
Perceived Sources of Stress and Resilience in Men in an 
African-American Community

Bowen Chung, MD, MSHS1,2,3, Marcia Meldrum, PhD2, Felica Jones3, Anthony Brown3, 
Rasudaan Daaood3, and Loretta Jones3

1Department of Psychiatry, Harbor-UCLA Medical Center and Los Angeles Biomedical Research 
Institute

2Center for Health Services and Society, Semel Institute for Neuroscience and Human Behavior, 
David Geffen School of Medicine at UCLA

3Healthy African American Families II

Abstract

Background—Little is known about the perceived causes of stress and what strategies African-

American men use to promote resiliency. Participatory research approaches are recommended as 

an approach to engage minority communities. A key goal of participatory research is to shift the 

locus of control to community partners.

Objective—To understand perceived sources of stress and tools used to promote resiliency in 

African American men in South Los Angeles.

Methods—Our study utilized a community-partnered participatory research (CPPR) approach to 

collect and analyze open-ended responses from 295 African American men recruited at a local, 

cultural festival in Los Angeles using thematic analysis and the Levels of Racism framework.

Results—Almost all (93.2%) men reported stress. Of those reporting stress, 60.8% reported 

finances and money and 43.2% reported racism as a specific cause. Over 60% (63.4%) reported 

that they perceived available sources of help to deal with stress. Of those noting a specific source 

of help for stress (n=76), 42.1% identified religious faith. Almost all of the participants (92.1%) 

mentioned specific sources of resiliency such as religion and family.

Conclusions—Stress due to psycho-social factors such as finances and racism are common in 

African American men. But at the same time, most men found support for resiliency to ameliorate 

stress in religion and family. Future work to engage African-American men around alleviating 

stress and supporting resiliency should both take into account the perceived causes of stress and 

incorporate culturally appropriate sources of resiliency support.

INTRODUCTION

An important goal of participatory research is to shift the locus of control to and increase 

capacity for research in under-resourced communities.1,2 This paper describes the 

background, rationale and findings of a study designed and implemented by Healthy 

African-American Families II (HAAFII), a grassroots health advocacy agency in South Los 

Angeles. As part of a strategy to build research capacity and to demonstrate the value of 
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community knowledge in health research, HAAFII designed a study and collected data on 

stress and resilience in African-American men, while partnering with researchers for 

analysis and manuscript development.

African-American men are at high risk for adverse health and mental health outcomes 

relative to other ethnicities. They are less likely to have health insurance, to utilize health 

services when insured, and at greater risk of receiving lower quality care when seeking 

services, than men from other racial groups. Moreover, their life expectancy is as much as 

5.4 years lower.3-6 A critical factor in this mortality epidemic may be the disproportionate 

stress African-American men experience in their daily lives from the social determinants of 

health, including unemployment, poverty, and discrimination.7-9 Community participants 

from an earlier study reported perceptions of neighborhood stressors (e.g., noise, decaying 

buildings, and community violence), economic factors (e.g., poverty and unemployment) 

and racial discrimination as significant causes of “stress and drama,” with a detrimental 

impact on perceived physical and emotional well-being.10,11 In another recent study in Los 

Angeles, 25% of African-American men screened tested positive for depression, one 

common mental health outcome of exposure to stress.12 Although a number of studies have 

examined the relationship between stress and health outcomes in African-American men, we 

are not aware of studies using a community-developed design. 9, 12-28

APPROACH

HAAFII is a 501c3 organization founded by community members in 1992 with minimal 

resources but intense commitment29 to eliminate racial disparities in health outcomes in 

South Los Angeles through policy advocacy, education, and research.30,31 HAAFII plays a 

unique role as a broker, bringing together academic researchers and community stakeholders 

to jointly address health disparities using Community Partnered Participatory Research 

(CPPR), its self-developed variation on Community Based Participatory Research. CPPR 

structures community/academic research partnerships through power sharing, joint 

ownership, respectful dialogue, transparency, and equitable resource allocation in all 

research phases.18,32-33 HAAFII believes research done in and with community should be 

returned back through open community forums, joint ownership of all data and research 

products such as manuscripts. The agency has partnered on research beneficial to local 

residents through ongoing collaborations with Charles Drew University, UCLA, and RAND.

