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ABSTRACT 

 

This study examined the relationship between parental stress and quality of life in 

adolescents with asthma.  It was expected that more parental stress would be related to 

lower quality of life scores and that mothers and fathers would experience different 

amounts of stress and stress in different areas.  The sample included 39 adolescents with 

asthma and one of their parents.  Data were collected from parents assessing parental 

stress, their child’s severity of asthma, and demographic information.  Adolescents 

reported on their perceived quality of life.  A relationship was found between parental 

stress and quality of life, with significant relationships for parents of daughters. Severity 

and parental stress also were found to be related. 
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CHAPTER I 

INTRODUCTION 

 

There has been a long history of research on parental stress and its impact on 

children.  Much of this research has focused on normally developing and healthy 

children.  In general, the effect of parental stress on children includes a negative impact 

on the mother-child relationship, the child's competence, and on maternal warmth 

(Roberts, 1989).  However, the effects of parental stress on children’s behavior can be 

mediated by parenting.  Specific findings from this literature include that parental stress 

in the areas of loss and disappointment is associated with lower levels of parental warmth 

(Roberts, 1989).  Maternal loss and maternal disappointment are both associated 

negatively with children’s general competence.  The negative impact of loss on both 

mothers’ and fathers’ responsiveness and warmth shows that the effects of grief and 

bereavement are among the most severe and long lasting that parents experience.  Finally, 

the effects of stress and social networks are most evident in groups that experience high 

levels of stress.   

Some research on the impact of parental stress on children has been conducted on 

families with children from special populations, including children with autism (Baker-

Ericzen, Brookman-Frazee & Stahmer, 2005), intellectual disabilities (Hassall, Rose, & 

McDonald, 2005), developmental delays (Webster, Majnemer, Platt, & Shevell, 2008), 

and children who are deaf (Hintermair, 2006).  Other research has focused on parental 

stress among parents with chronically ill children (e.g., Frank, Wagner, Laub, Freeark, 
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Breitzer, & Petters,1991; Dellve, Samuelsson, Tallborn, Fasth, & Hallberg, 2005), 

including children with heart disease (Uzark & Jones, 2003), duchenne muscular 

dystrophy (Nereo, Fee, & Hinton, 2003), diabetes (Lowes & Lyne,1999), and eczema 

(Faught, Bierl, Barton, & Kemp, 2007).  In general, parents of chronically ill children are 

not only exposed to the everyday stressors of parenting, but they are also exposed to 

stressors related to their child’s illness or condition (Burke, Kauffmann, Harrison, & 

Wiskin, 1999).   

Knowing that parental stress can affect many different aspects of a child’s life, 

what is the relationship between parental stress and the child’s quality of life?  Of 

particular interest for this project is how parental stress affects the quality of life in 

children with the specific chronic illness of asthma.   

Asthma is an inflammatory condition of the lungs that makes it difficult to breathe 

(American Lung Association).  Asthma is the most common childhood chronic illness, it 

affects the lives of 6.8 million children in the United States, and it is the third leading 

cause of hospitalization among children under the age of 15 (American Lung 

Association).  Asthma may be managed by medication, as well as by controlling factors 

in the environment, education, and close monitoring. 

Quality of life issues among children with asthma have been studied (e.g., Chiang, 

2005; Juniper, Guyatt, Feeny, Ferrie, Griffith, & Townsend, 1996), and a quality of life 

measure among children with asthma has been devised (Juniper et al., 1996).  In general, 

children with chronic illnesses typically have a lower quality of life than healthy children 

(Grootenhuis, Koopman, Verrips, Vogels, & Last, 2007).  However, there is a gap in the 
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literature as to the role that parental stress plays in the quality of life in children with 

asthma. 

Parents of children with a chronic illness face unique stressors (Burke et al., 

1999), the stressors and tasks the families face do not occur in a fixed order, and 

seemingly unrelated tasks and stresses can cluster.  Among families with a child with a 

chronic condition, typical child rearing and other family issues can be more difficult to 

solve and more complex than for families without a child with a chronic illness.  

Unrelated stressful events or changes in the status quo of the child or the family may also 

trigger the recurrence of stressors.  Families with a child with a chronic illness had unique 

stressors, and the unpredictable nature of these stressors calls for added family caution, 

which in itself can be a stressor.  Burke et al. (1999) outlined specific areas in which 

families with a child with a chronic condition experience stress.  Most of the families 

reported that expensive essentials were needed to treat or care for a child with a chronic 

condition.  Many families also noted that friends, family, and self-help groups played a 

vital role in helping them cope.  However, parents mentioned that they found it stressful 

to initiate and participate in supportive activities for their child.   

Even a minor child illness may be a source of stress for parents, and more serious 

illnesses are related to more stress (Frank et al., 1991).  Mothers of children with a severe 

history of acute illness during their first three years of life report more parenting stress 

than mothers of healthier children.  Mothers of children with a history of more severe 

illness were more likely to report a related cluster of stresses.  These stresses include 

more role restriction, more social isolation, and more health problems.  Considering that 
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parents of children with minor illness experience increased amounts of stress, it can be 

assumed that parents of children with a chronic illness will also experience stress.  It may 

be that maternal stress for those with children with serious illness is reported more 

frequently than maternal stress among mothers of healthy children.  Additionally, 

studying the effects of parental stress, particularly the mother’s level of stress, may reveal 

a pattern that is linked more specifically to the disease, rather than simply to the serious 

illness experienced by the child.   

The present study examines parental stress and perceived quality of life in 

children with asthma.  First, parental stress is assessed to see the nature and amount of 

stress that parents of children with asthma face.  Parental stress was assessed by a self 

report survey, and children completed a questionnaire about their quality of life.  The 

Pediatric Inventory for Parents (PIP; Streisand, Braniecki, Tercyak, & Kazak, 1991) was 

used to assess parental stress.  The PIP examines parenting stress in the domains of 

communication, emotional distress, medical care, and role function.  Second, perceived 

quality of life in children with asthma was measaured.  The Pediatric Asthma Quality of 

Life Questionnaire (Juniper et al., 1996) addresses the areas of activity limitation, 

symptoms, and emotional function, assesses children’s quality of life.  Children in this 

sample are between the ages of 11-17, which is the age necessary to self-administer the 

Pediatric Asthma Quality of Life Survey.   



Texas Tech University, Elise Howard, May 2009 

 

5 

  

CHAPTER II 

LITERATURE REVIEW 

 

The chief purpose of this literature review is to look at research related to parental 

stress and quality of life in children with a chronic illness, more specifically asthma.  

First, quality of life in children with a chronic illness and children with asthma will be 

reviewed.  Next, parental stress and chronic illness and parental stress and asthma will be 

examined.  By reviewing these areas, questions will be identified connecting parental 

stress and quality of life in children with asthma. 

 

According to Grootenhuis et al. (2007) the effects of childhood disease and the 

treatment of childhood disease frequently enhance the child’s dependence on his or her 

parents. The purpose of this study was to explore the prevalence and nature of health-

related quality of life troubles in children with various chronic diseases.  Another aim of 

this study was to identify chronically ill children who are at risk.  Participants in this 

study were between the ages of 8 and 11 and had a chronic condition.  These conditions 

include:  congenital heart disease, asthma, cancer, survivors of severe meningococcal 

Health-Related Quality of Life in Children with a Chronic Illness 

Health-related quality of life (HRQoL) in children is receiving increasing 

recognition as an important health outcome. Grootenhuis et al. (2007) stated that health-

related quality of life refers to the specific impact an illness, injury, or medical treatment 

on an individual’s quality of life. 
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disease, celiac disease, juvenile chronic arthritis, and children with a capillary 

haemangiomas.  The TNO AZL Children’s Quality of Life questionnaire (TACQoL; 

Vogels, Verrips, & Koopman, 2000) was used to measure health-related quality of life.  

This questionnaire covers seven domains: physical functioning, autonomy, motor 

functioning, cognitive functioning, social functioning, positive emotions, and negative 

emotions.  Each domain contained eight items.  In the domain of motor functioning, 

children with congenital heart disease, cancer, and asthma had a lower health-related 

quality of life than healthy children.  Physical functioning and autonomy were affected in 

over 40% of the children with asthma.  The results of this study show that difficulties in 

health-related quality of life can be specific to the diagnosis, so pediatricians should pay 

attention to disease-specific problems.  This study also shows that quality of life can be of 

potential value in comparing outcomes of interventions and to better understand the 

child’s problems and specific situation and point of view.   

