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ABSTRACT - Providing informal care to children/adolescents with chronic conditions has 

been associated with high levels of caregiving burden and impaired quality of life (QoL); 

however, parents can also experience uplifts which, by facilitating the attribution of 

positive meanings to caregiving, may contribute to better adaptation outcomes. The present 

study aimed at examining the direct and indirect links, via positive reframing as a coping 

strategy, between caregiving uplifts and quality of life (QoL) of parents who have a 

child/adolescent with asthma, as well as the invariance of the mediation model across 

children’s age groups and asthma severity levels. A total of 180 parents of 

children/adolescents aged 8-18 reported their experience of caregiving uplifts (Revised 

Burden Measure), the use of positive reframing coping (Brief Cope) and their QoL 

(WHOQOL-Bref). Structural equation modeling showed a good fit for the mediation model 

(χ
2
/df=1.74, CFI=.95, RMSEA=.06), which explained 14% of the variability of parents’ 

QoL. The caregiving uplifts were positively associated with positive reframing coping 

(β=.19, p=.02), which in turn was positively associated with QoL (β=.36, p<.01). No direct 

effect of uplifts on parents’ QoL was found, but the indirect effect via positive reframing 

coping was statistically significant (β=.07, BC95%CI=.01/.14). Multi-group analyses 

demonstrated the strong structural invariance of the model across age groups (Δχ
2
=.89, 

p=.35) and asthma severity levels (Δχ
2
=1.91, p=.17). These results suggest that 

psychological interventions focused on recognizing and valuing caregiving uplifts and on 

positive reappraisal of the stressful situation may support more adaptive coping processes 

and improve parents’ QoL. 

Keywords- Caregiving uplifts, Coping, Parents/ family caregivers, Pediatric asthma, 

Positive reframing, Quality of life 

 

______________________________________________________________________ 

 

SIGNIFICAÇÕES PARENTAIS POSITIVAS NA PRESTAÇÃO DE 

CUIDADOS A CRIANÇAS/ ADOLESCENTES COM ASMA 

 

RESUMO - A prestação de cuidados a crianças/adolescentes com condições crónicas tem 

sido associada a níveis elevados de desgaste e menor qualidade de vida (QdV); no entanto, 

os pais podem também experienciar gratificações que, facilitando uma atribuição de 
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significados positivos à prestação de cuidados, podem contribuir para melhor adaptação. 

Este estudo pretendeu analisar as associações directas e indirectas, via reinterpretação 

positiva, entre as gratificações resultantes da prestação de cuidados e a QdV dos pais de 

crianças/adolescentes com asma, bem como a invariância destas associações entre grupos 

etários e níveis de gravidade da asma. Um total de 180 pais de crianças/adolescentes entre 

8 e 18 anos reportaram as suas experiências de gratificação (Escala de Desgaste do 

Cuidador), o recurso à reinterpretação positiva enquanto estratégia de coping (Brief Cope) 

e a sua QdV (WHOQOL-Bref). Análises de equações estruturais mostraram um bom 

ajustamento do modelo de mediação (χ
2
/gl=1,74; CFI=0,95; RMSEA=0,06), que explicou 

14% da variabilidade da QdV dos pais. As gratificações associaram-se positivamente à 

reinterpretação positiva (β=0,19; p=0,02), que por sua vez se associou com a QdV (β=0,36, 

p<0,01). Não foi encontrado efeito directo das gratificações na QdV, mas o efeito indirecto 

via reinterpretação positiva foi estatisticamente significativo (β=0,07; 

BC95%CI=0,01/0,14). Análises multigrupos demonstraram a invariância do modelo 

estrutural entre grupos etários (Δχ
2
=0,89; p=0,35) e níveis de gravidade da asma (Δχ

2
=1,91; 

p=0,17). Estes resultados sugerem que intervenções psicológicas focadas no 

reconhecimento e valorização das gratificações e na reavaliação positiva da prestação de 

cuidados podem promover processos de coping mais adaptativos e melhorar a QdV dos 

pais. 

