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ABSTRACT 

 

 

Background: Reducing health disparities has become a national objective, and psychological 

factors, such as racial discrimination and weekly stressors, are thought to contribute to them.  

The purposes of this study are (1) to determine the association between weekly stressors and 

racial discrimination to physical health outcomes, including blood pressure, body fat 

percentage, and body mass index (BMI=kg/m
2
) among community dwelling African 

American and Hispanic/Latina women and (2) to determine whether coping moderates the 

association between discrimination and health. Method: Data were collected from the Health 

Is Power project, a longitudinal study funded by the National Institute of Health (PI: Lee, 

1R01CA109403) to increase physical activity and improve dietary habits in African 

American and Hispanic/Latina women. Women (N=410) completed measures of racial 

discrimination, weekly stress, and a physical health assessment. Racial discrimination was 

measured using the Experience of Discrimination questionnaire; weekly stressors, including 

the number of events and impact of events, were measured using the Weekly Stress Inventory. 

Physical health assessments were conducted by a trained assessor and included measures of 

BMI, body fat percentage, and blood pressure. Descriptive analyses were performed to 

describe participant characteristics and test assumptions of normality. Bivariate analyses 

were performed to determine the associations between independent variables (Experience of 

Discrimination, Weekly Stress Inventory-Impact) and dependent variables (BMI, body fat 

percentage, and blood pressure). Multiple regression analyses were used to determine 

physical health outcomes from the Weekly Stress Inventory and Experiences of 
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Discrimination questionnaire, controlling for age, socioeconomic status, and ethnicity. 

Results: Our results indicate that the impact of weekly stressors is associated with systolic 

and diastolic blood pressure in African American and Hispanic/Latina women, but not BMI 

or body fat percentage. Despite the high levels of perceived experiences of discrimination 

among African American and Hispanic/Latina women, discrimination was not associated 

with any physical health outcomes. The majority of study participants were categorized as 

active copers and coping did not moderate the association between discrimination and health. 

Discussion: Understanding the association between discrimination and stress on physical 

health is vital to reducing health inequalities among ethnic minority populations. Future 

studies should aim to collect objective health data from a multi-ethnic population. Findings 

from this study may be used to inform future public health guidelines and policies to reduce 

health disparities and promote health equality. 
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Introduction 

 Health disparities are an ongoing challenge in the United States (U.S. Department of 

Health and Human Services 2010), incurring not only increased healthcare costs, but also 

increased morbidity and mortality rates among minority groups compared to non-minority 

groups (Wang and Beydoun 2007). Reducing health disparities has become a national 

objective (U.S. Department of Health and Human Services 2010) and a difficult problem to 

resolve due to the multi-faceted issues that contribute disparities.  Healthy eating habits and 

increased physical activity levels are important for both physiological and psychological 

health. Health disparities may be related in part to decreased consumption of fruits and 

vegetables and lower levels of physical activity among minority groups (August and Sorkin 

2011). Increased stress levels are also associated with unhealthy behaviors, decreased self-

efficacy (Ng and Jeffery 2003), compromised health (Cohen, Janicki-Deverts et al. 2007) and 

may contribute towards health disparities. In addition, experiences of discrimination, and 

coping strategies are other factors that may affect health and contribute to racial/ethnic health 

disparities (Thoits 2010). 

Health disparities of interest to this thesis are obesity and hypertension. Obesity, 

measured by the Body Mass Index (BMI=kg/m²) has become a major challenge for the U.S., 

especially among African-American and Hispanic/Latina women. The percent of U.S. 

population that is obese (BMI ≥30.0) is currently recorded at 34.7%, but African-American 

women are measured at 51.0% and Hispanic/Latina women are measured at 43.3% in 

contrast with 33.1% of Caucasian women  (U.S. Department of Health and Human Services 

2010). Hypertension, defined as having a systolic blood pressure greater than or equal to 

140mmHg, a diastolic blood pressure reading of greater than or equal to 90mmHg, or 



2 
 

currently taking anti-hypertensive medication, also increases the risk of multiple diseases and 

death. African-American women suffer disproportionately from hypertension with rates 

currently at 44.4% compared to 26.2% and 28.1% of Hispanic/Latina women and Caucasian 

women respectively.  

Table 1. Percent of Obese & Hypertension Women (20 years and over, age 

adjusted) in 2005-2008 

 
Total Caucasian African American Hispanic/Latina 

Obesity 35.4% 33.1% 51.0% 43.3% 

Hypertension 29.8% 28.1% 44.4% 26.2% 

 

Racial/ethnic minorities have historically reported higher levels of perceived racial 

discrimination as compared to their Caucasian counter parts. Racial discrimination is defined 

by Thoits as unfair or unjust treatment by others (Thoits 2010). A few recent studies 

demonstrate that African-American and Hispanic/Latina women consistently report higher 

levels of perceived discrimination. Kessler et al. surveyed 3,032 individuals and asked them 

“How often on a day-to-day basis do you experience each of the following types of 

discrimination.” An alarming 91% of African-American women responded “yes” followed 

by 81.5% of Hispanic/Latina and 55.6% of Caucasian. While response rates of racial 

discrimination vary from study to study, there is a clear trend of racial/ethnic minorities 

reporting higher levels.  

Table 2. Percent Reporting Perceived Discrimination in Published Journals 

Study Caucasian African American Hispanic/Latino 

Kessler et al (1999) 55.6% 91.2%  81.5% 

Albert et al (2008) 18% 48.9% 22% 

Hunte & Williams (2009)  7.8% 42.9% 30.5% 
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Purpose of the Study  

The purpose of this study is to investigate the association between psychological 

stressors (racial discrimination and weekly stress) and physical health outcomes in a 

community dwelling sample of racial/ethnic minority women. Although many studies have 

investigated the relationship between racial discrimination and physical health, none have 

accounted for other psychological stressors (Thoits 2010) and few have considered coping 

strategies. Understanding the effects of discrimination and stress on physical health is vital to 

reducing health disparities among ethnic minority populations and would assist in further 

elucidating the association of perceived discrimination on health. Findings from this study 

can inform future public health guidelines and policies to reduce health disparities and 

promote health equality.  

Research Question  

1. Is there a correlation between experiences of discrimination and physical health 

outcomes? 

2. Is there a correlation between weekly stress impact and physical health outcomes? 

3. Does coping moderate the association between experiences of discrimination and 

physical health outcomes? 

Hypotheses 

1. A significant correlation will not exist between discrimination and physical health 

outcomes 

2. A significant correlation will not exist between stress and physical health outcomes.  
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3. Coping with unfair treatment will moderate the association of perceived discrimination 

and physical health outcomes. 
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Theoretical Framework 

 This thesis will adapt the Transactional Model of Stress and Coping described by 

Lazarus and Folkman which employs a comprehensive approach in describing how 

psychological stressors affect health (Lazarus and Folkman 1984). Key components of this 

model are primary and secondary appraisal and problem and emotion focused coping 

strategies.  Once an event occurs in the environment, the event causes a series of reactions. 

The individual will appraise (primary) the event as either stressful or non-stressful and will 

use past experiences and beliefs to determine this outcome. If the event is considered non-

stressful, the individual no longer proceeds with appraising the event. If the individual does 

determine that the event is stressful, a threat or challenge, he/she will evaluate his/her 

resources, options, and potential effectiveness (secondary appraisal) and determine how to 

cope with the stressor. After the individual has completed coping with the event, which could 

last from minutes to years, the individual retains an effect on health and memory (primary 

beliefs & commitments) for dealing with future stressful events. The biological pathway 

explaining how psychological events contribute to physical health outcomes are described 

later. This model was adapted from Lovallo (2005) to (a) discern the difference between 

problem and emotion focused coping in place of behavioral and psychological responses (b) 

health outcomes to represent how stressful events can affect health.  Within this model, we 

measured perceived stress and discrimination, coping, and physical health outcomes.  
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Figure 1. Adapted illustration of Lazarus and Folkman’s Transactional Model of Stress and 

Coping by Lovallo (2005). 
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Table 3 – Description of terms listed in the Transactional Model of Stress and Coping 

Term  Definition Source 

Psychological Stress Relationship between the person and the environment 

that is appraised by the person as taxing or exceeding 

his or her resources and endangering his or her well-

being 

Lazarus & 

Folkman ( 1984) 

pg. 19 

Discrimination Unfair or unjust treatment by others Thoits (2010) 

Stressor A stimulus event that challenges the integrity, or 

health of the body 

As cited in 

Lovallo (2005) 

pg. 30 

Primary Beliefs How the world should work and our commitments to 

given courses of action.  

Lovallo (2005) 

pg. 84 

Commitments What is important to the person and has meaning for 

him or her 

 

Cognitive Appraisal An evaluative process that determines why and to 

what extent a particular situation or series of 

transactions  between the person and the environment 

is stressful 

Lazarus & 

Folkman ( 1984) 

pg. 19 

Challenge Focus on the potential gain or growth inherent in an 

encounter and they are characterized by pleasurable 

emotions such as eagerness, excitement, and 

exhilaration 

Lazarus & 

Folkman ( 1984) 

pg. 32 

Threat Harm or losses that have not yet taken place but are 

anticipated 

Lazarus & 

Folkman ( 1984) 

pg. 32 

Secondary Appraisal A complex evaluative process that takes into account 

which coping options are available, the likelihood that 

one can apply a particular strategy or set of strategies 

effectively 

Lazarus & 

Folkman ( 1984) 

pg. 35 

Coping Process through which the individual manages the 

demands of the person-environment relationship that 

are appraised as stressful and the emotions they 

generate.  

Lazarus & 

Folkman ( 1984) 

pg. 19 

Problem Focused 

Strategies 

Attack the problem itself, with behaviors designed to 

gain information, alter the event, and alter the beliefs 

and commitments 

Lovallo (2005) 

Emotion Focused 

Strategies 

Psychological changes designed primarily to limit the 

degree of emotional disruption caused by an event, 

with minimal effort to alter the event itself.  

Lovallo (2005) 
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Review of Related Literature 

 As discussed earlier, health disparities remain a perplexing issue in the United States 

and more research is needed to explore the association between determinants of health 

(personal, social, and environmental factors) on health status (U.S. Department of Health and 

Human Services 2010). Social determinants of health include a wide variety of issues, such 

as availability of resources, social norms and attitudes (discrimination), and social support.  

More research is needed to address the association between social factors and physical health 

status to support effective policies that reduce health disparities. The health indicators of 

interest that contribute toward health disparities in the current investigation are blood 

pressure and body composition.  

Background 

Stress is a universal term that is used in almost every academic field (Rosmond 

2005). Definitions of stress vary widely, referring to the stressor, the stress response, and 

physiological or psychological outcomes. Although the origin of the term stress in biological 

research is debated, one of the first conceptualizations of stress arises from the French 

physiologist Claude Bernard in 1878 when he described the milieu interior and wrote “All 

the vital mechanisms, varied as they are, have only one object, that of preserving constant 

conditions of life in the internal environment” (p. 2 as cited in (Rosmond 2005). In Walter 

Cannon’s book, “The Wisdom of the Body,” Cannon went on to describe several stress 

related terms including homeostasis, stress, strain, and the “fight or flight” response (Cannon 

1932). “The coordinated physiological process which maintains most of the steady states in 

the organism are so complex and so peculiar to living beings, involving, as they may, the 

brain and nerves, the heart, lungs, kidneys and spleen all working cooperatively” was defined 
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as homeostasis (Cannon 1932). Hans Selye expanded on stress and homeostasis and 

proposed the three phased General Adaptation Syndrome (GAS): “(1) alarm, initial reactions 

necessary to meet the demands of the stressor are mobilized (fight-or-flight reaction), (2) 

resistance, in which the full adaptation to the stressor occurs with improvement or 

disappearance of physiological symptoms (return to homeostasis), and (3) exhaustion, when 

the stressor is sufficiently severe and prolonged that somatic defenses become overtaxed and 

depleted” (pg. 214-5 as cited in (Kubzansky and Kawachi 2000).   In 1984, Lazarus and 

Folkman described how cognitive appraisal of the stressors, as well as coping methods, can 

moderate the stress response, either psychological or physiological (Lazarus and Folkman 

1984): 

Cognitive appraisal is an evaluative process that determines why and to what 

 extent a particular transaction or series of transactions between the person and the 

 environment is stressful. Coping is the process through which the individual manages 

 the demands of the person-environment relationship that are appraised as stressful 

 and the emotions they generate (pg. 19). 

 

In order to maintain internal equilibrium, an organism has to ‘vary’ its’ internal 

parameters to appropriately respond to environmental demands (Sterling and Eyer 1988). The 

deviation from homeostasis was coined by Sterling and Eyer (1988) as allostasis and defined 

as “stability through change.” Since stressors can cause disturbances and deviations in 

allostasis, McEwen introduced the term allostatic load as the “price the body pays for being 

forced to adapt to adverse psychosocial or physical situations, and it represents either 

presence of too much stress or the inefficient operation of the stress response system” 



10 
 

(McEwen 2000). In conclusion, the concept of stress has significantly evolved over the last 

hundred years and more research is needed to determine the effect of numerous stressors on 

health and their contribution to health disparities.  

Psychological stress can affect both physiological and psychological health (Lazarus 

and Folkman 1984; Clark, Anderson et al. 1999; Krieger 1999; Li, Precht et al. 2003; 

Williams, Neighbors et al. 2003). Psychological stressors are challenges or threats from the 

external environment that are cognitively perceived as taxing (Lovallo 2005). Challenge 

differs from threats in that challenges cause a stress reaction that the individual knows how to 

cope with and causes minimal disruption in homeostasis. If the individual does not know 

how to cope with a threat, either because the stressor is new or over-taxing, the stressors can 

lead to hypothalamic-pituitary-adrenal (HPA) axis dysregulation. Psychologically stressful 

events may include acute stressors such as daily hassles and arguments with a coworker, or 

chronic stressors such as a discriminatory workplace or caretaking for a disabled family 

member or friend.  

Stress Response 

Events  cognitively appraised as stressful and taxing initiate a coping response 

(described later) (Lazarus and Folkman 1984). Psychological stressors cause a series of 

physiological responses that are produced in order to help maintain and restore homeostasis. 

Acute stressors activate a neuroendocrine response by the HPA axis which releases a cascade 

of biochemical hormones throughout the body. The hypothalamus connects the central 

nervous system to the adrenal gland. The hypothalamus releases cortisol releasing factor 

(CRF), to signal the anterior pituitary gland to secrete adrenocorticotropic hormone (ACTH) 

into the blood stream to activate the adrenal medulla glands (Herd 1991). The adrenal 
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medulla releases glucocorticoids and catecholamine (epinephrine and norepinephrine) that 

stimulate the fight-or-flight response which prepares the body to physically flee a threatening 

stressor.  Glucocorticoids, primarily cortisol, simultaneously increase production of insulin 

creating an environment that is conducive to abdominal fat storage and atherosclerosis 

(McEwen 2000; Epel 2009). Glucocorticoids can also increase appetite for food, thus 

increasing total calorie intake (McEwen 2000). Catecholamines secreted from the adrenal 

medulla and sympathetic nervous system cause significant increases in blood pressure and 

cardiac output (Herd 1991).   

While the HPA axis is important for survival, maintaining homeostasis, and memory 

adaptation, frequent or continued activation of the HPA axis from psychological stressors can 

lead to neuroendocrine, cardiovascular, and immune dysregulation that contribute to 

allostatic load (Herd 1991; McEwen 2000). Chronic stress can cause an anabolic/catabolic 

(A/C) imbalance through impaired feedback or slower recovery (Epel 2009). This A/C 

hormonal imbalance decreases several anabolic hormones (dehydroepiandrosterone, growth 

hormone, and insulin like growth factor 1), increases in catabolic hormones (cortisol and 

cathecholamines) and can also increase abdominal obesity, insulin resistance, and biological 

aging (Epel 2009). 