Childhood disease also can decrease involvement in peer activities.  These 

changes can have unfavorable effects on HRQoL.  Studies have shown that children with 

a chronic illness have problems in several domains of HRQoL (Varni, Limbers & 

Burwinkle, 2007). Varni et al. (2007) compare health-related quality of life scores among 

ten pediatric chronic disease clusters and thirty three disease categories or severities by 

using the PedsQL 4.0 Generic Core scales from the viewpoints of the patients and the 

parents.  The participants consisted of more than 2,500 pediatric patients across several 

disease clusters. Of the pediatric patients, 165 had asthma, 572 had cancer, 426 had 

cardiac diseases, 245 had cerebral palsy, 331 had diabetes, 287 had gastrointestinal 
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condition, 63 were obese, 310 had psychiatric disorders, and 393 had rheumatologic 

conditions.  Participants were ages 5 to 18.   

This study used the Pediatric Quality of Life Inventory Version 4.0 (PedsQL 4.0; 

Varni, Burwinkle, Rapoff, Kamps, & Olson, 2004) to measure health-related quality of 

life. The PedsQL is a 23 item scale covering four domains.  These include:  physical 

functioning, emotional functioning, social functioning, and school functioning.  The scale 

is made up of child self-reports and parent proxy-reports.  The parent scale and the scale 

for children ages 8 to 18 uses a 5-point Likert scale, and the scale for children ages 5 to 7 

uses a simplified 3-point Likert scale with happy and sad faces.   For parents and children 

ages 8 to 18 the PedsQL was self-administered.  For children ages 5 to 7 and children 

who could not read or write, the PedsQL was interview-administered.  When the surveys 

were mailed, the parents were instructed to complete the survey separately from their 

child if they were age 8 to 18.  If their child was ages 5 to 7 the parents were instructed to 

assist their child in completing the survey, after they had completed their own report.  

Overall, both patients and parents of the children in all disease clusters reported 

significantly lower health-related quality of life than healthy children and their parents.  

Also across the disease clusters, patients and parents reported significantly lower 

psychosocial health than healthy children and their parents.  As a whole, the patients in 

the disease clusters also reported significantly lower emotional, social, and school 

functioning.  This study showed that there are differential effects of pediatric chronic 

conditions on patient health-related quality of life across these disease clusters from the 

perspective of both the parents and the patients.  Patients with diabetes, gastrointestinal 
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conditions, cardiac conditions, asthma, obesity, end stage renal disease, psychiatric 

disorders, cancer, rheumatologic conditions, and cerebral palsy reported more impaired 

health-related quality of life than healthy children.  In general, the parents’ report agreed 

with the patients in that the patients in these disease clusters did have more impaired 

health-related quality of life than did healthy children. 

Research has shown that children with a chronic illness have a negative impact on 

quality of life.  While the impact varies across diseases and severity, it remains clear that 

something is affecting these children’s quality of life.  However, it is unclear as to what 

factors are influencing their quality of life. 

 

Benedictis and Bush (2007) reviewed multiple studies addressing issues in 

adolescents with asthma.  One main finding of this article was that psychological 

Health-Related Quality of Life in Children with Asthma 

Asthma has many different effects on a child’s life.  Many of these effects can be 

negative, and can inhibit their quality of life.  Benedictis and Bush (2007) examined the 

challenges of asthma in adolescence.  The purpose of this article was to make health care 

providers aware of the many problems adolescents with asthma have and to allow them to 

develop effective strategies to help patients.  This article addressed specific issues of 

asthma in adolescence such as the variability of the clinical spectrum, the presence of risk 

factors, underdiagnosis and undertreatment, denial, carelessness, and poor relationships 

between patients, their families, and doctors.  These issues were addressed with the goal 

of achieving optimal quality of life for adolescents with asthma.   
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problems could be a significant element in every day life for adolescents with asthma.   

For example, children growing up with asthma had more cognitive disorders, anger, and 

anxiety than healthy controls of the same age (Siegel, Golden, Gough, Lashley, & Sacker, 

1990).  In addition, Padur et al. (1995) found that almost three times as many children 

with asthma exhibited emotional or behavioral problems than the general population.  It 

also was found that children with asthma had higher levels of depression, lower self-

esteem, and greater functional impairment than patients with diabetes or cancer.  An 

asthma education program called Adolescent Asthma Action, which promotes self-

management behaviors for asthma, led to improvement in quality of life and morbidity in 

students with asthma.  There is currently not much guidance for clinicians on the best 

ways to work with adolescents with asthma.  While some programs, such as Adolescent 

Asthma Action, have been developed and shown to work, more work and guidance is 

needed.  They found that almost three times as many asthma patients showed emotional 

or behavioral problems than the general population.  They also found that young 

asthmatic patients showed greater functional impairment, lower self-esteem, and higher 

levels of depression than patients with cancer.  By recognizing key differences in 

adolescent development, behavior, and peer influences, clinicians can better target their 

interventions to improve quality of life in adolescents with asthma. 

The severity of asthma can influence a patient’s HRQoL.  Varni et al. (2007) 

reported that children who had moderate to severe persistent asthma had lower overall 

HRQoL, and lower physical health, psychosocial health, emotional functioning, social 

functioning and school functioning, compared to children  with mild asthma.  The parents 
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of the asthma patients with moderate to severe persistent asthma also reported lower 

overall health-related quality of life, school functioning, emotional functioning, social 

functioning, psychosocial health, and physical health than patients with mild intermittent 

to mild persistent asthma.   

Sawyer, Spurrier, Whaites, Kennedy, Martin & Baghurst (2000) also examined 

quality of life and severity of asthma.  They also examined the influence of family 

functioning.  Sawyer et al. (2000) examined health-related quality of life in 236 children 

with asthma and compared them to other children in the same community.  The 

influences of family function, demographics, and severity on quality of life were studied.  

They found that asthmatic children had worse quality of life than healthy children in their 

community.  Asthmatic children coming from two-parent families were found to have 

better social functioning and mental and physical health than asthmatic children in single-

parent families. 

Moy, Israel, Weiss, Juniper, Dube & Drazen (2001) stated that traditional 

measures of asthma severity and control, such as lung functioning, only account for about 

half of the variance in HRQoL.  Moy et al. (2001) tried to find the determinants of health-

related quality of life, because it is such an important outcome in asthma management.  

The participants included 161 patients with mild asthma, and 391 patients with moderate 

to severe asthma.  The patients were excluded if they had smoked within the past year.  

The participants ranged in age from 12 to 55 years.  Participants completed the Juniper 

Asthma Quality of Life Questionnaire (AQLQ; Juniper, Guyatt, Epstein, Ferrie, Jaeschke, 

& Hiller, 1992) and recorded their symptoms and peak flows in a diary on a daily basis.  
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The AQLQ is a 32 item questionnaire that is specific to asthma.  It assesses four domains: 

activity limitation, symptoms, emotional function, and environmental exposures.  The 

responses are on a 7-point Likert scale that ranges from 1 (totally limited) to 7 (not at all 

limited).   

Moy et al. (2001) found that for patients with mild asthma, across all four 

domains, health-related quality of life scores were significantly better than patients with 

moderate to severe asthma.  In addition, asthma severity, which was defined by reliever 

medication use, symptoms, and lung function, correlated with health-related quality of 

life; patients with more severe asthma had worse health related quality of life.  However, 

there was a wide range of health-related quality of life scores for any given level of lung 

function.  This reflects differences in temperament and motivation, adaptation to 

limitations, and psychosocial and economic support.  Most importantly, traditional 

clinical parameters of lung function, symptom intensity, and use of reliever medication, 

accounted for less than half of the variation in health-related quality of life.  Therefore, to 

maximize the ability of patients to live with their asthma, the complete range of 

contributors to health-related quality of life in asthma need to be defined.  Therefore, for 

children with asthma to lead a full life, research should be done to determine the vast 

array of other contributing factors to HRQoL.   There is a great assortment of 

measurements that contribute to quality of life scores.  Defining measures that reflect 

quality of life attributes for children with moderate to severe asthma could be of benefit 

not only to the patients, but also to their families. 
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These studies show that many factors besides physical health and severity of 

asthma can influence quality of life.  Many of these studies have found different psycho-

social and demographic variables that influence HRQoL(Sawyer et al., 2000; Moy et al., 

2001).  Parental stress has also been shown to be correlated with demographic variables 

(Saitso, Salmeta-Aro, Nurmi, & Halmesm, 2008).  Therefore, it could be argued that 

these variables actually influence parental stress which in turn influences HRQoL. 

