
 

 

 

 

 

 

 

 

 

Copyright 

by 

Annette Leija 

2016 

 

 



The Thesis Committee for Annette Leija 
Certifies that this is the approved version of the following thesis: 

 
 

Sociodemographic Factors and Coping with Pediatric Asthma 
 
 
 
 
 
 

 

 

APPROVED BY 
SUPERVISING COMMITTEE: 

 

 

 
Erin M. Rodriguez 

Timothy Z. Keith 

 

  

Supervisor: 



Sociodemographic Factors and Coping with Pediatric Asthma 

 

 

by 

Annette Leija, B.S. 

 

 

Thesis 

Presented to the Faculty of the Graduate School of  

The University of Texas at Austin 

in Partial Fulfillment  

of the Requirements 

for the Degree of  

 

Master of Arts 

 

 

The University of Texas at Austin 
December 2016 

  



iv 

Abstract 

Sociodemographic Factors and Coping with Pediatric Asthma 

Annette Leija, M. A. 

The University of Texas at Austin, 2016 

Supervisor:  Erin M. Rodriguez 

The purpose of this study was to examine the associations among 

sociodemographic factors (SES, parent language, race/ethnicity) and coping in children 

with asthma, and to examine if asthma-related stress accounts for this relationship. 

Correlational analyses were used to examine the association among SES variables, parent 

language, and coping, and t-tests were used to examine if coping differed by child 

race/ethnicity. Regression analyses examined if stress accounted for the associations 

between sociodemographic variables and coping. Results indicated that asthma-related 

stress explained the association between income and primary control coping, and between 

income and secondary control coping.  
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Introduction 

Asthma is one of the most common chronic diseases among children in the U.S.; 

more than 10 million children under the age of 18 have been diagnosed with asthma in 

their lifetime (Bloom, Jones, & Freeman, 2013). Prevalence rates for asthma are 

disproportionally higher among non-Hispanic Black children and Hispanic children 

compared to White children (Akinbami, Moorman, Garbe, & Sondik, 2009; Berry, 

Bloom, Foley, & Palfrey, 2010; Bloom et al., 2013; Crespo, Ayala, Vercammen-

Grandjean, Slymen, & Elder, 2011), and children of lower socioeconomic status (SES) 

are more likely to have a diagnosis of asthma (Bloom et al., 2013). Children from non-

English speaking households also face barriers to asthma management (Brotanek et al., 

2005; Delgado et al., 2014; Riera et al., 2014; Chan et al., 2005; Claudio & Stingone, 

2009). These health care disparities have been identified as a major problem in the U.S. 

health care system because of growing health care costs, the growing proportion of non-

White youth (Colby & Ortman, 2015), and rising income inequality in the U.S.  

Racial and ethnic diversity and socioeconomic disadvantage among children and 

adolescents in the United States are dramatically increasing (Colby & Ortman, 2015; 

Rosser, Forno, Cooper, & Celedón, 2014). The non-White population is expected to 

increase over the next several decades and is estimated to surpass the White population 

by 2060, increasing the need to respond to the health care needs of racially and ethnically 

diverse individuals (Passel & Cohn, 2008). Health disparities are a major economic 

burden in the United States, yet minimal progress has been made toward eliminating 

disparities (LaVeist, Gaskin, & Richard, 2011). Understanding the underlying causes of 

asthma health disparities is essential to reducing these disparities and providing quality 

health care to those affected by the illness. The purpose of this study is to examine the 
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associations between socio-demographic factors (SES, race/ethnicity, and language) and 

coping strategies (primary control, secondary control, and disengagement) in children 

with asthma. Additionally, the study will explore if illness-related stress accounts for 

associations between socio-demographic factors and coping. Knowledge on the 

associations among sociodemographic factors (race/ethnicity, language, SES) and coping 

in children diagnosed with asthma can inform interventions designed to eliminate asthma 

health disparities.  
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Integrative Analysis 

HEALTH DISPARITIES 

The Health and Human Services Disparities Action Plan defines health disparities 

as “differences in health outcomes that are closely linked with social, economic, and 

environmental disadvantage…often driven by the social conditions in which individuals 

live, learn, work and play.” These social conditions, often referred to as social 

determinants of health (McDowell, 2016; Viner, Ozer, Denny, & Marmot, n.d.; D. R. 

Williams, Sternthal, & Wright, 2009; Woolf & Braveman, 2011), include factors such as 

economic stability, education, health care, and social and community context. The idea of 

social determinants of health highlights the importance of utilizing an ecological 

approach to health promotion and disease prevention. Historically underrepresented 

groups (e.g., racial/ethnic minority individuals) often experience a greater burden of 

negative health outcomes due to these social determinants (Mitchell, 2015).  

CONCEPTUAL MODEL OF HEALTH DISPARITIES 

Canino and colleagues (2009) posit a multifaceted conceptual model that 

encompasses the complexity of interrelated factors that lead to asthma disparities. This 

model includes factors that represent social determinants of health such as poverty, 

race/ethnicity, and health policy and specifically highlights those that are important to 

asthma (e.g., allergens, pollution, genetic/biological factors). The key systems in the 

model fall under two categories: the health care system and the individual/community 

system (see Figure 1). The domains that make up the health care system and contribute to 

asthma health disparities include health care policy, operation of the health care system, 

and provider/clinician factors. Minorities, for example, are overrepresented in 

government sponsored health plans that are commonly regulated for cost control (Shields, 
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2007). This may lead to minority populations receiving restricted access to preventative 

and specialty care. Canino and colleagues’ (2009) model also includes provider-patient 

communication within the health care system. Miscommunication due to language 

differences and errors in medical interpretation can lead to incorrect provider assessment 

of patient symptomology, resulting in misclassification among minority patients (Flores 

et al., 2003; Flores, Rabke-Verani, Pine, & Sabharwal, 2002).    

 

 

Figure 1: Framework of Asthma Disparities, from Addressing asthma health 
disparities: A multilevel challenge (Canino, McQuaid, & Rand, 2009). 

The domains that compose the individual/community system include the 

social/environmental context (e.g., neighborhood, poverty and environmental stress) and 

the individual/family context (e.g., race/ethnicity, health literacy). Minority children and 

children living in impoverished neighborhoods are more likely to be exposed to 

environmental factors such as exposure to air pollution, second hand smoke, mold, 
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mildew, and rodent and cockroach allergens (Berman et al., 2003; Choudhury, Gordian, 

& Morris, 1997; Pearlman et al., 2006; R. J. Wright & Subramanian, 2007). These 

environmental factors are all identified as risk factors for asthma morbidity. Examples of 

individual/family factors that play a role in asthma disparities include health beliefs, 

adherence to treatment, and health literacy (Bearison, Minian, & Granowetter, 2002; 

DeWalt, Dilling, Rosenthal, & Pignone, 2007; L. K. Williams et al., 2007). The use of 

home remedies, for example, is reported among Latinos and African Americans; this 

choice of treatment can exacerbate asthma symptoms (Bearison et al., 2002; George, 

Birck, Hufford, Jemmott, & Weaver, 2006). Health literacy is associated with medication 

use and may be a barrier to a patient or caregiver’s understanding of asthma treatment 

(M. V. Williams, Baker, Honig, & Lee, 1998). All of the components in the model are 

assumed to interact with each other and influence asthma disparity outcomes (e.g., 

prevalence rates, asthma control, quality of life). In summary, the framework proposed by 

Canino and colleagues (2009) highlights the complexity and interrelationship of the 

multiple factors that contribute to asthma disparities.  

SOCIOECONOMIC STATUS 

Socioeconomic Status and Health 

Socioeconomic status (SES) is widely recognized as an important factor that 

contributes to health outcomes (Bradley & Corwyn, 2002). Different socioeconomic 

factors affect health at different times in the life course and operate at different levels 

(e.g., individual, household, neighborhood). Evidence indicates that the relationship 

between SES and health begins before birth and persists through childhood, adolescence, 

and adulthood (Adler et al., 1994; Bradley & Corwyn, 2002).  
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SES is a complex and multidimensional construct (Diemer, Mistry, Wadsworth, 

López, & Reimers, 2013). Bradley and Corwyn (2002) indicate that SES can best be 

conceptualized through the idea of capital (resources and assets). The conceptualization 

of SES as capital is based on Coleman’s (1988) proposition that optimal development in 

youth requires three types of capital: human, social, and financial. Human capital refers 

to nonmaterial resources, such as education. Social capital represents resources achieved 

through social connections, and financial capital refers to material resources, such as 

income (Coleman, 1988; Entwisle & Astone, 1994). 

Measuring Socioeconomic Status 

Diemer et al. 2013 categorizes common measures of SES under two domains: 

prestige-based measures and resource-based measures. Prestige based measures capture 

social stratification and a person’s relative social-political standing. Prestige based 

measures are typically measured via indices of occupational prestige. Common measures 

of occupational prestige include Duncan’s Socioeconomic Index (Stevens & Featherman, 

1981) and the Nakao and Treas Socioeconomic Index (Nakao & Treas, 1992), and are 

typically recommended with large and occupationally diverse samples (Diemer et al., 

2013). For example, the use of a measure of occupational prestige may result in 

restriction of range in a sample composed of primarily low-income individuals (Diemer 

et al., 2013). Challenges arise in measuring occupational prestige, especially when 

classifying individuals outside the labor force (e.g., no occupation codes for homemakers 

or chronically unemployed individuals). For example, in their study on infant health, 

Braveman and colleagues (2001) stated that occupation was not analyzed because they 

were missing the occupation information of the father and the majority of mothers 

indicated “housewife” as their occupation. To address this limitation, (Hauser, 1994) 
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suggest obtaining occupational information from one adult in the household (i.e., the 

principal earner). Several studies do not recommend the use of occupation as a measure 

of socioeconomic status when examining health outcomes (Braveman PA, Cubbin C, 

Egerter S, & et al, 2005; Entwisle & Astone, 1994); however, its utility has been 

highlighted in child developmental research (Bradley & Corwyn, 2002; Hauser, 1994).  

Resource based measures of SES include measures of income, wealth, education, 

and poverty status. Common indicators of poverty include the Federal Poverty 

Thresholds and Federal Poverty Levels. Federal Poverty Thresholds are updated yearly 

by the Census Bureau and are used for calculating poverty population statistics (i.e., 

determining the number of people in the U.S. that are poor). The Federal Poverty Levels 

are guidelines issued by the Department of Health and Human Services and are used for 

administrative purposes (e.g., determining financial eligibility for public assistance 

programs). Resource-based SES indicators are not interchangeable; Braveman et al. 

(2005) found weak to moderate correlations between income and education; correlations 

are not high enough for these variables to be used interchangeably.  Entwisle and Astone 

(1994) recommend that researchers use SES indicators that reflect human, social, and 

financial capital, suggesting the use of a combination of prestige and resource based 

measures. Similarly, Braveman and colleagues (2005) propose that the following 

guidelines should be followed when measuring SES: a) measure as many indicators of 

SES as possible, b) specify the particular SES indicators measured, c) consider how 

potentially important aspects of SES that were not measured may affect conclusions, d) 

consider that different SES measures may have different meanings for different social 

groups. In general, there is a consensus that income, education, and occupation represent 

SES better than one indicator alone (Bradley & Corwyn, 2002). However, common 

measures of SES do not always reflect this multidimensional conceptualization of SES. 
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For example, Duncan’s socioeconomic index, a common prestige-based measure, only 

captures some aspects of human and financial capital. 

Additional Factors Related to Socioeconomic Status 

In addition to recommendations to measure multiple indicators of SES, Braveman 

et al. (2005) suggest examining SES in conjunction with other contexts that may affect 

children, including minority and immigrant status, living in a home with a single parent, a 

family member with a disability or serious mental illness, exposure to teratogens, and 

other potentially hazardous environmental conditions. In addition, most studies do not 

take into account past socioeconomic experiences and fail to consider changes in SES 

(e.g., dramatic loss of income). Researchers should also collect information on SES that 

captures changes in SES over time (Braveman PA et al., 2005; Brooks-Gunn & Duncan, 

1997). A small number of health related research has examined SES in conjunction with 

these factors (e.g., (E. Chen, Martin, & Matthews, 2007; E. Chen, Matthews, & Boyce, 

2002), and found that stable exposure to lower income across childhood is associated 

with poor health (Chen et al., 2007). Similarly, limited research on change in SES is 

specifically focused on pediatric asthma (J.-H. Chen, 2014; Kozyrskyj, Kendall, Jacoby, 

Sly, & Zubrick, 2010). Other studies suggest that childhood and adolescent 

socioeconomic status are better predictors of adult health outcomes (Cohen, Janicki-

Deverts, Chen, & Matthews, 2010; Kittleson MM et al., 2006), suggesting the experience 

of SES on long term health.   

