

Generally, the findings of this study and future
research can be used to create effective and cul-
turally sensitive stress reduction programs and
support policies for African-American physicians,
residents, and medical students. Also, a second
potential benefit of these results is to sensitize
non-African-American physicians to issues of rac-
ism in the medical environment. In the end, both
would prove advantageous to African-American
physicians in training and practice, their families,
their colleagues, their patients, and their commu-
nities.
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