Palavras-chave- Asma pediátrica, Coping, Gratificação na prestação de cuidados, 

Pais/ cuidadores familiares, Qualidade de vida, Reinterpretação positiva 

______________________________________________________________________ 
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Parental caregiving for children with chronic health conditions is a complex experience, 

encompassing both negative and positive dimensions, such as caregiving burdens and uplifts 

(Green, 2007; Larson, 2010). While the deleterious effects of caregiving burden on parents’ 

adaptation outcomes are documented in pediatric literature for chronic medical conditions in 

general (Canning, Harris, & Kelleher, 1996), and for asthma in particular (Crespo, Carona, 

Silva, Canavarro, & Dattilio, 2011; Fiese, Wamboldt, & Anbar, 2005), the associations 

between caregiving uplifts and adaptation outcomes remain a neglected research topic. Even 

if some authors have suggested a positive impact of perceived benefits of caregiving on 

parents’ emotional and physical health (Green, 2007), and some evidence has been gathered 

for the buffering effect of caregiving uplifts on the associations between caregiving burden 

and parents’ quality of life (QoL) when caring for a child with a disability (Carona, Pereira, 

Moreira, Silva, & Canavarro, 2013), the examination of the role of positive coping strategies 

on these parental adaptation processes has not been yet conducted. The study of potential 

positive coping mechanisms in the context of pediatric conditions, namely asthma, can 

improve parental adaptation outcomes through a better understanding of specific modifiable 

variables and mechanisms to be targeted in intervention processes. This study could, thus, 

contribute to refine the current operationalization of a strength-based approach to family 

interventions in pediatric settings (Beresford, 1994). 

Despite the consensual claim that parents caring for a child with a chronic health condition 

face considerable stress and caregiving demands, a transition from deficit-based models to a 
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risk-resilience framework has been increasingly acknowledged as a mean of enabling a more 

comprehensive understanding on the diversity of trajectories related to parental stress, coping 

and adaptation processes in those situations (Beresford, 1994). In the disability-stress-coping 

model, a risk-resilience framework on individual and family adaptation to chronic physical 

conditions, stress processing variables, such as cognitive appraisal and coping strategies, are 

assumed as resistance factors that increase the likelihood of positive adaptation outcomes, 

including positive mental health, social functioning and physical health (Wallander, Varni, 

Babani, Banis, & Wilcox, 1989). Since common criticisms to psychosocial research on 

parental adaptation to pediatric conditions include the disregard of positive dimensions related 

to adaptation processes (Barlow & Ellard, 2006), the study of positive dimensions of parental 

caregiving and coping seems imperative to support family-centered pediatric interventions, 

which are essentially aimed at targeting “existing family strengths and capabilities so that 

interventions are built on things a particular family already does well” (Judge, 1998, p. 263). 

Interestingly, the observation that positive and negative psychological states may co-occur 

during caregiving processes, has led researchers to explore the role of positive emotion in 

disposing individuals to appraise stressful situations more as a challenge than as a threat 

(Folkman, 1997; Folkman & Moskowitz, 2000). The experience of positive emotions and 

psychological states during stressful situations is related to the adoption of meaning-based 

coping (e.g., positive reappraisal), and hypothesized to sustain adaptive coping processes 

(Folkman, 1997). Meaning-making is a cognitive coping process based on the reinterpretation 

of stressful events to minimize distress, and may occur at the global (e.g., reprioritization of 

family goals) or situational levels (e.g., benefit finding and personal growth) (Larson, 2010). 

In the specific case of pediatric asthma, it has been considered that families face considerable 

stress and demands, such as worry, restrictions of daily activities and interference with family 

routines, aside with the development of alternative, optimistic coping strategies that may 

serve as buffers from stress (Garro, 2011). 