In HAAFII’s projects around maternal-child health, diabetes, and depression, agency staff 

realized African-American men had received little attention in research and program 

development and that few African-American men from South LA attended the community 

conferences where HAAFII presented its research. To address this gap, the agency 

developed an initiative to engage African-American men from the local community to 

enhance research capacity and program/intervention development. An initial Men’s 

Workgroup of 15 volunteer participants from South LA met monthly in 2005 to share their 

perspectives on health, mental health and healthcare and to develop this study.19

Through the Men’s Workgroup, HAAFII devised its own community-sensitive methods and 

language, rather than relying on those employed by academic partners. First, the agency 
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realized that commonly used research language reinforced African-American men’s distrust 

of researchers and healthcare.20-22 Second, the biomedical models researchers employed did 

not best reflect, in the agency’s view, local conceptions of the link between perceived 

community stressors (e.g., poverty, unemployment, persistent racism) and the health and 

mental well-being of African-American men. HAAFII believed a community-led 

investigation would increase participation of African-American men in a research study by 

addressing these concerns. Finally, the agency envisioned a study to document strategies 

utilized by African-American men to cope with perceived stressors and to enhance 

resiliency in the face of racism and stress.

HAAFII and the Men’s Workgroup developed a set of open-ended questions designed to 

maximize limited resources, to promote broad participation from the local South Los 

Angeles community, and to elicit the best possible data on African-American men’s 

perspectives, in their own words, about sources of stress and sources of strength that aided 

coping and survival.

METHODS

HAAFII used a CPPR structure, discussed above and in prior publications, in all research 

phases, especially during data analysis and manuscript preparation where academic 

partnership was greatest. Pilot funds to HAAFII from the National Institute for Child and 

Human Development supported data collection, while funding to both HAAFII and UCLA 

from the UCLA Clinical and Translational Science Institute, National Institute of Mental 

Health (NIMH), and the California Community Foundation supported academic staff time 

for data analysis and manuscript development.

In order to capture a sample of African-American men, the researchers chose the Los 

Angeles African Marketplace and Cultural Faire in 2007 as the survey site. Many African-

American men from the community attend this event, a city-sponsored food, arts and music 

festival celebrating the Pan-African Diaspora. The interview station offered educational 

materials from NIMH, Substance Abuse and Mental Health Services Administration 

(SAMHSA) and Community Partners in Care, an NIMH-funded, depression care research 

project.34,35 Of 1275 adult males approached, 350 (27.5%) participated in the survey.

Trained HAAFII staff (African American men living in South Los Angeles 18-70 years of 

age) read the surveys to participants and recorded responses verbatim by hand. This 

approach decreased the likelihood that literacy and apprehensions about having comments 

audiotaped would be participation barriers. Each interview took 10-15 minutes and 

participants received $20 for participation. We collected no identifiers and assigned only a 

numerical code to each survey. The UCLA, Charles Drew University, and RAND 

Institutional Review Boards determined the study to be exempt.

The interviewers first requested basic demographic information. (See Table 1) Each 

participant then responded to eight open-ended questions, introduced as “conversation 

topics” (CT): CT1) “Most people have some sort of stress or drama or depression in their 

lives. What about you and the guys you know?;” CT2) “What are three issues that are 
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bothering you right now?;” CT3) “Is there anything that is always bothering you or in the 

back of your mind?;” CT4) “Is there any help out there for you or other men to deal with 

stress and drama?;” CT5) “If not, why do you think that is?;” CT6) “What are some of the 

things that make you and guys you know feel strong and able to deal with stress or drama?;” 

CT7) “What are some things that make it harder to feel strong and able to deal with stress or 

drama?;” CT8) “Would you be interested in coming together with other men to problem-

solve men’s concerns, the ones we have talked about?”