 

To measure stress, each parent completed the Long Form of the Horowitz Life 

Events Inventory (Horowitz, Schaefer, Hiroto, Wilner, & Levin, 1977).  There were nine 

Parental Stress and Chronic Illness 

Little is known about what influences health-related quality of life in children 

with asthma.  We know that parental stress has numerous effects on children, such as a 

negative impact on mother-child relationships, children’s competence, and maternal 

warmth (Roberts, 1989).  The focus of Roberts (1989) was on the relationship between 

parents’ stressful life events and their social networks, parent-child interactions, and 

children’s competence.  The participants of this study were thirty normally functioning 

families with children in daycare or preschool.  The average age of fathers was 34 and for 

mothers was 32.  The average years of school for fathers was 16 and for mothers was 14.  

The average family income for this study was $36,000.  Each family was visited four 

times.  Questionnaires were dropped off and picked up on the first two visits.  The third 

visit was a home observation, and the final visit involved the administration of additional 

child measures.   
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categories in this measure:  loss, separation, discord during childhood, troubled 

relationships, disappointments, enduring changes, fearful events, physical noxious or 

painful, and emotional distress.  To measure social networks, parents completed the 

Tietjen Social Networks Questionnaire (Tietjen, 1978) with three categories:  structure, 

location in time and space, and activities.  Mothers and fathers also completed the Child 

Rearing Practices Q-Sort (Block, 1965) to measure parenting practices.  Finally, 

competence was assessed with the Preschool Behavior Q-Sort (Baumrind, 1968) which 

was completed by the child’s preschool or day care teacher.  Home observations were 

also used to assess family interactions.  These observations lasted about three hours, from 

dinner time until the child’s bedtime.  A record was kept of the family interactions which 

focused on responsiveness, agonistic interactions and control, and responses to emotional 

upset.  Directives, non-compliance, responses to non-compliance, social initiations, and 

social responses were also recorded.   

Roberts (1989) found that stress, in the categories of loss and disappointments, 

was associated with lower levels of warmth.  For fathers, kin involvement was associated 

with greater observed firmness, while for mothers; a large and active network of friends 

for the fathers was associated with lower levels of warmth.  A negative association was 

found for both maternal loss and maternal disappointment with children’s general 

competence.  The effects of bereavement and grief are among the most severe that 

parent’s experience, as demonstrated by the negative impact of loss on fathers’ and 

mothers’ responsiveness and warmth.  Roberts (1989) did find that parenting mediated 

the effects of parental stress on children’s behavior.   
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Numerous studies have focused on parental stress in parents with children with a 

chronic illness. The majority of these studies have found that parents of children with a 

chronic illness do experience more stress than parents of healthy children (Frank et al., 

1991; Burke, Kauffmann, Harrison, & Wiskin, 1999; Dellve, Samuelsson, Tallborn, 

Fasth, & Hallberg, 2005; Board & Ryan-Wenger, 2002).  Not only do they experience 

more stress, but according to Burke et al. (1999), they experience unique stressors.  The 

purpose of Burke et al. (1999) was to inform nurses and practitioners of the Burke 

Assessment Guide to Stressors and Tasks in Families with a Child with a Chronic 

Condition, which was created by Burke et al (1999).  This guide addresses the issues and 

sets of stressors and tasks that families may face, and is useful for interventions with 

families.   

The data collection to create the Burke Assessment Guide was comprised of nine 

samples of families.  There were a total of 394 parents with a child with a chronic 

condition and 30 parents with a child without a chronic condition.  The chronic 

conditions of the children included:  asthma, cystic fibrosis, myelodysplasia, 

hydrocephalus, cleft palate, cerebral palsy, muscular dystrophy, burns, cancer, and other 

physical disabilities.  The families in this study were interviewed at a time when their 

child had not been recently diagnosed or in a life threatening state.  Participant 

observation and field notes were also used for this study.   

Burke et al. (1999) found that families with a child with a chronic condition find 

typical child rearing and other family issues more difficult to solve and more complex 

than for families without a child with a chronic illness.  Similarly, unrelated stressful 
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events or changes led to the recurrence of previous stressors.  Unique stressors affect 

families with a child with a chronic illness, and the unpredictability of these stressors can 

cause families to be more cautious, which can in turn cause more stress.   

Frank et al. (1991) states that even a minor childhood illness appears to be a 

source of stress for parents.  The purpose of this study was to examine the relationship 

between children’s illnesses during the first three years of life and the level of parenting 

stress experienced during the child’s fourth year.   Parents of fifty six children between 

the ages of three and four were chosen from a patient roster at a university-based 

pediatric clinic.  Both parents in the families lived in the same home, parents had at least 

a high school education and were not receiving public assistance, and the family had four 

or less children.  To measure parents’ perceptions of stress, the Parenting Stress Index 

(PSI; Abidin, 1990) was used.  This index had 47 items in the child domain and 54 items 

in the parent domain.  High scores were indicative of greater amounts of stress.  The child 

domain scale assessed stresses associated with the child’s characteristics.  The parent 

domain scale assessed stresses associated with the parents’ perceptions of the parenting 

role and the parents’ characteristics.  The Parenting Alliance Scale (Frank, Jacobson, & 

Avery, 1988) was used to determine how much each parent respected their spouse’s 

ability to parent, the support felt by the spouse, the belief of the spouse’s share of 

parenting, and the feeling that parenting has or has not increased cohesiveness.  Finally, a 

total Child Illness score was used to compute illnesses during the child’s first three years 

of life.  In this study, illness scores were skewed toward the low end of the distribution of 

healthy children.  During a home visit, each parent completed the Parenting Stress Index.  
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The Parenting Alliance Scale was filled out in a separate questionnaire packet, which 

each parent filled out independently.   

Child illness was connected to mothers’ experiences of parenting stress, but not to 

fathers’ experiences.  Mothers of children with more severe illness histories reported 

greater amounts of stress.  Significantly less stress was reported in fathers with a stronger 

parenting alliance.  The quality of the parenting alliance predicted mothers’ reports of 

stress in the child domain, but not in the parent domain.  Mothers with children who had 

a severe history of acute illness during their first three years of life reported more 

parenting stress than the mothers of the healthier children.  Mothers of children with a 

history of more severe illness were more likely to report a related cluster of stresses.  

These stresses include more role restriction, more social isolation, and more health 

problems. 

According to Dellve et al. (2006), mothers and fathers experience different types 

of stress.  Mothers were more likely to have overall high parental stress, and physical and 

emotional strain, whereas fathers showed high stress as a result of feeling incompetent. 

The purpose of this study was to evaluate stress, well-being, and supportive resources 

experienced by parents of children with rare disabilities.  After evaluating these variables, 

an intensive family competence intervention was tested for its effects.  One hundred 

thirty eight families, from all parts of Sweden, with a child with a rare disease 

participated in this study.  Of the 138 families who participated in this study, 136 mothers 

and 108 fathers chose to participate.  Twenty four percent of the mothers worked full 

time and eighty seven percent of the fathers worked full time.   
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A family intervention program was focused on developing competence about 

certain aspects of the child’s disability/disease, which would serve as a basis for 

empowerment.  The program lasted five days, and focused on only one rare disease at a 

time.  Discussions and lectures about medical, social, educational, and caring aspects 

were all part of the program.  Questionnaires were used before the intervention, six 

months after, and one year after to determine the effectiveness of the intervention.  The 

Swedish Parenthood Stress Questionnaire (Abidin, 1990) was used to measure 

experienced parental stress.  This questionnaire has 34 items covering five dimensions; 

incompetence, social isolation, role restriction, spouse relationship problems, and health 

problems.  The Ladder of Life instrument (Wiklund et al. 1992) was used to estimate life 

satisfaction and optimism about the future.  Finally, the Interview Schedule of Social 

Interactions (ISSI; Unden & Orth-Gomer, 1989) measured social support on the subscales 

of social integration and social attachment.   