Although some authors commented on the relationship of positive caregiving perceptions 

with increased subjective well-being (Larson, 2010) and greater psychological flexibility 

(Gupta & Singhal, 2004), such tenets remain empirically unexamined, particularly for family 

caregiving in the context of pediatric conditions. In a recent study, the experience of uplifts 

tended to be more frequent in parents of children when compared to parents of adolescents in 

both groups of parents who had a child with a disability or a typically developing child, and 

caregiving uplifts were linked to the psychosocial QoL outcomes of parents of a child with a 

disability (Carona, Pereira, et al., 2013). The experience of caregiving uplifts has been also 

observed for parents of children with asthma, who tended to acknowledge positive gain from 

caregiving, such as personal growth from assuming a caregiver role (Gates & Akabas, 2012). 

Nevertheless, even with promising data on the beneficial effects of caregiving uplifts on 

parental adaptation, the mechanisms underlying these pathways have not been ascertained. 

 As proposed by the broaden-and-build model, the experience of positive emotions 

broadens the individual’s scope of attention (e.g., mindful attention focus), cognition (e.g., 

creative thinking) and action (e.g., behavioral variety), which ultimately promote the 

development of his/her physical (e.g., vitality), intellectual (e.g., psychological flexibility) and 

social (e.g., pro-social mentality) resources (Frederickson, 1998). Assuming family caregiving 

for a child with asthma as a significant developmental context, one can hypothesize that 
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caregiving uplifts may improve parental adaptation outcomes through the development of 

positive dispositional coping tendencies. In line with the aforementioned stress and coping 

models, one of those coping tendencies is positive reframing or reappraisal, a dispositional, 

emotion-focused coping strategy, which has been defined as changing the situation’s meaning 

by focusing on the good aspects of what has happened or what is happening (Carver, 1997; 

Carver, Scheier, & Weintraub, 1989; Folkman & Moskowitz, 2000). 

In the present study, caregiving uplifts were assumed as positive emotions and 

gratifications arising from caring for a child with a chronic health condition, and QoL was 

understood as an overall parental adaptation outcome within the developmental context of 

family caregiving. The main objective of this study was to examine the direct and indirect 

associations, via positive reframing coping, between caregiving uplifts and QoL outcomes of 

parents caring for a child with asthma. Accordingly, it was hypothesized that the experience 

of more caregiving uplifts would be associated with parents’ better QoL, and that positive 

reframing coping would mediate that link. We also tested the invariance of the mediation 

model across children’s age groups and asthma severity levels, but no specific predictions 

were made on this regard. 

 

METHOD 

Participants 

A total of 110 parents of children with asthma aged 8-12 years and 70 parents of 

adolescents with asthma aged 13-18 years were included in the sample. Descriptive statistics 

for parents’ and their children’s socio-demographic and clinical variables are displayed in 

Table 1. 
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Comparison tests of socio-demographic and clinical characteristics (independent samples t-

tests for continuous variables and chi-square tests for categorical variables) between parents 

of children aged 8-12 years and parents of adolescents aged 13-18 years showed no 

significant differences regarding parents’ gender, socio-economic status, asthma severity 

levels and child’s age at the time of asthma diagnosis. However, the group of parents of 

adolescents was significantly older, had a higher portion of daughters and had lived with the 

child’s condition for a longer time when compared with the group of parents of children.  

 

Materials 

Caregiving uplifts - The parents’ experience of gratification and positive psychological 

states arising from caregiving, such as the direct enjoyment from caregiving tasks, an 

improved relationship with their child, and generalized positive affect, was assessed with the 

Uplifts subscale of the Revised Burden Measure (Montgomery & Kosloski, 2006; Portuguese 

version: Carona, Silva, & Canavarro, 2011). This subscale comprises six items (e.g., “Have 

your caregiving responsibilities given your life more meaning?”), which were answered in a 

5-point Likert scale, ranging from 1 (Not at all) to 5 (A great deal). Higher scores indicate the 

experience of more caregiving uplifts. In our sample, the Uplifts subscale presented good 

reliability, with a Cronbach’s alpha value of .85. For the structural equation modeling, the six 

items were considered observed indicators, which loaded on a latent variable of caregiving 

uplifts (factor loadings and composite reliability for the latent variable are presented in Table 

3).  