In developing the questions, HAAFII staff paid particular attention to survey language to 

enhance participation by African American men. To encapsulate the idea of negative factors 

impacting health and well-being, they chose to use the phrase “stress or drama.” In earlier 

studies, we identified this language as culturally acceptable, incorporating feelings of low 

self-worth, inadequacy to deal with problems, and disinterest in normal activity. Many 

respondents, in our experience, viewed a clinical term like “depression” as stigmatizing.10,25 

The surveys also utilized broad phrases such as “you and the guys you know,” because the 

Men’s Workgroup advised that many men would feel more comfortable answering these 

broad questions than directly revealing personal information.

DATA ANALYSIS

HAAFII staff (LJ, AB) analyzed the interview data in collaboration with a psychiatrist (BC) 

and qualitative analyst (MM). For the data analysis reported here, we focused on the 295 

respondents who self-identified as Black or African-American. All data analysis, data 

interpretation, and manuscript preparation were conducted using CPPR methods and 

principles.1,18,30,32-33 The analysis team read and discussed the interviews, separated out 

text segments relating to particular topics and divided them into piles, suggested codes, 

applied these to the text and then repeated the process. After several rounds of analysis, the 

themes of financial stability, family concerns, and racism emerged as major sources of 

stress. The team developed a codebook for standard procedures and used Microsoft Excel to 

capture data coding. All responses were coded by respondent and by question. For CTs 1, 

3-5, and 7-8, the coders chose one thematic code for each response. For CTs 2 and 6, where 

responses often included multiple themes, the coders applied as many codes as indicated by 

the content. Once all coding was completed, we retrieved all excerpts for each theme and 

sub-theme and wrote a descriptive summary. (Table 2)

The team conducted a further analysis to clarify the significant theme of racism directed 

toward African-American men HAAFII staff identified as emerging from the data. The 

analysis group employed the Levels of Racism framework,36 which describes three levels of 

racism and how they affect health outcomes, as a coding strategy to find meaning in the 

data. Institutionalized racism, defined as differential access to goods, services and social 

opportunities due to race, is a structural phenomenon, generally codified in customs, 

practices and laws. Personally mediated racism refers to prejudice or differential 

assumptions about the abilities, motives and intentions of others based on race, and personal 

discrimination. Internalized racism describes acceptance by members of the stigmatized race 

of negative messages about their own abilities and intrinsic worth.
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RESULTS

Participant Demographics

All 295 respondents in this sample were African-American males. Their mean age was 36.2 

years. Only 3 lived outside Los Angeles County. About half (49.8%) were single and 38.6% 

were married or living with a partner. Nearly all (95.3%) had at least a high school 

education; more than half (55.9%) had at least some college education or an Associate 

degree (compared to 42% for South LA as a whole), while 27.1% had a baccalaureate or 

higher. Despite their educational level, less than half of the men (47.1%) reported being 

employed full-time at one or more jobs; 20% were employed part-time, while 19.3% were 

self-employed or unemployed (compared to an estimated 15% unemployment rate for the 

community). (Table 1)

Sources of Stress

Nearly all participants (93.2%) reported some level of “stress or drama” in their lives and 

(95.2%) identified one or more specific issues currently bothering them. (Table 2) 

Altogether participants identified 40 different sources of stress in their responses to CT1, 

CT2 and CT3. Of the sources of stress identified, money and finances was the most common 

(60.8%). Much less common, but still major, areas of stress were finding, keeping, or 

succeeding at a job (28.4%); relationships with a wife or girlfriend (21.9%); concerns about 

other family members, particularly children (27.3%); and health and illness (15.1%). Chi-

square comparisons showed that these major sources of stress did not differ significantly by 

demographic characteristics. This pattern of sources of stress is similar to other stressors 

reported by low-income men, regardless of racial identity.37

Racism emerged as the second most significant theme. Two-fifths (43.2%) of respondents 

identified sources of stress that were racially-linked or mediated, including specifically 

identified experiences of racism directed against them as African-Americans; denials of 

rights; disrespect shown by the police or local government; lack of unity or strength in the 

black community; prevalence of violence and criminality in the black community. These 

responses were often linked to personal concerns about finances, work, and family 

relationships. Of those who endorsed racism (n=120) as a source of stress, nearly 70% 

(68.3%) endorsed responses identified as institutionalized racism, about one-third (31.7%) 

as personally mediated racism, and only 13.3% as internalized racism.