Before the intervention, mothers of children with a rare disability showed greater 

amounts of parental stress than fathers and than mothers in comparison groups.  Single 

mothers and mothers with more than one disabled child showed the most amount of 

parental stress.  Fathers only showed stress in relation to their perceived incompetence; 

this decreased after the intervention.  Before the intervention, mothers believed that their 

physical and emotional strain was higher than the fathers; after intervention the physical 

strain decreased.  After the intervention, social support increased for the mothers, but not 

the fathers.  Parents of children with progressive disabilities reported high levels of stress 

due to social isolation and incompetence.  These parents also reported higher emotional 
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and physical loads than parents of children with non-progressive disabilities.  Mothers 

and fathers of children with disabilities that were behavior-related reported the highest 

level of stress due to relational problems.  Mothers who were single or had more than one 

disabled child reported high emotional and physical strain and high amounts of parental 

stress.  Mothers in this study experienced more stress than did fathers in this study.  

Finally, no decrease in parental stress was seen among mothers after the intervention.  

According to the authors, the people who benefited most from the intervention were 

parents of younger children, full-time working parents, and fathers. 

Parental stress in families of children with chronic illness has been studied rather 

extensively (Roberts, 1989; Frank et al., 1991; Burke, Kauffmann, Harrison, & Wiskin, 

1999; Dellve, Samuelsson, Tallborn, Fasth, & Hallberg, 2005; Board & Ryan-Wenger, 

2002).  Differences in the levels and types of stress experienced by mothers and fathers 

have been noted.  According to Dellve et al. (2006) a father’s level of stress in parenting 

a child with a chronic medical issue is limited typically to the area of perceived 

incompetence, while mothers experienced multiple stressors that permeated their daily 

life.  Interventions had a positive impact in decreasing the level of stress in fathers, but 

only assisted in relieving the mother’s level of stress in the area of physical strain.  Thus, 

the impact of stress in parents of children with chronic illness appears to be felt more 

significantly by mothers rather than fathers.  
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Parental Stress and Asthma 

      Like other chronic illnesses, asthma can bring many new stressors into a 

family’s life.  Researchers have started to focus on the different impacts parental stress 

has on children with asthma (e.g. Carson & Schauer, 1992; Chiou & Hsieh, 2008).  

Carson and Schauer (1992) examined perceptions of parenting stress and mother-child 

relationships.  It was hypothesized that mothers with asthmatic children would have 

greater distress and problems than mothers of children without asthma.  Forty-one 

families with one asthmatic child were included in the study.  Only mothers participated.  

Mothers filled out the Parenting Stress Index (Abidin, 1983) and the Mother-Child 

Relationship Evaluation (Roth, 1980).  The Parenting Stress Index includes 101 items and 

uses a five point Likert scale, which measures maternal stress in regards to school-aged 

or preschool aged children.  The Mother-Child Relationship Evaluation includes 48 items 

and also uses a five point Likert scale which evaluates acceptance, rejection, 

overindulgence, and overprotectiveness of mothers towards their children.   

Carson and Schauer (1992) found that the mothers of children with asthma tended 

to be more overprotective, overindulgent, and rejecting than mothers of children without 

asthma.  Mothers of children with asthma rated their children as more stressful.  Not only 

did mothers perceive more stress in child attachment but they also perceived more stress 

in their relationship with their spouse than did mothers of children without asthma.  

Carson and Schauer (1992) concluded that having a child with asthma in the family can 

strain the marital relationship in the family. 
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Chiou and Hsieh (2008) compared children’s self-concepts and parenting stress 

between families of children with asthma and epilepsy.  They argued that parenting stress 

can greatly influence a child’s behavior and a child’s own self-concept.  Fifty four 

children with asthma and forty eight children with epilepsy and their parents participated 

in this study.  To measure self-concept in children, Harter’s Self-Perception Profile for 

Children (SPPC; Harter, 1985) was used.  This questionnaire has six separate subscales 

including:  scholastic competence, social acceptance, athletic competence, physical 

appearance, behavioral conduct, and global self-worth.  To measure parenting stress, 

Abidin’s Parenting Stress Index (PSI)/long form (Abidin, 1990) was used.  This 

questionnaire has two domains; parental and child.  The parental domain has seven 

subscales including:  parental sense of competence, parental attachment, role restrictions, 

depression, relationship to spouse, social isolation, and parental health.  The child domain 

has six areas including:  adaptability, acceptability, demandingness, mood, 

hyperactivity/distractibility, and reinforces parent.  Chiou and Hsieh found that children 

with asthma had lower global self-worth scores than children with epilepsy.  Parenting 

stress, in parents with a child with epilepsy, significantly predicted self-concept domains 

in children. 

In contrast to looking at how asthma might influence parental stress, Wright, 

Cohen, Carey, Weiss, and Gold (2002) looked at parental stress as a predictor of 

wheezing in infancy.  Four hundred and ninety nine families who had a history of asthma 

and their newborn infants were recruited from a hospital in Boston.  Home visits were 

conducted when the infant was two to three months of age and home environment data 
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was collected.  Caregiver stress was assessed through questionnaires and six bimonthly 

telephone questionnaires were completed.  This study found that higher levels of 

caregiver-perceived stress were associated with increased risk of repeated wheeze in 

infants.  It is concluded that stress could significantly contribute to childhood respiratory 

illness. 

Results from the studies of stress and asthma have concluded that stress can 

significantly contribute to the child’s levels of emotional competence (Chiou & Hsieh, 

2008).  Additionally, mothers of children with asthma reported more issues with 

relationship difficulties within the family (Carson & Schauer, 1992).  At least one study 

found that family stress could contribute to childhood respiratory illness (Wright, Cohen, 

Weiss, & Gold, 2002).  Levels of stress within families of children with chronic illness 

and/or asthma have been identified as pervasive and extensive in their impact to the 

child’s levels of self-concept and competence (Chiou & Hsieh, 2008).   
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Purpose and Hypotheses 

The primary purpose of this study is to examine the relationship of parental stress 

and quality of life in children with asthma.  It is hypothesized that more frequent parental 

stress will be associated with lower children’s quality of life.  It is also hypothesized that 

more difficult levels of parental stress will be associated with more negative perceived 

quality of life for children. Because prior research in this area is inconclusive, the 

exploratory hypothesis for this study is that mothers and fathers will experience different 

amounts of stress, and stress in different domains.   



Texas Tech University, Elise Howard, May 2009 

 

23 

  

CHAPTER III 

METHODS 

 

Forty adolescents and their parent were recruited from a Pediatric 

Pulmonologist’s office in Dallas, Texas by a nurse, who was trained by the researcher.  

One pair of participants was excluded due to failure to answer a majority of the questions.  

Nurses solicited participants from eligible adolescents and their parents. The inclusion 

criteria for eligibility in this study were that adolescents were diagnosed with asthma 

prior to this doctor’s visit, and this was not their first visit.  Participants had only been 

diagnosed with asthma, and no other chronic illnesses.  Children were between the ages 

of 11-17, which is the age required to complete the self report survey.  Each participant 

was with their parent/caregiver at the doctor’s visit.   

Each eligible participant was given a packet with an assigned ID.  There was a 

parent packet that included the Pediatric Inventory for Parents (PIP; Streisand et al., 

2001) to measure parental stress, a demographic questionnaire, a severity of asthma 

questionnaire, and an instruction letter and consent form.  There was also a child packet 

that contained the Standardised Paediatric Asthma Quality of Life Questionnaire 

(PAQLQ(S); Juniper et al., 1996) to measure child’s quality of life, an instruction letter 

and a consent form.   

The child and parent were instructed to fill out the questionnaires separate from 

one other.  They each completed their questionnaires while waiting at the doctor’s office.  

The consent forms were turned in to the nurse separately from the rest of the packet .  
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The completed questionnaires were placed in a sealed envelope and returned to the nurse.  

The nurse placed the completed packets in a box and returned them to the researcher.  

Participants’ identity was protected by using assigned numbers and the consent forms 

were not connected in any way to the completed packets. 

Parental stress was measured using the Pediatric Inventory for Parents (PIP; 

Streisand et al., 2001).  The PIP is a 42 item questionnaire covering four different 

domains.  The domains include:  communication (9 items), emotional distress (15 items), 

medical care (8 items), and role function (10 items).  Each item is measured on frequency 

and difficulty.  Each item is rated on 5-point Likert scale with 1 being “never” and 5 

being “very often.”  Parents were asked to choose how often the event occurred in the 

past seven days and how difficult the event was. An example of an item within the 

communication domain is “Feeling misunderstood by family/friends as to the severity of 

my child’s illness.”  An example of an item within the emotional distress domain is 

“Knowing my child is hurting or in pain.”  In the domain of medical care, an example 

item is “Making decisions about medical care or medicines.”  For the domain of role 

function an example item is “Trying to attend to the needs of other family members.” 