 

Positive reframing - The parents’ use of positive reframing as a dispositional coping 

strategy was evaluated with the Positive Reframing subscale of the Portuguese brief version 

of the Cope inventory (Carver, 1997; Portuguese version: Pais-Ribeiro & Rodrigues, 2004). 

This subscale comprises two items assessing the parents’ attempts to look at the stressful 

situation in a more beneficial way and grow from it (“I've been trying to see it in a different 

light, to make it seem more positive”; “I've been looking for something good in what is 

happening”). The answers were provided in a Likert-type response scale with four options, 

ranging from 0 (I haven't been doing this at all) to 3 (I've been doing this a lot), with higher 

scores indicating more frequent use of the coping strategy. In our sample, the positive 

reframing coping subscale proved to have adequate reliability, with a Cronbach’s alpha value 

of .70. A latent variable, comprising the two items as observed indicators, was designed for 

the analyses of structural equation models (factorial validity and composite reliability for the 

latent variable are presented in Table 3). 

 

Quality of life - Parent’s QoL was measured with the Portuguese brief version of the 

World Health Organization Quality of Life (WHOQOL) instrument (The WHOQOL Group, 

1998; Portuguese version: Vaz-Serra, et al., 2006). This questionnaire comprised 26 items 

clustered into a generic facet (2 items; not used in the present study) and four QoL domains, 

namely Physical (7 items; e.g., “Do you have enough energy for everyday life?”), 

Psychological (6 items; e.g., “How often do you have negative feelings such as blue mood, 

despair, anxiety, depression?”), Social relationships (3 items; e.g., “How satisfied are you 
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with the support you get from your friends?”) and Environmental (8 items; e.g., “How 

satisfied are you with your access to health services?”). The items were answered using a 5-

point Likert scale addressing intensity (not at all to extremely), capacity (not at all to 

completely), frequency (never to always) or evaluation (very dissatisfied to very satisfied), 

with higher values indicating better QoL. All of the four QoL domains presented good 

reliability, with Cronbach’s alpha values ranging from .74 (Social relationships domain) to .83 

(Psychological domain). For the structural equation modeling we considered the four QoL 

domains as observed indicators loading on a latent variable of parents’ QoL (factor loadings 

and composite reliability for the latent variable are presented in Table 3). 

 

Sociodemographic and clinical variables - Asthma severity was classified by the child’s 

physician into four categories (intermittent, mild persistent, moderate persistent and severe 

persistent), according to the Global Initiative for Asthma guidelines (GINA, 2008). Due to the 

low frequency of children/ adolescents in the persistent asthma levels, this variable was 

dichotomized and dummy-coded (0 - intermittent asthma, n=95; 1 - persistent asthma [mild, 

moderate, persistent], n=85). Other clinical data (e.g., age at the time of diagnosis) and 

sociodemographic information (e.g., parents’ and their children’s age and gender) was 

collected from parents. The socio-economic status (SES) was determined using a 

classification system for the Portuguese context, based on parents’ job and educational level 

(Simões, 1994).  

 

Procedures 

The present study was approved by the Ethics Committee and/ or Direction Board of three 

Portuguese public hospitals (Coimbra University Hospitals, Coimbra Pediatric Hospital, and 

Leiria Santo André Hospital). The sample was collected in the Pediatric and 

Immunoallergology outpatient services of the aforementioned health institutions, between 

September 2010 and February 2012, using the non-probabilistic convenience sampling 

method. For inclusion in the sample, parents had to meet the following criteria: 1) having a 

child aged between 8 and 18 years, with clinical diagnosis of asthma established by a 

physician according to the International Classification of Diseases system (ICD-10) for at 

least one year, and with no comorbidities with other chronic health conditions or severe 

psychiatric disorders; and 2) being the parent who, at the time of assessment, assumed the 

primary caregiver role on child’s health related issues. The study’s aims and procedures were 

explained in detail and written informed consent forms were obtained from all of the parents 

who agreed to participate. The parents completed a set of self-reported questionnaires in an 

office assigned for research purposes, in the health institution that their child attended. A 

trained research assistant was available to provide support during the completion of the 

assessment protocol, whenever necessary. 

