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Abstract
The COVID-19 pandemic is linked to particularly potent psychological effects for children and their caregivers while fami-
lies adjust to new daily routines for work, education, and self-care. Longitudinal associations are presented from a national 
sample of 271 parents (mean age = 35.29 years, 48.5% female) on resilience, mental health and stress indicators, and par-
enting outcomes. Multigroup path model results indicate significant associations between resilience and parent stress or 
parent perceived child stress initiates a sequence of significant linkages to parent depression, followed by caregiver burden 
and parent–child relationship quality. This final set of linkages between depression and both parenting outcomes were sig-
nificantly stronger for men, who also reported higher rates of perceived child stress. Results suggest that fathers’ depression 
symptoms and associated spill-over to perceived child stress is producing stronger effects on their parenting experiences 
than effects reported by mothers.
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Introduction

In the United States, the COVID-19 (SARS-COV-2) global 
pandemic led to shelter-in-place orders, school and work-
place closures, and widespread quarantine beginning in 
March of 2020, dramatically impacting individuals, families, 
and communities. The mental health sequalae of disasters 
like the present pandemic are extensive and widespread [1, 
2], and symptoms may result from the steps taken to slow 
the spread of the virus. Efforts to mitigate the spread of the 
disease created pervasive and prolonged disruptions to fam-
ily routines and daily life [3]. For example, social distancing 
practices and quarantines may be crucial for containing dis-
ease prevalence, but are also associated with lasting mental 
health impacts [4]. Early research during the COVID-19 
pandemic indicates heightened stressors of uncertainty of 
the future, fear of infection, economic vulnerability, and 
limited access to reliable resources and information, all of 
which have negative psychological impacts on individual 

and family wellbeing [5, 6]. As a result, the COVID-19 pan-
demic is an instance of traumatic stress, creating pathogenic 
conditions for families that may endure for months to come 
[7]. In this study, we examine longitudinal impacts on par-
ent–child relationships and caregiver burden in the context 
of parents’ reports of resilience, stress (both general and 
COVID-specific), depression and anxiety, and closeness and 
conflict with their child.

Families’ abilities to adapt to the stresses that unfold over 
the weeks and months of an enduring community-wide cri-
sis like a pandemic rely on the ability to activate individual 
and contextual resources to maintain wellbeing for all fam-
ily members. Adult resilience is somewhat understudied in 
comparison to the volume of research on children and youth 
[8], nevertheless, studies indicate adults’ abilities to adapt 
positively to stressors following traumatic events are more 
common than not,this is particularly true among those who 
do not have pre-existing mental health symptoms that impact 
developing healthy and sustainable coping behaviors [9]. 
Of those adults who experience negative effects following a 
disaster, several characteristics are noted to increase the risk 
of negative outcomes: being female, belonging to an ethnic 
minority group, having existing mental health symptoms, 
and the presence of additional stressors or unstable resources 
[10]. Of particular interest to this paper is the influence of 
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gender on adult resilience. Similar to results reported by 
Norris et al. [10] following 9/11, Bonanno et al. [11] found 
women were less likely to be resilient than men.

In order to respond to such stressors adaptively, an indi-
vidual relies on protective environmental resources and indi-
vidual skills [12, 13]. Thus, resilience is a process and is not 
solely a product of intrinsic characteristics, resilient adaption 
to stressors requires the interaction of personal abilities, rela-
tionships, and contextual factors [14]. The work of resilience 
researchers highlights the multi-level nature of resilience, 
emphasizing the influence of ecological systems on indi-
vidual characteristics over time [8, 15, 16]. An individual’s 
capacity to be resilient in the face of adversity is dependent 
on protective factors as they relate to particular outcomes 
for a given timeframe, at both the individual and environ-
mental levels. For example, the stressors experienced dur-
ing COVID-19 may vary from those felt just a few months 
earlier, and they may continue to evolve as the prevalence 
rates of COVID-19 diagnoses surge and recede. Addition-
ally, the resources mustered to manage these stressors may 
also be dynamic and specific to the COVID-19 context as the 
pandemic unfolds. Longitudinal examinations of resilience 
and its impacts over time are needed to better understand for 
whom and under what circumstances resilience may buffer 
individuals and their families from the negative impacts of 
stressful events; this is particularly true during a commu-
nity-wide and enduring stressful crisis like the COVID-19 
pandemic.