Coping 

The relationship between the effects of stressors on physiological health can be 

moderated through a coping response (Lazarus and Folkman 1984). After an individual has 

cognitively appraised the situation as stressful (challenge or threat), the individual can 

proceed in coping with the stressor to return to homeostasis.  Lazarus and Folkman (1984) 

defined coping as the “constantly changing cognitive behavioral efforts to manage specific 
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external and/or internal demands that are appraised as taxing or exceeding the resources of 

the person” (Lazarus and Folkman 1984). Two primary coping strategies are problem and 

emotion focused coping. Both emotion and problem-focused coping define, weigh, and 

generate solutions, but problem-focused coping externally acts upon the stressors to alter the 

event or belief (Lovallo 2005). Strategies for problem-focused coping include planning, 

suppression of competing activities, and seeking social support for instrumental reasons 

(advice, assistance, or information) (Carver, Scheier et al. 1989). Penley et al (2002) 

conducted a meta-analytic review of coping styles and determined that problem-focused 

coping was positively correlated with psychological health (subjective well-being), but not 

associated with physical health outcomes (blood pressure) (Penley, Tomaka et al. 2002). By 

contrast, emotion-focused strategies aim to limit the internal disruption of homeostasis 

through mental reappraisal of an event (Lovallo 2005). Emotion-focused strategies can also 

lead to seeking of social support through acknowledgement or sympathy (Carver, Scheier et 

al. 1989) and reappraisal of the encounter to diminish the importance of the stressor 

(internalizing) (Lazarus and Folkman 1984). Penley et al (2002) also examined emotion-

focused coping strategies (“distancing, self-control, accepting responsibility, wishful thinking 

… pg. 31) and found a negative association with poor health outcomes.  Individuals can use 

both problem and emotion-focused strategies (variable coping) to help diminish the effect of 

stressors on health, and these strategies are not independent of each other. Also, individual 

responses depend on the setting, circumstances and individual factors such as locus of control 

or social support (Penley, Tomaka et al. 2002).  

Discrimination 

Discrimination may be a source of psychological stress, especially among minority 

populations like African Americans and Hispanic/Latinos, that contribute to current health 
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disparities (Krieger 1990; Todorova, Falcon et al. 2010). Discrimination is defined by Thoits 

(2010) as “unfair or unjust treatment by others” on the basis of personal characteristics 

(Thoits 2010). Discrimination can take many forms in U.S. society but most often occurs on 

the basis of race/ethnicity, gender/sex, gay/lesbian/transgender, disability, age, religion, and 

social class (Krieger 2000). While many laws exist that prohibit discrimination in modern 

U.S. society, such as the Equal Opportunity Act (1975), discrimination still occurs (Kessler, 

Mickelson et al. 1999).  Kessler et al. reported a significant difference in “How often on a 

day-to-day basis do you experience each of the following types of discrimination” with 

possible answer choices “People act as if you are inferior”, “ Treated with less respect than 

other”, and “You are called names or insulted” among Caucasians and African Americans 

with 91.2% of African Americans versus 55.6% of Caucasians reporting some form of day-

to-day discrimination (Appendix B) (Kessler, Mickelson et al. 1999). Perceived 

discrimination is associated with self-reported perceived stress and depressive symptoms 

(Todorova, Falcon et al. 2010). Perceived discrimination refers to whether an individual 

cognitively perceived a discriminatory event occurring which relies on self-report data. 

Todorova et al. reported that 36.9% of adult Puerto Ricans reported experiencing 

discrimination, which was associated with perceived stress and depressive symptoms 

(Todorova, Falcon et al. 2010). 

Discrimination can further affect stress levels through multiple pathways. 

Discriminatory events are harmful, because they attack an individual’s rights, such as the 

right to work, to social justice, and identity that may affect an individual from birth through 

death. Stress proliferation, a stressor increasing the impact of other stressors (Pearlin, 

Schieman et al. 2005), explains how discriminatory experiences affect other stressors that 
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occur throughout our lives (Thoits 2010). These experiences can transcend from generation 

to generation causing socially disadvantaged status at birth. Given the history of racism and 

discrimination that has, and still, occurs in the United States, discrimination can help account 

for health disparities among African American and Hispanic Latin in the United States 

(Thoits 2010). 

Racial/ethnic discrimination can lead to detrimental health outcomes. Racism has 

been defined by Brondolo and colleagues as “a special form of social ostracism in which 

phenotypic or cultural characteristics are used to assign individuals to an outcast status, 

rendering them targets of social exclusion, harassment, and unfair treatment” (Brondolo, ver 

Halen et al. 2009). Additionally, these racially charged experiences exist as intergroup 

(different racial/ethnic groups) and intra-group (within racial/ethnic group) racism (Clark, 

Anderson et al. 1999). There are multiple ways in which racism can adversely affect health: 

(a) residential segregation which can lead to decreased opportunities for education, 

recreation, and employment; (b) reduced access to healthcare in low socioeconomic status 

neighborhoods; (c) internalized racism, which is when individuals of a marginalized 

population accept the negative stereotypes or beliefs of themselves and their community; and 

(d) increased psychological stress and unhealthy behaviors (Ahmed, Mohammed et al. 2007).  

Racial discrimination has also been associated with poor physical health outcomes, including 

increased body mass index (Cozier, Wise et al. 2009), obesity (Gee, Ro et al. 2008), high 

blood pressure (Krieger 1990; Krieger and Sidney 1996), perceived poor physical health 

(Ryan, Gee et al. 2006), and chronic conditions (Gee, Ro et al. 2008). 

Although a substantial number of studies exist that have examined racial/ethnic 

discrimination on health, few studies have included measures of coping when dealing with 
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unfair treatment (Brondolo, ver Halen et al. 2009). Common discrimination coping strategies 

investigated were internal/external reactions (Krieger 1990) and Anger-In/Out/Calm 

(Brondolo, Thompson et al. 2005). Other studies examined whether racial/ethnic identity 

(sense of belonging), social support, or confrontation and anger suppression responses were 

an effective coping strategy when dealing with discrimination, but their findings were 

inconclusive (Brondolo, ver Halen et al. 2009). More information is needed to identify 

effective coping strategies to help mitigate the potential psychological and physiological 

damage caused by stress and discrimination.  

Perceived Discrimination and Blood Pressure 

 A growing body of research has examined the effects of discrimination on blood 

pressure in the last two decades. A review by Williams et al. (2008) of studies on 

racial/ethnic discrimination and blood pressure found three studies with a positive 

association, five studies were positively associated dependent on dependent on other 

factors(coping, sex, social class, and ethnicity), and three studies with no association 

(Williams, Neighbors et al. 2008). The results suggest that an increased report of perceived 

discrimination tends to be positively associated with higher blood pressure. The majority of 

studies cited failed to include a coping measure and account for other daily stressors.   

One of the first examinations of discrimination on physical health was reported by 

Krieger (1990) who examined whether racial and gender discrimination was associated with 

high blood pressure in African American (N=51) and Caucasian (N=50) women, 20-80 years 

old, in Alameda County, California (Krieger 1990). The study found that African American 

respondents who experienced racial/gender discrimination and internalized unfair treatment 

(i.e., acceptance and non-disclosure) were 4.4 times more likely to have hypertension than 

respondents who talked to others and acted to change the situation (externalization). This 
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association was not statistically significant for Caucasian participants, which may highlight a 

possible area for future health disparity research. Limitations of this study include small 

sample size (N=101), self-reported history of hypertension, and failure to control for 

potential confounding from weight status or obesity. Future studies should assess blood 

pressure by trained assessors to provide more reliable hypertensive status.  

 In another study, Krieger and Sidney (1996) examined the association of perceived 

discrimination on blood pressure among a sample population of 4,086 African American 

(48.3%) and Caucasian (51.7%) men and women (25-37 years old) enrolled in the Coronary 

Artery Risk Development in Young Adults study, a multi-site, longitudinal study designed to 

monitor cardiovascular risk factors (Krieger and Sidney 1996). Data collected included the 

Experience of Discrimination questionnaire (Krieger 1990) used in the previous study, blood 

pressure, BMI, waist-to-hip ratio, physical fitness (graded treadmill exercise test), skin color, 

smoking status, alcohol, & hypertensive medications. Results were stratified by social class 

(working class and executive) and experiences of discrimination (0, 1-2, & 3+ discriminatory 

experiences). Seventy-seven percent of African American women reported experiencing 

discrimination at least once, in contrast to 31% of Caucasian women. Also, African 

American women were 1.5 times more likely (95% CI) to respond to unfair treatment 

through internalization than Caucasian women. Working-class African-American women 

who reported higher experiences of discrimination and internalized response to unfair 

treatment had higher systolic blood pressure (3-7 mmHg) than working-class Caucasian 

women. Although this study was unique in the fact that it was the first study to analyze racial 

discrimination and objectively measured blood pressure, it failed to account for other chronic 

stressors an individual may experience and the frequency of discrimination. More 
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comprehensive measures of psychological stress will help account for how psychological 

factors affect health. In order to account for other psychological stressors, we have included 

the Weekly Stress Inventory (described later) in our analysis and an updated version of the 

Experiences of Discrimination questionnaire (described later) that measures frequency of 

discrimination.  

 As stated above, it is important to measure frequency of discriminatory events. 

Roberts et al. (2008) examined 1,110 subjects from the Pitt County Study of African 

Americans in Pitt County, North Carolina. African American men (N=393) and women 

(N=717) completed the Everyday Discrimination Scale (Appendix B) (Williams, Yu et al. 

1997) which measures frequency and origin of discrimination (racial, non-racial, and other). 

Results showed that women who experienced higher frequencies of nonracial discrimination 

had higher odds for hypertension than women who experienced racial discrimination after 

controlling for potential confounders of age (< 45 & ≥ 45 years), psychosocial well-being, 

and socio-economic status (education and occupation) (Roberts, Vines et al. 2008). In 

conclusion, it is important to investigate frequency and type of discrimination, other sources 

of psychological stress, and coping mechanisms used to deal with discriminatory events.  

 Most studies examined African Americans, with few studies examining 

Hispanic/Latina adults. A recent study conducted by Todorova et al. (2010) examined 

lifetime perceived discrimination on both physical and mental health outcomes in 

Hispanic/Latina of Puerto Rican descent (Men N=331, Women N=791) residing in the 

Boston, Massachusetts area as part of the Boston Puerto Rican Health Study (Todorova, 

Falcon et al. 2010). Lower levels of perceived discrimination were reported in this sample 

(41.4% for men, 35.5% for women) than found among African Americans previously 
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reported. Although 67.3% of the participants reported hypertension, there was no association 

between perceived discrimination and systolic (135.86 vs. 134.32mm Hg) or diastolic (80.20 

mm Hg vs. 82.02 mm Hg) blood pressure after controlling for covariates (gender, age, 

education, length of residency in the United States, employment status, and language 

acculturation). Todorova et al. (2010) found that depressive symptoms, as measured by the 

Center for Epidemiological Studies Depression Scale, mediated the association between 

perceived discrimination and medical conditions, except blood pressure (Todorova, Falcon et 

al. 2010). Although the study measured blood pressure in a Hispanic/Latina population, the 

results are limited by a dichotomous perceived discrimination questionnaire (Yes/No) which 

failed to explicitly examine frequency of discrimination and for failing to test for mediating 

coping strategies. 

 In summary, the current literature on perceived discrimination and blood pressure 

remains inconsistent. Earlier studies focused on self-report of hypertension and later studies 

failed to control for frequency of discrimination. Ahmed et al. (2007) argued that 

“discrimination can affect both access to care, as well as the quality and intensity of medical 

treatment” which may cast doubt on self-reported physical health outcomes in minority 

populations due to their lack of access to health care (Ahmed, Mohammed et al. 2007). More 

studies are needed that identify frequency and intensity of discrimination and also collect 

information on other stressors and coping mechanisms. No single study currently exists that 

examines all of the above criteria. 

Perceived Discrimination and Body Composition  

 Recent evidence has investigated the association of perceived discrimination on body 

composition (Vines, Baird et al. 2007; Gee, Ro et al. 2008; Cozier, Wise et al. 2009; Hunte 
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and Williams 2009; Lewis, Kravitz et al. 2011). The literature has examined body 

composition defined as BMI, waist-to-hip ratio, waist circumference, computed tomography 

scans, and dual-energy x-ray absorption (DEXA) and has explored whether perceived 

discrimination can explain the differences in body composition rates among African 

American, Hispanic/Latina, and Caucasian populations. Since body composition can be 

measured using multiple methods, each carrying its own strengths and limitations, this can 

make it difficult to draw common inferences among studies, especially between visceral and 

subcutaneous fat accumulation. This section presents information and limitations on recent 

research conducted on perceived discrimination and body composition.  

 In one of the first studies to examine adiposity and perceived discrimination, Vines et 

al. (2007) interviewed 476 African American women (35-49 y/o) and hypothesized high rates 

of perceived racism and passive emotional response to racism (Hopeless & Powerless) would 

correlate with central adiposity (waist-to-hip ratio) (Vines, Baird et al. 2007). Participants 

completed behavioral, psychosocial, and the Telephone-Administered Perceived Racism 

Scale (Appendix E) and two out of five sections were analyzed: 1) Experience of Racism 

(Personal & Group) and 2) Passive Emotional Response. Results showed a positive 

association between daily stresses (“How stressful is your day-to-day life?) and central 

adiposity, while there was a negative association between “perceived racism” and central 

adiposity. In conclusion, it is plausible that since only ten of the twenty-five questions on the 

Telephone-Administered Perceived Racism Scale were analyzed, results may not reflect total 

perceived individual experiences with discrimination. By statistically grouping together 

perceived individual racism questions with perceived group racism questions, it is difficult to 

make the distinction between inter and intra racism (described earlier). In addition, the 
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authors did not explore other coping scales within the Telephone-Administered Perceived 

Racism Scale that asked about behavioral responses to racism (i.e., “Accept or keep to 

oneself”, “Working harder to prove them wrong”).  

Few studies in the literature have examined perceived discrimination on physical 

health outcomes in a multiracial/ethnic sample. Hunte and Williams (2009) examined 3105 

(N=802 Hispanic/Latina, N=1240 African American, and N=983 Caucasians) participants 

(≥18 y/o) in the Chicago Adult Community Health Study to assess whether perceived 

discrimination was related to obesity (BMI) and adiposity (waist circumference), 

independent of stressful events and other factors that contribute to obesity (Hunte and 

Williams 2009). The analysis showed that perceived discrimination was significantly 

associated with increased adiposity only among Caucasian participants (OR 2.19, 95%CI) 

but not among Hispanic/Latinas or African Americans. It is possible this is due to a restricted 

sample since the Caucasians (29.0%) had a significantly smaller level of at-risk waist 

circumference, than African Americans (50.5%) or Hispanic/Latina (41.3%). It is possible 

that coping moderated the different associations found in this study, but this was not 

measured.  

 In a recent study, Lewis et al. (2010) examined a community sample of women 

(N=182 African American, 220 Caucasian, 42-61 years old) in geographically diverse 

neighborhoods in Chicago, IL to determine the association of perceived discrimination on 

visceral fat accumulation (computed tomography scans) (Lewis, Kravitz et al. 2011). The 

authors hypothesized that psychosocial stressors can contribute to visceral fat (which would 

lead to increased incidences of cardiovascular diseases), rather than subcutaneous or total 

body fat. Results showed that for every one point increase (on a scale of 1.0-4.0) in 
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discrimination, visceral fat increased by 13.03-cm² regardless of race, while no association 

could be found with subcutaneous fat or waist circumference (Lewis, Kravitz et al. 2011). 

Although the authors employed a validated discrimination questionnaire, the Everyday 

Discrimination Scale, coping responses or traits was not measured. Future studies should 

consider employing other methods besides waist-to-hip ratio or waist circumference as they 

may not accurately represent fat stores and location.  