Sources of Help and Resiliency

In response to the question, “Is there help out there for men dealing with ‘stress and 

drama?’”, most participants (63.4%) believed there was help available, with about one-

quarter (25.8%) identifying one or more specific sources of help. (Table 2) The most 

commonly cited were God or the church (42.1%) and family and friends (27.6%). About 6% 

(5.9%) believed that cost and distance are barriers to receiving help. Only one-fifth of the 

group (23.4%) thought there was no help. The most common explanations given by those 

who stated that no help was available were that men were expected to handle the issue 

themselves, or didn’t care enough to seek help (42.2%).
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The analysis also focused on sources of resiliency, defined as a pattern of effective or 

positive adaptation to significant challenges, risks or adversity.38 Men described 21 different 

resources that helped them to work through stress and experiences of racism and to maintain 

physical and emotional health. Only 6.6% made any reference to the use of professional 

therapy or mental health services. The most frequent source of help for stress identified 

(42.1%) was again “a relationship with God” or Allah, faith, prayer, and church 

participation. Almost all (89.6%) men described relying on sports, music or a hobby for 

relief; 18.8% drew comfort from family members or a significant other; and another 17.6% 

of men stated that they talked issues through with friends, “just getting together and 

brainstorming, chopping it up.”

More than half (52%) of men relied on their own abilities, personal self-confidence, or self-

esteem, which some attributed to “Being African…We are strong people and all we know is 

to survive.” A second group of were less self-confident, but stated that they dealt with stress 

by staying positive, sometimes meditating, and “knowing that the stressful situation will 

pass.” These statements appeared to mirror the ideas expressed above that men were 

expected to cope with stress issues on their own and had developed personal tools to do so. 

For some, black identity, “just being a strong black man,” was a source of strength; as one 

noted, “The Internet and library are fully stocked with encouraging examples of black men 

who have overcome similar stresses.”

When asked what made it difficult to deal with stress, there were again multiple responses. 

Nearly one-quarter (24.7%) men of citing barriers to managing stress mentioned lack of 

support or negative actions of others – including media, police, prospective employers, or 

“haters” and general “negativity,” or “when everybody turns their back on you.” Over 12% 

(12.7%) of men talked about lack of support from family or friends, 16.4% of men cited the 

sheer weight of multiple problems and 8.7% said they simply had “no control” over their 

lives. Nearly 12% (11.6%) of men noted “lack of funds” was a barrier and 7.3% noted lack 

of self-confidence. Over 10% made specific reference to racism: “knowing that I am a part 

of group of human beings that have been constantly oppressed, repressed, suppressed and 

depressed,” with some adding that there is disunity within the African-American 

community, “racism is still an issue and is very strong amongst ourselves.”

Levels of Racism

Institutionalized racism—Many respondents who were stressed by low income, 

unemployment or less than full employment, or inability to make ends meet perceived these 

problems as resulting from lack of economic, educational, and employment opportunities. 

Representative statements included: “the lack of opportunity, especially for black men, [in] 

employment, education, etc.;“ “the lack of economic development” and “no manufacturing” 

in the local African-American community; “lack of education for the community;” failures 

of “Medicaid affecting the black community;” “the condition of black Americans and the 

lack of economic empowerment”; “the corrupt system in America;” lack of “black economic 

progress;” “The system sets up black men to fail,” by not instituting “formidable policies 

that deal with black men’s issues.”
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Concerns about community violence and “gang violence,” especially in regards to children, 

were also repeatedly cited as sources of stress: for example, “remaining safe at work” and 

“the safety of my son growing up in LA,” with the constant risk of “drive-by shootings.” 

One respondent said, “My friends keep getting murdered;” another feared “gangs hitting me 

up when I’m not involved.” The violence was seen by many as attributable to the apathy or 

active aggression of the “gang called police:” “young blacks are killing each other,” while 

“the police are killing us (blacks).”

A final theme in this category was perpetuation of racism through “media portrayal of the 

African-American male” and society’s “lack of understanding of us black people.”