Socioeconomic Status and Asthma 

Associations between SES and children’s asthma outcomes (e.g., hospital 

admissions, non-adherence to treatment, etc.) have been well-documented in the literature 

(Erickson et al., 2002; Largent, Nickerson, Cooper, & Delfino, 2012; L. K. Williams et 
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al., 2007). However, despite the broad evidence for a link between SES and pediatric 

asthma outcomes, much of the literature does not follow research guidelines for 

measuring SES (e.g., Crespo et al., 2011; Erickson et al., 2002; Largent et al., 2012), and 

many studies fail to collect SES data that reflects Coleman’s conceptualization (human, 

social, and financial capital) of SES (McQuaid et al., 2012), which limits our 

understanding about the specific effects of SES on children’s asthma. SES has been 

measured in the following ways across the pediatric asthma literature: income and 

economic resources, poverty status, parental education level, health insurance status, 

neighborhood level SES data (e.g., zip-code level census data), and SES composite 

measures (Akinbami, 2012; Crespo et al., 2011; DeWalt et al., 2007; Erickson et al., 

2002; Kenyon et al., 2014; Largent et al., 2012; Liu SY & Pearlman DN, 2009; Pearlman 

et al., 2006); these studies are summarized below.  

Income and Economic Resources 

The majority of studies on income and economic resources collect data on yearly 

family income or determine the poverty status/poverty level for the family. Those that 

calculate the poverty level or poverty status of the family utilize SES indicators such as 

yearly family income, family structure, and number of adults in the home (Akinbami, 

2012; Erickson et al., 2002; Ungar et al., 2011). Children from lower income homes (i.e., 

income levels below the federal poverty level) are more likely to have a diagnosis of 

asthma, lower quality of life, and higher rates of hospital admissions for asthma 

symptoms and are at a higher risk for non-adherence to asthma medication (Bloom et al., 

2013; Erickson et al., 2002; Largent et al., 2012; Rohan et al., 2010). Low-income 

caregivers of children with asthma are more likely to perceive financial burden in 

managing their child’s asthma; as a result, their children have higher rates of urgent care 
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and missed school days (Patel, Brown, & Clark, 2013; Ungar et al., 2011). Further, 

children living below the federal poverty level are at a higher risk for non-adherence to 

asthma medication (McNally et al., 2009; Rohan et al., 2010). Chronic exposure to 

poverty is also associated with the development of persistent asthma, whereas those who 

move out of poverty experience a lower likelihood of an asthma diagnosis (Kozyrskyj et 

al., 2010), suggesting that income trajectory also impacts the development of pediatric 

asthma.  

Health Insurance Status 

Health insurance status is commonly examined in the pediatric asthma literature. 

One study found that the prevalence of an asthma diagnosis was greater among those 

with health insurance, but monthly income was not predictive of an asthma diagnosis 

(Crespo, 2011).  This is consistent with findings from another study that found public 

insurance status was predictive of rates of hospital admissions and emergency department 

visits among children with asthma compared to children with private insurance (Kenyon 

et al., 2014).  Other studies investigated risk for readmission for individuals with private, 

public (e.g., Medicaid), and no insurance (Bloomberg, Trinkaus, Fisher, Musick, & 

Strunk, 2003; Liu SY & Pearlman DN, 2009). Researchers found that youth with 

Medicaid or no insurance were at higher risk for pediatric asthma readmission than youth 

with private insurance. This finding is related to health care access. Individuals in 

publically insured plans experience low levels of preventative care, resulting in a greater 

number of hospitalizations, worse management of asthma, and limited referrals to asthma 

specialist (Berman et al., 2003; Finkelstein JA, Lozano P, Farber HJ, Miroshnik I, & Lieu 

TA, 2002). The limited number of referrals to an asthma specialist is an important 
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concern because asthma specialists are more likely to prescribe controller medication 

(Finkelstein, 2002).  

Parental Education 

Several studies have examined parental education in relation to child asthma 

outcomes (Brown, Gallagher, Fowler, & Wales, 2014; Conn et al., 2005; Deis, Spiro, 

Jenkins, Buckles, & Arnold, 2010; Drotar & Bonner, 2009; Sidora-Arcoleo, 2012; Smith 

et al., 2008). Higher parental education is associated with a greater likelihood of 

adherence to medication and greater knowledge of the disease (Conn et al., 2005; DeWalt 

et al., 2007). Moreover, low parental literacy is associated with higher rescue medication 

use in children with moderate to severe asthma, suggesting inappropriate management of 

asthma because parents are not using preventative medication (DeWalt et al., 2007). In 

another study, daily use of inhaled corticosteroids was significantly associated with 

parent education; suggesting parents with a higher education have greater knowledge of 

the utility of their child’s preventative medication (Deis et al., 2010). Parent education is 

an important SES variable to examine as it may have an influence on parents’ 

understanding of their child’s asthma diagnosis and facilitate their child’s asthma 

management. 

Marital Status 

Marital status of parents is also examined in the pediatric asthma literature, with 

the majority of the research focusing on single parent households. Children from single 

parent households are more likely to have higher rates of hospital admission, lower rates 

of adherence to medication, and are less likely to fill prescriptions for controller 

medication (A. Y. Chen & Escarce, 2008; Moncrief, Beck, Simmons, Huang, & Kahn, 

2014; Spicher et al., 2012; K. Wright, 2009). In a long-term clinical trial comparing anti-
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inflammatory medications with placebo, children from single parent households were 

more likely to reschedule visits and miss clinic visits (Spicher et al., 2012). Another study 

found that the relationship between single parent status and rates of hospital admission 

was no longer significant after adjusting for annual household income (Moncrief et al., 

2014). This finding suggests income may explain the relationship between parent’s 

marital status and asthma outcomes. Single parents of children with asthma are also more 

likely to report poor physical health, mental health, and social functioning (Sawyer et al., 

2000) and may face a large number of social stressors compared to coupled parents 

(Victorino & Gauthier, 2009), suggesting that stress may be another factor that explains 

the relation between parents’ marital status and children’s asthma outcomes. 

Neighborhood Level SES 

Several studies have found an association between neighborhood poverty and 

increased asthma prevalence (Pearlman et al., 2006; Saha C, Riner ME, & Liu G, 2005; 

D. R. Williams et al., 2009). Neighborhood disadvantage is characterized by the presence 

of community level stressors such as poverty, limited social capital/social cohesion, 

substandard housing, exposure to environmental toxins, and high crime and violence 

exposure rates (Canino, McQuaid, & Rand, 2009; D. R. Williams et al., 2009). For 

example, Pearlman et al. (2006) and Rosenstreich et al., 1997 indicate housing in 

impoverished areas is more likely to have allergens such as cockroach allergens, mold, 

mildew, dust mites, and rodent allergens, which are associated with the risk of an asthma 

diagnosis. Furthermore, individuals residing in poor neighborhoods may experience 

stress related to lack of safety, violence, and discrimination (Hudson, 2005), with 

increasing evidence that indicates stress may influence the course of asthma (R. J. Wright 

et al., 2004). 
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Studies using multiple indicators of SES 

Beck et al. (2014) sought to address the degree to which multiple SES variables 

(income, level of education, marital status, employment seeking) explained racial 

disparities between African American & White children in rates of hospital readmissions 

for pediatric asthma. The authors found that marital status and caregiver employment-

seeking status accounted for the relationship between race and hospital readmissions, 

suggesting the need to examine financial and social hardships as mechanisms that 

underlie racial disparities. Similarly, Thakur et al., 2014 measured SES as an index 

consisting of maternal education, caregiver income, and insurance status. The SES index 

was a significant predictor of poor asthma outcomes whereas no significant findings were 

found with the individual components of the SES index. Another study in Canada (Ungar 

et al., 2011) found that an SES index (medication insurance & income) significantly 

predicted the number of hospitalizations and ED visits among youth with asthma who did 

not have an insurance plan with medication benefits. Among youth who did have drug 

plan benefits, income alone was not a significant predictor of hospitalization and ED 

visits. A cumulative measure of SES may better capture the various aspects of economic 

hardship that impact pediatric asthma. 

Socioeconomic Status and Cumulative Risk 

An individual’s complex experience with socioeconomic status may best be 

captured via a cumulative risk model (Brody et al., 2013; Evans, 2003; Rutter, 1993). 

According to Evans (2003), a cumulative risk model is a better reflection of the 

interrelationship among childhood risk factors (e.g., poverty, single parent status, 

neighborhood level SES) and the development of allostatic load. Allostatic load is the 

physiological toll on the body when it is faced with repeated exposure to stressors (Brody 

et al., 2013; Danese & McEwen, 2012). Researchers posit there is a connection between 
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exposures to SES-related stress and the development of allostatic load (Brody et al., 

2013); thus, a cumulative risk model of SES may best characterize individuals who grow 

up in low SES environments.  

There is limited research examining cumulative risk with pediatric asthma 

outcomes. Koinis-Mitchell and colleagues (2007) described the utility in using multiple 

risk models in evaluating the cumulative impact of factors on asthma morbidity and 

found that cumulative risks (e.g., poverty, neighborhood stress) were associated with a 

higher number of emergency department visits and hospitalizations. Furthermore, in a 

regression model, the cumulative risk index explained more of the variance in asthma 

morbidity (i.e., number of hospitalizations & daily functioning of asthma). Multiple risk 

factors may have an additive impact and may better characterize the burden faced by 

youth coping with asthma. Another study found that the greater number of risk factors 

was associated with lower health related quality of life and asthma severity among youth 

with asthma (Josie, Greenley, & Drotar, 2007). Thus, a model that encompasses a 

combination of SES experiences may better predict coping among youth with asthma 

than one individual factor alone.  

Limitations of Research on Socioeconomic Status and Asthma 

The lack of consistency in how SES is incorporated into pediatric asthma research 

may lead to discrepant research findings. Many studies use single variables (e.g., income, 

insurance status, parental education) as a proxy for socioeconomic status and fail to 

explain how other indicators of SES may affect findings. Further, the intersectionality of 

SES with other sociodemographic factors makes it difficult to determine the process by 

which SES influences asthma outcomes (E. Chen & Miller, 2013; Cheng, Goodman, & 

Research, 2015). Finally, most studies have examined SES as a control variable instead 
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of a key study variable (e.g., Lieu et al., 2002), and have not examined mediational 

pathways between SES and asthma outcome variables. As a result, it is difficult to 

understand why SES impacts asthma outcomes, and our ability to reduce asthma health 

disparities remains limited.  

RACE AND ETHNICITY 

Race, Ethnicity, and Health 

Racial and ethnic disparities exist in health care and health outcomes (Cheng et 

al., 2015; “HHS Action Plan to Reduce Racial and Ethnic Health Disparities,” n.d.; 

Smedley, Stith, Nelson, & Institute of Medicine (U.S.), 2003; D. R. Williams, 1999; D. 

R. Williams, Priest, & Anderson, 2016). Racial and ethnic minority individuals 

experience higher than average rates of illness, more severe disease, and less access to 

health care, and are more likely to be uninsured (Berry et al., 2010; Flores & Tomany-

Korman, 2008; D. R. Williams et al., 2016). Minority individuals also do not receive the 

same quality of health care and have poorer overall health status compared to 

nonminority individuals (Cheng et al., 2015). The health of minority groups continues to 

fall behind that of White Americans, with disproportionate rates of morbidity, mortality, 

and prevalence of chronic diseases, including asthma (Berry et al., 2010; Mitchell, 2015). 

Prevalence rates of asthma, ED visits, and non-adherence rates are disproportionally 

higher among non-Hispanic Black children and Hispanic children compared to White 

individuals (Bloom et al., 2013), reflecting a critical need to address racial and ethnic 

disparities among children with asthma. 

Race/Ethnicity Definitions 

Bradby (2012) defines race as “difference that can be read from physical 

appearance, and is usually assumed to concern phenotype or physical difference with a 
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biological basis.” The Institute of Medicine (Smedley et al., 2003) states, “Race can more 

objectively be considered a sociocultural concept wherein groups of people sharing 

certain physical characteristics are treated differently based on stereotypical thinking, 

discriminatory institutions and social structures, a shared worldview, and social myths.” 

Ethnicity can be defined as “a concept referring to a shared culture and way of life, 

especially as reflected in language, folkways, religious and other institutional forms, 

material cultures such as clothing and food, and cultural products such as music, 

literature and art” (Cheng et al., 2015).  

The categorizations of race and ethnicity have changed and continue to evolve. 