Cozier et al (2009) analyzed prospective data from the Black Women’s Health Study 

that included a sample of 43,103 to determine weight change over 8 years (Cozier, Wise et 

al. 2009). The Everyday Discrimination Questionnaire was collected in 1997, covariates 

(self-reported height, weight, waist & hip circumference, education, smoking status, and 

alcohol) were collected in 1995; and coping, measured by the Abbreviated Carver Coping 

Scale (Carver 1997), was collected in 2005. Weight change was assessed in two year 

increments from 1997 to 2005, while waist circumference change was measured in 1995 and 

2005. The authors concluded that perceived racism was associated with adiposity and that 

African American women who scored higher on coping did not gain as much weight between 

1997 and 2005.  While this study is one of the few to assess discrimination, coping, and 

adiposity, its methods had a number of substantial limitations. For example, the relationship 

between discrimination measured in 1997 with coping measured in 2005 is difficult to 

interpret, because an individual’s primary beliefs and commitments can change over time and 

might not reflect how they would have coped with discrimination at the time it was assessed. 

This study also relied on self-report data for all their variables (postal questionnaires). Future 

research should aim to measure discrimination and coping during multiple time points to 

assess changes over time.  
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In conclusion, research on perceived discrimination and body composition points 

toward a positive association but more research is needed. Studies continue to employ a wide 

variety of measures for discrimination and body composition, each having limitations which 

make it extremely difficult to develop a consensus. Future studies should use validated 

measures of body composition, such as DEXA or bioelectrical impedance analysis, and 

discrimination measures that account for other stressors and coping mechanisms.   

Discrimination and Coping 

 Although the concept that coping can moderate the effect of stress on health has been 

hypothesized for some time, surprisingly few studies (Krieger 1990; Krieger and Sidney 

1996; Brondolo, Thompson et al. 2005; Cozier, Wise et al. 2009) have measured coping and 

discrimination together (Brondolo, Rieppi et al. 2003). In a selected review and critique on 

coping and racism, Brondolo et al. (2009) highlighted three forms of coping strategies that 

have been indicated as a response to racism: a) racial identity b) social support c) anger 

expression and suppression (Brondolo, ver Halen et al. 2009). Racial identity, the sense of 

ethnic/racial group membership, may buffer discrimination several ways: Affecting appraisal 

of race-related events, increasing knowledge and information of one’s class, and increasing 

sense of belonging. Increasing social support by connecting with community and family 

members, is considered a form of externalized coping and may buffer stress by increasing 

racial identity, supportive role models, and increased sense of security. Anger coping is 

classified into two opposing forms: a) expression of anger to change behavior of the stressor 

and b) suppression of anger to minimize the internal toll.   

Coping with discrimination is very dynamic, because there are multiple levels 

(institutional and interpersonal) in which discrimination may affect health and coping 
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resources. Other concepts of discrimination need to be considered when measuring coping, 

such as blocked opportunities, emotional consequences, effects on surrounding individuals, 

lessened opportunities for education or employment, and damage to self-identity (Brondolo, 

ver Halen et al. 2009). Individual psychological differences can affect one’s ability to cope 

with discrimination. Furthermore, most coping assessments do not measure differences 

between coping with acute versus chronic discriminatory events or the appraisal of 

discrimination. More studies are needed to determine how coping with racism can be 

operationalized into a testable model as presented in the theoretical model. Also under 

consideration are factors that can favor or depress certain coping styles, such as age, 

education, SES, race, social support and stress proliferation.  

Stancil et al. (2000) sought to understand if psychological stressors, experiences of 

discrimination, coping, and neighborhood crime, could predict blood pressure levels in 

pregnant African American women (N=94, 18-39 y/o). Utilizing the Experiences of 

Discrimination questionnaire, the researchers created a scoring protocol for the responses to 

unfair treatment section and used this section for their coping style. Participants were 

classified as an a) Active coper if they ‘Try to do something about it’ and ‘Talk to other 

people about it’ b) passive coper if they ‘Accept it as a fact of life’ and ‘Keep it to yourself’ 

c) neutral coper if they ‘Try to do something about it’ and ‘Keep it to yourself’ or ‘Accept it 

as a fact of life’ and ‘Talk to other people about it.’ Active respondents were the primary 

form of coping style (56.1%), followed by neutral (28.8%), and last passive (15.2%). The 

analysis also showed that active copers reported higher levels of racial and sexual 

discrimination, but passive copers reported higher levels of perceived stress. Further analysis 

revealed that increased levels of perceived stress, but not racial or sexual discrimination, was 
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significantly associated with systolic blood pressure. Future studies should continue to 

investigate how multiple forms of psychological stress can contribute to health disparities.  
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Methodology 

 This thesis investigated whether Weekly Stress Inventory-Impact and Experiences of 

Discrimination were associated with physical health outcomes (blood pressure, body mass 

index, and body fat percentage) in community dwelling minority women. The thesis also 

aimed to determine whether coping, using problem, emotion, or variable strategies with 

Experiences of Discrimination could buffer potential negative physical health effects. The 

hypothesis was that weekly stress impact would not be positively associated with physical 

health outcomes; experience of discrimination would not be positively associated with 

physical health outcomes; coping would moderate the relationship between discrimination 

and physical health.  

Procedures  

This study is a secondary analysis of data from the longitudinal Health is Power (HIP) 

study (PI Lee, R.E.). The HIP study was conducted from 2006 to 2008 at the University of 

Houston, Department of Health and Human Performance, Texas Obesity Research Center. 

African American and Hispanic/Latina participants were recruited through advertisements 

posted in churches, community centers, community housing, community organizations, and 

through referrals to participate in a health promotion intervention with the purpose of 

increasing physical activity or fruit and vegetable consumption using social cohesion (Lee, 

Medina et al. 2011). Interested participants completed an initial telephone-administered 

inclusionary screener (Appendix H). Women who were between the ages of 25 and 60 years 

old, physically inactive (< 30 min of moderate or vigorous physical active), and free from 

cardiovascular disease or any other physical limitations that would restrict physical activity 

were eligible to participate. A total of 410 community members of Houston, TX and Austin, 
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TX (311 from Houston and 99 in Austin, TX) agreed to participate in this study. Women 

self-identified as African American [n=263 (64.1%)] and Hispanic/Latina [n=147 (35.8%)]. 

Of the total sample, 263 women were from Houston, TX, 84.6% were African American and 

15.4% were Hispanic/Latina, with all Austin, TX participants self-identifying as 

Hispanic/Latina (Lee, Mama et al. 2011). All participants reviewed and completed the 

Consent to participate (Appendix I).  

At baseline (T1) height, weight, body mass index (BMI=kg/m ), body fat percentage 

(Tanita Body Fat Analyzer, TBF 105, Tanita Corporation of America, Inc., Arlington 

Heights, IL.), blood pressure (manual aneroid sphygmomanometer), and the International 

Physical Activity Questionnaire were collected. After completing the initial health 

assessment, participants were given a run-in packet to be turned in by the following meeting 

(T2), which included the Weekly Stress Inventory (Brantley & Ames, 2001) and Experience 

of Discrimination (Krieger, Smith et al. 2005). The purpose of the run-in packet was to help 

increase participant adherence to the study protocol and increase commitment to the project.  

Data collected during T1 and T2, immediately following the intervention, was used for the 

analyses.  

Data Collection  

 Initial health assessment data and the run-in packet were collected by the HIP 

principal investigator (Lee, R.E.) and research team after participants submitted the Consent 

to Participate form (Appendix I). Data were entered and proofed in a secure, password 

protected database using Microsoft Access and analyzed using SPSS version 17.0 for data 

analysis. 

Independent Variable 
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The Weekly Stress Inventory (WSI) was developed by Phillip J. Brantley at the 

Pennington Biomedical Research Center and consists of 87 self-report items assessing the 

number of stressors experienced over the preceding week (WSI-Event) and the impact of the 

stressors (WSI-Impact) (Appendix D) (Brantley, Jones et al. 1997). The WSI has been 

validated for use among minority populations; older participants generally had lower scores 

among both WSI-Event and WSI-Impact. Internal consistency (r=.92 to .96 for Event and .93 

to .97 for Impact) is high and test-retest reliability (r=.83 at WSI-event and r=.80 for Impact) 

is adequate. The WSI is also appropriate for use among community-dwelling individuals 

operating above a 7
th

 grade reading level, and it is easy to administer (Brantley, 1996). 

Examples of the questions include “Had a job or assignment overdue”, “Did something you 

were not good at”, and “Drove around under bad conditions.” Each question was scored by 

marking one of the following: Did not happen (x), Happened not Stressful (1), Slightly 

Stressful (2), Mildly Stressful (3), Moderately Stressful (4), Stressful (5), Very Stressful (6), 

Extremely Stressful (7), and Fill in if item happened three or more times this week (3x). Only 

the WSI-Impact scale was used for our analyses, because we were interested in the intensity 

of the events. WSI-Event included both non-stressful and stressful events, and the number of 

non-stressful events was hypothesized to not have any effect in our analysis.  

The Experiences of Discrimination questionnaire was originally developed by Nancy 

Krieger in 1990 to explore the relationship of racial and gender discrimination and responses 

of unfair treatment on self-reported hypertension in African American and Caucasian women 

(Krieger 1990). Experiences of Discrimination (Appendix A) originally consisted of 13 

questions with yes/no responses that examined whether participants experienced three types 

of discrimination: (1) unfair treatment, (2) racial discrimination, and (3) gender 
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discrimination. In 2005, the Experiences of Discrimination (Appendix C) was altered to 

replace the Yes/No responses with a scale of “never” to “4 or more times” to measure 

frequency of perceived discrimination. Two situational discrimination questions (“Getting 

service in a store or restaurant” and “Getting credit, bank loans, or a mortgage”), questions 

regarding worrying about discrimination, global experiences of discrimination, and filing a 

formal complaint because of racial discrimination were also added.  (Krieger, Smith et al. 

2005). A score of the nine discrimination questions was determined by assigning a numeric 

value to each response with “Never” assigned 0, “Once” assigned 1, “2-3 times” assigned 

2.5, and “4 or more times” assigned 5. Results showed the revised version Experiences of 

Discrimination was more reliable (r=0.79) than the original Experiences of Discrimination or 

Everyday Discrimination Questionnaire. The nine-item frequency of discrimination was 

found highly reliable within the Experiences of Discrimination, but the single-item “Worry,” 

“Global,” and “Filing a formal compliant” was not as reliable. The nine-item frequency of 

discrimination was one independent variable of this thesis and the response to unfair 

treatment was used as a moderator of this thesis. 

Moderation Variable 

As stated earlier, coping with psychological stressors can moderate the association 

between stress and health. Coping was measured by the “Response to Unfair Treatment” 

section of the Experiences of Discrimination questionnaire. Two questions pertaining to how 

individuals responded to unfair treatment were asked (a) “If you feel you have been treated 

unfairly, do you usually accept it as a fact of life or try to do something about it?” and (b) “If 

you have been treated unfairly, do you talk to other people about or keep it to yourself?” 

Responses were categorized as internalized responses for “Accepting it as a fact of life” and 
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“Keep it to yourself” and were coded with a 0. Externalized responses were “Try to do 

something about it” and “Talk to other people about it” and were coded with a 1. Participants 

who receive a total score of 0 were categorized as an emotion coper, participants who receive 

a total score of 1, indicating a mixture on internal and external responses, were categorized as 

variable copers, and participants who receive a total score of 2 were categorized as problem 

copers. The scoring protocol has been utilized in two previously known studies (Stancil, 

Hertz-Picciotto et al. 2000; Krieger, Smith et al. 2005).  

Dependent Variables 

All anthropometric measurements were collected by trained assessors of the HIP 

study using procedures listed in the primary study (Lee, Mama et al. 2011). Weight (pounds 

& kg), BMI, and body fat percentage were measured using the Tanita TBF-310 body 

composition analyzer (Tanita, 2007). Height was measured using a stadiometer; and BMI 

was calculated kilograms/meters². 

HIP participants were given a medication usage questionnaire at different time points 

throughout the study (Appendix G). Only medication questionnaires collected at T2 was used 

for our analyses. At T2, 145 participants completed the medication usage questionnaire. 

Medications were coded by primary disease treatment based on the National Library of 

Medicine Drug Information Portal (http://druginfo.nlm.nih.gov/drugportal/drugportal.jsp). 

Analysis Plan 

 All data were analyzed for data entry errors through data proofing protocol conducted 

by two graduate research assistants. Descriptive analyses were performed to describe 

participant characteristics and test assumptions of normality. Bivariate analyses were 

performed to determine the associations between independent variables (Experiences of 

http://druginfo.nlm.nih.gov/drugportal/drugportal.jsp
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Discrimination & Weekly Stress Inventory-Impact) collected at T2 and dependent variables 

(BMI, body fat percentage, and blood pressure) collected at T1. Univariate general linear 

modeling was used to determine associations between ethnicity and potential confounding 

variables. To examine the contribution of psychological stress on the prediction of physical 

health outcomes, we performed sequential (or block) multiple regression. For analyses, we 

entered variables in two blocks: the control variables of age, ethnicity, FPL Income, and 

education (Block 1) and Weekly Stress Inventory-Impact and Experiences of Discrimination 

(Block 2). To examine the unique contribution of Experiences of Discrimination and the 

theorized moderating effect of coping style to the prediction of physical health outcomes, we 

performed sequential multiple regression analyses; one regression model with and one model 

without the moderator. For analyses, we entered variables in five blocks: the control 

variables of age, ethnicity, FPL Income, and education (Block 1), Weekly Stress Inventory-

Impact (Block 2), Coping (Block 3), Experiences of Discrimination (Block 4) and interaction 

effect (EOD*Coping) (Block 5). After entry of each block into the model, the change in 

multiple R
2
 was tested to determine if the respective block significantly improved model fit, 

indicating that the block variables contributed to the explanatory capacity of the model 

independent of the variables in the preceding blocks. Significance was defined by p < 0.05.  

Human Subjects  

 The HIP study was approved by the University of Houston Institutional Review 

Board (IRB Approval #: 05217-01). A data use agreement (Appendix J) was entered between 

the lead author, Christopher P. Sunseri, and the principal investigator, Dr. Rebecca E. Lee. 

All identifying information was removed and the data were only verifiable by a unique 

identification number.  



31 
 

Results 

Sample Characteristics 

A majority of participants (n = 232, 56.6%) from the HIP study were excluded from 

our analysis because the Weekly Stress Inventory and Experiences of Discrimination were 

turned in at different time points. Data from a total of 178 participants (AA n = 130, 73.0%, 

HL n = 48, 27.0%) were analyzed for this study and presented in Table 4. The majority of 

participants were overweight or obese (M = 34.8 kg/m², SD =7.6) determined by BMI. 