Personally-mediated racism—Multiple participants cited racially-based discourteous 

treatment as a frequent stressful event. For example, one man stated, “most black men 

encounter racism on a frequent daily basis. It’s a way of life that’s expected.” Another 

described himself as having “post-traumatic stress just from being here, male, and black.” 

Again, “the disrespectful, racist police” were prominent examples: “In my neighborhood, 

the police just harass you for no reason;” and black men suffer “abuse by the LAPD.” 

“When,” asked one participant, “will my people truly be at liberty?”

A major secondary construct in this category was African-American men’s relationships 

with women. Multiple respondents referred to “baby mama drama” or to “women – the most 

thing that creates stress;” while interpersonal problems are common to all ethnicities, many 

responses reflected internalized perceptions of racial stereotyping within close relationships. 

As one man explained, “blacks are disrespected and demonized in mainstream society, 

and…are openly/acceptably devalued by black women.” Another cited as his one consistent 

stressor, “how to get black women to stop trying to be black men.”

Internalized racism—Many respondents described not being able to live up to their 

perceived potential because they had internalized negative messages about their self-worth 

as African-American males. One noted his “fear of not being able to show my talents;” 

another worried about his “lack of knowledge of self.” A third stated emphatically, “We 

black men don’t like to get help…Black men just keep it bottled in” because “men are 

supposed to be strong and can bear everything.” However, this participant felt, “men do 

need help.”

Respondents saw these negative messages as also affecting their whole community, 

producing “self-hatred among black folk,” with the results that “black people [are] not doing 

the things they should be,” “not unifying to save ourselves;” black children have “low 

school performance;” and there is “a lack of positive black male role models within the 

community.”

HAAFII staff decided a summary of the analysis using the Levels of Racism framework 

combining drawings as well as quotations from the data would be the most relevant way to 

engage the local community around study findings. (Figure 2)
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DISCUSSION

The grassroots health advocacy agency, HAAFII, conceived and implemented this study 

with limited resources and academic consultation. The agency capitalized on its research 

strengths, community knowledge and community participation in study design and data 

collection, while partnering with academic researchers on data analysis and manuscript 

development. This experience contributed to HAAFII’s success in building significant 

research capacity and in contributing its community expertise and engagement approaches to 

large, collaborative studies with its academic partners, UCLA, Charles Drew University and 

RAND Health.12,18-19,29-35

The data analyzed documents the perceived sources of “stress and drama” in the lives of 

African-American men in a major urban community. Although many of the responses cited 

economic and family problems common among low-income men, racism and discrimination 

pervaded the data, both as specific causes of stress and as mediators of stress associated with 

financial, employment, community, relationship, and family issues. The declining U.S. 

economy in 2007 may be one reason that over 60% men cited money and finances as 

significant stressors.39 Our findings were consistent with other qualitative studies that have 

examined the perspectives of this race/gender group.40-43 The elicited themes and specific 

quotations from participants reflect the broader literature on the social determinants of 

health, which documents low socioeconomic status, lack of work, relationships, 

environmental stressors, racism, discrimination, and marginalization, as significant 

contributors to poor mental health.44-50 In our analysis, there were no statistically significant 

associations between demographic characteristics and endorsement of “stress and drama” or 

types of stress. The findings indicate that racist attitudes and structures continue to be 

perceived as deleterious to African-Americans’ quality of life.

Also significant in our data was the recurrent reliance on personal resources, being “a strong 

black man,” and family, friends, and faith. These findings reflect literature documenting 

African-American culture, family and religion as crucial resources to alleviate distress and 

assist coping.41-43,51 Our work resonates with Becker and Newsom’s identification of 

resiliency as a key value in African-Americans’ struggle for social justice and freedom:

“African heritage, cataclysmic disruptions caused by slavery, ensuing historical 

eras such as Reconstruction and Jim Crow, and continuing racial oppression have 

all reinforced an emphasis on overcoming obstacles against all odds. The resulting 

values have been characterized as a ‘survival arsenal.”52

Our emphasis on participants’ perceived strengths contrasts with a deficit model of health. 

Although data collection for this study took place at a station offering depression education 

materials, few respondents alluded to professional treatment or care as a source of help. 

Instead, respondents emphasized their use of positive relationships and activities to maintain 

quality of life despite ongoing stress.