Statistical analyses were conducted with SPSS (SPSS Inc., Chicago, IL, USA). Except for 

socio-demographic and clinical variables, missing data, that were random and low level (less 

than 5%), were handled by individual mean score substitution. Descriptive statistics were 

calculated for socio-demographic, clinical and psychosocial variables and Pearson correlation 

coefficients among study variables were examined. 
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Structural Equation Modeling (SEM) was performed with Analysis of Moments Structures 

(AMOS). The method of estimation was the maximum likelihood and the overall model fit 

was evaluated based on the chi-square statistic (χ
2
) and on the main approximate goodness-of-

fit indexes, namely the comparative fit index (CFI), the root mean square error of 

approximation (RMSEA) and the standardized root mean squared residual (SRMR). A model 

was considered to have a good fit when χ
2
 was non-significant (p>.05), CFI≥.95, RMSEA≤.06 

(p>.05) and SRMR≤.08, and an acceptable fit when CFI≥.90 and RMSEA≤.10 (Browne & 

Cudeck, 1993; Hu & Bentler, 1999). In the first step, to ensure the pertinence of 

multidimensional constructs (latent variables), we examined the measurement model by 

conducting a confirmatory factor analysis (CFA) testing the hypothesized links between the 

latent variables and their observed indicators. For each latent variable, the construct reliability 

was assessed by calculating composite reliability values, i.e., the ratio between the squared 

sum of standardized factor loading and the squared sum of standardized factor loading plus 

the sum of the error variance terms; good construct reliability was established if composite 

reliability value was higher than .70 (Hair, Black, Babin, & Anderson, 2010). In the second 

step, we examined the structural model testing the direct and indirect effects, via positive 

reframing coping, of caregiving uplifts on parents’ QoL. The statistical significance of the 

indirect effects was evaluated using bootstrap resampling procedures (Preacher & Hayes, 

2008; Williams & MacKinnon, 2008), with 2000 samples and 95% bias-corrected bootstrap 

confidence interval (BC 95% CI).  

The invariance of the mediation model across children’s age groups and asthma severity 

levels was tested in two steps: first we examined the baseline model for each group 

separately, and, subsequently, we conducted multi-group analyses comparing the 

unconstrained model with models in which measurement weights, measurement intercepts, 

structural weights and structural covariances were sequentially and cumulative fixed to be 

equal across groups. Strong structural invariance was established when the chi-square 

difference between models (∆χ
2
) was non-significant (Little, 2013). 

 

RESULTS 

 

Descriptive Statistics and Inter-correlations among Study Variables 

Descriptive statistics and correlations among study variables are presented in Table 2. 

Higher levels of caregiving uplifts were associated with more frequent use of positive 

reframing as a coping strategy and with better QoL in the social relationships domain. 

Moreover, positive reframing was positively associated with all dimensions of parents’ QoL. 

Regarding socio-demographic and clinical variables, no significant associations with 

caregiving uplifts, positive reframing or parents’ QoL were found, except for marginally 

significant association between children’ age and caregiving uplifts (p=.06); children’ age and 

positive reframing (p=.07); and asthma severity and parents’ social QoL (p=.06). 
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The Measurement Model 

The measurement model (CFA) testing the hypothesized links between the latent variables 

(caregiving uplifts, positive reframing and parents’ QoL) and their observed indicators had a 

good fit, with χ
2

(52)=90.55, p<.01; CFI=.95; RMSEA=.06 (p=.14; 90% CI=.04/ .09); and 

SRMR=.06. As presented in Table 3, all of the observed indicators had standardized 

regression weights above the threshold of .50 and were statistically significant. In addition, 

the latent variables presented adequate construct reliability, with composite reliability values 

above .70. Except for the item PR2, the squared multiple correlations (R
2

smc) between each 

observed indicator and all other observed indicators were lower than .90 and the tolerance 

values (1 – R
2

smc) were higher than .10 (Table 3), indicating that each one of the observed 

variables explained a substantial proportion of the total standardized variance (Kline, 2005). 
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The Structural Model 