Smedley and colleagues (2003) use definitions of race and ethnicity provided by the 

federal Office of Management and Budget on the Revisions to the Standards for the 

Classification of Federal Data on Race and Ethnicity (2001). The revised standards 

indicate five racial category groups and two ethnic groups (see Figure 2). The categories 

for ethnicity are Hispanic or Latino and Not Hispanic or Latino. The categories for race 

are American Indian or Alaska Native, Asian, Black or African American, Native 

Hawaiian or Other Pacific Islander, and White. These terms are commonly accepted and 

used among health science researchers (Smedley et al., 2003).  
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Figure 2: Framework of Definitions of race and ethnicity, from Provisional Guidance 
on the Implementation of the 1997 Standards for Federal Data on Race and 
Ethnicity (Office of Management and Budget, 2001) as cited in Unequal 
Treatment: Confronting Racial and Ethnic Disparities in Health Care 
(Smedley et al., 2003). 

Race and ethnicity are subjective measures that are context-specific and can vary 

within individuals. Individuals self-designate the race/ethnicity that reflects their personal 

and cultural background. For example, an individual from a family that has recently 

migrated from Latin America may identify as Hispanic or Latino ethnicity; however, an 
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individual whose family originally migrated from a Latin American country many 

years/generations ago may identify as Not Hispanic or Latino. There is racial and ethnic 

heterogeneity in the US and a growing population of individuals who identify as mixed 

race and/or ethnicity. This reflects the complexity of race/ethnicity and the importance of 

accurately collecting self-report data on race and ethnicity. Researchers often use race 

and ethnicity as a proxy for unmeasured confounders, such as cultural, social, and 

environmental influences; however, it is a poor proxy for those measures when used in 

isolation (Winker MA, 2004). Race/ethnicity should not be a substitute for collecting 

other social and cultural characteristics (e.g., SES, language preference) and should be 

used along with other variables that reflect an individual’s social/environmental context. 

Furthermore, racial and ethnic differences in health may reflect the cumulative impact of 

adversity from these social and cultural characteristics.  

Race, Ethnicity, and Asthma Outcomes 

Prevalence rates for asthma vary across racial and ethnic groups (Akinbami, 2012; 

Akinbami et al., 2009; Berry et al., 2010; Rosser et al., 2014). Among racial groups, 

Black individuals and persons of the American Indian or Alaskan Native race have higher 

prevalence compared with white individuals (Akimbami et al., 2012). Among children 

and adults, asthma burden differs by Latino subgroups; prevalence rates are higher for 

individuals who are of Puerto Rican descent (16.1%) than Mexican descent (5.4%); South 

Americans, Cubans, and Dominicans have asthma morbidity rates that lie in between 

(Rosser et al., 2014).  

Several studies have examined race and ethnicity as predictors of additional 

asthma related outcomes, such as rates of hospital admission, frequency of emergency 

department visitations, asthma control, and adherence to medication (Berry et al., 2010; 
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Chung, Hathaway, & Lew, 2015; Inkelas, Garro, McQuaid, & Ortega, 2008; Largent et 

al., 2012; McQuaid et al., 2012; Rohan et al., 2010; Thakur et al., 2014). Asthma 

outcomes vary considerably by race. Rates of hospital admission and emergency 

department (ED) visits for pediatric asthma are the highest among African Americans and 

the lowest among Asians and Pacific Islanders (Beck et al., 2014; Largent et al., 2012). 

Hispanic youth and White individuals experience rates of hospital admission and ED 

visits that lie in between African Americans and Asians and Pacific Islanders, with 

Hispanics experiencing higher rates of hospital admissions compared to White 

individuals (Cheng et al., 2015). Medication adherence also differs by ethnic group, with 

Latino children and African American children demonstrating lower levels of adherence 

than White children (McQuaid et al., 2012).  

Limitations of Research on Socioeconomic Status and Asthma 

Although current research findings highlight the presence of racial disparities, 

many research studies do not take into account the complexity of, and interrelationships 

among, sociodemographic variables. For example, Beck et al., 2014 found that African 

Americans were twice as likely as White individuals to experience hospital re-admissions 

and that economic hardship (i.e., income, household size, educational attainment) 

explained the racial disparity. Although this study begins to make the connections 

between SES and race/ethnicity, authors did not discuss the potential mechanism by 

which both SES and race/ethnicity lead to health disparities.  Factors such as stress may 

be related to several social/cultural variables (SES, race/ethnicity, language) and may be 

a mechanism that explains sociodemographic disparities in pediatric asthma.  
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LANGUAGE 

Health and Language 

About 1 in 5 individuals in the US speak a language other than English at home, 

with increases in this percentage of the US population expected in the coming years 

(Ryan, 2013). Of the individuals who speak a language other than English at home, about 

75% are Hispanic (of any race). Of those who are not Hispanic, 77% are Asian, 15% are 

White, and 8% are Black/African American. Children whose parents are limited in 

English proficiency (LEP) experience a variety of negative health outcomes, including 

lower satisfaction with health care providers and health services, greater likelihood of a 

misdiagnosis, worse access to health care, decreased preventative care, and poor 

communication with primary care providers (Avila & Bramlett, 2013; DeCamp, Choi, & 

Davis, 2011; Flores & Tomany-Korman, 2008; Yu, Huang, Schwalberg, & Nyman, 

2006). Children from households that are limited in English proficiency are also more 

likely to live in low-income households (Flores & Tormany-Korman, 2008). The 

intersections among race/ethnicity, language, and SES indicate the need to examine all of 

them concurrently in health disparities research.  

Asthma Outcomes and Language 

Children from households that are LEP are particularly vulnerable to disparities in 

health care access and quality (De Camp et al., 2011). A small number of studies 

examining asthma outcomes examine language disparities, the majority of which focus 

on families who are Latino and speak Spanish. These studies indicate that families that 

are limited English proficient are less likely to have a usual health care provider and are 

at risk for nonadherence to medication (Brotanek, Halterman, Auinger, & Michael, 2005; 

Delgado, Cho, Gildengorin, Leibovich, & Morris, 2014; Inkelas et al., 2008). Families 
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that are limited English proficient also experience disparate rates of asthma action plan 

use (an action plan is an individualized written set of instructions provided to a patient 

and/or primary caregiver for use in the management of asthma and is tailored to the 

patient’s asthma severity and treatment; Gibson & Powell, 2004; Riera, Navas-Nazario, 

Shabanova, & Vaca, 2014). Children from Spanish speaking households are twice as 

likely to be hospitalized, and are less likely to take maintenance medication (Claudio & 

Stingone, 2009; Halterman, Aligne, Auinger, McBride, & Szilagyi, 2000; Mosnaim et al., 

2007). Latino children and adolescents from Spanish speaking homes have less asthma 

knowledge and lower rates of goal setting compared to White children and adolescents 

(Chan KS, Keeler E, Schonlau M, Rosen M, & Mangione-Smith R, 2005).  

In summary, children and adolescents that reside in households of LEP experience 

disparities in health care access and quality of care, are at risks for non-adherence to 

treatment, and experience greater rates of hospitalizations. Although these disparities 

exist, few research studies have examined language in conjunction with race/ethnicity 

and SES. Furthermore, potential mechanisms by which LEP leads to health disparities are 

not discussed.  

ASTHMA AND COPING 

Psychological factors such as coping are associated with asthma outcomes 

(Greene C, Murdock KK, & Mitchell DK, 2006; Tiggelman, van de Ven, van Schayck, 

Kleinjan, & Engels, 2014). Prior research has highlighted the importance of coping 

strategies in pediatric asthma (Marsac, Funk, & Nelson, 2007; Murdock et al., 2010; 

Rodríguez, Kumar, Draeger, & Sánchez-Johnsen, 2016; Schreier & Chen, 2008). 

Effective coping may improve asthma outcomes by improving asthma management 

behaviors (Schereier & Chen, 2008), by protecting against the physiological toll of stress 
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on asthma morbidity (Murdock et al., 2010), and by reducing emotional and behavioral 

difficulties that are associated with poorer asthma outcomes (Rodriguez et al., 2016).  

Coping can be defined as the conscious and volitional effort to manage oneself 

and/or the environment when faced with stressors (Compas, Connor-Smith, Saltzman, 

Thomsen, & Wadsworth, 2001). Coping is a purposeful response to the demands of a 

stressful situation (i.e., a voluntary response to stress). Coping in children and adolescents 

is complex and multidimensional (Compas et al., 2001; Skinner, Edge, Altman, & 

Sherwood, 2003), and several models of coping have been proposed in the literature 

(Ayers, Sandler, West, & Roosa, 1996; Lazarus & Folkman, 1984; Walker, Smith, 

Garber, & Van Slyke, 1997). Two models of coping have been tested and validated 

among children with chronic illness (Connor-Smith, Compas, Wadsworth, Thomsen, & 

Saltzman, 2000; Walker et al., 1997). However, some commonly referenced models of 

coping, such as the ones that distinguish between problem and emotion-focused coping 

(Lazarus & Folkman, 1984), have not been validated and/or do not adequately capture the 

complex ways in which children and adolescents cope with stress (Compas et al., 2001; 

Skinner et al., 2003). Emotion-focused coping, for example, is criticized because it 

includes coping strategies that have different purposes, including rumination, wishful 

thinking, and cognitive distraction (Compas et al., 2011). It is important to differentiate 

these subtypes of coping and utilize validated models to understand how coping relates to 

health outcomes.  

The current study uses a model of coping proposed by Compas and colleagues 

(2001) that describes three dimensions of coping (primary control, secondary control, and 

disengagement) and has been validated across multiple types of stressors (Campbell et 

al., 2009; Compas et al., 2006; Connor-Smith et al., 2000; Jaser & White, 2011) with 

confirmatory factor analysis in culturally diverse samples of youth (Benson et al., 2011; 
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Connor-Smith & Calvete, 2004; Wadsworth, Rieckmann, Benson, & Compas, 2004; Yao 

et al., 2010). In this theoretical model, primary control coping involves active efforts to 

change the stressful aspects of the environment and/or one’s emotional reactions. Primary 

control coping strategies include problem solving, emotional modulation, and emotional 

expression. Secondary control coping involves efforts to adapt to or accommodate a 

stressful situation. Secondary control coping strategies include positive thinking, 

distraction, cognitive restructuring and acceptance. Disengagement coping is the attempt 

to avoid one’s emotions and disengage from the stressors. Disengagement coping 

strategies are denial, avoidance, and wishful thinking.  

Research on coping with pediatric asthma indicates that primary and secondary 

control coping strategies may be helpful in asthma disease management (Marsac et al., 

2007; Schreier & Chen, 2008; Ven, Engels, Sawyer, Otten, & Eijnden, 2007) and 

emotional and behavioral problems (Rodriguez et al., 2016). While findings on secondary 

control are uniformly positive, findings on primary coping control strategies are 

somewhat mixed (Lahaye, Fantini-Hauwel, Van Broeck, Bodart, & Luminet, 2011; 

Murdock et al., 2010). Schereier and Chen (2008) found that youth who engage in 

primary coping strategies are more likely to communicate asthma problems. However, 

Murdock and colleagues (2010) found that asthma-related and life-related stress were 

positively associated with anxiety among low-income children who reported high levels 

of problem solving strategies (i.e., primary control coping), and another study found that 

primary control coping was not associated with asthma control (Rodriguez et al., 2016). 

Research has shown that primary control strategies may not be helpful when faced with 

uncontrollable stressors; therefore, youth who experience a large number of stressors and 

continuously adapt via primary control coping may be at risk for experiencing 

helplessness and anxiety.  
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The benefit of secondary control coping strategies is supported in the pediatric 

asthma literature. Youth who engage in secondary coping strategies experience 

improvement in pulmonary function over time (Schereier & Chen, 2008). Positive 

reappraisal coping strategies, an aspect of secondary control coping, was found to 

mediate the negative relationship between severity of asthma and quality of life among 

Dutch adolescents with asthma (Ven et al., 2007). Another study found that lower SES 

children who engage in positive thinking and remain optimistic about their future had less 

asthma inflammation at baseline, and less rescue inhaler use at a 6-month follow-up (E. 

Chen et al., 2011), further indicating secondary control coping strategies may have a 

protective effect on the health of children with asthma. Moreover, a recent study showed 

that higher secondary control coping correlated with better asthma control (Rodriguez et 

al., 2016).  

Disengagement coping strategies, such as denial and avoidance, are generally 

associated with poorer asthma outcomes (Hesselink et al., n.d.; Marsac et al., 2007; Ven 

et al., 2007). In a sample of Dutch adolescents, for example, worse asthma severity was 

associated with a greater likelihood of hiding asthma (i.e., avoidance), which was in turn 

related to lower quality of life. Similarly, Lahaye and colleagues (2011) found that the 

coping strategy “ignoring asthma” was negatively related to the quality of life of children 

with asthma.   

Sociodemographic Factors and Coping with Pediatric Asthma 

Taylor and Seeman (1999) began to delineate the relationship between 

socioeconomic status, coping, and health. The authors argue that individuals from low 

SES backgrounds may experience a decrease in “psychosocial resources” (i.e., coping 

strategies, optimism, and social support). Therefore, there is a need for researchers to 
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examine the relationship between SES and coping, as well as complex models including 

sociodemographic factors, coping, and health (Taylor & Seeman, 1999).  