Higher levels of overweight and obesity were also evident in percent body fat (M 43.1%, SD 

= 7.0). There was no significant difference among African American and Hispanic/Latina 

women in BMI or body fat percentage. The majority of participants had pre-hypertensive 

systolic blood pressure (M = 125.1, SD = 13.1) and normal diastolic blood pressure (M = 

79.7, SD = 8.3). The majority of participants were middle aged (n = 178, M = 44.8, SD = 

9.2), and there was no significant difference between African American (M = 45.5, SD = 9.3) 

and Hispanic/Latina (M = 44.1, SD 9.5) women on age. Nearly half of participants reported 

being well educated with a college degree (n = 81, 46.6%), followed by attending some 

college (n = 80, 46.0%), possessing a high school diploma or less (n = 13, 7.5%). There was 

a significant difference (p<.001) between African American and Hispanic/Latina women’s 

educational status with the majority of African American women reporting a college degree 

(52.8%) versus fewer Hispanic/Latina woman reporting a college degree (29.2%). Participant 

also reported higher levels of income with 53.4% (n = 95) earning 401+% of 2007 Federal 

Poverty Level Income for a family of four in 2007, but there was no significant difference 

between ethnicities.  
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Medication usage information can be found on Table 4. Of the sample that returned 

the questionnaire at T2, nearly half of the sample (n = 35, 46.1%) reported taking no 

medication two weeks prior to the start of the survey. Of the participants who reported taking 

medication (n = 26, 49.1%) within two weeks prior to our study, medication was taken for 

hypertension (n = 16, 20.5%), diabetes (n = 2, 1.1%), hypercholesterolemia (n = 5, 6.4%), 

depression (n = 1, 1.3%), other (n = 22, 28.6%), and unidentifiable (n = 4, 5.1%). Other 

medication included supplements and over-the-counter medications such as non-steroidal 

anti-inflammatory drugs, anti-histamine, or cold medications. Due to low cell counts, 

medication usage will not be controlled for in our analyses.  
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Table 4 Baseline participant characteristics by ethnicity  

Variables African American Hispanic or Latina Total  

 N M (SD) N M (SD) N M (SD) p value 

Age 130 45.4 (9.3) 48 43.2 (8.8) 178 44.8 (9.2) .161 

BMI 130 34.7 (8.0) 47 35.1 (6.5) 177 34.8 (7.6) .762 

%BF 129 42.9 (7.4) 48 43.6 (5.9) 177 43.1 (7.0) .574 

SBP 130 126.7 (13.1) 48 120.7 (12.1) 178 125.1 (13.1) .006** 

DBP 130 79.7 (8.3) 48  78.0 (10.2) 178 79.3 (8.9) .245 

WSI 130  80.2 (64.4) 48 67.35 (46.1) 178 76.6 (60.0) .956 

EOD 126 18.3 (6.2) 44 15.6 (5.7) 170 17.6 (6.2) .001** 

 N (%) N (%) N (%)  

FPL Income    .223 

0-100% 0 (0.0%) 1 (2.3%) 1 (0.6%)  

101-200% 13 (10.6%) 3 (6.8%) 16 (9.0%)  

201-300% 18 (14.6%) 10 (22.7%) 28 (15.7%)  

301%-400% 17 (13.8%) 10 (22.7%) 27 (15.2%)  

401+% 75 (61.0%) 20 (45.5%) 95 (53.4%)  

Education    .000** 

8
th

-12 4 (3.1%) 9 (19.1%) 13 (7.5%)  

Some College 56 (44.1%) 24 (50.0%) 80 (46.0%)  

College 

Graduate 

67 (52.8%) 14 (29.2%) 81 (46.6%)  

Coping    .474 

Problem 98 (76.6%) 40 (87.0%) 138 (79.3%)  

Variable 27 (21.1%) 3 (6.5%) 30 (17.2%)  

Emotion 3 (2.3%) 3 (6.5%) 6 (3.4%)  

Medications N (% within Ethnicity) N (% within Ethnicity) N (% Total)  

Medication 2 

weeks 

18 (50.0%) 8 (47.1%) 26 (49.1%) .845 

Hypertension 11 (20.0%) 5 (21.7%) 16 (20.5%) .864 

Type 2 

Diabetes 

0 (0.0%) 2 (8.7%) 2 (1.1%) .027* 

Cholesterol 2 (3.6%) 3 (13.0%) 5 (6.4%) .125 

Depression 1 (1.8%) 0 (0.0%) 1 (1.3%) .521 

Other 

Medication 

16 (29.6%) 6 (26.1%) 22 (28.6%) .757 

Unidentifiable 3 (5.5%) 1 (4.3%) 4 (5.1%) .842 

No Medication 24 (44.4%) 11 (50.0%) 35 (46.1%) .665 

BMI=Body Mass Index, BF%=Body Fat Percentage, SBP-Systolic Blood Pressure, 

DBP=Diastolic Blood Pressure, WSI= Weekly Stress Inventory, EOD = Experiences of 

Discrimination, FPL=Federal Poverty Level.  

*p<.05  **p<.001 
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All variables were analyzed for normality in order to meet the underlying 

assumptions for regression analyses. The shapes of the distributions can be described by their 

coefficients of skewness and kurtosis and found on Table 5. For systolic blood pressure, the 

standardized score for skewness (skewness/standard error) was 6.382 and standardized score 

of kurtosis (kurtosis/standard error) was 6.906 indicating the data set was affected by 

skewness and kurtosis. After visual inspection of systolic blood pressure histogram, it was 

determined to remove two outliers with systolic blood pressure readings of 190 and 184 to 

meet the assumptions of multiple regression. After removal of the two outliers, the systolic 

blood pressure distribution had a standardized score of 3.247 for skewness and -0.083 for 

kurtosis, which was deemed acceptable for the regression analyses. Diastolic blood pressure 

was normally distributed.   

The Weekly Stress Inventory-Impact and Experiences of Discrimination were not 

normally distributed. The standardized score for Weekly Stress Inventory-Impact is 10.149 

for skewness and 20.658 for kurtosis. Due to its substantial positive skewness, Weekly Stress 

Inventory-Impact was transformed using the function “NEW(X)=LOG10(X+1).” After the 

transformation (TrWSI-Impact), the standardized score was reduced to -4.412 for skewness 

and 2.050 for kurtosis. Transformed means were used in our analyses and the original scores 

are shown in our tables. Results showed that African American (M = 80.2, SD = 64.4) and 

Hispanic/Latina (M = 67.4, SD = 46.1) women reported almost identical levels of Weekly 

Stress Inventory-Impact (p<.956). The standardized score for Experiences of Discrimination 

is 3.978 for skewness and 0.114 for kurtosis, indicating it was moderately affected by 

skewness. Experiences of Discrimination was transformed using the function “NEW(X) = 

SQRT(X).” After transformation (TrEOD), the standardized score for skewness was reduced 
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to 2.134. Results showed the African American (M = 18.3, SD = 6.2) women reported 

significantly higher levels (p<.001) of Experiences of Discrimination than Hispanic/Latina 

(M = 15.6, SD = 5.7) women which is consistent with previous literature. The histograms of 

systolic blood pressure, Weekly Stress Inventory-Impact, and Experiences of Discrimination 

pre and post transformation can be found as Appendix F 1-6.  

 

Table 5 Skewness, kurtosis, and standardized score values for continuous independent and 

dependent variables 

Variable Skewn

ess 

Std. 

Error 

Skew/S

.E. 

Kurto

sis 

Std. 

Error2 

Kurtosis/

S.E. 

Proposed 

Transformation 

Age -0.397 0.181 -2.193 -0.72 0.36 -2.000 None 

BMI 0.771 0.182 4.236 0.53 0.361 1.468 None 

BF% -0.861 0.182 -4.731 1.195 0.361 3.310 None 

SBP 1.155 0.181 6.381 2.486 0.36 6.906 Remove 2 highest 

outliers 

DBP 0.219 0.181 1.210 0.847 0.36 2.353 None 

WSI 1.837 0.181 10.149 7.437 0.36 20.658 New (X) = Log 10 

(X+1) 

EOD 0.736 0.185 3.978 0.042 0.368 0.114 New (X) = Sqrt 

(X)  

 

 

 

       

Table 6: Transformed skewness, kurtosis, and standardized score values for continuous 

independent and dependent variables 

Variable Skewnes

s 

Std. 

Error 

Skew/S

.E. 

Kurto

sis 

Std. 

Error2 

Kurtosis/

S.E. 

Proposed 

Transformation 

Age -0.379 0.182 -2.082 -0.722 0.362 -1.994 None 

BMI 0.787 0.183 -1.994 0.607 0.363 1.672 None 

BF% -0.863 0.183 -4.716 1.214 0.363 3.344 None 

SBP 0.591 0.182 3.247 -0.03 0.362 -0.083 None 

DBP -0.047 0.182 -0.258 0.128 0.362 0.354 None 

TrWSI-

Impact 

-0.803 0.182 -4.412 0.742 0.362 2.050 None 

TrEOD 0.397 0.186 2.134 -0.549 0.37 -1.484 None 

Participants were categorized into problem, emotion, or variable copers depending on 

responses to questions on unfair treatment. An overwhelming majority of participants were 
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categorized as problem copers (N = 138, 79.3%) compared to variable copers (N=30, 17.2%) 

and emotion copers (N = 6, 3.4%) and no significant difference existed between ethnic 

groups (p<0.474). Due to low cell counts of emotion copers, coping strategies were re-

categorized into four groups based on participant level of acceptance and disclosure 

(McLaughlin, Hatzenbuehler et al. 2010). The four groups were separated by answer 

responses of (a) accept and disclose (b) accept and don’t disclose (c) don’t accept and 

disclose (d) don’t accept and don’t disclose; scores and valid percent. However, this further 

reduced our cell counts and was ultimately rejected for consideration.  

Relationships among potential confounding variables and independent and dependent 

variables were analyzed. Results can be found in Table 7. Coping was significantly 

associated (p<0.01) with EOD with variable coping (M = 18.2, SD = 6.4) reporting higher 

levels than emotion coping (M = 11.6, SD = 3.7). Income was significantly (p<0.01) 

associated with body fat percentage (22.1%). While this association was significant, the 

analysis was limited by only one participant reporting to be in the lowest income category.  

Education was significantly associated with BMI, systolic blood pressure, and Experiences of 

Discrimination. College graduates had lower levels of body mass index (M = 33.2, SD = 6.4) 

than some college (M = 36.5, SD =8.8) and 8
th

-12
th

 grade (M = 34.5, SD = 5.7). College 

graduates had the lowest levels of systolic blood pressure (M = 121.7, SD = 12.1) than some 

college (M = 127.9, SD = 13.2) and 8
th

-12
th

 grade (M = 126.0, SD = 15.6). Despite 

educational status, all educational groups were categorized as obese and pre-hypertensive 

systolic blood pressure. Educational status was also significantly associated with Experiences 

of Discrimination. The lowest levels of perceived discrimination was found in 8
th

-12
th

 grade 

(M = 12.8, SD = 3.8) than some college (M = 17.4, SD = 5.3) and college graduates (M = 
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16.7, SD = 5.8). A recent study by Halanych et al. (2011) concluded similar results that 

showed that increased income and education was associated with increased levels of 

perceived discrimination (Halanych, Safford et al. 2011). 
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Table 7 Relationship among potential confounding variables on independent and dependent variables 

Variable BMI BF% SBP DBP WSI EOD 

 N M (SD) N M (SD) N M (SD) N M (SD) N M (SD) N  M (SD) 

Coping             

  Problem 137 34.9 (8.0) 137 43.2 (7.3) 138 125.0 (13.5) 138 79.1 (9.3) 138 80.2 (63.4) 134 16.5 (5.6)** 

  Variable 30 34.2 (6.5) 30 42.0 (6.6) 30 126.1 (12.4) 30 80.8 (7.8) 30 71.6 (47.3) 29 18.2 (6.4)** 

Emotion 6 36.6 (5.4) 6 45.4 (3.2) 6 120.3 (9.5) 6 76.5 (5.5) 6 71.2 (43.6) 6 11.6 (3.7)** 

Income             

0-100% 1 21.7 1 22.1** 1 103.0 1 63.0 1 85 1 12 

101-200% 16 35.3 (9.4) 15 41.4 (7.2)** 16 121.7 (14.1) 16 77.5 (9.6) 7 74.2 (54.2) 16 16 (4.9) 

201-300% 28 36.3 (7.5) 28 45.1 (5.7)** 28 126.2 (11.8) 28 80.7 (8.3) 28 93.3 (45) 28 15.5 (5.5) 

301-400% 27 36.1 (9.1) 27 44.1 (7.6)** 27 125.1 (12.2) 27 79.6 (10.5) 27 68.2 (53.6) 26 16.2 (5.4) 

401+% 94 34.3 (7.0) 95 42.7 (7.0)** 95 125.4 (13.6) 95 79.4 (8.4) 95 76.9 (67.3) 91 17.3 (5.9) 

Education             

8-12
th
 Grade 13 34.5 (5.7)* 13 44.2 (4.5) 13 126.0 (15.6)** 13 83.1 (8.2) 13 58.5 (36.3) 12 12.8 (3.8)** 

Some College 79 36.5 (8.8)* 79 43.8 (7.3) 80 127.9 (13.2)** 80 81.0 (9.4) 80 75.8 (53.8) 79 17.4 (5.3)** 

College Graduate 81 33.2 (6.4)* 81 42.2 (7.1) 81 121.7 (12.1)** 81 77.1 (7.9) 81 83.5 (68.3) 77 16.7 (5.8)** 

 

*p<.05, **p<.01   
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Does perceived discrimination or weekly stress affect physical health outcomes? 

Our first research question aimed to determine whether higher levels of perceived 

discrimination (EOD) and weekly stress (WSI) were associated with poor health outcomes in 

a sample of community dwelling minority women. A correlation matrix was first constructed 

among the psychological stressors and the physical health outcomes (Table 8). EOD and WSI 

were not significantly correlated with any physical health outcomes. Next, sequential 

multiple regression analyses were conducted to determine if EOD or WSI were associated 

with the physical health outcomes after controlling for potentially confounding variables. 

Variables were entered accordingly:  (a) Model 1 with demographic variables age, income, 

education, and ethnicity (b) Model 2 with WSI and EOD. Results are presented in Tables 9-

12.   

 

Table 8: Bivariate correlation matrix between psychological stressors and physical health 

outcomes 

 BMI %BF SBP DBP TrWSI TrEOD 

BMI 1      

%BF .800** 1     

SBP .387** .323** 1    

DBP .409** .376** .764** 1   

WSI -.064 -.012 .111 .024 1  

EOD -.053 -.065 .043 .016 .190* 1 

*p<.05, **p<.01 
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After all the blocks were entered, the final model was non-significant and explained 

only 4.0% of BMI variance, F (6,153) = 1.060, p = .373, with EOD (β = -.044, p = .396) and 

WSI (β = -.000, p = .983) explaining 0.4% (Table 9). The final model explained 9.2% of 

body fat percentage variance, F (6,153) = 2.560, p = .021, with EOD (β = -.129, p = .075) 

and WSI (β = -.093, p = .252) explaining 2.3% (Table 10). The final model explained 20.7% 

of systolic blood pressure variance, F (6,153) = 6.714, p = .001 with EOD (β = .015, p = 

.997) and WSI (β = .187, p = .016) explaining 3.4% of the variance (Table 11). Age, 

education, and ethnicity were also significantly related (p < .01) to systolic blood pressure. 

The final model explained 14.1% of diastolic blood pressure variance, F (6,154) = 4.219, p < 

.001, with EOD (β = -.055, p = .417) and WSI (β = .163, p = .042) explaining 2.3% of the 

variance (Table 12). The results from the above analyses indicate that the impact of weekly 

stress, but not perceived experiences of discrimination, relate with systolic and diastolic 

blood pressure.  
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Table 9: Summary of Sequential Regression Analysis for Variables Predicting Body 

Mass Index   

  Model 1   Model 2  

Variable B SE B β B SE B β 

Age .103 .071 .119 .113 .077 .131 

Income -.381 .597 -.052 -.373 .603 -.051 

Education  -1.610 1.054 -.128 -1.512 1.079 -.120 

Ethnicity .309 1.489 .017 .144 1.533 .008 

WSI     -.002 1.682 .000 

EOD    -.504 1.033 -.044 

R²  .038   .040  

F for change in R²  1.544   1.060  

 

 

 

 

 

 

 

 

 

 

Table 10: Summary of Sequential Regression Analysis for Variables Predicting Body 

Fat Percentage   

  Model 1   Model 2  

Variable B SE B β B SE B β 

Age .196 .065 .245** .239 .069 .298** 

Income -.115 .548 -.017 -.040 .550 -.006 

Education  -.959 .962 -.082 -.784 .975 -.067 

Ethnicity .852 1.350 .051 .455 1.378 .027 

WSI     1.737 1.528 .093 

EOD    -1.389 .932 -.129 

R²  .074   .091  

F for change in R²  3.098*   2.560*  

*p  <  .05,  **p  <  .01 
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Table 11: Summary of Sequential Regression Analysis for Variables Predicting 

Systolic Blood Pressure   

  Model 1   Model 2  

Variable B SE B β B SE B β 

Age .329 .109 .231** .377 .115 .264** 

Income  .612 .912 .051 .776 .903 .065 

Education -4.814 1.616 -.232** -5.203 1.620 -.250** 

Ethnicity -7.612 2.264 -.257** -7.395 2.280 -.250** 

WSI     6.205 2.526 .187* 

EOD    .292 1.545 .015 

R²  .173   .207  

F for change in R²  8.163**   6.714**  

*p  <  .05,  **p  <  .01 

 

 

  

 

 

 

 

 

 

Table 12: Summary of Sequential Regression Analysis for Variables Predicting 

Diastolic Blood Pressure   

  Model 1   Model 2  

Variable B SE B β B SE B β 

       

Age .151 .076 .156* .197 .082 .203* 

Income .495 .642 .060 .610 .640 .074 

Education  -3.847 1.137 -.272** -3.906 1.149 -.276** 

Ethnicity -2.875 1.593 -.142 -3.023 1.617 -.150 

WSI    3.675 1.792 .163* 

EOD    -.714 1.096 -.055 

       

       

R²  .118   .141  

F for change in R²  5.194**   4.219**  

*p  <  .05,  **p  <  .01 
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Does coping moderate the association between perceived discrimination and physical health 

outcomes? 