After confirming the adequacy of the measurement model, a structural model testing the 

direct and indirect effects, via positive reframing coping, of caregiving uplifts on parents’ 

QoL was tested. The model, which is displayed in Figure 1, had a good fit, with χ
2

(52)=90.55, 

p<.01; CFI=.95; RMSEA=.06 (p=.14; 90% CI=.04/ .09); and SRMR=.06, and explained 14% 

of the variability of parents’ QoL.  We found significant direct links between caregiving 

uplifts and positive reframing (β=.19, p=.02) and between positive reframing and parents’ 

QoL (β=.36, p<.01). Although the direct effect of caregiving uplifts on parent’s QoL was not 

statistically significant (β=.08, p=.33), a significant indirect effect via positive reframing 

coping was found (β=.07, p=.02; BC 95% CI=.01/ .14). 

 

 
 

Multi-group Analyses 

The examination of the baseline mediation model for children’s age groups separately 

revealed that the model had a good fit for parents of children aged 8-12 and an acceptable fit 

for parents of adolescents aged 13-18 years-old (summary of fit statistics are presented in 

Table 4). Regarding asthma severity groups, the mediation model had an acceptable fit for 

both parents of children with intermittent asthma and parents of children with persistent 
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asthma. As presented in Table 4, no significant differences between the unconstrained model 

and the models with fixed measurement weights, fixed measurement intercepts, fixed 

structural weights and fixed structural covariances were found, confirming that the parameters 

tested in the mediation model were similar for both children’s age and asthma severity groups.  

 

 
 

 

DISCUSSION 

 

The present study is an innovative contribution on the processes explaining parents’ 

adaptation outcomes in the challenging context of caring for a child with asthma. In summary, 

we found that caregiving uplifts were associated with parents’ QoL outcomes, although only 

indirectly via positive reframing as a coping strategy. These findings were strengthened by 

ascertaining the invariance of this mediation model across different groups of parents who, 

due to their children’s developmental stage and asthma clinical severity, have distinct 

caregiving demands. Taken together, our results support the pertinence of considering the 

positive dimensions of caregiving (e.g., uplifts) and meaning-making coping mechanisms for 

an improved understanding of parents’ adaptation within a risk-resilience framework, namely 

the role of positive reappraisals in the context of stress processing mechanisms.  

As stated in our hypothesis, parents’ perception of benefits and gratifications arising from 

caring for a child with asthma was positively associated with their QoL, but only for the social 
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domain. Complementary to the social support deterioration model, according to which chronic 

parenting stress may exhaust social resources and elicit inadequate responses from network 

members and, consequently, increase parents’ maladjustment (Carona, Crespo, & Canavarro, 

2013), the distinctive association between parents’ uplifts and social QoL may reflect the 

importance of positive emotions in establishing and maintaining supportive social 

relationships (Frederickson, 1998). In addition, parents of children with chronic health 

conditions or disabilities have similar social network structures to other families, but they may 

use their social resources differently in order to reappraise caregiving strains and improving 

their adaptation outcomes (Kazak, 1987). Further research is required to clarify the impact of 

social support on positive meaning-making coping strategies and parental adaptation 

outcomes in pediatric contexts. 

However, when considering QoL as a multidimensional construct including physical, 

psychological, social and environmental domains, the beneficial effect of caregiving uplifts 

emerged only in an indirect way, via positive reframing coping, confirming our mediation 

hypothesis. Our findings support the applicability of the broaden-and-build model of positive 

emotions (Frederickson, 1998) in the developmental context of caring for a child with asthma. 

The experience of uplifts, which involves positive emotions related to caregiving, may 

facilitate the development of general positive coping dispositions, such as positive reframing 

(e.g., maintaining a positive look over life and its circumstances). In turn, positive meaning-

making reappraisals on caregiving demands have been stated as effective coping mechanisms 

to sustain the well-being of parents who have children with disabilities (Judge, 1998; Larson, 

2010). Moreover, there is scarce but important evidence that parental coping patterns may 

also influence the psychological functioning and health-related QoL of their children with 

asthma (e.g., Sales, Fivush, & Teague, 2008). Thus, future research should clarify the 

potential role of caregiving uplifts and positive meaning-making reappraisal on the 

transactional processes between children’s and parents’ adaptation. 