There is limited research examining sociodemographic factors and coping with 

pediatric asthma; however, preliminary findings among the adult population provide an 

essential starting point for the current study. In a national sample of adults, researchers 

(E. Chen, Miller, Lachman, Gruenewald, & Seeman, 2012) found that adults from low 

SES backgrounds were less likely to use coping strategies related to thinking about the 

future (e.g., optimism, an aspect of secondary control coping). Similarly, in another study 

of adults, authors found that lower childhood SES was associated with less perceived 

social support, a less diverse social network, and limited use of active and planning 

coping strategies, which are aspects of primary and secondary control coping (Beatty, 

Kamarck, Matthews, & Shiffman, 2011). Authors also found that White adults are more 

likely to use emotion-focused coping strategies (considered maladaptive in the context of 

the study) than African Americans, suggesting the use of coping strategies may differ by 

race. A study with uninsured adults in primary care compared the coping strategies of US 

born English speakers, non-US English speaking adults, and Spanish speakers 

(Kamimura et al., 2015); results indicated that US born English speakers were more 

likely to use negative coping strategies such as venting, self blame, behavioral 

disengagement, and substance use in comparison to non-US born English speakers and 

Spanish speakers. Finally, a study on healthy children in Barcelona (Pereda, Forns, 

Kirchner, & Muñoz, 2009) found that children from a lower SES background were more 

likely to report problems that reflected uncontrollable stressors (e.g., victimization at 

school). These children were also more likely to rate avoidant coping as more effective.  

In summary, individuals from lower SES backgrounds may develop maladaptive 

coping strategies. Some research suggests coping strategies may differ by race/ethnicity; 
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however, clarification on how they differ remains limited. Similarly, research suggests 

coping strategies may differ by language. Together, these studies provide an initial 

rationale for examining the relationship between socidemographic variables and coping.  

STRESS 

Stress and Health 

The stress-response system consists of the autonomic nervous system and the 

hypothalamic-pituitary-adrenal (HPA) axis (Rotenberg & McGrath, 2016). Chronic 

activation of the HPA axis can increase the risk for health problems (Baum, Garofalo, & 

Yali, 1999; Evans & English, 2002; Vliegenthart et al., 2016). Allostatic load, the 

cumulative biological burden on the body due to physical and emotional stress, is also a 

risk factor for diseases, including obesity, diabetes, and inflammatory disorders such as 

asthma (Dreger, Kozyrskyj, HayGlass, Becker, & MacNeil, 2010; Juster, McEwen, & 

Lupien, 2010; Rotenberg & McGrath, 2016). Some studies have suggested a link between 

SES and racial/ethnic disparities in stress and health disparities (i.e., certain racial ethnic 

groups and those economically disadvantaged are more susceptible to SES-related stress; 

Williams et al., 2009; Vliegenthart et al., 2016; Baum et al., 1999). Children who 

experience higher levels of stressors due to their SES, language, and/or racial/ethnic 

background may experience higher allostatic load, which can result in an increased risk 

for poor health.  

Stress and Asthma 

Research in pediatric asthma has indicated that stress exposure can alter 

physiological systems that have implications for asthma (Schreier & Chen, 2013). For 

example, Suglia et al. (2008) found that stressful experiences, such as exposure to 

violence and parental conflict, are associated with decreased pulmonary function. 
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Research has shown that children with asthma who experience acute stressors in 

conjunction with high chronic stress are likely to experience more asthma symptoms and 

greater production of asthma relevant cytokines (i.e., proteins that impact inflammatory 

pathways commonly associated with asthma morbidity; Marin, Chen, Munch, & Miller, 

2009). Low-SES urban children who experience a range of stressors related to family and 

neighborhood context also experience poor asthma control (Koinis-Mitchell, Kopel, 

Salcedo, McCue, & McQuaid, 2014; Quinn, Kaufman, Siddiqi, & Yeatts, 2010). Stress 

may play an important role in asthma disparities and explain how children faced with a 

variety of sociodemographic risk factors are impacted by health.  

Overall, lower SES, limited English proficiency, and minority status are all 

associated with negative asthma outcomes. It is critical for health care professionals to 

address sociodemographic factors when developing interventions for children with 

asthma. Wright (2011) proposes that a crucial focus for asthma research is identifying 

mechanisms responsible for health disparities across economic and racial/ethnic groups 

and that psychosocial stress is an important consideration.  

Stress and Coping 

An essential step in addressing health disparities is to identify adaptive coping 

strategies among low-SES, ethnically and linguistically diverse children with asthma. 

Unfortunately, individuals that experience multiple risk factors (low SES, limited English 

proficiency, and stressors related to being a member of a racial/ethnic minority, such as 

discrimination) may be less likely to develop coping strategies that are adaptive for 

asthma management and disease control. Exposure to chronic stress leads to the 

development of allostatic load (i.e., the physiological toll on the body due to chronic 

stress), which can impact an individual’s stress response system (Brody et al., 2013). For 
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example, individuals in low SES environments can develop impairments in their stress 

regulatory systems such that they begin experience increased vigilance and sensitivity to 

potential threat in early and later life (Evans & Kim, 2007; Gianaros et al., 2008; Taylor, 

Lerner, Sage, Lehman, & Seeman, 2004). These experiences can impact ones ability to 

develop positive coping strategies such as getting help from others when dealing with 

feelings, or letting someone know how they feel (i.e., emotional expression, a primary 

control coping strategy).  

Exposure to chronic stress may also impact the development of neurological 

systems related to working memory and attention control (Evans & Schamberg, 2009; 

Hackman, Farah, & Meaney, 2010; Kishiyama, Boyce, Jimenez, Perry, & Knight, 2009; 

Liston, McEwen, & Casey, 2009), which are especially important in the development of 

secondary control coping strategies (positive thinking, distraction, cognitive restructuring 

and acceptance). For example, studies show that children with better executive 

functioning and attention regulation are more likely to report the use of secondary control 

coping strategies (Campbell et al., 2009; Hocking et al., 2011). Therefore, the experience 

of multiple stressors may hinder the development of adaptive coping strategies (e.g., 

secondary control coping).  

In summary, the experience of multiple stressors may influence brain 

development and lead to unhealthy behaviors, making it difficult for children and 

adolescents to develop adaptive coping strategies. However, little research on the 

pathways among socio-demographic factors, stress, and coping has been conducted to 

understand disparities in children with asthma. Therefore, the current research study 

seeks to examine the relationship between socio-demographic variables and coping 

strategies among children with asthma and to examine the extent to which stress explains 

the relationship between socio-demographic variables and coping.  
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SUMMARY OF INTEGRATIVE ANALYSIS 

The literature indicates that health disparities exist for children and adolescents 

with asthma. Notably, primary and secondary control coping appear to be associated with 

better asthma outcomes, and could be utilized in interventions to reduce asthma 

disparities for youth at risk for asthma disparities. However, there is limited research on 

the relation between sociodemographic factors and coping with asthma, and the 

mechanisms by which sociodemographic factors could impact coping with asthma are not 

well understood. Further, much research on sociodemographic factors lack the 

methodology to differentiate among the various factors, and may utilize incomplete 

measures of SES; this makes it difficult to draw conclusions across studies and interpret 

findings. This study focuses on expanding the knowledge of asthma health disparities by 

examining the associations among several socio-demographic factors, stress, and coping 

in youth with asthma.  
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The Current Study 

The framework for asthma disparities proposed by Canino and colleagues (2009) 

provides an essential starting point for understand asthma disparities at a systems level. 

The model depicts how the health care system and the individual/community system 

interact with one another to impact asthma outcomes. The current study will specifically 

focus on the individual/community system (see Figure 3) and further highlight how 

aspects of the social and individual context influence asthma outcomes.  

 

 

Figure 3: Focus of the current study involves the Individual/Community System (see 
red highlighted area). 

Although the model provides a framework for asthma disparities, there are 

essential variables lacking in the model. The current study proposes the addition and 

modification of factors that impact asthma outcomes (see Figure 4). For example, the 
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framework includes some aspects of SES (e.g., poverty), but does not include other 

indicators of SES such as parental education, marital status, and changes in 

socioeconomic status (e.g., job change). This study examines each of these individual 

variables, as well as an SES composite variable that fully encompasses how SES is 

conceptualized in the literature (i.e., SES index).  
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Figure 4: Red indicates variables added to the model. Green indicates variables in the 
current study that are already included in the model. 

Social/Environmental Context 
Poverty  
• SES:  

o Social Capital (marital status, 
number of children in the home) 

o Human Capital (Parent Education) 
o Financial Capital (Income) 

• SES Index 
Indoor/Outdoor Allergens 
Pollution 
Environmental Stress 
Language 
Race/Ethnicity 

 

Individual/Family Context 
Inherent factors 
Genetics and biological factors 
Race/Ethnicity  
Modifiable factors 
Beliefs 
Health Literacy 
Illness Management 
Illness Related Stress 
 
 

Differential Treatment Outcomes 
• Prevalence 
• Asthma Control 
• Quality of Life 
• # ED and Hospitalizations 
• Coping with asthma 

Individual/Community System 



 33 

Language is another individual factor lacking in the model. Research studies show 

that language factors (e.g., limited English proficiency) may contribute to disparities in 

the management of asthma among children. The diverse sample in the current study is 

representative of the pediatric asthma population and allows us to examine the role of 

language in addition to racial and ethnic disparities. Therefore it is important to include in 

the model because it builds our understanding of asthma health disparities.  

Illness related stress and coping are also proposed additions to this model of 

asthma disparities. Coping is an important outcome because it is related to asthma control 

and management behaviors (Schereier & Chen, 2008; Tiggelman et al., 2014). Research 

on pediatric asthma has not examined the relationship between sociodemographic factors 

and coping. Understanding the relationship between sociodemographic factors and 

coping can improve our understanding of asthma disparities and allow researchers and 

clinicians to develop interventions for youth with asthma. While the majority of research 

studies indicate the existence of asthma health disparities, many do not examine 

mechanisms that could explain these disparate outcomes. This limits our understanding of 

asthma health disparities and makes it difficult to identify targets for intervention. The 

current study addresses this limitation by examining whether the association between 

sociodemographic factors and coping is accounted for by stress. In this study, it is 

proposed that stress may explain the relationship between sociodemographic factors and 

coping. The specific research questions and hypotheses are described below. 

RESEARCH QUESTION 1: WHAT IS THE ASSOCIATION BETWEEN SES AND CHILD 
COPING?  

The first research question investigates the association between various aspects of 

SES and child coping. The following individual SES variables were used: parental 

education, annual family income, marital status, and change in job status. It was predicted 
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that higher annual family income and higher parental education would be positively 

associated with primary control and secondary control coping, and negatively associated 

with disengagement coping. It was predicted that youth would differ by marital status and 

that those who live with a parent who is single, divorced, separated, or widowed would 

endorse greater use of disengagement strategies and less likely to use primary and 

secondary control strategies compared to those who live with a parent who is married, 

remarried, or living with someone. It was predicted that youth would differ by their 

parent’s change in work status and that those who live with a parent reporting a recent 

negative job change (e.g., working fewer hours, had to quit job) would report greater use 

of disengagement strategies and less likely to report the use of primary and secondary 

control strategies compared to youth who live with a parent whose job status had not 

changed or were working more hours.  

To capture the multidimensional conceptualization of SES, the individual SES 

indicators were also combined to create an SES cumulative risk index. The SES index 

will include the SES variables that represent Coleman’s (1988) conceptualization of SES 

(human, financial, and social capital). These SES variables include annual household 

income, parent education, marital status, change in job status, and number of children in 

the household. Income is an aspect of financial capital, human capital is captured via 

parent education, and marital status and number of children in the home reflect social 

capital. The number of children in the home was only used in the calculation of the SES 

index and not as an independent SES predictor. The number of children in the home is 

usually combined with other SES variables and is typically not examined as an individual 

SES predictor in the pediatric asthma literature (e.g., Erickson et al., 2002; McNally et 

al., 2009); therefore, it was only used in the calculation of the SES index. Change in work 

status was also included to examine changes in SES (e.g., dramatic loss of income). 
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Because it is scored as a risk index, higher values on this index indicate lower SES (i.e., 

higher risk associated with low-SES status). It was predicted that the SES cumulative risk 

index would be significantly and negatively associated with primary and secondary 

control coping strategies, and positively associated with disengagement control coping.  

RESEARCH QUESTION 2: DO CHILD COPING STRATEGIES DIFFER BY RACE/ETHNICITY? 