A score for frequency in each domain and difficulty in each domain results in 

total scores for Communication Frequency (CF), Communication Difficulty (CD), 

Emotional Distress Frequency (EDF), Emotional Distress Difficulty (EDD), Medical 

Care Frequency (MCF), Medical Care Difficulty (MCD), Role Function Frequency 

(RFF), and Role Function Difficulty (RFD).  The frequency scores across all domains 

were combined to give the PIP Total Frequency score.  The difficulty scores were 
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combined to give the PIP Total Difficulty score.  The higher the parents’ score was, the 

higher their level of stress. 

To measure health related quality of life in the adolescents, the Quality of life-

Standardised Paediatric Asthma Quality of Life Questionnaire (PAQLQ(S); Juniper et al., 

1996) was used.  This questionnaire contains 23 items on a 7-point Likert scale covering 

three domains.  These domains include: symptoms (10 items), emotional functioning (8 

items), and activity limitations (5 items).  Participants were asked to select how bothered 

they have been by an activity or how often an event had occurred in the past week with 1 

being “extremely bothered” or “all of the time” and 7 being “not bothered” or “none of 

the time.” 

In the domain of activity limitations, an example question would be “How often 

during the last week did you feel you couldn’t keep up with others because of your 

asthma?”  For the symptoms domain, an example question is “How bothered have you 

been during the last week by asthma attacks?”  The domain of emotional functioning is 

measured by questions such as “How often during the last week did you feel frightened 

by an asthma attack?”  The overall score is the average of the responses to each of the 

questions.  The average of the items in each domain results in the score for each domain 

(activity limitations, symptoms, and emotional functioning).  The higher the participants’ 

score is, the better his or her quality of life. 

Asthma severity was also assessed using guidelines developed by the National 

Asthma Education and Prevention Program, of the National Heart, Lung, and Blood 

Institute at the National Institutes of Health. Parents answered questions about the 



Texas Tech University, Elise Howard, May 2009 

 

26 

  

frequency of their adolescent’s asthma symptoms, frequency of nighttime symptoms, and 

exacerbations or flare ups.  Responses were rated on a 4 point scale, with a 4 indicating 

high severity.  Questions were also asked regarding missed days of school and emergency 

room visits.  Each of the 4 point scale severity questions were averaged for a total 

severity score.  The total severity score was then rounded to the nearest whole number.  

For scores of 1, participants were classified as mild intermittent, for scores of 2 

participants were classified as mild persistent, for scores of 3 participants were classified 

as moderate persistent, and for scores of 4 participants were classified as severe 

persistent.   
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CHAPTER IV 

RESULTS 

 

 Descriptive statistics were run on all of the data as preliminary tests for the 

hypotheses.  Of the participants, 84.6% were mothers.  Of the adolescents participating, 

21 were males and 18 were females.  Over 85% percent of the participants were 

Caucasian. All of the mothers of adolescents participating had at least a high school 

degree, and over 66% had a college degree or higher.  Almost 95% percent of the fathers 

of adolescents participating in this study had at least a high school degree, with over 47% 

having a college degree or higher.  Of the participants who reported income, 58.8% 

reported a total family income of $85,000 or more a year (See Table 1).  Almost 80% of 

the adolescents missed three or less days of school in the past year due to asthma.  Over 

85% of the adolescents did not have to go to the emergency room due to asthma in the 

past year.  On a scale of 1-7, all of the adolescents had scores in the upper half of quality 

of life.  On a scale of 1-5, over 80% of parents were in the lower half of parental stress 

scores.    

Over 70% of the adolescents in this study had mild intermittent asthma.  Of the 

reported severity scores, 28 adolescents had mild intermittent asthma, nine had mild 

persistent asthma, and one adolescent had moderate persistent asthma.  No adolescents 

reported severe persistent asthma. A Pearson’s correlation was computed between 

severity and total parental stress.   
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Table 1 

Descriptive Statistics 

 

 N Mean Range 

Parents    

   Mothers 33   

   Fathers 6   

   High School Degree 
 
   Some College 
 

9 

22 

  

   College Degree or Higher 
 
   Income 
 

44 

 

 

$70,000-$85,000 

 

$25,000 - over $85,000 

Adolescents    

   Boys 21   

   Girls 18   
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The analysis revealed a positive correlation, r = .47, p = .00.  A Pearson’s 

correlation was also calculated between severity and adolescent quality of life.  The 

analysis showed a negative correlation, r = -.46, p = .00. 

For hypothesis one:  “The more frequent stress the parent experiences, the lower 

the child’s perceived quality of life will be”  a Pearson’s correlation was computed 

between the total score for frequency of stress and the total score for quality of life.  The 

analysis revealed a statistically non-significant linear relationship between frequent 

parental stress and child’s quality of life, r = -.14, p =.39 (See Table 2).   However, when 

a Pearson’s correlation was run examining frequent parental stress and child’s quality of 

life for parents of daughters, significant results were found, r = -.57, p =.01.   

For hypothesis two:  “The more difficult the parent’s stress is, the lower the 

child’s perceived quality of life will be” a Pearson’s correlation was also computed.  The 

results revealed a statistically non-significant linear relationship between difficulty of 

parental stress and child’s quality of life, r = -.13, p =.42 (See Table 2).  However, when 

a Pearson’s correlation was run to examine difficulty of parental stress and child’s quality 

of life for parents of daughters, significant results were found, r = -.57, p =.01. 

Hypothesis three “Mothers and fathers will experience different amounts of stress and 

stress in different domains” was tested using a t-test.  To determine whether mothers and 

fathers experience different amounts of stress, the test variable was the total stress score 

and the grouping variable was mothers and fathers.  Mothers did score higher than fathers 

for total test scores, but the difference was not significant, t (39) =1.37, p =.18.   
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Table 2 

Correlations Between Adolescent Quality of Life and Parental Stress for the Total Sample  
 
 
Adolescent Quality of Life  Activity  

Limitations 
Symptoms Emotional 

 Function 
Overall  
QOL 

Parental Stress      

CF 
 

 .03 -.06 -.23 -.09 

CD 
 

 -.07 -.02 -.20 -.05 

EDF 
 

 -.18 -.20  -.34* -.25 

EDD 
 

 -.19 -.20  -.38*  -.27

MCF 
 

+ 

 -.03 -.15 -.26 -.15 

MCD 
 

 .08 -.02 -.15 -.03 

RFF 
 

 .07 .04 -.19 -.02 

RFD 
 

 -.02 -.06 -.25 -.11 

Total Frequency  -.03 -.10  -.28 -.14 + 

Total Difficulty  -.03 -.09  -.27 -.13 + 

Total Stress  -.03 -.10  -.28 -.14 + 

Note. + = p < .1, * = p < .05, ** = p < .01 
CF=Communication Frequency, CD=Communication Difficulty, EDF=Emotional Distress Frequency, 
EDD=Emotional Distress Difficulty, MCF=Medical Care Frequency, MCD=Medical Care Distress,            
RFF=Role Function Frequency, RFD=Role Function Difficulty 
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To determine whether mothers and fathers experience stress in different domains, a t-test 

was computed, using each domain score as the test variables and mothers and fathers as 

the grouping variables.   Mothers scored higher than fathers in each domain (See Table 

3), but none of the results were significant. 

Pearson’s correlations were also computed for each domain of parental stress and 

each domain of quality of life.  Adolescent quality of life in the emotional function 

domain was significantly correlated with emotional distress frequency, r = -.34, p= .03, 

and emotional distress difficulty, r = -.38, p = .02.   

Exploratory data analyses were run to better understand the data.  Correlations 

between parental stress and adolescent quality of life were also run separately for boys 

and girls to examine possible gender differences in these associations.  For boys, 

adolescent quality of life in the domain of activity limitations was positively correlated 

with parental stress in the domain of role function frequency, r =.49, p =.02 (See Table 

4).   