Finally, we examined the mediation model’s (in)variance across children’s age groups and 

asthma severity levels but no significant differences on the strength of the aforementioned 

associations were found. Although important differences on parental adaptation outcomes 

may exist according to asthma severity levels (Everhart, Fiese, & Smyth, 2008) and children’s 

age groups (Carona, Pereira, et al., 2013), our findings suggested that the experience of 

caregiving uplifts may operate through similar mechanisms (i.e., via positive reframing 

coping) in both developmental and clinical groups. Thus, our study also adds preliminary 

evidence for the general applicability of this specific parental adaptation mechanism, 

regardless of their children’s age group or asthma severity level, which may guide and 

facilitate parental psychological assessment and intervention in pediatric asthma settings. 

The results from the present study should be read with caution due to some limitations in 

the study’s design and procedures. The main limitation was the study’s cross-sectional design, 

which prevents the establishment of causality among the variables. Although the directional 

paths tested in the mediation model have been hypothesized according to the literature, further 

longitudinal research should be undertaken to clarify the direction of these associations and to 

examine whether changes in the attribution of meanings to the caregiving experience may 

influence the parental adaptation processes over time. Our study was also limited by the non-

probabilistic sampling method and the consequent heterogeneous distribution of sample 
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characteristics. The pediatric literature has advocated that the role of primary caregivers of 

children with chronic health conditions is commonly assumed by mothers, and that mothers 

are likely to be more vulnerable to psychological symptoms and lower QoL than fathers 

(Goldbeck, 2006; Silver, Westbrook, & Stein, 1998). Consistently with these studies, our 

sample was mainly composed of mothers; however, the low frequency of fathers precluded 

the examination of the role of caregivers’ gender on the mediating processes explaining 

parents’ QoL. Furthermore, about a half of the parents had a child with intermittent asthma, 

which forced the dichotomization of the asthma severity variable. Although the distribution of 

children by asthma severity levels in our sample has been similar to the Portuguese pediatric 

population distribution (Gaspar, Almeida, & Nunes, 2006), the increased variability within the 

persistent asthma group may have overlooked potential differences in the parameters tested in 

the mediation model according to asthma severity levels. 

Despite these limitations, several implications for clinical practice and research can be 

drawn. The impact of childhood health conditions on the family and the reciprocal influences 

between parents’ and their children’s adaptation are extensively recognized in pediatric 

psychology (Sameroff, 2009). Therefore, clinical interventions in pediatric settings should be 

family-centered and consider parents’ adaptation processes and outcomes. The assessment of 

positive dimensions of caregiving (e.g., uplifts) is essential to provide a comprehensive 

depiction of the caregiving experience and may contribute to operationalize a strength-based 

approach in promoting family adaptation. Therefore, encouraging parents’ perception of 

caregiving gratifications and personal growth is an important target for interventions aiming 

at promoting coping strategies in adverse circumstances and long-term adaptation (Joseph & 

Linley, 2006). Mindful-based interventions have already proven to be effective in reducing 

stress and anxiety and increasing personal growth in caregivers of children with special needs 

(Benn, Akiva, Arel, & Roeser, 2012), which may then “broaden and build” their coping 

repertoires (Larson, 2010), and specifically meaning-based coping mechanisms such as 

positive reframing or reappraisal. However, applications of meaning-making coping models 

to promote parental positive adaptation in the context of pediatric asthma still need further 

research, particularly longitudinal studies and randomized controlled clinical trials. Moreover, 

future research should examine the mediating role of other specific meaning-based coping 

mechanisms, such as acceptance or self-compassion, on the associations between caregiving-

related emotions and parental adaptation, and also on the transactional processes between 

parental coping patterns and children’s adaptation outcomes.  
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