The second research question examined if child coping strategies differ by child 

race/ethnicity (Black/African American compared to non-Black/African American and 

Latino/Hispanic and compared to non-Hispanic/Latino). Prior research has shown that 

racial/ethnic disparities exist in pediatric asthma. Specifically, African Americans have 

the highest prevalence rates of asthma, and among Latino subgroups, individuals of 

Puerto Rican descent have higher rates of asthma compared to White individuals. Given 

the racial/ethnic disparities cited in the literature in relation to health outcomes, racial and 

ethnic minority youth may experience a myriad of stressors that hinder the development 

of appropriate coping strategies. Because there is limited research examining the 

relationship between race/ethnicity and coping strategies, no specific predictions were 

made. The current study will begin to explore this association. 

RESEARCH QUESTION 3: WHAT IS THE ASSOCIATION BETWEEN PARENTAL ENGLISH 
PROFICIENCY AND CHILD COPING STRATEGIES? 

The third research question examines if parent’s English proficiency is associated 

with child coping strategies. Research on pediatric asthma indicates that children who 

have parents who are limited English proficient experience disparate rates of adherence to 

medication, rates of hospitalization, and are less likely to follow an asthma action plan. 

The current study will examine the association between parental English proficiency and 

child coping strategies among the subsample of Latino caregivers/parents who indicated 
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they spoke Spanish/English and completed the Language Questionnaire. It was predicted 

that better English proficiency/capability among parents would be positively associated 

with primary and secondary control coping strategies among the children with asthma.  

RESEARCH QUESTION 4: DOES ASTHMA-RELATED STRESS ACCOUNT FOR THE 
ASSOCIATION BETWEEN DEMOGRAPHIC VARIABLES AND COPING? 

The fourth research question examines if stress explains the relationship between 

demographic variables and levels of coping. It was predicted that stress would account 

for the association between the demographic variables and levels of coping (i.e., stress as 

a mediator).  

RESEARCH QUESTION 5: DOES A MODEL THAT INCLUDES ALL DEMOGRAPHIC 
VARIABLES (SES, RACE/ETHNICITY, AND PARENT ENGLISH PROFICIENCY) 
SIGNIFICANTLY PREDICT COPING, AND ARE ANY DEMOGRAPHIC FACTORS UNIQUELY 
PREDICTIVE OF COPING WITHIN THAT MODEL? 

The fifth research question examines if SES, child race/ethnicity, and parent 

English proficiency in a single model predict child coping strategies. Prior research 

highlights the need to examine models that include multiple co-occuring demographic 

variables in order to identify the unique aspects of sociodemographic risk related to 

poorer asthma outcomes. Because previous literature on this question has been limited, 

no predictions were made about which specific predictors would remain significant in a 

model with all sociodemographic factors included. 
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Methods 

PARTICIPANTS 

The current study includes a sample of 78 parents/caregivers of children with 

asthma ages 5 to 17 years old. An additional 25 families were recruited and interested in 

participating, but were unable to participate during the data collection phase of the study. 

A total of twenty-four families declined participation and expressed that lack of interest 

and lack of time were the two main reasons for declining. Therefore the total completion 

rate for all families recruited to participate was 61%; the active decline rate was 19%.  

The parents in the current study were on average 38.5 years old (SD=8.63) and 

90% were female (see Table 1 for demographic information). There were 15 parents that 

completed the questionnaire in Spanish, and 63 that completed the questionnaire in 

English, based on their preferred language. Thirty-two parents/caregivers indicated that 

they spoke Spanish. The average years of education for parents/caregivers were 12.9 

(SD=3.00) and the majority reported their annual family income as below $25,000 (59%). 

The races/ethnicities of the parents in the study were 46% Black, 37% Hispanic/Latino, 

and 20% White. For the parents who reported their ethnicity as Latino, their specific 

ethnicities were 79% Mexican, 10% Puerto Rican, and 7% Central American. The 

majority of the parents in the study reported their relationship status as single (45%) or 

married/remarried/living with someone (42%), and 12% of the parents reported being 

divorced, separated, or widowed. The mean age of the children in the study was 9.52 

years (SD= 3.29) and included 52 males and 26 females. Children in the study were 46% 

Black, 38% Latino/Hispanic, and 20% White. The ethnicities of the Latino children in the 

study were 73% Mexican American, 13% Puerto Rican, and 6% mixed Latino ethnicity 

(e.g., Central American and Mexican American).   
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Table 1: Demographic Characteristics of Participants 

Characteristic Child 
%(n); N=78 

Parent 
%(n); N=78 

Race   

Black 46% (36) 46% (36) 
White 20% (16) 20% (16) 
Asian 2% (2) 2% (2) 
Other 25% (20) 29% (23) 

Ethnicity   
Latino/Hispanic 38% (30) 37% (29) 
Not Hispanic/Latino 59% (46) 61% (48) 

Latino Ethnicity Subgroup   
Mexican (23) (22) 
Puerto Rican (3) (4) 
Central American  (2) (0) 
More than one Latino 
Ethnicity 

(0) (2) 

Age M=9.52 years 
SD=3.29 

M=38.50 years SD=8.63 

Gender   
Female 33% (26) 90% (70) 
Male 67% (52) 9% (7) 

Language of Parent 
questionnaire 

  

Spanish  19% (15) 
English  81% (63) 

Parent Speaks Spanish   
Yes  41% (32) 
No  59% (46) 

PROCEDURE 

Parents of children with asthma were recruited from a university hospital 

outpatient clinic in a large city in the Midwestern United States. Children are typically 

referred to this outpatient clinic by their primary care provider if they have uncontrolled 

asthma. This study was reviewed and approved by the university’s Institutional Review 

Board. Participants were eligible to participate if their child was between 5-17 years of 
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age, and if the parent/caregiver was 18 years or older. In addition, eligibility criteria 

required that the child have an asthma diagnosis (obtained through medical records and 

confirmed with parents), the child was currently receiving treatment at the specialty 

clinic, and that the parent had the ability to speak English and/or Spanish. Informed 

consent was obtained from the parent/caregiver, and they were provided with 

compensation for their participation.  

Parents reported demographic information and their child’s stress and coping with 

asthma. The study was completed while parents waited for or after their child’s 

appointment at the outpatient clinic. Parents were provided the option of completing the 

study as a written questionnaire or orally as an interview with a research assistant; 24% 

of the parents completed the study in an interview format.  

MEASURES 

Demographic Questionnaire 

Parents reported information on their child’s age, gender, race, and ethnicity. 

Parents also provided self-report information on their age, gender, race, ethnicity, family 

income, occupation and work status, marital status, education, and number of children in 

the household.  

Language Questionnaire 

Parents who indicated they spoke Spanish reported information on language 

proficiency when talking to their child about asthma (the question stated, “when talking 

about asthma, how proficient or capable are you to talk to your child in English?”). 

Parents responded on a rating scale from 1 “not at all” to 5 “completely”. 
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Child Coping 

Primary control strategies (e.g., problem solving, emotional modulation, and 

emotional expression), secondary control strategies (e.g., positive thinking, distraction, 

cognitive restructuring and acceptance), and disengagement coping strategies (e.g., 

denial, avoidance, and wishful thinking) were assessed with the parent-report version of 

the Response to Stress Questionnaire-Pediatric Asthma version (RSQ; Connor-Smith et 

al., 2000). The RSQ includes 57 items on which parents indicate how much their child 

used various coping strategies on a scale from 0-4, with 0 indicating “not at all” and 4 

indicating “a lot” (Compas et al., 2010; Connor-Smith et al., 2000). The RSQ-Pediatric 

Asthma version is designed to assess children’s coping in response to asthma-related 

stressors.  

Prior research on factor analysis of the RSQ has identified five factors (Connor-

Smith et al., 2000). The current study used primary control engagement coping, 

secondary control engagement coping, and disengagement coping. In this study, the 

internal consistency for this measure was good and ranged from α = .82 to α = .89 in this 

sample. The Spanish version of the RSQ was translated and backtranslated using the 

process described by Brislin (1970), and was then reviewed and finalized using input 

from bilingual research staff. Other versions of the RSQ have been translated (e.g., 

Chinese and Castilian Spanish) and authors have examined reliability and validity in a 

sample of ethnic and racially diverse children and adolescents (Benson et al., 2011; 

Connor-Smith & Calvete, 2004; Wadsworth et al., 2004; Xiao et al., 2010; Yao et al., 

2010). Research showed moderate internal consistency (α = .87) and moderate test-retest 

reliability (0.82 over 1 month interval), and confirmatory factor analysis indicated a good 

fit with the three-factor (primary, secondary, & disengagement) model of coping in a 

sample of Chinese students (Xiao et al., 2009; Yao et al., 2010). The Castilian Spanish 
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sample also showed adequate to good internal consistency (α = .65 – .87) for the three 

factors (Connor-Smith & Calvete, 2004). The five-factor model was also confirmed 

among a sample of Navajo adolescents (Wasworth et al., 2004) with internal consistency 

ranging from .79 to .88. Overall, this suggests that the structure of responses to stress is 

consistent across cultures and the RSQ can be utilized to measure coping among a 

culturally and linguistically diverse array of children and adolescents.  

Coping proportion scores were used for all analyses. Proportion scores were 

derived by dividing the total score for each factor (primary, secondary, and 

disengagement) by the total number of responses endorsed on the RSQ. Proportion scores 

characterize the degree to which each response category is used (i.e., primary, secondary, 

disengagement control coping) and were used to control for the varying pattern of 

responses reflected in the total items endorsed.  

Child Asthma-Related Stress 

Asthma-related stress was assessed using the stressor items on the parent report of 

the Response to Stress Questionnaire-Pediatric Asthma version. The RSQ includes a list 

of 10 asthma-related stressors. Parents report how stressful each item has been for their 

child on a 4-point scale, with higher scores indicating higher levels of asthma related 

stress. The items include stressors such as, “not being able to do things because of his/her 

asthma;” “having to go to the hospital, clinic, or doctor’s office so often;” and “concerns 

about having to take medicine everyday.” In the current sample, the internal consistency 

for this measure was good (α = .90).  
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STATISTICAL POWER 

Power analyses were conducted using G*Power. Power to detect statistical 

significance for correlations of .3 or greater with alpha .05 was .77, and for correlations 

of .4 or greater at alpha .05 power was .96. Power to detect statistical significance for t-

tests ranged between .25 and .57 at alpha .05; because power was lower than desirable, t-

test results were interpreted with caution. Power was .86 to detect statistical significance 

for a linear multiple regression with 2 predictors at alpha .05 and an effect size of .15, 

while power was .68 to detect statistical significance for a linear multiple regression with 

6 predictors at alpha .05 and an effect size of .15.  

DATA ANALYSIS 

Analyses were conducted using SPSS version 23. Descriptive analyses were 

conducted first to examine the mean levels and standard deviations of sociodemographic 

variables, child coping (i.e., primary, secondary, and disengagement), and asthma-related 

stressors.  

Research Question 1 

To test the first hypothesis that SES has a positive association with secondary and 

primary coping strategies and a negative association with disengagement coping 

strategies, bivariate analyses were conducted for the following SES variables: family 

income, parent education, and cumulative SES index (see Table 2 for descriptive 

information on SES variables). Pearson and Spearman rank order correlations were used 

for this analysis. In addition, a composite SES cumulative risk index score was derived 

for each participant by calculating a cumulative risk variable for SES. All of the 

individual SES variables were dichotomized so that participants received a score of 0 or 1 

on each variable, with 0 indicating lower risk, and 1 indicating higher risks. The number 
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of children in the home was included in the SES index to capture social capital (Coleman, 

1988, Entwisle & Astone, 1994) but was not used as an individual SES predictor. 

Participants with a family income <25,000 received a score of 1, and those with a family 

income >25,000 received a score of 0. Parents who did not complete high school received 

a score of 1, and parents who competed high school received a score of 0. Households 

with 4 children or more living in the home received a score of 1, and those with 3 or 

fewer received a score of 0. Parents who were married, remarried, or living with someone 

received a score of 0, and those who were single, divorced, separated or widowed 

received a score of 1. Parents who had a recent negative job change (i.e., were working 

fewer hours or quit their job) received a score of 1, and parents whose job status had not 

changed or who were working more hours received a score of 0. The cut-off scores for 

income, parent years of education, and number of children in the household, were chosen 

based on the distributions in the current sample. The SES cumulative index score had a 

value between 0-5.  
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Table 2: Variables of Socioeconomic Status 

Socioeconomic Status  Variables %(n); N=78 
Parent Highest grade/level of education 
completed 

 

High School or lower 34% (26) 
Post high school (technical or trade 
school) 

63% (49) 

College 2.6% (2) 
Family Income  

<$25,000 59% (46) 
$25,001-$50,000 29% (23) 
>$50,000  5.2% (4) 

Marital Status  
Married/Remarried/Living with 
someone 

42% (33) 

Single/divorced/widowed 56% (44) 
Change in work status  

No change in work status/Working more 
hours 

82% (64) 

Working fewer hours/Had to quit 
previous job 

14% (11) 

Cumulative SES Index M=1.67 SD=1.11 
Number of children living in home M=2.34 SD=1.37 

 

T-tests were also used to compare youth living with parents who were single, 

divorced, separated or widowed and youth living with parents who were married, 

remarried, or living with someone. In addition, t-tests were used to compare youth living 

with parents who had a recent negative job change and youth living with parents whose 

job status had not changed. The groups for comparison were separated based on the 

criteria used for the SES index (i.e., low/high risk). For marital status, children in one 

group were characterized as low risk (parents married, remarried, or living with someone) 

and children in the second group were characterized high risk (parents single, divorced, 

separated, or widowed). Similarly, for the change in work status variable, children in one 

group were characterized low risk (parents job status did not change) and children in the 
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second group were characterized high risk (parents who had a recent negative job 

change).   