Future work may be to utilize study findings to adapt existing evidence-based interventions 

to improve health outcomes for African American men. One intervention our group would 

like to adapt is the depression care toolkit utilized in a recently published manuscript from 
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Community Partners in Care (CPIC). In CPIC, our group found in a randomized trial that a 

community planning and network building approach relative to technical assistance for 

implementing evidence-based, collaborative care for depression in Los Angeles over 6 

months led to greater improvement in mental health-related quality of life, physical activity, 

reduced indicators of homelessness or having multiple risk factors for future homelessness, 

and reduced behavioral health hospitalizations, while shifting the mix of outpatient services 

somewhat away from mental health specialty medication visits and toward primary care and 

alternative sectors such as faith-based and park and recreation centers.35 Our group would 

like to adapt the CPIC depression care interventions to address perceived sources of distress 

such as financial insecurity, employment, or racism, as well as to enhance resiliency by 

building on existing coping tools such as family, friends, religion, and cultural values. 

Analogous examples from the literature include an evidence-based HIV-prevention 

intervention for African-American adolescent girls that celebrated African-American 

women’s contributions to history and art in the first several sessions;53,54 a participatory 

approach with low-income pregnant East Indian women that incorporated community 

planning, leading to improvements in both birth outcomes and post-partum depression 

symptoms;55 and multiple initiatives that have addressed housing as a social determinant 

within health programs for homeless, mentally ill, and HIV-positive individuals.56-59

This study had several limitations. First, because we utilized a convenience sample, our 

results reflect only the perspectives of those men who had the time and interest to spend part 

of a weekend at the African Marketplace and agreed to participate. Our results may not be 

generalizable to areas outside Los Angeles or to men who did not participate. Because 

HAAFII staff prioritized face and perceived community validity to maximize participation, 

the psychometric validity and reliability of survey items has not been established. For 

example, we chose not to ask about income levels, as the agency felt this would discourage 

participation. Similarly, the survey asked participants to answer about themselves and “other 

men,” instead of directly asking the men how they would feel because HAAFII felt being 

too direct would decrease participation.

This study has significant strengths. First, the health advocacy organization, HAAFII, 

designed and implemented the study with limited academic consultation. Academic partners 

were utilized for qualitative analysis and manuscript preparation. This project demonstrates 

the transformative opportunity participatory research offers communities to add their voices 

to research.60 By partnering with academic researchers, HAAFII was able to develop the 

study, analyze the data, and write a manuscript to provide important data and community 

perspectives on African American men, a group with generally low rates of participation in 

research studies.3,61 Second, our qualitative sample of 295 African-American men is the 

largest to date to explore the perspectives of this particular group on perceived sources of 

stress. Despite its methodological limits, this project both presents a workable model for 

community-based agencies to begin engagement in health research and highlights the 

significance of racism as an important source of “stress” and reduced health quality among 

African-American men from South Los Angeles.
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WHAT IS THE PURPOSE OF THE STUDY?

• To understand perceived causes of stress and tools used to promote resiliency in 

African American men in South Los Angeles.

WHAT IS THE PROBLEM?

• African American men are at higher risk for a number of adverse health 

outcomes including more morbidity from health and mental disorders and more 

than 5 years lower life expectancy than men from other racial groups

• Limited research exists on understanding what are the perceived stressors and 

factors that promote resiliency that may be important factors to address to 

improve the health outcomes of African American men.

WHAT ARE THE FINDINGS?

• Almost all (93.2%) men reported stress.

• Of those reporting stress, about 60% reported that finances / money and about 

40% reported were specific causes of stress.

• Two-fifths (43.2%) of men reported sources of stress that were racially linked 

including experiences of racism such as denials of rights, disrespect shown by 

police or local government.

• Over 60% of study participants reported they perceived that help was available 

to deal with stress.

• Almost all the participants reported specific sources of resiliency such as 

religion and family helped alleviate the burden of perceived stressors.

WHO SHOULD CARE THE MOST?

• Community organizations and service providers supporting African-American 

men such as healthcare, mental health, substance abuse, churches, and social 

services agencies.

• Researchers and policy makers interested in improving health outcomes for and 

with African American men.