Sequential multiple regression analyses were used to determine whether coping with 

unfair treatment would moderate perceived discrimination and physical health outcomes 

(BMI, body fat percentage, systolic and diastolic blood pressure) after controlling for age, 

ethnicity, education, income, and weekly stress impact. Variables were entered in blocks 

accordingly: (a) Model 1 with demographic variables age, education, income, and ethnicity 

(b) Model 2 with WSI (c) Model 3 with coping strategies (d) Model 4 with EOD (5) with the 

interaction effect of EOD * coping strategies. Results are presented in Table 13-16. 

 After all the data were entered, the final model explained 4.8% of BMI variance, F 

(8,150) = .955, p = .358, with EOD (β = .158, p = .452) explaining 0.1%. The final model 

explained 10.4% of body fat percentage variance, F (8,150) = 2.175, p = .024, with EOD (β 

=.123, p = .547) accounting for 1.3% of the variance. Age (β =.303, p < .001) was the only 

variable significantly associated in the final model of body fat percentage. The final model 

explained 21.3% of systolic blood pressure variance, F (8, 150 = 5.116, p < .001) with EOD 

(β =.014, p = .926) accounting for 1.3% of the variance. Age, educational status, and 

ethnicity were all significantly associated with systolic blood pressure. The final model 

explained 15.7% of diastolic blood pressure variance, F (8, 150) = 3.748, p < .001, with EOD 

(β =.-.334, p = .100). Experiences of discrimination were not a significant contributor in any 

regression model, while the impact of weekly stressors was a significant contributor to 

systolic and diastolic blood pressure. Coping was not shown to moderate the relationship 

between psychological stress and physical health outcomes. 
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Table 13: Summary of Sequential Regression Analysis for Variables Predicting Body Mass Index   

 Model 1 Model 2 Model 3 Model 4 Model 5 

Variable B SE B β B SE B β B SE B β B SE B β B SE B β 

                

Age .109 .072 .126 .108 .074 .124 .117 .077 .135 .123 .079 .142 .119 .079 .138 

Income -.416 .602 -.057 -.419 .605 -.058 -.405 .608 -.056 -.408 .610 -.056 -.481 .614 -.066 

Education  -1.595 1.057 -.127 -1.588 1.064 -.126 -1.515 1.082 -.121 -1.512 1.085 -.120 -1.640 1.093 -.131 

Ethnicity .429 1.507 .024 .425 1.512 .023 .275 1.560 .015 .247 1.566 .014 .122 1.571 .007 

                

WSI    -.130 1.638 -.007 .027 1.687 .001 .041 1.692 .002 .102 1.693 .005 

                

Coping        -.442 1.239 -.029 -.483 1.246 -.031 6.174 6.752 .402 

                

EOD          -.458 1.053 -.039 1.835 2.517 .158 

                

Coping*EOD             -1.733 1.728 -.480 

                

R²  .040   .040   .041   .042   .048  

F for change 

in R² 

 1.607   1.278   1.080   .948   .955  

*p <.05,  **p<.01 
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Table 14: Summary of Sequential Regression Analysis for Variables Predicting Body Fat Percentage 

 Model 1 Model 2 Model 3 Model 4 Model 5 

Variable B SE B β B SE B β B SE B β B SE B β B SE B β 

                

Age .198 .066 .246** .209 .067 .260** .215 .068 .268* .247 .071 .307** .244 .071 .303** 

Income -

.127 
.553 -.019 -.088 .556 -.013 -.096 .557 -.014 -.051 .556 -.007 -.138 .558 -.020 

Education  -

.954 
.965 -.082 

-

1.015 
.969 -.087 

-

1.017 
.971 -.087 .418 1.407 .025 .266 1.408 .016 

Ethnicity .890 1.368 .053 .938 1.370 .056 .913 1.374 .054 .418 1.407 .025 .266 1.408 .016 

                

WSI    1.249 1.503 .067 1.249 1.507 .067 1.757 1.538 .094 1.836 1.535 .098 

                

Coping        -.592 1.128 -.042 -.727 1.127 -.051 7.312 6.088 .513 

                

EOD 
         

-

1.432 
.950 -.132 1.336 2.268 .123 

                

Coping*EOD 
            

-

2.092 
1.557 -.623 

                

R²  .074   .078   .080   .093   .104  

F for change 

in R² 
 3.063*   2.584*   2.189*   2.217*   2.175*  

*p <.05,  **p<.01 

 

 

 

 

 

 

 

 

 

 

 

 



46 
 

Table 15: Summary of Sequential Regression Analysis for Variables Predicting Systolic Blood Pressure 

 Model 1 Model 2 Model 3 Model 4 Model 5 

Variable B SE B β B SE B β B SE B β B SE B β B SE B β 

                

Age .333 .110 .232** .391 .111 .273** .410 .112 .286** .404 .118 .281** .404 .118 .282** 

Income .591 .920 .049 .748 .906 .062 .727 .906 .060 .716 .911 .059 .729 .920 .060 

Education -4.805 
1.621 

-

.231** 

-

5.140 
1.597 

-

.247** 

-

5.147 
1.597 

-

.247** 

-

5.193 
1.624 

-

.250** 

-

5.171 
1.641 

-

.248** 

Ethnicity -7.541 
2.293 

-

.252** 

-

7.353 
2.253 

-

.246** 

-

7.427 
2.254 

-

.248** 

-

7.334 
2.323 

-

.245** 

-

7.311 
2.338 

-

.244** 

                

WSI-    6.390 2.461 .193** 6.401 2.460 .193** 6.300 2.535 .190* 6.289 2.545 .190* 

                

Coping   
     

-

1.870 
1.855 -.074 

-

1.845 
1.867 -.073 6.289 2.545 .190 

                

EOD          .275 1.571 .014 .275 1.571 .014 

                

Coping 

 *EOD 

 
           .304 2.597 .051 

                

R²  .173   .208   .213   .213   .213  

F for 

change in 

R² 

 

8.111**   8.079**   6.092**   5.883**   5.116**  

*p <.05,  **p<.01 
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Table 16: Summary of Sequential Regression Analysis for Variables Predicting Diastolic Blood Pressure 

 Model 1 Model 2 Model 3 Model 4 Model 5 

Variable B   SE B      β B     SE B       β B SE B β B SE B β B SE B β 

                

Age .157 .078 .161* .188 .078 .193* .192 .080 .197* .207 .084 .212* .212 .083 .217* 

Income  .461 .647 .056 .547 .643 .067 .543 .645 .066 .568 .647 .069 .695 .649 .085 

Education -

3.833 

1.140 -.270** -

4.015 

1.133 -

.283* 

-

4.016 

1.137 -4.016** -3.906 1.155 -.276** -3.687 1.156 -

.260** 

Ethnicity -

2.763 

1.613 -.136 -

2.661 

1.599 -.131 -

2.675 

1.604 -.131 -2.895 1.651 -.142 -2.672 1.648 -.131 

                

WSI    3.480 1.746 .154* 3.482 1.751 .154* 3.722 1.802 .165* 3.617 1.794 .160* 

                

Coping        -.359 1.320 -.021 -.419 1.327 -.024 -11.859 7.154 -.685 

                

EOD          -.651 1.117 -.050 -4.588 2.663 -.349 

                

Coping*EOD             2.978 1.830 .730 

                

R²  .118   .140   .141   .143   .157  

F for change 

in R² 

 5.191**   5.028**   4.177**   3.613**   3.527**  

*p <.05,  **p<.01 
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Discussion 

Our results indicate that the impact of weekly stressors is associated with systolic and 

diastolic blood pressure in African American and Hispanic/Latina women, but not BMI or body 

fat percentage.  Perceived experiences of discrimination among African American and 

Hispanic/Latina women is not associated with physical health outcomes. Our results are 

inconsistent with prior studies (Krieger 1990; Krieger and Sidney 1996; Cozier, Wise et al. 2009) 

that show an association with perceived discrimination and physical health outcomes. Our 

findings are unique in that this study is one of the first to objectively measured blood pressure 

and body composition among African American and Hispanic Latina women utilizing a 

frequency based discrimination and psychological stress questionnaire simultaneously. Previous 

research has primarily utilized self-reported physical health data for their findings which may 

explain the differences in our analysis.  

Preliminary analysis of our data indicated that our sample was primarily composed of 

minority women from higher socioeconomic status. Nearly half (45.5%) of our sample reported 

living above 401+% of the 2007 Federal Poverty Level Income for a family of four. The majority 

of our sample (83.9%) reported attending some college or receiving a degree from a university. 

The majority of our participants were obese (M = 34.5) and had elevated systolic blood pressure 

(M = 126.7mmHg) which is in line with national observations. 

African American woman reported higher levels of perceived racial discrimination than 

Hispanic/Latina women (4.14 (.68) vs. 3.72 (.64)). Our results are consistent with previous 

research showing that African Americans perceive higher levels of racial discrimination than 

other minorities (Kessler, Mickelson et al. 1999; Albert, Ravenell et al. 2008; Hunte and 

Williams 2009). There was no difference in Weekly Stress Inventory-Impact among African 
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American or Hispanic Latina women. Higher levels of racial discrimination among African 

Americans may be due to several factors (a) living in different communities that have histories of 

racial discrimination (b) individuals’ perceptions of discriminatory events (c) African Americans 

in our study reported higher levels of education than Hispanic/Latina women with education 

being correlated with discrimination. However, these results are striking since our community 

dwelling sample of women is from a similar income level which may explain why there is no 

difference in Weekly Stress Inventory-Impact. 

 Preliminary analyses of our data indicate that problem coping strategies were the 

predominant (67.6%) form of coping in African American and Hispanic/Latina women.  Only 

six participants (3.4%) were categorized as emotion copers, which may be the result our sample 

being from a high socioeconomic status. Previous research has reported mixed findings in 

reporting responses to coping strategies. In contrast to our study, Utsey et al. (2000) concluded 

that African American women chose avoidance coping strategies (‘Spent more time alone than 

usual’ or  ‘Wished that people would leave you alone’) more often than problem focused coping 

strategies ( ‘Weighed up for problems careful’ or ‘Tried to solve the problem’)  (Utsey, 

Ponterotto et al. 2000). In alignment with our study, Krieger and Sidney (1996) reported that 

African American women primarily (75%) responded to unfair treatment by problem focused 

coping strategies (‘Do something and talk to others’) compared with emotion focused coping 

strategies (4%)  (‘Accept as fact of life and keep to self”). Different responses to coping with 

discrimination may be due to different research instrumentation (i.e. questionnaires). Future 

studies measuring perceived discrimination and coping with discrimination should include 

multiple coping strategies, such as the John Henryism Actice Coping Scale or Ways of Coping 
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Questionnaire, and investigate coping strategies for multiple types of racial discrimination 

(intergroup and intragroup)  (Clark, Anderson et al. 1999; Brondolo, ver Halen et al. 2009). 

 Our analysis is consistent with the Transactional Model of Stress and Coping developed 

by Larazus and Folkman. Their model demonstrates how perceived psychological stressors can 

affect our physical health. Our study shows that psychological stressors, the cumulative impact 

of weekly events, are correlated with certain physical health outcomes; systolic and diastolic 

blood pressure. While perceived racial discrimination is considered a threatening source of 

psychological stress, there are potential reasons why a relationship was not found. First, racial 

discrimination may not have occured frequently enough to cause HPA axis dysregulation. Other 

psychological stressors, such as work place stress, occur more frequently than racial 

discrimination. Second, the Experiences of Discrimination questionnaire measures lifetime 

events and not events from the previous week as in the case of the Weekly Stress Inventory. 

Acute versus chronic stress are known to affect our physical and psychological health through 

different pathways. Future studies should investigate weekly stressors and racial discrimination 

during the same time period (i.e., previous week versus previous year). Next, racial 

discrimination may affect health in other ways not measured in this study. Discrimination is 

known to reduce opportunities for affordable housing, quality education, and adequate healthcare 

which can contribute to poor health outcomes. Last, study participants may not perceive, 

remember, or self- report all forms or racial discrimination directed towards them. 

Strengths 

This study adds to the past two decades of research that have examined how racial 

perceived discrimination affects poor physical health outcomes in minority women and 
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contributes toward health disparities in the U.S. Our research is unique in several ways (a) we 

collected all physical health outcomes (BMI, body fat percentage, systolic and diastolic blood 

pressure) objectively by a trained assessor (b) perceived discrimination was measured using a 

validated questionnaire that accounted for frequency of discriminatory events (c) Other 

psychological stressors were measured at the same time points as perceived discrimination (d) 

coping strategies to unfair treatment was measured among our study participants. To our 

knowledge, no other study has published a comprehensive analysis of perceived discrimination 

and physical health outcomes. Furthermore, an additional outcome of our study was to determine 

if coping strategies to unfair treatment would moderate the relationship among perceived 

discrimination on physical health outcomes in minority women. 

Limitations  

 Limitations of the current study include self-reports of perceived discrimination and 

stress, cross-sectional design, small cell counts of the coping variable, and timing of the 

psychological stressor questionnaires. Discrimination is a dynamic construct which can affect 

individuals through a multitude of pathways (missed opportunities, decreased access to 

healthcare, education, and decreased self-efficacy). Inherit difficulties are evident when 

measuring discriminatory events and are subject to subjective measurements. The current study 

was based on cross-sectional design, limiting its causal findings. Future studies should aim to 

measure perceptions of discrimination in a longitudinal analysis to help determine causation. 

Small subsample size limits our ability to properly evaluate coping as a moderator in our model. 

Future studies should include a more comprehensive coping measure to include coping with 

discriminatory and other stressful events. Our study used two scientifically validated instruments 

that measured psychological stress at two different time points (i.e., previous week versus 
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lifetime events). Future studies should aim to measure psychological stressors during the same 

period.  

Implications 

 More research is needed in understanding how perceived discrimination can affect 

physical health in comparison to other psychological stressors. Although our conclusions 

between perceived discrimination and physical health outcomes were non-significant, our 

research adds to the literature. Future studies should include multiple racial/ethnic backgrounds 

to compare prevalence of perceived discrimination and risk factors among racial/ethnic groups. 

Inclusion of a more substantive coping measure with psychological stress and discrimination 

questionnaire is warranted to better understand the effects of coping with psychological stressors. 

Additional longitudinal studies are needed to address the casual relationships perceived 

discrimination can have on physical health outcomes. No studies could be found that analyzed 

perceived discrimination and physical health longitudinally. Health practitioners and counselors 

should discuss racial discrimination with their clients, especially minority groups with higher 

levels of education. Last, more public policy is needed to help reduce the high rates of 

discrimination that potentially contributes toward health disparities in the U.S. 
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APPENDIX A 

 Experiences of Discrimination Questionnaire developed by Krieger (1990) 

Interview questions regarding response to unfair treatment and experiences of racial or gender 

discrimination* 

1.   If you feel you’ve been treated unfairly, how do you usually respond-do you: 

 Accept it as a fact of life? 