Research Question 2 

To test the second hypotheses that child coping strategies would differ by 

race/ethnicity, t-tests were used to compare Latino and non-Latino children, and to 

compare Black and non-Black children. For this study, individuals were collapsed into 

two separate variables. One variable characterized individuals as Black or Not 

Black/Other, and the second variable characterized individuals as Latino or Not 

Latino/Other. This analysis was chosen given the small number of individuals in the other 

race categories and is a method used in prior studies (Beck et al., 2014).  

Research Question 3 

Pearson correlations were used to test the third hypotheses that parent’s 

proficiency/capability to speak in English was associated with child coping strategies. 

Parents reported on their proficiency to speak in English about asthma. A subsample of 

the participants in this study was used to examine this research question because only 

parents who indicated they spoke Spanish completed the language questionnaire (n=32). 

Power was .39 to detect statistical significance for correlations of .3 or greater with alpha 

.05. 

Research Question 4 

The fourth hypothesis states that stress would account for the association between 

demographic variables and levels of coping. To test this hypothesis, preliminary analyses 

were conducted to examine the associations between the demographic variables and the 

stress and coping variables. A regression model was then used to examine the indirect 

effects of sociodemographic variables on coping through stress.  
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The analyses were based on theoretical meditational analyses (Hayes, 2009, 2013) 

indicating that it is important to test for indirect effects regardless of whether there is a 

significant correlation between the independent and dependent variable. Because the data 

in this study is cross-sectional, and tests of mediation require multi-wave data (Hayes, 

2013), results are not discussed in terms of mediation. However, stress will be interpreted 

as a potential mechanism (i.e., stress explains the association between demographic 

variables and coping). A hierarchical regression analysis was used and associations were 

tested using the SPSS macro PROCESS (Hayes, 2013). PROCESS uses a bias corrected 

bootstrapping procedure that involves random sampling and makes no assumptions about 

the shape of the distribution (i.e., nonparametric approach). PROCESS provides a 

bootstrapped estimate of the indirect effect via bias corrected 95% confidence intervals; 

confidence intervals that do not cross zero are considered significant at the alpha .05 

level. For all models, the variable entered at Step 1 was the demographic variable (i.e., 

SES, race/ethnicity, language) and the variable entered at Step 2 was child stress. The 

parent’s language proficiency variable was not used in regression analyses because only a 

small subsample completed the language questionnaire. Instead, the language that the 

parent chose to complete the study questionnaires was used as a measure of parent 

language. The dependent variables were primary control coping, secondary control 

coping, and disengagement coping. 

Research Question 5 

The fifth hypothesis states that SES, race/ethnicity, and parent language would 

together predict coping. This research question also examined whether any 

sociodemographic factor would remain significant in the regression model, when all 

sociodemographic factors were included. A hierarchical regression analyses was used for 
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this analysis. All SES variables (income, parent education, marital status, change in job 

status) were entered at step 1, child race or child ethnicity was entered in step 2, and 

parent language was entered in step 3. Similar to the regression analyses conducted for 

research question 4, the parent’s language proficiency variable was not used because only 

a small subsample completed the language questionnaire. Instead, the language that the 

parent chose to complete the study questionnaires was used as a measure of parent 

language. The dependent variables for these analyses were primary control coping, 

secondary control coping, and disengagement control coping. 

Correction for multiple comparisons 

Because analyses involve multiple comparisons, a Bonferroni correction 

procedure was used to adjust for significance. The Bonferroni correction is a conservative 

procedure that can result in decreased power (Shaffer, 1995); therefore, results are also 

reported based on the unadjusted alpha value (i.e., p  < .05). 
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Results 

DESCRIPTIVE ANALYSES 

Descriptive analyses (Table 3) show the mean and standard deviation of the 

continuous variables in the study. Parent years of education range from 1 to 20. Parents 

were asked to provide the number of children currently residing in their household; in this 

sample parents reported between 1 and 7 children and on average there were 2 children 

living in the household (M = 2.34, SD = 1.37). Parents who indicated they speak Spanish 

completed the language questionnaire. Parents were asked to rate how proficient or 

capable they are talking to their child about asthma in English from 1 (not at all) to 5 

(completely). The average proficiency/capability value was a 3.5 (SD=1.41) when talking 

to their child about asthma in English. 

Table 3: Mean and standard deviation of continuous variables  

Variable M (SD) 

Parent years of education  12.95 (3.00) 

Number of children living in the home 2.34 (1.37) 

Asthma – Parent’s Capability in English 3.56 (1.41) 

Parent report of child perceived stress 19.29 (7.60) 

Primary Control Coping .19 (.04) 

Secondary Control Coping .25 (.05) 

Disengagement Coping .15 (.03) 

 

Parents reported their child’s perceived stress was on average 19.29 (SD=7.60). 

Proportion scores were calculated to attain values for primary control coping, secondary 

control coping, and disengagement; the average proportion score for secondary control 
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coping was M=.25, (SD=.05) for primary control coping was M=.19 (SD=.04) and for 

disengagement coping was M=.15 (SD=.03).  

CORRELATIONAL ANALYSES 

Socioeconomic Status, Coping, and Stress (Research Question 1)  

To test hypothesis 1, that SES would be positively associated with primary and 

secondary coping strategies and negatively associated with disengagement coping 

strategies, correlations were conducted between SES variables (income and parent 

education) and child coping strategies (primary, secondary, and disengagement). Parent 

years of education were significantly and positively correlated with parent report of 

child’s primary control coping strategies (r = .31, p < .01). Family income and the SES 

index were not significantly related to child coping (see correlations in Table 4).  

Correlations were also conducted between SES variables and child stress (Table 

4). Annual family income was significantly and negatively correlated with child stress, r 

= -.26, p < .05. Parent years of education and the SES index were not significantly related 

to child stress.  

Correlations were conducted between child stress and coping strategies (see Table 

4). There was a significant negative correlation between child stress and primary control 

coping (r = -.246, p < .05) and between child stress and secondary control coping (r = -

.25, p < .05). Child stress had a significant positive correlation with disengagement 

coping (r = .23, p < .05). 
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Table 4: Correlations among socioeconomic variables, language variable, primary 
coping, secondary coping, disengagement coping, and parent report of child 
perceived stress 

 
 
 
 

Income Parent 
years of 

Education 

SES Index Asthma 
Parent 

Capable 
English 

Parent Report of 
Child Perceived 

Stress 

PCC -.03 .31** -.12 -.01 -.26* 

SCC .10 .10 -.05 .13 -.25* 
DCC -.18 -.21 .13 -.13 .23* 
Parent Report 
of Child 
Perceived 
Stress 

-.26* -.123 .13 -.12 -- 

Note. PCC = primary control coping, SCC = secondary control coping, DCC = 
disengagement control coping; *p < .05; **p < .01 

Language and Coping (Research Question 3) 

To test hypotheses 3, that parents’ proficiency in English would be positively 

related to primary and secondary coping strategies, Pearson correlations were conducted. 

The correlations were not statistically significant (see Table 4) and Pearson r values 

ranged between -.01 and .13.  

INDEPENDENT SAMPLES T-TESTS 

Socioeconomic Status and Coping (Research Question 1) 

Independent samples t-tests were conducted to test hypothesis 1 indicating that 

coping strategies would differ by marital status and change in work status. For marital 

status, youth in the low risk group lived with parents who were married, remarried, or 

living with someone, and youth in the high risk group lived with parents who were single, 

divorced, separated or widowed. Coping strategies (primary, secondary, and 
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disengagement) did not differ between the high and low risk groups for marital status 

(See Table 5).  

Table 5: Independent samples t-test results showing parent report of child coping 
strategies for marital status 

 Low Risk  High Risk   

Coping M SD  M SD t p 

Primary Control Coping .19 .03  .20 .04 -.73 .47 

Secondary Control Coping .26 .06  .24 .05 1.15 .25 

Disengagement Coping .15 .03  .15 .03 .41 .68 

Note. Low Risk = married, remarried, living with someone (n = 33); High Risk = single, 

divorced, separated, widowed (n = 44). 

For change in work status, youth in the low risk group lived with a parent whose 

job status had not changed or who were working more hours, and youth in the high risk 

group lived with a parent who had a recent negative job change (i.e., were working fewer 

hours or quit their job). Coping strategies did not differ between the high and low risk 

groups (See Table 6). It is important to note that power was low to detect group 

differences. 
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Table 6: Independent samples t-test results showing parent report of child coping 
strategies for change in work status groups 

 Low Risk  High Risk   

Coping M SD  M SD t p 

Primary Control Coping .19 .04  .18 .02 1.23 .23 

Secondary Control Coping .25 .05  .26 .05 -1.03 .31 

Disengagement Coping .15 .03  .15 .02 -.54 .59 

Note. Low Risk = no change in work status, working more hours (n = 64); High Risk = 

working fewer hours, had to quit previous job (n = 11). 

Race/Ethnicity and Coping (Research Question 2) 

To test hypothesis 2 indicating that child coping strategies would differ by race 

and ethnicity, an independent samples t-test was conducted. Coping strategies (primary, 

secondary, and disengagement) did not differ between the Latino/Hispanic and non-

Latino/Hispanic groups (See Table 7). Similarly, coping strategies did not differ between 

the Black and non-Black racial groups (see Table 7); however; it should be noted that 

power was low to detect group differences.  
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Table 7: Independent samples t-test results showing parent report of child coping 
strategies for ethnic and racial groups 

Ethnicity      

 Latino/Hispanic  Non-

Latino/Hispanic 

  

Coping M SD  M SD t p 

Primary Control Coping .19 .03  .19 .04 .66 .51 

Secondary Control Coping .26 .06  .24 .05 -1.55 .13 

Disengagement Coping .15 .03  .15 .03 -.77 .45 

Race        

 Black  Not Black   

Coping M SD  M SD t p 

Primary Control Coping .20 .04  .19 .03 -1.52 .13 

Secondary Control Coping .25 .05  .25 .06 .07 .95 

Disengagement Coping .15 .03  .15 .03 .57 .57 

Note. Latino/Hispanic group: n = 30; Non Latino/Hispanic group: n = 46; Black group: n 

= 36; Not Black group: n = 39. 

REGRESSION ANALYSES 

Demographic Variables, Coping, and Stress (Research Question 4) 

To test hypothesis 4, hierarchical regression analyses were conducted to examine 

the significance of the direct and indirect effects of sociodemographic variables on 

coping, and whether stress accounted for associations between sociodemographic 

variables and coping. The dependent variable for all analyses was child coping (primary 

control coping, secondary control coping, or disengagement coping). Results are 

described below for SES variables, race/ethnicity, and language variables.  
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Income 

Three separate models were examined for each SES variable. The dependent 

variable for model 1 was primary control coping (see Table 8). In the first model, income 

was included in Step 1 and child stress was included in Step 2. The final model was not 

significant, F(2, 70) = 3.05, p=.054, R2 = .08. At Step 2, the indirect association between 

income and primary control coping via stress was significant (b= .0028, SE= .0018; CI 

[.0002-.0080]).  

Table 8: Linear multiple regressions predicting parent report of child primary control 
coping from annual family income and parent report of child perceived 
stress 

 B SE β t 95% 

Confidence 

interval for 

indirect effects 

 R2 Δ in 

R2 

Step 1: 

Family 

Income 

.01 .01 .11 .95  F(1,71)=.90 .01 .01 

Step 2: 

Family 

Income 

 

.00 .01 .05 .41     

Parent report 

of Child 

Stress 

-.01 .01 -.27 -2.27*  F(2,70)=3.05 .08 .07* 

Indirect 

Effect 

.00 .00   [.0002-.0080*]    

Note. *p < .05 
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The second model included the same predictors (income and child stress) and 

secondary control coping as the outcome (see Table 9). The final model was not 

significant, F(2, 70) = 2.50, p=.09, R2 = .07. At Step 2, the indirect association between 

annual family income and secondary control coping via stress was significant (b= -.02, 

SE= .0026; CI [.0002-.0106]).  