RECOMMENDATIONS FOR ACTION

• Future research and program development to engage African-American men 

should account for both the perceived causes of stress such as finances and 

racism, as well as incorporate culturally appropriate sources of support for 

resiliency such as religion and family.
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Figure 1. 
Adaptation of the Levels of Racism Model29 as described by C.P. Jones, MD, PhD.
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Figure 2. 
The community partners developed this drawing, incorporating participant quotations, as a 

device for engaging local African-American men around the study findings.
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Table 1

Demographics of 295 African-American male study participants

Characteristics (n=295)

Age (mean) 36.2 years

Marital Status, n (%)

  Single, never married 147 (49.8%)

  Married/ living with partner as though married 114 (38.6%)

  Divorced, Separated, Widowed 34 (11.5%)

Employment, n (%)

 Full-Time 139 (47.1%)

 Part-Time 59 (20.0%)

  Unemployed, self-employed, casually employed 57 (19.3%)

 Not working due to school 10 (10.5%)

 Retired or disabled 10 (10.5%)

Education, n (%)

 Middle School 14 (4.7%)

 High School 116 (39.3%)

 4 year college, some college, or AA degree 146 (49.5%)

 Master’s Degree 15 (5.1%)

 MD, Ph.D., or J.D. 4 (1.4%)

Resident, County of Los Angeles, n (%) 292 (99%)
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Table 2

Frequency of themes related to ‘stress and drama,’ resiliency, and sources of supporta

Participants (n=295) N(%)

Endorsed “stress or drama” 275 (93.2)

≥ 1 specific issues causing ‘stress or drama’ 278 (95.2)

Of those (n=278) with specific issue causing ‘stress or drama’ (n=278)b

  money and finances 169 (60.8)

  racism 120 (43.2)

  finding, keeping, or succeeding at a job 79 (28.4)

  children and family 76 (27.3)

  relationships with wife or girlfriend 61 (21.9)

  health and illness 42 (15.1)

Of those (n=120) endorsing racism as a source of stress b

  institutionalized 82 (68.3)

  personally mediated 38 (31.7)

  internalized 16 (13.3)

“Is there help for dealing with ‘stress and drama’” (n=295) 187 (63.4)

  Yes 187 (63.4)

    Of ‘yes’ (n=187), ‘cost’ and ‘distance’ are barriers 11 (5.9)

  No 69 (23.4)

  Of ‘no’ (n=69), men should handle ‘stress and drama’ alone or didn’t
care enough to seek help. 29 (42.2)

  no response 39 (13.2)

Endorsed a strong interest in talking to other men about issues related to
‘stress and drama’ (n=295) 191 (64.7)

Participants endorsing a specific source of help for ‘stress and drama’
(n=295) 76 (25.8)

Of those endorsing a specific source of help (n=76) b

  faith (God or church) 32 (42.1)

  family and friends 21 (27.6)

  hobbies 64 (21.7)

  therapy or mental health services 5 (6.6)

Of those mentioning a specific sources of resiliency (n=272) b

external sources of resiliency

  religion (“relationship with God”, Allah, prayer, or church attendance) 67 (24.6)

  hobbies (e.g. sports, music) 60 (89.6)

  family or significant other 51 (18.8)

  support from or activities with friends 48 (17.6)

internal sources of resiliency 39 (14.3)

  personal self-confidence, self-esteem, and own abilities 52 (19.1)

Prog Community Health Partnersh. Author manuscript; available in PMC 2015 March 16.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Chung et al. Page 19

Participants (n=295) N(%)

  staying positive, meditation, “knowing a stressful situation will pass” 39 (14.3)

Factors identified as barriers to managing stress (n=275)b

  lack of support or negative action of others 68 (24.7)

  lack of support from friends 35 (12.7)

  “weight of multiple problems” 45 (16.4)

  “no control” over their lives 24 (8.7)

  lack of funds or money 32 (11.6)

  lack of self-confidence 20 (7.3)

  specific references to racism 27 (11.6)

a
No statistically significant differences found between categories by age, income, or education.

b
Participants often gave two or more responses, so total frequencies of factors are > n.
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