 Try to do something about it? 

1.  And if you’ve been treated unfairly, do you:  

  

 Talk to other people about it? 

 Keep it to yourself? 

 

2. Have you ever experienced discrimination, been prevented from doing something, or   

been hassled, or made to feel inferior in any of the following five situations because 

you’re a woman? (Yes or No) 

At School 

Getting a job 

At work 

At home 

Getting medical care 

 

4.   Have you ever experienced discrimination, been prevented from doing something, or   

 been hassled, or made to feel inferior in any of the following six situations because 

 of your race or color? (Yes or No) 

 

At School 

Getting a job 

At work 

Getting housing 

Getting medical care 

From the police or in the courts 

 

* All questions were closed; both the question and selection of responses were read to the 

respondents.  
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APPENDIX B 

 

Everyday Discrimination Scale 

 

 

In the following questions, we are interested in the way other people have treated you or your 

beliefs about how other people have treated you. Can you tell me if any of the following has ever 

happened to you: 
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 d
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N
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You are treated with less courtesy than 
other people 

      

You are treated with less respect than other 
people 

      

You receive poorer service than other 
people at restaurants or stores 

      

People act as if they think you are not smart       

People act as if they are afraid of you       

People act as if they think you are dishonest       

People act as if they are better than you are       

You or your family members are called 
names or insulted 

      

You are threatened or harassed       
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APPENDIX C 

Experience of Discrimination, Worry, and Global Questionnaire  

 

 
 

        

         

                   Participant ID ____________ 

         

         

         

         

         

This next section is going to ask about how you and others like you are treated, and how you 

typically respond. 

         

Response to unfair treatment       

         

1. If you feel you have been treated unfairly, do you usually: 

         

 Accept it as a fact of life     

 Try to do something about it       

         

2. If you have been treated unfairly, do you usually 

         

 Talk to other people about it      

 Keep it to yourself       

         

Discrimination        

         

1. Have you ever experienced discrimination, been prevented from doing something, or been 

hassled or made to feel inferior in any of the following situations because of your race, ethnicity, 

or color? 

         

    

Neve

r Once 

2- 3 

times 4 or more times 

At school?       

Getting hired or getting a job?      

At work?        

Getting housing?       

Getting medical care?      

Getting service in a store or restaurant?     

Getting credit, bank loans, or a mortgage?     

On the street or in a public setting?     
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From the police or in the 

courts?      

         

Worry questions        

         

1. When you were a child or teenager (up to age 18), how much did you worry about people in 

your racial/ethnic group experiencing unfair treatment because of their race, ethnicity, or color? 

         

 Most of the time  Some of the time  Rarely or never 

         

2. When you were a child or teenager (up to age 18), how much did you worry about your 

experiencing unfair treatment because of your race, ethnicity, or color? 

         

 Most of the time  Some of the time  Rarely or never 

         

3. In the past year, how much did you worry about people in your racial/ethnic group 

experiencing unfair treatment because of their race, ethnicity, or color? 

         

 Most of the time  Some of the time  Rarely or never 

         

4. In the last year, how much did you worry about your experiencing unfair treatment because of 

your race, ethnicity, or color? 

         

 Most of the time  Some of the time  Rarely or never 

         

Global questions        

         

1. How often do you feel that racial/ethnic groups who are not white, such as African Americans 

and Latinos, are discriminated against? (choose the number that best represents how you feel) 

         

 Never  Rarely  

Sometime

s  

Ofte

n  

         

2. How often do you feel that you, personally, have been discriminated against because of your 

race, ethnicity, or color? (choose the number that best represents how you feel) 

         

 Never  Rarely  

Sometime

s  

Ofte

n  
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APPENDIX D 

Weekly Stress Inventory 

 

 

        
Office use 

only         

 

 
 

       Participant ID:  ___________   

                 

        

E  

___________      

                 

        

P  

___________      

                      

               

              Weekly Stress Inventory (WSI)   

               

               

Directions:  Below are listed a variety of events that may be viewed as stressful or unpleasant.  

Read each item carefully and decide whether or not that even happened to you during this past 

week.   If the event did not happen this week, circle the X to the right of that item.  If the event 

did happen, show the amount of stress that it caused you by circling numbered 1 to 7 to the right 

of that item (see scale below).  Additionally, if the event happened 3 or more times during this 

past week, circle the 3x to the very far right of that item. 

               

Did 

not 

Happe

n  

Happen

ed not 

Stressfu

l 

Slightl

y 

Stressf

ul 

Mildly 

Stressf

ul 

Moderatel

y 

Stressful 

Stressfu

l 

Very 

Stressf

ul 

Extreme

ly 

Stressful 

Fill in if 

item 

happene

d 3 or 

more 

times 

this 

week 

X 1 2 3 4 5 6 7 3X 

               

               

      X 1 2 3 4 5 6 7 3X 

               

1. Had a job or assignment overdue.          

2. Bothered with red tape.             

3. Argued with a coworker.                
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4. Customers or clients gave you a hard time. 
         

5. Did poorly at a job, task or chore.              

6. Hurried to meet a deadline.            

7. Interrupted during a job, task, activity, or 

thinking. 
         

8. Someone spoiled your completed job, task, 

or chore. 
         

9. Did something you were not good at.            

10. Unable to finish job, task or chore.           

11. Unable to finish all plans for the week.          

12. Was late for work or appointment.           

13. Was graded or evaluated on your 

performance. 
         

14. Worked late or overtime.            

               

      X 1 2 3 4 5 6 7 3X 

               

15. Not enough money for basics (food, 

clothing, etc.) 
         

16. Ran out of pocket money.            

17. Had unexpected bills (traffic fines, etc.)          

18. Had problems paying bills.            

19. Not enough money for fun (movie, eating 

out) or recreation. 
         

20. Had problem obtaining ride or 

transportation. 
         

21. Drove under bad conditions.              

22. Had car trouble.             

23. Had minor auto accident.              

24. Argued with husband, wife, boyfriend, or 

girlfriend. 
         

25. Child misbehaved.                

26. Child had school problems.            

27. Minor illness of husband, wife, child or 

loved one. 
         

28. Husband or wife had problems at work.          

29. Not enough time for family friends.            

30. Had crime in the neighborhood.            

31. Had household chores (shopping, cooking, 

etc.) 
         

32. Had minor home repairs.            

33. Had problems with neighbors.              
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34. Ran out of food or personal item.           

35. Your property was damaged.              

36. Store did not have something you wanted. 
         

37. Had problems with ped (dog, cat, etc.)          

38. Heard a rumor or something bad about 

yourself. 
         

39. Was told what to do.                

40. Was lied to, fooled or tricked.            

41. Was misunderstood or misquoted.            

42. had confrontation with someone of 

authority (police, boss). 
         

43. Was criticized or verbally attacked.            

44. Was around unpleasant people (drunk, 

bigot, rude). 
         

45. Had unexpected guests.              

46. Did poorly because of others.            

47. Was forced to socialize.              

48. Someone broke a promise.            

49. Someone broke an appointment.            

      X 1 2 3 4 5 6 7 3X 

               

50. Competed with someone.            

51. Argued with a friend.                

52. Not enough time to socialize.            

53. Was ignored by others.              

54. Has someone disagree with you.           

55.  Spoke or performed in public.              

56. Was interrupted while talking.            

57. Was stared at.                

58. Had someone "cut" in front of you in line.          

59. Unable to express self clearly.              

60. Had unwanted physical contact (crowded). 
         

61. Dealt with rude waiter, waitress, or 

salesperson. 
         

62. Was without privacy.             

63. Was excluded or left out.              

64. Had too many responsibilities.            

65. Had to make important decision.            

66. Did not hear from someone you expected 

to. 
         

67. Was disturbed while trying to sleep.            
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68. Forgot something.             

69. Heard some bad news.              

70. Was clumsy (spilled or knocked something 

over). 
         

71. Lost or misplaced something (wallet, keys). 
         

72. Had legal problems.             

73. Waited longer than you wanted.              

74. Did something you did not want to do.           

75. Had to face a feared situation or object.          

76. Had "pet peeve" violated (someone fails to 

knock, etc.) 
         

77. Failed to understand something.            

78. Had close escape from danger.            

79. Had minor accident (broke something, tore 

clothing.) 
         

80. Someone borrowed something without 

asking. 
         

81. Had minor injury (stubbed toe, sprained 

ankle, etc.) 
         

82. Was physically uncomfortable (cold, wet, 

hungry, etc.) 
         

               

               

      X 1 2 3 4 5 6 7 3X 

               

83. Stopped unwanted habit (smoking, 

overeating, etc.) 
         

84. Interrupted while relaxing.            

85. Not enough time for fun (move, eating out) 

or recreation. 
         

86. Did poorly at sport of game.            

87. Saw an upsetting TV show, movie, or read 

an upsetting book, etc. 
         

Any we missed? (List below)            

88. _______________________________          

89. _______________________________          
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Appendix E 

Components of the telephone administered perceived racism scale 

 
Scales     Subscales [# of items]  Items 

Experience of racism   Personal [15]   Respondent assigned menial jobs 

       Respondent not asked opinions 

       Respondent watched closely 

       Respondent assumed promoted because Black 

       Respondent paid less 

       Respondent has lower status jobs 

       Respondent pressured to fit in 

       Respondent’s suggestions worth less 

       Respondent called insulting names 

       Respondent followed when shopping 

       Discriminated against when getting loan 

       Discriminated against when seeking housing 
       Discriminated against when needing medical care 

       Discriminated against in public place(s) 

       Discriminated against by police 

    Group [10]   Blacks assigned menial jobs 

       Blacks not asked opinions 

       Blacks watched closely 

       Assumed promoted because Black 

       Blacks are paid less 

       Blacks have lower status jobs 

       Blacks pressured to fit in 

       Blacks’ suggestions worth less 

       Blacks called insulting names 

       Blacks followed when shopping 

Emotional responses   Passive emotions [4]  Hopeless* 

       Powerless* 

    Active emotions [8]  Angry* 

       Frustrated* 

       Sad* 

       Anxious* 

Behavioral responses   Passive behaviors [6]  Does not speak up or try to change things* 

       Accept or keep to oneself* 

       Ignore or forget about the racist event* 

    External active behavior [2] Working harder to prove them wrong* 

    Internal active behavior [2]  Praying* 

Concern for child(ren)   [8]    Getting poor education 

       Being harassed by the police 

       Getting stopped in a white neighborhood 
       Being punished more harsHispanic/Latinay than others 

in school 

       Being discourage from trying new things 

       Being considered less attractive 

       Having fewer choices in life 

       Being excluded from events or groups 

Past experience of racism [4]    Frequency of past experience† 

       Stress of past experience† 

* Questions were asked for both on the job and in public. 

† The respondent was asked about her life before age of 20 and during her twenties 
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APPENDIX F DATA ANALYSIS CHARTS 

Chart F-1 Systolic Blood Pressure Pre-Transformation 

 

 

 

Chart F-2 Systolic Blood Pressure Post-Transformation 
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Chart F-3 Weekly Stress Inventory-Impact Pre-Transformation 

  

Chart F-4 Weekly Stress Inventory-Impact Post-Transformation 
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Chart F-5 Experiences of Discrimination Pre-Transformation 

 

 

 

 

 

 

 

 

 

 

 

 

 

Chart F-6 Experiences of Discrimination Post Transformation 
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APPENDIX G 

Have you taken any medications in the past two weeks?  

 ○ Yes      ○ No 
 
If ‘No’, DO NOT COMPLETE ANYTHING FURTHER ON THIS FORM 
 
If ‘Yes’, list all medications taken within the past two weeks including 
dosage (example:  150 mg twice daily)           

Have you 
taken this 
medicine 
within the last 
24 hours? 

Has your dosage 
changed since the 
start of the study? 

1.  Crestor  
 
     Dosage:    

○ Yes 
 

○ NO 

○ Yes - Increased 

○ Yes - Decreased 

○ NO  

2. Diovan  
 

     Dosage:      

○ Yes 

 

○ NO 

○ Yes - Increased 

○ Yes - Decreased 

○ NO  

3. Glucotrol  
 

     Dosage:    

○ Yes 
 

○ NO 

○ Yes - Increased 

○ Yes - Decreased 

○ NO  

4.  Glyburide  

 
     Dosage:    

○ Yes 

 

○ NO 

○ Yes - Increased 

○ Yes - Decreased 

○ NO  

5.   Insulin  
 
     Dosage:    

○ Yes 
 

○ NO 

○ Yes - Increased 

○ Yes - Decreased 

○ NO  

6.  Lexapro  
     Dosage:    

○ Yes 
 

○ NO 

○ Yes - Increased 

○ Yes - Decreased 

○ NO  

7.   Lipitor  
 
     Dosage:    

○ Yes 

 

○ NO 

○ Yes - Increased 

○ Yes - Decreased 

○ NO  

8.   Metformin  
 
     Dosage:    

○ Yes 
 

○ NO 

○ Yes - Increased 

○ Yes - Decreased 

○ NO  

9.   Norvasc  
 
     Dosage:    

○ Yes 

 

○ NO 

○ Yes - Increased 

○ Yes - Decreased 

○ NO  

10.   Orlistat (Xenical) 
 
     Dosage:    

○ Yes 
 

○ NO 

○ Yes - Increased 

○ Yes - Decreased 

○ NO  

11.   Paxil  
 
     Dosage:    

○ Yes 
 

○ NO 

○ Yes - Increased 

○ Yes - Decreased 

○ NO  

12.   Sibutramine (Meridia)   
 
     Dosage:    

○ Yes 

 

○ NO 

○ Yes - Increased 

○ Yes - Decreased 

○ NO  

13.   Toprol  
 
     Dosage:    

○ Yes 
 

○ NO 

○ Yes - Increased 

○ Yes - Decreased 

○ NO  

14.   Zoloft 
 

○ Yes 
 

○ Yes - Increased 

○ Yes - Decreased 
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     Dosage:    ○ NO ○ NO  

15.   
     
     Dosage:    

○ Yes 
 

○ NO 

○ Yes - Increased 

○ Yes - Decreased 

○ NO  

16.   
 
     Dosage:    

○ Yes 
 

○ NO 

○ Yes - Increased 

○ Yes - Decreased 

○ NO  



73 
 

APPENDIX H 

Date ______________________                                         Participant ID ________________ 
 
Inclusionary Screener for Participation in      
HIP:  

Health is Power!                                Referral ___________________________ 

 

 

Thank you for your interest in the STAR project. Before we invite you to participate, we would 

like to ask you a few questions. Do you have a few minutes to answer some brief questions?  

Before we get started, it is very important that you understand that you should answer these 

questions truthfully. Dr. Lee and the STAR project team want you to remain healthy, and these 

questions make sure that you will not get hurt while you participate in the project. 

[Interviewer: Questions must be read verbatim. If the participant answers “in the 
box” then continue, if not then skip to the bottom and read the statement.]  

[Circle 0 or 1] 

   

1. Are you a woman between the ages of 25 and 60? 

 

0=no 1=yes 

   

2. How tall are you? [look up weight for BMI range 27-35 and say] 

     Is your weight between _________ and __________? 

0=no 1=yes 

   
3. Has your doctor ever said that you have a heart condition and that you 

should only do physical activity recommended by a doctor? 

0=no 1=yes 

   

4. Do you feel pain in your chest when you do physical activity? 

 

0=no 1=yes 

   
5. In the past month have you had chest pain when you were not doing 

physical activity? 

0=no 1=yes 

   
6. Do you lose your balance because of dizziness or do you ever lose 

consciousness? 

0=no 1=yes 

   

7. Do you have a bone or a joint problem (for example knee, back, or hip) 

that could be made worse by a change in physical activity? 

0=no 1=yes 
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8. Is your doctor currently prescribing drugs (for example water pills) for 

your blood pressure heart condition, or diabetes? 