Table 9: Linear multiple regressions predicting parent report of child secondary 
control coping from annual family income and parent report of child 
perceived stress 

 B SE β t 95% 
Confidence 
interval for 
indirect effects 

 R2 Δ in 
R2 

Step 1: 
Family 
Income 

.01 .01 .13 1.06  F(1,71)= 1.13 .02 .02 

Step 2: 
Family 
Income 
 

.00 .01 .07 .59     

Parent report 
of Child 
Stress 

-.02 .01 -.23 -1.96*  F(2,70)= 2.50 .07 .05 

Indirect 
Effect 

.00 .00   [.0002-.0106*]    

Note. *p < .05 

The third model included income and child stress as the two predictors and 

disengagement coping as the outcome. This overall model was significant, F(2, 70) = 

5.37, p < .05, R2 = .10. The indirect association of income and disengagement control 

coping via parent report of child stress was not significant (b= -.00, SE = .00; CI [-.0045 - 
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.000]). There was a direct effect of income; income remained a significant predictor of 

disengagement control coping in the final model (see Table 10).  

Table 10: Linear multiple regressions predicting parent report of child disengagement 
control coping from annual family income and parent report of child 
perceived stress 

 B SE β t 95% 
Confidence 
interval for 
indirect 
effects 

 R2 Δ in 
R2 

Step 1: 
Family 
Income 

-.01 .00 -.32 -2.83*  F(1,71)=8.05 .10 .10 

Step 2: 
Family 
Income 

-.10 .00 -.28 -2.41*     

Parent report 
of Child 
Stress 

.01 .00 .18 1.59  F(2,70)=5.37* .13 .03 

Indirect 
Effect 

-.00 .00   [-.0045-.0000]    

Note. *p < .05 

Parent Years of Education 

Three models were examined for the SES variable parent years of education. In 

the first model, primary control coping was the outcome. Parent education was included 

in the first step, and child stress was included in the second step. The final model was 

significant F(2, 74) = 5.99, p < .01, R2 = .14 (see Table 11). At step 2, the indirect 

association between parent years of education and primary control coping via stress was 

not significant (b= -.00, SE = .00; CI [-.0001 - .0018]. Parent years of education remained 

a significant direct predictor in the final model (b= .0034, SE = .0013; p < .01).  
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Table 11: Linear multiple regressions predicting parent report of child primary control 
coping from parent years of education and parent report of child perceived 
stress 

 B SE β t 95% 
Confidence 
interval for 
indirect 
effects 

 R2 Δ in 
R2 

Step 1: 
Parent Years 
of Education 

.00 .00 .31 2.86*  F(1,76)=8.19 .10 .10 

Step 2: 
Parent Years 
of Education 

.00 .00 .29 2.66*     

Parent report 
of Child 
Stress 

-.01 .01 -.20 -1.88  F(2,76)=5.99* .14 .04 

Indirect 
Effect 

-.00 .00   [-.0045-.0000]    

Note. *p < .05 

In model 2, the predictors were the same as model 1, and the outcome was 

secondary control coping. The final model was not significant (F(2, 76) = 2.44, p = .09, 

R2= .06) and the indirect association of child stress was not significant (b= -.00, SE = .00; 

CI [-.0002 - .0025]). In the final model, stress remained a significant predictor of 

secondary control coping (b= -.02, SE = .01, p< .05). In model 3, the outcome was 

disengagement control coping (see Table 12). The predictors in Step 1 (parent years of 

education) and step 2 (parent report of child perceived stress) were the same as the above 

two models. The final model was significant (F(2,76)=3.44, p < .05, R2 = .09), but the 

indirect association via stress was not significant (b= -.00, SE = .00; CI [-.0011 - .0001]). 

The direct effect of parent years of education was not significant in the final model.  
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Table 12: Linear multiple regressions predicting parent report of child disengagement 
control coping from parent years of education and parent report of child 
perceived stress 

 B SE β t 95% 
Confidence 
interval for 
indirect effects 

 R2 Δ in 
R2 

Step 1: 
Parent Years 
of Education 

-.00 .00 -.21 -1.85  F(1,76)=3.439 .04 .04 

Step 2: 
Parent Years 
of Education 

-.00 .00 -.18 -1.64     

Parent report 
of Child 
Stress 

.01 .00 .2 1.83  F(2,76)=3.442* .09 .04 

Indirect 
Effect 

-.00 .00   [-.0011-.0001]    

Note. *p < .05 

Marital Status 

Three models were examined with marital status as the IV. For all three models, 

marital status was entered at Step 1, and child stress was entered at Step 2. In model 1 

predicting primary control coping, the final model was not significant (F(2,76)=2.62, p = 

.08, R2 = .07) and the indirect effects were not significant (b= -.00, SE = .00; CI [-.0072 - 

.0032]). In model 2 predicting secondary control coping, the final model (F(2,76)=2.85, p 

= .06, R2 = .07) and indirect effects were not significant (b= -.00, SE = .00; CI [-.0088 - 

.0044]). Similarly, the final model (F(2,76)=2.15, p = .12, R2 = .23) and indirect effects 

were not significant for model 3 predicting disengagement coping (b= .00, SE = .00; CI [-

.0024 - .0048]). However, stress was a significant predictor of primary control coping in 
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model 1 (b= -.01, SE = .01, p< .05), a significant predictor of secondary control coping in 

model 2 (b= -.02, SE = .01, p< .05), and a significant predictor of disengagement control 

coping in model 3 (b= .01, SE = .00, p< .05).  

Change in Work Status 

Three models were examined for the change in work status variable. In model 1, 

change in work status was included in step 1, and child stress was included in Step 2. The 

outcome in model 1 was primary control coping; no significance was found for the final 

model (F(2,74)=2.37, p = .10, R2 = .06) and the indirect effects (b= .00, SE = .00; CI [-

.0006 - .0112]). Model 2 examined secondary control coping as the outcome (see Table 

13). The variables in step 1 and step 2 were the same as model 1. The final model was 

significant (F(2,74)=3.22, p < .05, R2 = .08) and stress was a significant predictor of 

secondary control coping in the final model (b= -.02, SE = .01, p< .05). The indirect 

effect was not significant (b= .00, SE = .00; CI [-.0013 - .0165]). In model 3, the outcome 

was disengagement coping. There were no significant results in the final model 

(F(2,74)=2.87, p = .06, R2= .07) nor for indirect effects (b= -.00, SE = .00; CI [-.0079 - 

.0007]).  
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Table 13: Linear multiple regressions predicting parent report of child secondary 
control coping from change in work status and parent report of child 
perceived stress 

 B SE β t 95% 
Confidence 
interval for 
indirect 
effects 

 R2 Δ in R2 

Step 1: 
Change in 
work status 

.02 .02 .12 1.03  F(1,74)=1.07 .01 .01 

Step 2: 
Change in 
work status 

.01 .02 .09 .79     

Parent report 
of Child 
Stress 

-.02 .01 -.26 -2.31*  F(2,74)=3.22* .08 .07* 

Indirect 
Effect 

-.00 .00   [-.0013-.0165]    

Note. *p < .05 

SES Cumulative Risk Index 

Three models were examined for the SES index variable. The first model 

examined primary control coping as the outcome, the second model examined secondary 

control coping, and the third model examined disengagement coping. The SES index was 

included in step1, and child stress was included in step 2. There were no significant 

findings for model 1 (F(2,66)=1.90, p = .16, R2 = .06). The indirect effect for model 1 

was also not significant (b= -.00, SE = .00; CI [-.0041 - .0002]). In model 2, the final 

model was not significant (F(2,66)=2.44, p = .10, R2 = .07). The indirect effect was also 

not significant (b= -.00, SE = .00; CI [-.0069 - .0006]), but stress was a significant 

predictor of secondary control coping in the final model (b= -.02, SE = .01, p< .05). In 
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model 3, the final model (F(2,66)=2.95, p = .06, R2 = .08) and the indirect effect (b= .00, 

SE = .00; CI [-.0001 - .0035]) were not significant. Stress was a significant predictor of 

disengagement control coping in the final model (b= .01, SE = .01, p< .05).   

Race/Ethnicity, Stress, and Coping 

To test the hypothesis of the indirect association between race/ethnicity and 

coping via stress, 6 models were examined. Two race/ethnicity variables were utilized for 

this analysis. The first variable is the child race variable and groups participants into two 

groups, Black and non-Black. The second variable is the child ethnicity variable and 

categorizes participants as Hispanic and Not Hispanic or Latino. For models 1, 2, and 3, 

child race was included in step 1, and parent report of child stress was included in step 2. 

The outcomes in models 1, 2, and 3 were primary control coping, secondary control 

coping, and disengagement control coping respectively. For model 1 (see Table 14), the 

final model was significant (F(2,74)=3.86, p < .05, R2 = .10). The indirect association 

between child race and coping via stress was not significant (b= .00, SE = .00; CI [-

.0029-.0063]). In the final model, stress was a predictor of primary control coping (b= -

.01, SE = .00, p< .05). There were no significant findings for model 2 (F(2,74)=1.63, p < 

.05, R2= .04). The indirect association between child race and coping via stress was not 

significant in model 2 (b= .00, SE = .00; CI [-.0033-.0093]). In model 3, the final model 

was not significant (F(2,74)=2.18, p = .12, R2 = .06) and the indirect association was not 

significant (b= -.00, SE = .00; CI [-.0049-.0019]). In the final model, stress was a 

significant predictor of disengagement control coping (b= .01, SE = .00, p< .05).  
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Table 14: Linear multiple regressions predicting parent report of child primary control 
coping from child race and parent report of child perceived stress 

 B SE β t 95% 
Confidence 
interval for 
indirect 
effects 

 R2 Δ in 
R2 

Step 1: Child 
race 

.01 .00 .18 1.52  F(1,74)=2.30 .03 .03 

Step 2: Child 
race 

.01 .01 .16 1.46     

Parent report 
of Child 
Stress 

-.01 .00 -.26 -2.30*  F(2,74)=3.86* .10 .07* 

Indirect 
Effect 

.00 .00   [-.0029-.0063]    

Note. *p < .05 

For models 4, 5, and 6, child ethnicity was included in Step 1 and child stress was 

included in step 2. The outcomes in models 4, 5, and 6 were primary control coping, 

secondary control coping, and disengagement control coping. In model 4 predicting 

primary control coping, the final model was significant, F(2,75)= 3.59, p < .05, R2 = .09 

(see Table 15). In the final model, stress was a significant predictor of primary control 

coping (b= -.01, SE = .01, p< .05). The indirect association of child ethnicity and primary 

control coping via stress was not significant (b= -.00, SE = .00; CI [-.0121-.0012]).  
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Table 15: Linear multiple regressions predicting parent report of child primary control 
coping from child ethnicity and parent report of child perceived stress 

 B SE β t 95% 
Confidence 
interval for 
indirect 
effects 

 R2 Δ in 
R2 

Step 1: Child 
ethnicity 

-.01 .01 -.08 -.66  F(1,75)=.43 .01 .01 

Step 2: Child 
ethnicity 

-.00 .01 -.03 -.30     

Parent report 
of Child 
Stress 

-.01 .01 -.29 -2.59*  F(2,75)=3.59* .09 .08* 

Indirect 
Effect 

-.00 .00   [-.0121-.0012]    

Note. *p < .05 

In model 5 predicting secondary control coping, the final model was significant, 

F(2,75)= 4.68, p < .05, R2 = .03  (see Table 16). In the final model, stress (b= .02, SE = 

.01, p< .05) and child non-Latino ethnicity (b= -.02, SE = .01, p< .05) were significant 

predictors of secondary control coping. The indirect association via stress was not 

significant (b= -.00, SE = .00; CI -.0166-.0021]). For model 6 predicting disengagement 

coping, the final model (F(2,75)= 2.54, p = .09, R2 = .26) and the indirect association via 

stress were not significant (b= .00, SE = .00; CI -.0008-.0070]).  In the final model, stress 

was a significant predictor of disengagement coping (b= .01, SE = .00, p< .05).  
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Table 16: Linear multiple regressions predicting parent report of child secondary 
control coping from child ethnicity and parent report of child perceived 
stress 

 B SE β t 95% 
Confidence 
interval for 
indirect 
effects 

 R2 Δ in 
R2 

Step 1: Child 
ethnicity 

.02 .01 .18 1.61  F(1,75)= 2.58 .03 .03 

Step 2: Child 
ethnicity 

.02 .01 .23 2.02*     

Parent report 
of Child 
Stress 

-.02 .01 -.29 -2.57*  F(2,75)=4.68* .11 .08* 

Indirect 
Effect 

-.00 .00   [-.0166-.0021]    

Note. *p < .05 

Language, Stress, and Coping 

There were a total of three models that examined parent language. The parent 

language variable was included in Step 1 for models 1, 2, and 3. In step 2, child stress 

was included. The outcome in model 1 was primary control coping, and the outcome in 

model 2 was secondary control coping. The indirect effect of stress was not significant 

for model 1 and model 2 (Model 1: b= .00, SE = .00; CI [-.0006 -.0141]; Model 2: b= .01, 

SE = .00; CI [-.0005 -.0197]). The final model was not significant in in model 1 and 

model 2 (Model 1: F(2,75)=2.94, p = .06, R2 = .07; Model 2: F(2,75)=2.59, p = .08, R2 = 

.07). Stress remained a significant predictor in model 1 and model 2 (Model 1: b= -.01, 

SE = .01, p< .05; Model 2: b= -.02, SE = .01, p< .05). In model 3, the dependent variable 

was disengagement coping. There were no significant findings for model 3 
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(F(2,75)=3.09, p = .05, R2 = .08). The indirect association between parent language and 

coping via stress was not significant in model 3 (b= -.00, SE = .00; CI [-.0094-.0003]). 