For girls, parental stress in the domain of emotional distress frequency was 

negatively correlated with activity limitations, r = -.51, p = .03, symptoms, r = -.60, p = 

.01, emotional function, r = -.63, p = .01, and total quality of life, r = -.62, p = .01 (See 

Table 5).  Also for girls, parental stress in the domain of emotional distress difficulty was 

negatively correlated with adolescent quality of life in the domains of activity limitations, 

r = -.62, p =.01, symptoms, r = -.65, p = .00, emotional function, r = -.71, p = .00, and 

total quality of life, r = -.70, p = .00.   
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Table 3 

Parental Stress and Quality of Life Variables 

 

 M SD         Range 

Adolescent Quality of Life    

   Activity Limitations 5.48 1.10 2.80 – 7.00 

   Symptoms 5.34 1.12 3.10 – 7.00 

   Emotional Function 5.83   .97 3.90 – 7.00 

   Total Quality of Life 5.55   .99 3.60 – 7.00 

Parental Stress    

   Communication Frequency 2.13   .76 1.00 - 3.90 

   Communication Difficulty 1.69   .70 1.00 - 3.80 

   Emotional Distress Frequency 2.18   .80 1.00 - 4.40 

   Emotional Distress Difficulty 2.20   .84 1.00 - 4.50 

   Medical Care Frequency 2.06   .83 1.00 - 4.10 

   Medical Care Difficulty 1.61   .70 1.00 - 3.90 

   Role Function Frequency 2.06   .81 1.00 - 4.80 

   Role Function Difficulty 1.93   .85 1.00 - 4.70 

   Total Frequency 2.10   .74 1.00 - 4.30 

   Total Difficulty 1.86   .71 1.00 - 4.20 

   Total Stress 1.98   .72 1.00 - 4.30 
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Table 4 

Correlations Between Adolescent Quality of Life and Parental Stress For Boys 

 

Adolescent Quality of Life  Activity  
Limitations 

Symptoms Emotional 
Function 

Overall QOL 

Parental Stress      

CF 
 

-34 .17 .06 .21 

CD 
 

.31 .20 .08 .21 

EDF 
 

.19 .02 -.01 .07 

EDD 
 

.22 .02 -.05 .07 

MCF 
 

.21 .02 -.05 .07 

MCD 
 

.36 .20 .16 .26 

RFF 
 

 .49* .32 .23  .37

RFD 
 

+ 

 .37 .17 + .11 .23 

Total Frequency .33 .14 .06 .19 

Total Difficulty .34 .15 .08 .20 

Total Stress -.20 -.28 -.29 -.27 

Note. + = p < .1, * = p < .05, ** = p < .01 
CF=Communication Frequency, CD=Communication Difficulty, EDF=Emotional Distress Frequency, 
EDD=Emotional Distress Difficulty, MCF=Medical Care Frequency, MCD=Medical Care Distress,            
RFF=Role Function Frequency, RFD=Role Function Difficulty 
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Table 5 

Correlations Between Adolescent Quality of Life and Parental Stress For Girls 

 

Adolescent Quality of Life        Activity 
     Limitations 

  Symptoms Emotional 
Function 

Overall  
QOL 

Parental Stress      

CF 
 

          -.24  -.43  -.49* +   -.41+ 

CD 
 

          -.13 -.42  -.44+    -.34 + 

EDF 
 

 -.51*   -.60**    -.63**    -.62** 

EDD 
 

  -.62**   -.65**    -.71**   -.70** 

MCF 
 

          -.36  -.54*  -.59*  -.52* 

MCD 
 

          -.21       -.43  -.48* + -.39 

RFF 
 

-.40  -.58* +    -.64**  -.57* 

RFD 
 

-.45  -.56* +    -.65** -.59 

Total Frequency -.40  -.58* +    -.63**  -.57* 

Total Difficulty          -.39  -.56*    -.62**  -.56* 

Total Stress -.41  -.58* +    -.64**  -.57* 

Note. + = p < .1, * = p < .05, ** = p < .01 
CF=Communication Frequency, CD=Communication Difficulty, EDF=Emotional Distress Frequency, 
EDD=Emotional Distress Difficulty, MCF=Medical Care Frequency, MCD=Medical Care Distress,            
RFF=Role Function Frequency, RFD=Role Function Difficulty 
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For girls, parental stress in the domain of medical care frequency was negatively 

correlated with adolescent quality of life in the domains of symptoms, r = -.54, p = .02,  

 emotional function, r = -.59, p = .01, and total quality of life, r = -.52, p = .03 (See Table 

5). Again for girls, parental stress in the domain of medical care difficulty was negatively  

correlated with adolescent quality of life in the domain of emotional function, r = -.48, p 

= .04.    

For girls, parental stress in the domain of role function frequency was negatively 

correlated with adolescent quality of life in the domains of symptoms, r = -.58, p = .01, 

emotional function, r = -.64, p = .00, and total quality of life, r = -.57, p = .01.  For girls, 

parental stress in the domain of role function difficulty was negatively correlated with 

adolescent quality of life in the domains of symptoms, r = -.56, p = .02, emotional 

function, r = -.65, p = .00, and total quality of life, r = -.59, p = .01.  Parental stress in the 

domain of communication frequency was also negatively correlated with adolescent 

quality of life for girls in the domain of emotional function, r = -.49, p =.04 (See Table 

5). 

After controlling for severity, correlations between parental stress and adolescent 

quality of life for girls still remained (See Table 6).  For girls, when controlling for 

severity, parental stress in the domain of emotional distress frequency was negatively 

correlated with emotional function, r = -.51, p = .04 and total quality of life, r = -.46, p = 

.06. Also for girls, when controlling for severity parental stress in the domain of 

emotional distress difficulty was negatively correlated with adolescent quality of life in  
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Table 6 

Correlations Between Adolescent Quality of Life and Parental Stress For Girls Controlling for Severity 

 

Adolescent Quality of Life  Activity 
Limitations 

  Symptoms Emotional 
Function 

Overall  
QOL 

Parental Stress      

CF 
 

-.04 -.32 -.40 -.28 

CD 
 

-.09 -.31 -.35 -.20 

EDF 
 

-.29 -.44  -.51*  -.46

EDD 
 

+ 

-.44  -.48*   -.61**  -.57* 

MCF 
 

-.24 -.49  -.54*  -.47

MCD 
 

+ 

-.12 -.41  -.46 -.16 + 

RFF 
 

-.22  -.48*  -.57*  -.47* 

RFD 
 

-.31  -.46*  -.58*  -.50* 

Total Frequency -.21  -.47  -.54* + -.45 

Total Difficulty -.21  -.45  -.54* + -.45 

Total Stress -.22  -.47  -.56* +  -.46+ 

Note. + = p < .1, * = p < .05, ** = p < .01 
CF=Communication Frequency, CD=Communication Difficulty, EDF=Emotional Distress Frequency, 
EDD=Emotional Distress Difficulty, MCF=Medical Care Frequency, MCD=Medical Care Distress,            
RFF=Role Function Frequency, RFD=Role Function Difficulty 
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the domains of symptoms, r = -.48, p = .05, emotional function, r = -.61, p = .01, and 

total quality of life, r = -.57, p = .02.  For girls, when severity is controlled for, parental 

stress in the domain of medical care frequency was negatively correlated with adolescent 

quality of life in the domains of emotional function, r = -.54, p = .03, and total quality of 

life, r = -.47, p = .06 (See Table 6). Again for girls, with severity controlled for, parental 

stress in the domain of medical care difficulty was negatively correlated with adolescent 

quality of life in the domain of emotional function, r = -.46, p = .06.   

For girls, when severity is controlled for, parental stress in the domain of role 

function frequency was negatively correlated with adolescent quality of life in the 

domains of symptoms, r = -.48, p = .05, emotional function, r = -.57, p = .02, and total 

quality of life, r = -.47, p = .06.  For girls, controlling for severity, parental stress in the 

domain of role function difficulty was negatively correlated with adolescent quality of 

life in the domains of symptoms, r = -.46, p = .06, emotional function, r = -.58, p = .02, 

and total quality of life, r = -.50, p = .04.   
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CHAPTER V 

DISCUSSION 

 

The purpose of the present study was to examine associations between parental 

stress and adolescent quality of life among adolescents with asthma.  This specific 

relationship has not been previously studied in the literature, making this study 

important.  Multiple aspects of quality of life in adolescents with asthma have been 

studied (e.g., Benedictis & Bush, 2007; Varni et al., 2007; Sawyer et al., 2000; Moy et 

al., 2001) and have generally shown that adolescents with asthma have lower quality of 

life than healthy adolescents and many factors besides physical health and severity of 

asthma can influence quality of life.  However, a review of the literature did not find a 

study that examined the relationship between parental stress and adolescent quality of 

life.   