0=no 1=yes 

   
9. Do you know any other reason why you should not do physical activity? 

      If yes, ask to be sure it’s a medical condition, not “I don’t want to.” 

0=no 1=yes 

   
   
10. Do you feel most comfortable reading, speaking, and writing English? 

 

0=no 1=yes 

   
11. In this project you may get assigned to participate in one of two groups. 

In one group you will attend meetings and engage in physical activity and in 

another you will attend meetings and increase fruit/vegetable consumption. 

You would be assigned using a random assignment procedure done by a 

computer. You would have an equal chance of being assigned to one group 

or the other. 

  

Would you be willing to be assigned randomly to either group, even if it were 

not the group that you felt you wanted? 

0=no 1=yes 

   
12. Are you now doing physical activity like walking or jogging or dancing 

more than three days a week for more than 30 minutes each time? 

  

     If yes, how long have you been doing that? 

 

0=no 1=yes 

   
13. Have you gained or lost more than 5 pounds in the last 6 months? 

 

0=no 1=yes 

   
14. Are you pregnant or plan to become pregnant in the following 12 

months? 

 

0=no 1=yes 

15. Because the HIP project is a part of a research study attendance is 
mandatory.  Group meetings will last approximately 1 hour and will  
convene between the hours of_______-_______. Are you able to  
attend meetings on Thursdays from June to November 2006? 
       

0=no 1=yes 

(IF NO) Why are you not able to attend on those days?                                                                 
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17.  Are you planning to change your residence or move to a different address in 

the next 12 months?   

0=no 1=yes 

   

18.  What county is your home address located?        

________________________________ 

0=Other 1=Harris 

County 

 

[If the participant does not meet one of the inclusionary criteria, say:] 

I am sorry, at this time there are medical and/or physical reasons that prevent your participation 

in the HIP project. The project is governed by strict regulations to protect the health of 

participants.  We are not allowed to invite people who ___[have/are]___to participate in this 

study. If the participant is excluded because she meets and/or exceeds the daily physical 

activity recommendation, please proceed to Option 3.   

Medical Exclusion: 

We have two alternative options for individuals who are excluded from the HIP project.  Would 

you like for me to tell more about these options?  If yes, describe option 1 and option 2 to the 

participant.   

Option (1):  Individuals who are excluded for medical reasons have the option to obtain a waiver 

to participate in the HIP project from their medical doctor.  The waiver indicates your doctor 

agrees to monitor you medical health status, if he recommends your participation in the study.   

Option (2): The HIP project is a community effort to increase health information and health 

promotion behaviors among community members.  We are happy to provide you with 

informational materials that promote health and health related behaviors. We encourage you to 

talk with your health care provider before changing your dietary and/or fitness program.  

Option (3):  While the current study does not meet your needs, we are happy to take your 

contact information and call you for future projects that may have different inclusionary criteria. 

We can also provide free information that you can talk about with your health care provider.  

Would you be interested in the free information?  If yes, can I please have you mailing address, 

email, and telephone number? After recording the client’s contact information please provide the 

free information if it is  available. Otherwise, we will send that information to you via email or U.S 

mail in the next week. 

 

 

[If the participant meets the inclusionary criteria, say:] 
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Congratulations, you meet all our screening criteria. If you are interested to participate, we are 

having an introductory meeting at __[location, date, time]___. Let me get your initial contact 

information so I can call you with a reminder call the day before the scheduled meeting. 

____________________________________________________________________________ 

Office Use Only:  

      (2)   Meets criteria to participate in the HIP project.               
  
    (1) I understand I do not meet the criteria to participate in the HIP 
      project at this time. However, I agrees to obtain a waiver from my medical doctor stating  
      I am physcially and medically able to participate in the HIP project.  
        
    (0) I understand I do not meet the criteria for the HIP project, however I  would like 
       to be included in the information only group/cohort.   

 
Participant Signature ____________________________________________________        
       
 
 
   SOCO PA                        SOCO FV      
 
Group Name_____________________ 
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APPENDIX I 

UNIVERSITY OF HOUSTON 

CONSENT TO PARTICIPATE IN A RESEARCH STUDY 

 

TITLE OF STUDY:  

HIP: 

Health Is Power 

INTRODUCTION 

 

As an African American woman and resident of a Houston, TX, or as an Hispanic or Latina 

woman and resident of Austin, TX, you are being invited to participate in a study to investigate a 

new strategy to increase physical activity and enhance dietary habits. This study will be 

performed at your community location (e.g., church). This study is not being conducted or 

overseen by your community organization in Houston. It is being conducted by Dr. Rebecca Lee 

at the University of Houston and Dr. Tracy McMillan at the University of Texas. 

NON-PARTICIPATION STATEMENT 

 

YOU DO NOT HAVE TO PARTICIPATE IN THIS RESEARCH STUDY. YOUR PARTICIPATION IS 

VOLUNTARY AND YOU MAY REFUSE TO PARTICIPATE OR WITHDRAW AT ANY TIME WITHOUT 

PENALTY OR LOSS OF BENEFITS TO WHICH YOU ARE OTHERWISE ENTITLED. YOU MAY ALSO REFUSE 

TO ANSWER ANY QUESTION OR PARTICIPATE IN ANY HEALTH TEST. IT IS IMPORTANT THAT BEFORE 

YOU MAKE A DECISION TO PARTICIPATE, YOU READ THE REST OF THIS FORM. YOU SHOULD ASK AS 

MANY QUESTIONS AS NEEDED TO UNDERSTAND WHAT WILL HAPPEN TO YOU IF YOU PARTICIPATE IN 

THIS STUDY.  

 

BACKGROUND 

 

Most people do not do enough physical activity to achieve the Surgeon General of the United 

States’ recommendations, and few people eat the recommended amounts of fruits and vegetables 

for optimal health. These lifestyle habits result in overweight and obesity that lead to serious and 

costly health compromising conditions, including high blood pressure, diabetes, heart disease 

and stroke, and numerous cancers including breast and colon, as well as physical discomfort and 

inability to do daily routine tasks such as climbing stairs and carrying heavy grocery bags. 

African American and Hispanic or Latina women are among the most vulnerable to physical 

activity and poor dietary habits, compared to other US population subgroups.  

People who get enough physical activity and eat sufficient amounts of fruits and vegetables, 

experience improvements in health and wellbeing, and they have a much better long term health 
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outlook. Although there are many strategies that work to increase physical activity and fruit and 

vegetable consumption, the key to the long term health benefits is maintaining the health 

behavior. A new strategy to do this is called social cohesion, and it may work for a longer time. 

Social cohesion strategies encourage people to form group goals for their physical activity, 

dietary habits and work together to solve barriers to health improvements.  

PURPOSE 

 

The primary purpose of this study is to determine whether increasing social cohesion among 

African American women will be effective for increasing physical activity, and improving 

dietary habits. A secondary purpose of this study is to investigate any changes in health beliefs, 

attitudes and physiological indicators as a result of participating in this study. 

 

PROCEDURES 

 

If you are eligible and decide to participate in this study your participation will last 

approximately 4 months. A table below shows the timeline in more detail. You are one of 420 

participants who will take part in this part of the study. Your participation in this study will 

involve the following things:  

1) Health assessments. At weeks one, twenty-four and forty-eight, you will complete written or 

telephone surveys, have your blood pressure, body fat, pulse, height and weight measured, and 

wear an accelerometer. An accelerometer is a very small device, about the size of a pager. It is 

worn at the waist to measure movement. You will be asked to wear the accelerometer for seven 

consecutive days as part of your normal routine. If you are a resident of Houston, you may be 

invited to participate in a more extensive lab-based health assessment. The lab assessment is 

voluntary and described on a separate consent form. 

2) Randomization. You will be asked to participate in a randomization procedure where you 

have an equal chance of being randomized to either the physical activity or the fruits and 

vegetables group. There are advantages and disadvantages to both groups. Since the groups will 

do different things, you will be asked to not share information about your group activities till 

after the study is over. If you do not agree to be randomized, you are not eligible to participate in 

this study, but you may be eligible to participate in future studies. 

This table shows the timeline of what will happen in the study. 

 

Group Week 1 Weeks 2-23 Week 24 Weeks 25-47 Week 48 

Physical  Group classes  Continue on  
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Activity Health 

Assessment 

Health 

Assessment 

your own Health 

Assessment Fruit and 

Vegetable 

Group classes  

 

3) Six health education (physical activity or fruit and vegetable) classes. Each class will last 

about an hour and will be held on site at a church or community center. At these classes, you will 

receive instruction on adopting a walking program or eating more fruits and vegetables using 

social cohesion strategies. Classes will meet weekly, every other week, or montHispanic/Latinay. 

You have been provided with a list of dates of the classes in your packet for today. 

RISKS 

There are minimal risks associated with this study. You may experience some minor fatigue and 

muscle soreness from beginning a regular physical activity program. You may also experience 

boredom or fatigue from completing surveys. 

Pregnancy Related Risk: If you are a woman who is pregnant, or wanting to become pregnant 

during the next 12 months, you are not eligible for this study. The investigator will not allow a 

woman who is pregnant to enroll in this study as direct medical supervision is beyond the scope 

of this study. If you get pregnant, you will be withdrawn from the study.  

 

NEW FINDINGS STATEMENT 

 

You will be informed if any significant findings develop during the course of this study that may 

affect your willingness to participate in this study.  

BENEFITS 

 

As a result of participating in this study you will receive three free health assessments which 

include measurements of your weight, percent of body fat, blood pressure, and heart rate. You 

may be invited to participate in additional lab-based health assessments at no cost to you. 

ALTERNATIVES 

 

Participation in this project is voluntary and the only alternative to this project is non-

participation. 

COSTS/PAYMENT TO PARTICIPANTS 

 

There are no direct costs for participation.  
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Participants will receive $10 for completing the first health assessment, $15 for completing the 

second health assessment, and $20 for completing the final health assessment. Participants will 

receive an additional $20 each for completing the accelerometer assessments. Participants who 

do not do these assessments will not receive payments. Participants who complete all 

assessments may earn a total of $105. 

 

IN THE EVENT OF INJURY 

 

The risk of injury is very low as a result of participation in this study. In the event you 

experience an injury; you should immediately contact Dr. Rebecca Lee at the University of 

Houston, 713-743-9335. 

If any injury or illness should occur to you as a direct result of being in this study, you, the 

participant, will be personally responsible for cost of medical treatment if not covered by your 

personal insurance. Payment for lost wages, disability, or discomfort is not available. You do not 

give up any of your rights by signing this form. 

CONFIDENTIALITY AND PRIVACY AUTHORIZATION 

 

Study records that identify you will be kept confidential. Study data will be recorded on forms 

developed for this study. If the results of this study are published or presented in public, 

information that identifies you will be removed. All study information that is sent outside of the 

University of Houston will have your name and other identifying characteristics removed, so that 

your identity will not be known. Information sent outside of the University Houston may include 

publications in scientific journals, community newsletters, professional publications, or 

educational presentations. Because identities will be removed, your health information will not 

be re-disclosed by outside persons or groups and will not lose its federal privacy protection.  

Every effort will be made to maintain the confidentiality of your participation in this project.  

Each participant’s name will be paired with a code number by the principal investigator, Dr. Lee 

or her project director. This code number will appear on all written materials.  The list pairing 

the participant’s name to the assigned code number will be kept separate from all research 

materials and will be available only to the principal investigator or the project director.  Only 

members of the research team will have access to the data and the subject identifiers. Data will 

be stored on a microcomputer on a microcomputer database management system, and in secure 

file cabinets, in a locked office. 

Permission granted on this date to use and disclose your health information for the purpose of 

this study remains in effect indefinitely. If you want to cancel permission to use your health 

information, you may send a written request to Dr. Lee. The mailing address is Rebecca E. Lee, 
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Ph.D. Department of Health and Human Performance, University of Houston, Garrison Gym 

104E, 4800 Calhoun Rd, Houston, TX 77204. If you cancel permission to use your health 

information, the research team will stop collecting any additional information about you, unless 

they need information about an unexpected side effect of the study procedure. You also agree to 

allow Dr. Lee or her research staff to contact you in the future for future projects. 

 

QUESTIONS 

 

By signing this form, you agree that you have read the information in this form and that Dr. Lee 

or her team have answered your question(s) to your satisfaction. If you have any more questions 

after signing this you may contact Dr. Lee or one of her team at 713-743-9335. If you have any 

question about your rights as a research participant, you may call 713-743-9204 or write Human 

Subjects Committee at 316 E Cullen Building Houston, TX 77024. 

PARTICIPANT RIGHTS AND WITHDRAWAL FROM THE STUDY 

 

You understand that your participation in this study is voluntary and the choice not to participate 

or to quit at any time can be made without penalty or loss of benefits. The entire study may be 

discontinued for any reason without your consent by the investigator conducting the study. The 

investigator can discontinue your participation if it is felt to be in your best interest or if you do 

not follow study requirements. If the investigator decides to discontinue your participation in the 

study or if you decide to not participate in the study then you will not be paid for completing the 

health assessments.  You may be contacted again for a final visit.  

Should the study be terminated prior to the completion of your participation, neither the 

investigator nor the University of Houston will be under any obligation to provide you with any 

information or strategies used in the study. 

 

CONSENT 

You understand that informed consent is required of all persons participating in this project. You 

have read or had read to you the contents of this consent form and been encouraged to ask 

questions. Dr. Lee or her associates have given you information about this research study. They 

have explained what will be done and how long it will take. They explained any inconvenience, 

discomfort, or risks that may be experienced during this study. 

By signing this form, you give permission for your health information to be used and disclosed 

for the purposes of this study. If you choose not to sign this form, you will not be able to 

participate in the study.  
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Any questions regarding your rights as a research participant may be addressed to the University 

of Houston Committee for the Protection of Human Participants (713-743-9204).  All research 

projects that are carried out by investigators at the University of Houston are governed by 

requirements of the university and the federal government. 

You freely and voluntarily consent to participate in this research study. You have read and 

understand the information in this form and have had an opportunity to ask questions and have 

them answered. You will be given a signed copy of the consent from to keep for your 

records.  

 

YOU GIVE YOUR CONSENT TO PARTICIPATE IN THIS STUDY.   

Study Participant Name (print name): _______________________________________________ 

Signature of Study Participant: _____________________________________________________ 

Date: _________________________________________________________________________ 

 

WITNESS: 

Research Staff Name (print name and title): ___________________________________________ 

Signature of Research Staff: _______________________________________________________ 

Date: _________________________________________________________________________ 
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APPENDIX J 

 

UNIVERSITY OF HOUSTON 

DEPARTMENT OF HEALTH AND HUMAN PERFORMANCE 

 

UNDERSTANDING NEIGHBORHOOD DETERMINANTS OF OBESITY (UNDO) 

DATA USE AGREEMENT 

LIMITED DATA SET 

 

This Data Use Agreement (“Agreement”) is made and entered into as of this 27th day of 

September, 2011 (“Effective Date”) by and between the Understanding Neighborhood 

Determinants of Obesity (UNDO) Research Team (“Covered Entity”), and Christopher Sunseri 

(“Data Recipient”). The purpose of this Agreement is to provide Recipient with access to a 

Limited Data Set for use in its Research described in this Agreement in accord with the HIP 

Regulations.   

 

WITNESSETH: 

 

 WHEREAS, Covered Entity may Disclose or make available to Data Recipient, and Data 

Recipient may Use, Disclose, receive, transmit, maintain or create from, certain information in 

conjunction with research; and 

 

 WHEREAS, Covered Entity and Data Recipient are committed to compliance with the 

Health Insurance Portability and Accountability Act of 1996 (“HIP”) and regulations 

promulgated there under and the Privacy Rule as provided in 45 CFR Part 160 and 164; 

 

 WHEREAS, the purpose of this Agreement is to satisfy the obligations of Covered Entity 

under HIP and to ensure the integrity and confidentiality of certain information Disclosed or 

make available to Data Recipient and certain information that Data Recipient Uses, Discloses, 

receives, transmits, maintains or creates, from Covered Entity. 