Socioeconomic Status, Race/Ethnicity, and Parent Language (Research Question 5) 

To test hypothesis 5, regression analyses were conducted to examine the 

significance of models at each step. The dependent variable for all analyses was child 

coping (primary, secondary, or disengagement coping). The variables that were entered at 

step 1 included income, parent education, marital status, and change in job status. In step 

2, the variables entered were child race or child ethnicity. In step 3, the parent language 

variable was included. A total of six models were examined.  

In model one, the dependent variable was primary control coping. Income, parent 

education, marital status, and change in work status were included in step 1, child 

ethnicity (Hispanic/Not Hispanic) was added in step 2, and parent language was added in 

step 3. Parent education was a significant predictor of child primary control coping at all 

steps of the linear regression (b= .00, SE = .00, p< .05). The models at step 1 and step 2 

were not significant, and the final model was not significant (F(6,64)=1.62, p = .16, R2 = 

.13).  

In the second model, the same variables were added in step 1 (income, parent 

education, marital status, change in work status), step 2 (child ethnicity), and step 3 

(parent language). The dependent variable in model 2 was secondary control coping. No 

demographic variables emerged as significant predictors in the linear regression. The 

final model was not significant (F(6,64)=1.25, p = .29, R2 = .11). 

In model 3, the dependent variable was disengagement coping (See Table 17). 

The variables added in each step were the same described for models 1 and 2. The model 

at step 1 was significant (F(4,66)=2.59, p < .05, R2 = .14). The model at step 2 and step 3 
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were not significant (Step 3: F(6,64)=1.78, p = .12, R2 = .14). Income remained a 

significant predictor in the final model (b= -.01, SE = .01, p< .05). 
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Table 17: Linear multiple regressions predicting parent report of child disengagement control coping from income, parent 
education, marital status, change in work status, child race, and language of parent questionnaire 

 B SE β t F R2 Δ in R2 

Step 1: Income 
 

-.01 
 

.01 
 

-.34 -2.54* F(4,66)=2.59* .14 .14 

Parent Education 
 

-.00 .00 -.07 -.58    

Marital Status 
 

-.01 .01 -.17 -1.35    

Change in Work Status .01 .01 .08 .64    
Step 2: Income -.01 .01 -.34 -2.52* F(5,65)=2.04 .14 .00 

Parent Education -.00 .00 -.08 -.56    

Marital Status -.01 .01 -.17 -1.23    

Change in Work Status .01 .01 .08 .64    

Child ethnicity .00 .01 -.01 -.05    

Step 3: Income  
 

-.01 .01 -.34 -2.51* F(6,64)=1.78 . 14 .00 

Parent Education 
 

.00 .00 -.01 -.09    

Marital Status 
 

-.01 .01 -.16 -1.16    

Change in Work Status 
 

.01 .01 .09 .75    

Child ethnicity 
 

-.00 .01 -.05 -.36    

Language of Parent Questionnaire -.01 .01 -.13 -.76    

Note. *p < .05 
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The dependent variable in model 4 was primary control coping. The variables 

entered at step 1 included income, parent education, marital status, and change in work 

status. The variable entered at step 2 was child race (Black/Not Black), and the variable 

entered at step 3 was parent language. The models at step 1, step 2, and step 3 were not 

significant (Step 3: F(6,64)=1.83, p = .11, R2 = .15). Parent education remained a 

significant predictor of child primary control coping in the final model (b= .00, SE = .00, 

p< .05). 

In model 5, the variables entered at step 1 included income, parent education, 

marital status, and change in work status, child race was entered in step 2, and parent 

language was entered in step 3. The dependent variable in model 5 was secondary control 

coping. No demographic variables emerged as significant predictors in the linear 

regression. The final model was not significant (F(6,64)=.65, p = .69, R2 = .06). 

In model 6, the dependent variable was disengagement control coping (See Table 

18). The variables entered at step 1 (income, parent education, marital status, change in 

work status), step 2 (child race), and step 3 (parent language) were the same as those for 

models 4 and 5. The model at step 1 was significant (F(4,66)=2.59, p < .05, R2 = .14). 

The models at step 2 and step 3 were not significant (F(6,64)=1.76, p = .12, R2 = .14). 

Income remained a significant predictor in the final model (b= -.01, SE = .01, p< .05).  

Correction for Multiple Comparisons 

The corrected alpha value for all analyses ranged from .002 to .008. Thus, results 

of the analyses were not significant using the Bonferroni correction procedure.  
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Table 18: Linear multiple regressions predicting parent report of child disengagement control coping from income, parent 
education, marital status, change in work status, child race, and language of parent questionnaire 

 B SE β t F R2 Δ in R2 

Step 1: Income 
 

-.01 
 

.01 
 

-.34 -2.54* F(4,66)=2.59* .14 .14 

Parent Education 
 

-.00 .00 -.07 -.58    

Marital Status 
 

-.01 .01 -.17 -1.35    

Change in Work Status .01 .01 .08 .64    
Step 2: Income -.01 .01 -.34 -2.55* F(5,65)=2.06 .14 .00 

Parent Education -.00 .00 -.06 -.44    

Marital Status -.01 .01 -.14 -.99    

Change in Work Status .01 .01 .08 .67    

Child race -.00 .00 -.05 -.32    

Step 3: Income  
 

-.01 .01 -.34 -2.49* F(6,64)=1.76 . 14 .01 

Parent Education 
 

.00 .00 -.01 -.07    

Marital Status 
 

-.01 .01 -.14 -.94    

Change in Work Status 
 

.01 .01 .09 .71    

Child race 
 

-.00 .00 -.02 -.10    

Language of Parent Questionnaire -.01 .01 -.10 -.60    

Note. *p < .05 
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Discussion 

The current study examined the relations between socio-demographic factors 

(SES, parent language, race/ethnicity) and coping in children with asthma, and examined 

if stress mediated these relations. The first research question investigated the association 

between various aspects of SES and child coping. Results indicate that parent education 

was significantly correlated with primary control coping; children whose parents have 

more years of education were more likely to use primary control coping strategies (e.g., 

problem solving). Other measures of SES (income, SES index) were not correlated with 

child use of coping strategies, and coping strategies did not differ by marital status (single 

parent compared non-single parent) and change in work status (no change compared to 

change in work status). The second research question examined if child coping strategies 

differed by child race and ethnicity. Results indicate coping strategies did not differ by 

child race and ethnicity. The third research question examined the association between 

parental English proficiency and child coping strategies among the subsample of 

caregivers/parents who indicated they spoke Spanish/English. Correlational analyses 

found no significance between parent English proficiency and child coping strategies. 

The fourth research question examined if stress explained the association between 

demographic variables and levels of coping. In regression analyses, stress explained the 

association between income and primary control coping (e.g., problem solving) and 

secondary control coping strategies (e.g., cognitive restructuring). The association 

between income and disengagement control coping was not explained via stress and 

income remained a significant predictor of disengagement control coping. Similarly, 

parent education was a significant predictor of primary control coping, and the 

association was not explained by child stress. Furthermore, child ethnicity and child 
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stress both emerged as significant predictors of secondary control coping strategies. It is 

important to note that in this model (secondary control coping as the outcome), child 

ethnicity was not a significant predictor of secondary control coping at Step 1. With the 

addition of child stress in Step 2 of the model, the association between child ethnicity and 

secondary control coping was enhanced, suggesting the presence of a possible 

suppression effect. However, a suppression effect was not predicted a priori, and 

therefore, this result may be due to chance and should be interpreted with caution 

(Ludlow & Klein, 2014). 

The fifth research question examined if SES, child race/ethnicity, and parent 

English proficiency predict child coping strategies in a single model. When all 

demographic variables were included in regression models, the model that included all 

four SES variables (income, parent education, marital status, change in work status) 

significantly predicted disengagement coping. No significance emerged for regression 

models that included all six demographic variables. However, parent education remained 

a significant predictor of primary control coping, and income remained a significant 

predictor of disengagement control coping in the regression models that included all 

demographic variables.   

Overall, results indicate that parent education is critical for the development of 

primary control strategies and income may impact both primary and secondary control 

strategies via stress. The cumulative risk related to low-SES better predicted 

disengagement control strategies (e.g., avoidance) among youth with asthma. These 

findings are similar to the findings from Beck and colleagues (2014). Researchers found 

that the racial disparity was explained by economic hardship (i.e., income, household 

size, educational attainment). 



 72 

Although prior research suggests the importance of examining various social 

factors, current findings did not find support for this among children coping with asthma. 

It appears that socioeconomic status alone has important implications in the development 

of coping strategies for youth, and the stressors related to income are particularly 

important to address. Interventions that target the stress associated with financial 

hardships (uncontrollable/controllable stressors) may be helpful for families with youth 

coping with asthma.  

STRENGTHS 

The current study has several strengths of value. First, the participants in the study 

reflect a clinical sample that is representative of the population of youth with asthma. It is 

important to begin to address asthma health disparities within representative and clinical 

samples to better generalize findings. The current study also examined language 

disparities. Language disparities are known to impact pediatric asthma, but are not always 

addressed in pediatric asthma research studies. Moreover, language disparities have not 

been examined in relation to the use of coping strategies among youth. This is the first 

study that begins to explore the relationship between demographic variables and coping 

among children with asthma. A myriad of studies suggest that it is the accumulation of 

factors and their interrelationship that impact asthma outcomes. This assumption is 

addressed by examining all predictors related to SES, race, ethnicity, and language as it 

relates specifically to coping. This is important in order to begin identifying targets for 

intervention. For example, the study found that stress might be an important target of 

intervention to address among youth with asthma. 
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WEAKNESS AND LIMITATIONS 

One main limitations of the current study was that neighborhood level SES was 

not examined. Neighborhood level SES is examined in the pediatric asthma literature and 

there is continuing research linking this with the stress literature. Other key limitations 

include the cross-sectional nature of the data and limited power for some of the analyses 

conducted. The use of cross-sectional data limits our ability to determine the direction of 

the relationship among study variables (e.g., income, stress, primary coping). 

Longitudinal designs are needed to help understand the mechanisms that result in asthma 

health disparities and identify appropriate targets for intervention. Another limitation is 

the relatively low power for several analyses. Power is especially important in the 

planning stages of a study to ensure there is a reasonable chance of finding effects, given 

that they actually exists. 

Another limitation was that the vast majority of the sample was low-SES, thus 

occupational status was not examined. This is a limitation because the vast majority of 

the sample would be considered low-SES, so the SES variables may have a different 

meaning/effect in a low-SES sample compared to a sample with a lot of SES variability. 

Although the current study began to explore the relationship between 

race/ethnicity and coping strategies, a limitation of the study was the lack of a sufficient 

White sample to include as a comparison. Prior research has highlighted the racial and 

ethnic disparities in pediatric asthma, and racial and ethnic minority youth may 

experience multiple stressors that hinder the development of adaptive coping strategies. 

The current study provided some understanding on the use of coping strategies among 

minority youth (i.e., Black and Hispanic/Latino youth); however, our understanding of 

how non-White youth may cope with asthma compared to White youth remains limited. 
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Future studies may consider recruiting larger diverse samples to allow for comparisons 

between Black, Hispanic/Latino, and White youth. 

In addition, further research examining racially and ethnically diverse youth, as 

well as samples that describe subgroups (e.g., Latino subgroups), is needed to fully 

understand pediatric asthma health disparities. In the current study, the sample was not 

large enough to examine these subgroups. For example, Thakur et al., 2013 found that as 

SES increased, so did the odds of asthma diagnosis among Mexican Americans, however, 

among African Americans, the odds of asthma increased as SES decreased. Authors 

attribute this is due to acculturation, reflecting the need to examine further research using 

both language and acculturation. This points to another critical limitation, the omission of 

a measure of acculturation. Future studies may consider examining the subjective 

experience of low SES, minority status, etc. – specifically individual’s experiences of any 

stressors related to these experiences (for example stress related to discrimination) and 

this in conjunction with illness related stressors. 
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