Although it was originally expected that associations between adolescent quality 

of life and parental stress would be found for the combined sample of boys and girls, only 

one such statistically significant relation was found.  For girls and boys with lower scores 

of adolescent quality of life in the domain of emotional function, their parents reported 

greater levels of parental stress in the domains of emotional distress frequency and 

emotional distress difficulty. As predicted, adolescents with lower overall adolescent 

quality of life scores had parents with higher parental stress total scores, parental stress 

frequency scores and parental stress difficulty scores; however these results were not 

statistically significant.  Similarly, Mullins et al. (2007) found that parental stress 



Texas Tech University, Elise Howard, May 2009 

 

39 

  

predicted child illness uncertainty.  If there is an association between parenting stress and 

illness uncertainty, it is reasonable to assume that there would be associations between 

parenting stress and quality of life.  However, several interesting findings emerged when 

examining associations separately for boys and girls. 

There are a number of key findings from this study.  The most striking finding 

was that for parents who reported higher scores of parental stress in every domain 

(Communication Frequency, Emotional Function Frequency, Emotional Function 

Difficulty, Medical Care Frequency, Medical Care Difficulty, Role Function Frequency, 

Role Function Difficulty, Total Frequency, Total Difficulty, and Total Stress) except for 

communication difficulty, daughters reported lower quality of life.  This indicates that the 

lower a daughter’s quality of life is, the higher the parents stress level will be.  Most of 

these findings remained significant, even after severity was controlled for.  Importantly, 

these findings show that the relationship between parental stress and quality of life for 

girls is not due to daughters experiencing higher levels of severity. This relationship is 

more complex and allows for consideration of differences between parental stress for 

parents of boys and girls.  It was also found that when parents reported greater levels of 

stress in the domain of communication difficulty, daughters reported lower quality of life; 

however this finding was not statistically significant.  Similarly, Chiou and Hsieh (2008) 

found that parenting stress can greatly influence a child’s behavior and a child’s own self-

concept.   

One unexpected finding was that for boys who reported higher scores of quality 

of life in the domain of activity limitations, their parents reported higher levels of stress 
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in the domain of role function frequency. It was predicted that lower levels of adolescent 

quality of life would be related to higher levels of parental stress.  Williams (2000) found 

that boys tend to make every effort to keep their asthma separate from their social and 

personal identities.  It could be that boys simply try to ignore or hide the impact of 

asthma on their quality of life, thereby masking their quality of life scores.  Or it could be 

that boys can separate their asthma and symptoms from their feelings about their quality 

of life. It could also be that when boys are more active, it stresses their parents more 

because the parents fear the impact of their sons being active.  

Adolescents with more severe asthma symptoms reported lower quality of life.  

This suggests that as the severity of asthma increases, the adolescent’s lifestyle is 

affected.  For example, adolescents who reported more severe asthma symptoms were 

affected in areas such as physical activities and activities with friends and family. 

Adolescents with more severe asthma also reported feeling different or left out because of 

their asthma.  Sawyer et al. (2000) also found that severity was related to adolescent 

quality of life in children with asthma.  Varni et al. (2007) found that severity was related 

to quality of life and lower physical health, psychosocial health, emotional functioning, 

social functioning and school functioning.  However, Moy et al. (2001) found that 

severity only partially accounted for the wide range among quality of life in patients with 

asthma. 

Parents of adolescents with more severe asthma symptoms reported higher levels 

of parental stress.  This suggests that as the adolescent’s asthma severity increases, 

parents become more stressed.  For example, parents of adolescents with more severe 
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asthma symptoms reported difficulty sleeping and being stressed by watching their child 

during medical visits/procedures.  Similarly, Frank et al. (1991) found that severity was 

related to parental stress in mothers of children with a history of acute illness.  These 

stresses include more role restriction, more social isolation, and more health problems. 

Also of interest are the differences found between mothers and fathers.  In the 

present study, mothers consistently scored higher on parental stress in every domain 

(Communication Frequency, Emotional Function Frequency, Emotional Function 

Difficulty, Medical Care Frequency, Medical Care Difficulty, Role Function Frequency, 

Role Function Difficulty, Total Frequency, Total Difficulty, and Total Stress) than 

fathers.  Similar to this study, Frank et al. (1991) found that illness was related to 

parenting stress for mothers but not for fathers.   The differences between mothers and 

fathers in this study were not statistically significant, perhaps due to the unequal 

distribution of mothers and fathers.  Only six fathers completed this study, whereas thirty 

three mothers completed the study.   

 

Study Limitations and Future Directions 

Due to the sample size (N=39) and homogeneity of the group, the sample may not 

have been sufficient to have adequate variance to reveal the proper relationships between 

quality of life and parental stress.  This sample also had participants with high levels of 

income, high educational levels, and participants were seen by a specialist, as opposed to 

emergency room doctors or general practitioners.  This sample also only included 

participants from one pulmonologist’s office, instead of from a variety of different 
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locations.  Due to the fact that this sample was under the care of a pulmonologist, which 

could conceivably provide the families with superior health care, the results may have 

been slightly skewed towards less stress, greater overall quality of life, and greater 

control of their asthma.  Also, this study did not attempt to predict directionality.  While 

it is tempting to assume that increased parenting stress led to lower quality of life for 

girls, it could be that lower quality of life led to increased parenting stress.   

Future studies should aim to have larger and more diverse samples, and with more 

fathers participating.  Recruiting participants from emergency rooms or general 

practitioners, instead of from a pulmonologist, might reveal more significant 

results. Future studies could also try and determine directionality, to implement 

interventions. These interventions might focus on lowering parental stress, to try and 

influence quality of life; or increasing quality of life, to lower parental stress.   

 

Conclusions 

Despite some if its limitations, this study is useful to the literature in the areas of 

adolescent asthma quality of life and parental stress in parents of adolescents with 

asthma.  This study revealed that there are correlations between quality of life and 

parental stress.  For parents with daughters, these correlations are significant.  The fact 

that there are correlations between quality of life and parental stress can perhaps give 

medical practitioners something to consider when examining quality of life.  This line of 

research has a great opportunity to be explored more deeply and should perhaps be 

considered a valid area of study in the future.   
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Medical practitioners could use the results of this study, and hopefully future 

studies, to use a family centered approach to caring for patients with asthma.  By 

acknowledging that parental stress could be influencing adolescent’s quality of life, or 

quality of life could be influencing parental stress, practitioners could focus on working 

with parents to become less stressed.  It could also be useful for adolescents to know that 

their asthma impacts the whole family, and the family should work together to treat the 

asthma.   

Child Life Specialists, social workers, or counselors all have the training in family 

relationships and could help meet the needs of families and assist them with 

understanding that it takes more than just medicine to treat all aspects of asthma.  Doctors 

could encourage patient compliance to control for severity; understanding it will take 

more than compliance alone to fully control their asthma.  Hopefully this study will 

encourage others to study this area more deeply, and positively impact families affected 

by asthma. 
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Parent Consent Form 

 You have been asked to take part in a research study called “Parental Stress and 
Perceived Quality of Life in Adolescents with Asthma.”  Dr. Malinda Colwell of the Department of Human 
Development and Family Studies at Texas Tech University and Elise Howard a graduate student in Human 
Development and Family Studies at Texas Tech University are in charge of this study.  Dr. Colwell may be 
reached at (806) 742-3000 ext. 268. 

 The purpose of this study is to see if parental stress is related to quality of life in 
adolescents with asthma.  If you agree to participate in this study you will be given a survey that asks 
questions about parental stress and some basic background questions.  It should take no more than 20 
minutes to complete these questionnaires. Some of these questions are personal.  It is important for us that 
each question is answered.  However, if there is a question you do not want to answer, you may skip it.  
After you answer these questions you will put them in a sealed envelope that does not have your name on it 
and give it to the nurse.  Today will be the only time you are asked to participate in this study.  

 We also would like to ask your permission for your adolescent to participate in this study. 
Your adolescent will be asked to fill out a questionnaire about his/her asthma symptoms. It should take no 
more than 15 minutes to complete this questionnaire. Your adolescent will be asked if he/she would like to 
participate and will provide written assent before receiving the questionnaire. At any time, the adolescent 
may withdraw his/her participation. After your adolescent completes the questionnaire, he/she will be asked 
to place it in a sealed envelope that does not have his/her name on it and give it to the nurse.  

 Some of these questions may be personal, but we do not think there are any risks in you 
answering the questions. 

 No one but Dr. Colwell and Elise Howard will see your answers, and your answers will 
not have your name on them.  No one from this doctor’s office or in your family will know what your 
answers are. 