 

 NOW, THEREFORE, in consideration of the foregoing recitals and other good and 

valuable consideration, the receipt and sufficiency of which is hereby acknowledged, the parties 

agree as follows: 

 

1. DEFINITIONS 

 

Terns used but not otherwise defined in this Agreement shall have the same meaning as those 

terms in the Privacy Rule. 

 

 1.1 Individual shall have the same meaning as the term “individual” in 45 CFR Sect. 

164.501 of the Privacy Rule and shall include a person who qualifies as a personal 

representative in accordance with 45 CFR Sect. 164.502(g) of the Privacy Rule. 
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1.2 Limited Data Set shall have the same meaning as the term “limited data set” in 45 

CFR 164.514(e) of the Privacy Rule. A limited data set may include: dates (e.g., 

admission, discharge, and service dates, dates of birth and death); and 2) five-digit zip 

codes and state, county, city, and precinct, but not any other postal address information. 

A limited data set must exclude the following direct identifiers of an individual and his or 

her relatives, employer(s), and household members: name, postal address information 

(except geocode information, town or city, state and zip code which are permitted); 

telephone numbers; fax numbers; electronic mail addresses; Social Security numbers; 

medical record numbers; health plan beneficiary numbers; account numbers; 

certificate/license numbers; license plate numbers and other vehicle identifiers and serial 

numbers; device identifiers and serial numbers; URLs; Internet Protocol (IP) address 

numbers; biometric identifiers including finger and voice prints; and full-face 

photographic and any comparable images. 

 

1.3 Privacy Rule shall mean the Standards for Privacy of Individually Identifiable 

Information at 45 CFR Part 160 and Part 164, Sublood pressurearts A and E, as amended 

from time to time. 

 

1.4 Protected Health Information or PHI shall have the same meaning as the term 

“protected health information” in 45 CFR Sect. 164.501 of the Privacy Rule, to the extent 

such information is created or received by Data Recipient from Covered Entity. 

 

1.5 Required by Law shall have the same meaning as the term “required by law” in 45 

CFR Sect. 164.501 of the Privacy Rule. 

 

2. SCOPE AND PURPOSE 

 

 2.1 This Agreement sets forth the terms and conditions pursuant to which Covered Entity 

will Disclose certain PHI to the Data Recipient. 

 

2.2 Except as otherwise specified herein, Data Recipient may make all Uses and 

Disclosures of the Limited Data Set necessary to conduct the research described herein 

(“Research Project”): 

 

Lead Author: Christopher Sunseri 

Co-Authors: Dr. Lee, Dr. Ledoux, Dr. O’Connor, Dr. Leasure 

Proposed Title: DISCRIMINATION AND STRESS ON PHYSICAL HEALTH    

OUTCOMES IN AFRICAN AMERICAN AND HISPANIC/LATINA WOMEN  

Background Abstract: Reducing health disparities has become a national objective 

and psychological factors, racial discrimination and weekly stressors, have been 

implicated to contribute to them.  The purposes of this study are (1) to determine the 

association between weekly stressors and racial discrimination to physical health 

outcomes, including blood pressure, body fat percentage, and body mass index 

(BMI=kg/m
2
) among community dwelling African American and Hispanic/Latina 

women and (2) to determine whether coping is a mediator in these associations. 

Method: Data were collected from the Health Is Power project, a longitudinal study 
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funded by the National Institute of Health (PI: Lee, 1R01CA109403) to increase 

physical activity and improve dietary habits in African American and Hispanic/Latina 

women. Women (N=410) completed measures of racial discrimination, weekly stress, 

and a physical health assessment. Racial discrimination was measured using the 

Experience of Discrimination questionnaire; weekly stressors, including the number 

of events and impact of events, were measured using the Weekly Stress Inventory. 

Physical health assessments were conducted by a trained assessor and included 

measures of BMI, body fat percentage, and blood pressure. Descriptive analyses will 

be performed to describe participant characteristics and test assumptions of normality. 

Bivariate analyses will be performed to determine the associations between 

independent variables (Experience of Discrimination, Weekly Stress Inventory-

Impact) and dependent variables (BMI, body fat percentage, blood pressure). 

Multiple regression analyses will be used to determine physical health outcomes from 

the Weekly Stress Inventory and Experiences of Discrimination questionnaire, 

controlling for age, socioeconomic status, and ethnicity. Results: We hypothesize that 

(1) higher levels of perceived racial discrimination and Weekly Stress Inventory-

Impact are associated with poorer physical health outcomes and (2) the relationships 

between racial discrimination and physical health outcomes and stress and physical 

health outcomes will be mediated by coping strategy. Discussion: Understanding the 

association between discrimination and stress on physical health is vital to reducing 

health inequalities among ethnic minority populations. Findings from this study may 

be used to inform future public health guidelines and policies to reduce health 

disparities and promote health equality. 

 

Requested Study and Site (e.g. STAR, HIP Austin, etc.): HIP Houston, HIP Austin 

Requested Study Wave (e.g. 1, 2, etc.) and/or Site: All 

Time Period (e.g. T1 Baseline, T2 Post, etc.): T1 Baseline, T2 

Independent Variables: 

1. Weekly Stress Inventory 

2. Experiences of Discrimination Questionnaire  

Dependent Variables: 

1. Body Mass Index 

2. Body Fat Percentage 

3. Blood Pressure 

Covariates: 

1. Age 

2. PAR-Q 

3. Household Income 

Hypothesis: 

1) A significant correlation will exist between discrimination and stress on blood 

pressure and body fat percentage.  

2) Problem focused coping will mediate the association between psychological 

stressors and physical health 

Planned Analysis: 
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1) Two separate ANCOVA analyses will be run on the 2 I.V. and 3 D.V. 

2) Conduct Pearson's correlation analysis between IV and DV; IV and Mediator; and 

Mediator and DV.  They should all be significantly related. Conduct a regression 

analysis between IV and the DV.  It should be significantly related. 

Conduct a multiple regression using the IV and the Mediator as the Criterion 

Variables on the DV.  If the relationship between the IV and DV is reduced, this 

will imply that there is a mediation effect 

 

 

 2.3 In addition to the Data Recipient, the individuals, or classes of individuals, who are 

permitted to Use or receive the Limited Data Set for purposes of the Research Project, 

include: ________________________________________________________________  

________________________________________________________________. 

 

2.4 All analyses and dissemination of data shall be completed by the Data Recipient 

within 6 months of the date of this agreement, unless otherwise stipulated in writing, and 

agreed to by the Data Recipient and the PI of the original data set. At the completion of 

that time, the limited data set shall be returned or destroyed.  

 

3. OBLIGATIONS AND ACTIVITIES OF DATA RECIPIENT 

 

 3.1 Unless specifically stated otherwise in this Agreement, Data Recipient’s obligations 

with respect to the Limited Data Set apply to the whole and to any part of the Limited 

Data Set.  

 

3.2 Data Recipient shall not use or disclose the Limited Data Set for any purpose other 

than the Research Project or as Required by Law. In addition, Data Recipient shall not 

use or disclose the Limited Data Set in any manner that would violate the Privacy Rule if 

done by a Covered Entity.  

 

3.3 Data Recipient may not subcontract its performance obligations, or assign its rights, 

under this Agreement without the express written consent of Covered Entity. Data 

Recipient shall ensure that any subcontractor agrees in writing to the same terms and 

conditions regarding a Limited Data Set that apply to Data Recipient under this 

Agreement.  

 

3.4 Data Recipient must have appropriate safeguards to prevent the use or disclosure of 

the Limited Data Set in any manner not permitted by this Agreement. 

 

3.5 Data Recipient must not identify or contact (or attempt to do so) either directly or 

through another person, any Individual in the Limited Data Set. 

 

3.6 Data Recipient agrees to mitigate, to the extent feasible, any harmful effect that is 

known or becomes known to Data Recipient that arises from a use or disclosure of the 

Limited Data Set by Data Recipient or its agents in violation of this Agreement or the 

Privacy Rule. 
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3.7 Data Recipient must notify Covered Entity within twenty-four (24) hours by phone, 

and in writing within five (5) business days, after Data Recipient becomes aware of any 

use or disclosure not authorized by the Agreement and any actual or suspected breach of 

Data Recipient’s security.  

 

3.8 Data Recipient acknowledges that Data Recipient has no ownership rights of the 

Limited Data Set. 

 

3.9 Within ten (10) business days of a written request by Covered Entity, Data Recipient 

shall allow Covered Entity to conduct a reasonable inspection of Data Recipient’s 

facilities, systems, books, records, agreements, and policies and procedures relating to the 

use or disclosure of the Limited Data Set for the purpose of determining Data Recipient’s 

compliance with this Agreement. Any failure of Covered Entity to inspect or to detect or 

notify Data Recipient of an unsatisfactory practice does not constitute acceptance of the 

practice by Covered Entity or a waiver of any remedy or right Covered Entity has under 

the Agreement or applicable law. 

 

3.10 Data Recipient shall comply with state security and privacy laws to the extent that 

they are more protective of the Individual’s privacy than the HIPAFRICAN AMERICAN 

Privacy Rule. 

 

3.11 Data Recipient shall indemnify, hold harmless and defend Covered Entity from and 

against any and all claims, losses, liabilities, costs and other expenses (including 

attorneys fees) that result from or arise directly or indirectly out of or in connection with 

any negligent act or omission or willful misconduct of Data Recipient, its officers, 

employees, agents or subcontractors relative to the Limited Data Set, including without 

limitation, any violations of Data Recipient’s responsibilities under this Agreement with 

respect to the Limited Data Set. 

 

4. OBLIGATIONS AND ACTIVITIES OF COVERED ENTITY 

 

 4.1 Covered Entity will disclose to Data Recipient the Limited Data Set for the purposes 

of the Research Project entitled Discrimination and Stress on Physical Health Outcomes 

in Minority, which Research Project is more specifically described in Section 2.2 in this 

Agreement. (“the Study”). 

 

4.2 Covered Entity shall not request Data Recipient to use or disclose the Limited Data 

Set in any manner that would violate the Privacy Rule if done by Covered Entity.  

 

5. AMENDMENT AND TERMINATION 

 

5.1 When Covered Entity reasonably concludes that an amendment to the Agreement is 

necessary to comply with applicable law, Covered Entity shall notify Data Recipient in 

writing of the proposed modification(s) (“Legally-Required Modifications”). Data 

Recipient shall be deemed to have accepted the Legally Required Modifications on the 
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30th day after it receives such notice, unless within that time period, Data Recipient 

delivers a written rejection of them to Covered Entity. Data Recipient’s rejection of a 

Legally Required Modification is grounds for termination of the Agreement by Covered 

Entity on thirty (30) days written notice. 

 

5.2 A breach by Data Recipient of any provision of the Agreement, as determined by 

Covered Entity, shall constitute a material breach and grounds for immediate termination 

of the Agreement. At its sole discretion, Covered Entity may give Data Recipient thirty 

(30) days to cure the breach. 

 

5.3 On termination of the Agreement, for any reason, Data Recipient shall return or 

destroy the Limited Data Set. If return or destruction is not feasible, Data Recipient shall 

explain to Covered Entity why, in writing, to the address given in this Agreement.  

 

5.3.1 If Required by Law, Data Recipient may retain documentation for the time 

specified as necessary to comply with the law. 

 

5.3.2 Data Recipient’s obligations under this Agreement shall continue until Data 

Recipient destroys the Limited Data Set or returns the information to Covered 

Entity; provided however, that on termination of the Agreement, Data Recipient 

shall not further use or disclose the Limited Data Set except as Required by Law.  

 

5.4 If Data Recipient elects to destroy the Limited Data Set, Data Recipient shall certify 

in writing to Covered Entity that the Limited Data Set has been destroyed. 

 

5.5 Sections 1, 2, 3, 4, 5.5, and 6 of this Agreement shall survive any termination of this 

Agreement under subsections 5.2 or 5.3. 

 

6. MICELLANEOUS  

 

 6.1 Any ambiguity in this Agreement shall be resolved to permit Covered Entity to 

comply with the Privacy Rule.   

 

6.2 All notices required or permitted under the Agreement to be in writing may be 

delivered personally, by electronic facsimile (with a confirmation by registered or 

certified mail placed in the mail no later than the following day), by electronic mail (with 

a confirmation by registered or certified mail placed in the mail no later than the 

following day), or by registered or certified mail, postage prepaid, addressed to a party as 

indicated below: 
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If to Covered Entity: 

 

UNDO 

Texas Obesity Research Center 

Health and Human Performance 

University of Houston 

Garrison Gymnasium 104 

3855 Holman Street 

Houston, Texas 77204-6015 

Attention: Dr. Rebecca E. Lee 

Facsimile No.: (713)743-9860 

releephd@yahoo.com 

If to Data Recipient: 

 

Christopher Sunseri 

1412 Richmond Ave 283 

Houston, TX 77006 

 

Attention: [Insert Name] 

Facsimile No.: [Insert Number] 

 

 

Notice shall be deemed to have been given on receipt of communications personally 

delivered or transmitted by electronic facsimile (delivery confirmed) and, for 

communications made by United States mail, on the third (3rd) day after mailing. The 

above addresses may be changed by giving written notice as described in this section. 

 

6.3 Data Recipient’s obligations under Section 5 of this Agreement shall survive the 

termination of the Agreement. 

 

6.4 If any provision of this Agreement is determined by a court of competent jurisdiction 

to be invalid, void, or unenforceable, the remaining provisions shall continue in full force 

and effect. 

 

6.5 This Agreement shall be governed by the laws of the State of Texas. 

 

6.6 The persons signing below have the right and authority to execute this Agreement and 

no further approvals are necessary to create a binding agreement.  

 

6.7 In the event of any conflict between the terms and conditions stated within this 

Agreement and those contained within any other agreement or understanding between the 

parties, written, oral or implied, the terms of this Agreement shall govern.  Without 

limiting the foregoing, no provision of any other agreement or understanding between the 

parties limiting the liability of Data Recipient to Covered Entity shall apply to the breach 

of any covenant in this Agreement by Data Recipient. 

 

IN WITNESS WHEREOF, the parties have executed this Agreement effective upon the 

Effective Date set forth above.  

 

COVERED ENTITY 

 

The University of Houston 

Department of Health and Human Performance 

Understanding Neighborhood Determinants of Obesity 

 

mailto:releephd@yahoo.com
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Name: ________________________________________________________________________ 

 

Signature: _____________________________________________________________________ 

 

Date: _________________________________________________________________________ 

 

 

DATA RECIPIENT 

 

Name: ________________________________________________________________________ 

 

Title: _________________________________________________________________________ 

 

Signature: _____________________________________________________________________ 

 

Date: _________________________________________________________________________ 
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Figure 1. Adapted illustration of Lazarus and Folkman’s Transactional Model of Stress and 

Coping by Lovallo (2005). 
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CURRICULUM VITAE 

Christopher P. Sunseri, M.S. Candidate 

Graduate Assistant Teaching Fellow 

Department of Health and Human Performance 

University of Houston 

Garrison Gymnasium 105H 

3855 Holman St 

Houston, TX 77204 

713-743-9310 

 

Email: cpsunseri@gmail.com  

 

PROFESSIONAL APPOINTMENTS AND ACTIVITIES 

 

2010-present  Teaching Fellow  Department of Health and Human Performance 

      University of Houston 

 

2010-present  Graduate Student Department of Health and Human Performance 

   Researcher  University of Houston 

 

EDUCATION 

 

2006-2009  BS in Human Nutrition and   University of Houston 

   Foods, cum laude 

 

2010-2011  MS in Exercise Science    University of Houston 

 

FUNDED RESEARCH SUPPORT 

 

COURSES TAUGHT 

 

Spring 2010   Beginning Swimming  Elective 

    Shasta’s Café   Required Course 

 

Summer 2010-present  Introduction to   Required Course 

    Human Nutrition 

 