 Completing these surveys is up to you.  No one will force you to do them and there will 
be no consequences if you do not do them.  If at anytime you want to quit, you are free to do so. 

 Dr. Colwell will answer any questions you have about this study.  For questions about 
your rights as a subject or about injuries caused by this research, contact the Texas Tech University 
Institutional Review Board for the Protection of Human Subjects, Office of Research Services, Texas Tech 
University, Lubbock, Texas 79409.  Or you may call (806) 742-3884. 

 By signing this sheet, you are agreeing that you have read this form and all of your 
questions have been answered. 

__________________________________  _______________________ 
Signature of Participant       Date 
 
__________________________________  _______________________ 
Signature of Parent for Adolescent Participation    Date 
 

This consent form is not valid after November 31, 2009.  
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Adolescent Assent Form 

 You have been asked to take part in a research study called “Parental Stress and 
Perceived Quality of Life in Adolescents with Asthma.”  Dr. Malinda Colwell of the Department of Human 
Development and Family Studies at Texas Tech University and Elise Howard a graduate student in Human 
Development and Family Studies at Texas Tech University are in charge of this study.  Dr. Colwell may be 
reached at (806) 742-3000 ext. 268. 

 The purpose of this study is to see if parental stress is related to quality of life in 
adolescents with asthma.  If you agree to participate in this study you will be given a survey that asks 
questions about your asthma.  It should take no more than 20 minutes to complete these questionnaires. 
Some of these questions are personal.  It is important for us that each question is answered.  However, if 
there is a question you do not want to answer, you may skip it.  After you answer these questions you will 
put them in a sealed envelope that does not have your name on it and give it to the nurse.  Today will be the 
only time you are asked to participate in this study. 

 Some of these questions may be personal, but we do not think there are any risks in you 
answering the questions.   

 No one but Dr. Colwell and Elise Howard will see your answers, and your answers will 
not have your name on them.  No one from this doctor’s office or in your family will know what your 
answers are. 

 Completing these surveys is up to you.  No one will force you to do them and there will 
be no consequences if you do not do them.  If at anytime you want to quit, you are free to do so. 

 Dr. Colwell will answer any questions you have about this study.  For questions about 
your rights as a subject or about injuries caused by this research, contact the Texas Tech University 
Institutional Review Board for the Protection of Human Subjects, Office of Research Services, Texas Tech 
University, Lubbock, Texas 79409.  Or you may call (806) 742-3884. 

 By signing this sheet, you are agreeing that you have read this form and all of your 
questions have been answered. 

 

__________________________________  _______________________ 

Signature of Participant               Date 

This consent form is not valid after November 31, 2009. 
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Parent Instruction Letter 

 

Thank you for agreeing to participate in this study!  Please fill out your questionnaires 
separate from your child and without discussing your answers with him/her.  It is important that 
you answer all questions.  If you are unsure about a question, answer it as best as you can. 

 

1. Read and sign the consent form 
2. Fill out the Family Information Form 
3. Fill out the Pediatric Inventory for Parents 
4. Place the Family Information Form and the Pediatric Inventory for Parents back in the 

envelope and seal it. 
5. Return the consent form and the sealed envelope to the nurse. 

 

The consent form will be placed in a separate box from the sealed envelope.  The nurse 
will not see your answers.  Only Dr. Colwell and Elise Howard will see your answers, which will 
not be connected in any way to your name.  Thanks again for your participation. 
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Adolescent Instruction Letter 

 

 

Thank you for agreeing to participate in this study!  Please fill out your questionnaires 
separate from your parent and without discussing your answers with him/her.  It is important 
that you answer all questions.  If you are unsure about a question, answer it as best as you can. 

 

1. Read and sign the consent form 
2. Fill out the Standardised Paediatric Asthma Quality of Life Questionnaire 
3. Place the Standardised Paediatric Asthma Quality of Life Questionnaire back in the 

envelope and seal it. 
4. Return the consent form and the sealed envelope to the nurse. 

 

The consent form will be placed in a separate box from the sealed envelope.  The nurse 
will not see your answers.  Only Dr. Colwell and Elise Howard will see your answers, which will 
not be connected in any way to your name. Thanks again for your participation. 
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Family Information Form 
 
 

As you begin this questionnaire, we would like to remind you that the information 
you provide is strictly confidential. All names will be removed from questionnaires as 
soon as we get them and information will be entered into a computer only by id number. 
The information will be used only for research to make general statements (for instance, 
families of boys versus families of girls; the average income of the families in the study). 
Individual information will never be released to anyone. If you feel uncomfortable with 
any questions you may just draw a line in place of the answer (that way we’ll know you 
decided not to answer a question rather than just missing it). However, it is very helpful 
for research if everyone answers all questions, so we hope you will try to answer 
everything. 

 
Who is completing this questionnaire (e.g., mother, stepfather)?     
 
Today’s date:   
 
First Name of the adolescent we are focusing on:   
 
M  F 
 
Date of birth of adolescent: 
 
Adolescent’s ethnic origin or race: 
 
 
Mother’s first name:       
 
Mother’s date of birth:   
 
Mother’s ethnic origin or race:  
 
Mother’s education (circle highest year completed using this scale as a guide): 
 [12 years = high school; 16 = college; 18 = M.S.; 20+ = Ph.D.] 
 
1  2  3   4   5   6   7   8   9   10  11  12  13  14  15  16  17  18  19  20  20+ 
 
Mother’s job title and description (e.g., factory worker – runs boxing machine) 
 
   
 
Father’s first name:         
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Father’s date of birth:   
 
Father’s ethnic origin or race:   
 
 
Father’s education (circle highest year completed using this scale as a guide): 
 [12 years = high school; 16 = college; 18 = M.S.; 20+ = Ph.D.] 
 
1  2  3   4   5   6   7   8   9   10  11  12  13  14  15  16  17  18  19  20  20+ 
 
 
Father’s job title and description (e.g., factory worker – runs boxing machine) 
 
 
 
What is the total annual family income before taxes? 
1. under $10,000 
2. $10,000 – 25,000 
3. $25,000 – 40,000 
4. $40,000 – 55,000 
5. $55,000 – 70,000 
6. $70,000 – 85,000 
7. over $85,000 
 
How many siblings does this adolescent have? 
 
1 2  3  4 5 6 7 8 
 
For each sibling, please list their sex and date of birth (e.g., F 9/1/95; M 3/4/2000) 
 
1.   
 
2.      
 
3.      
 
4.     
 
5.      
 
6.     
 
7.    
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Severity of Adolescent’s Asthma 

 
Please circle the letters below to answer each of the following questions.  

 
1.  How often does your child experience asthma symptoms (increased shortness 

of breath or wheezing; chest tightness or pain; disturbed sleep caused by shortness of 
breath, coughing or wheezing)? 

a. Two times a week or less 
b. Two times a week or more- but less than one time each day 
c. Daily, often accompanied by daily use of rescue inhaler 
d. Continual, with limited physical activity 

 
2.  How often does your child experience asthma symptoms at night (disturbed 

sleep caused by shortness of breath, coughing or wheezing)? 
a. Two times a month or less 

 b. More than two times a month 
 c. More than one time a week 
 d. Frequently 

 
3.  How would you describe your child’s flare-ups? 

 a. Brief (a few hours to a few days) with varying intensity 
 b. Severe enough to restrict physical activity 
 c. Twice a week or more, possibly severe enough to restrict physical 

activity 
 d. Frequent 

 
4.  How many days of school this year has your child missed due to asthma? 

a. None 
 b. 1-3 
 c. 4-6 
 d. 7-9 
 e. 10 or more 

 
5.  How many times has your child had to go to the emergency room this past year 

due to asthma? 
a. None 

 b. 1-3 times 
 c. 4-6 times 
 d.  7-9 times 
 e. 10 or more times 
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PERMISSION TO COPY 
 
 
 

 In presenting this thesis in partial fulfillment of the requirements for a master’s 

degree at Texas Tech University or Texas Tech University Health Sciences Center, I 

agree that the Library and my major department shall make it freely available for research 

purposes.  Permission to copy this thesis for scholarly purposes may be granted by the 

Director of the Library or my major professor.  It is understood that any copying or 

publication of this thesis for financial gain shall not be allowed without my further 

written permission and that any user may be liable for copyright infringement. 

 

Agree   

 

       Elise Howard                             March 24, 2009               
  

Student Signature      Date 
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