Parent Mental Health and Caregiving During 
a Crisis

The negative mental health impacts from a wide range of 
disasters—including natural hazards and manmade events—
can lead to prolonged periods of increased psychiatric symp-
tomology, including anxiety and depression [17–21]. During 
epidemic conditions, quarantine-related stressors that impact 
these mental health outcomes include prolonged duration of 
isolation, infection fears, frustration, boredom, inadequate 
supplies and information, financial loss, and stigma [5, 22]. 
Further, periods of uncertainty with an indeterminant end-
point [23, 24], including quarantines, constitute a stressful 
experience with particular salience for families with children 
[25]. Evidence suggests that compared to their non-caregiv-
ing counterparts, parents experience more acute negative 
disaster responses [18, 26, 27]. This may be because par-
ents shoulder additional caregiving burdens during disasters, 
which may heighten anxiety and posttraumatic stress [28, 
29]. Specifically, parents not only carry responsibility for 
cultivating their own coping and self-care responses during a 
crisis, but as a primary source of children’s coping socializa-
tion, they also shape disaster outcomes for their children by 

modeling coping behavior [30, 31]. Studies of the linkages 
between parents’ behavior and children’s outcomes follow-
ing disasters reports worse child outcomes among children 
of highly distressed parents [32, 28, 33, 34]. The conse-
quences of millions of families sheltering in place for an 
undefined period of time may lead to unprecedented impacts 
from the COVID-19 pandemic on individual health and fam-
ily well-being. Many of the structures relied on for support 
in challenging times are less accessible than in any other 
recent times—be those supports family gatherings, schools, 
community health or religious centers. As of this writing, 
eight months into the pandemic in the United States, rates 
of COVID-19 diagnoses are surging across the country, 
setting new records beyond the initial peak of the disease 
recorded on April 10, 2020 [35], communities are struggling 
to develop flexible work and school re-opening plans that 
are sensitive to infection risk and provide the best possible 
childcare and education supports for families with children. 
Concurrently, the economic impacts from the pandemic are 
escalating such that rapidly changing unemployment rates 
have recently hit record highs above 14% [36].

As noted by previous researchers [26, 27] meeting the 
unprecedented demands of parenting during COVID-19 
forces parents to develop new caregiving, work, and edu-
cation routines. The complexity of parents’ roles is well 
described by Family Systems’ theory and parenting research, 
which illustrate parents’ need to attend and respond to the 
care of multiple family subsystems (e.g., individual self-
care, coordination of co-parenting demands, and parenting 
needs); [37–39]. High levels of psychological distress and 
caregiver burden during a disaster may complicate the ten-
sion between these parallel needs for care [40, 41]. Further, 
parents’ mental health symptoms may interfere with parents’ 
perceptions of their children’s stress, as seen in depressed 
and anxious mothers’ overreporting of their children’s psy-
chiatric symptoms [42], and in withdrawn or unavailable 
patterns of parent–child interaction [43–45]. Adding an 
additional risk consideration is the presence of pre-existing 
mental health symptoms that may hamper parents’ abilities 
to leverage the necessary resources to be resilient to the chal-
lenges presented by COVID-19, including coping with the 
strains of caregiver burden [46].

Taken together, the literature summarized thus far sug-
gests that the stresses and strains of parenting during disas-
ters may amplify mental health symptoms, potentially tax-
ing parents’ resilience sufficiently to impact the perceived 
closeness or patterns of conflict within the parent child 
relationship—- these relationship qualities constitute a sig-
nificant predictor of outcomes for children exposed to pro-
longed periods of stress [28, 33, 34]. For example, children’s 
reports of conflict with their parents following a disaster is 
positively associated with children’s post-traumatic stress 
symptoms [47]. While these findings highlight the potential 
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negative consequences for parents and their relationships 
with their children during the COVID-19 pandemic, not all 
children whose parents experience mental health symptoms 
will face maladaptive outcomes [48]. Additionally, transient 
intervals of less responsive parenting may not adversely 
impact parent–child relationships or the emotional tenor of 
the home [49, 50]. Unanswered questions arise, then, con-
cerning the extent to which parents’ resilience is taxed by 
mental health symptoms and by relational factors that ulti-
mately influence parents’ experience as caregivers, including 
the quality of their relationships with their children during 
this unprecedented, stressful time.

Current Study

The present effort concerned the associations between resil-
ience, mental health and stress indicators, and parenting out-
comes (caregiver burden and parent–child relationship quali-
ties) over a 30-day period during the COVID-19 pandemic. 
Using data from a national sample of parents approximately 
five weeks after the first U.S. quarantines were advised, we 
explore the longitudinal associations between these factors 
through multigroup path analysis. Our research questions 
include whether there are significant associations from resil-
ience to the mental health and stress indicators influenced 
by the COVID-19 pandemic on parenting outcomes? Given 
evidence from Norris et al., [10] that individual character-
istics including gender are associated with resilience, how 
would mothers’ and fathers’ experiences of caregiver burden 
and parent–child relationship quality vary? Informed by evi-
dence of the protective influence of parents’ resilience [9, 
10], we hypothesize that baseline resilience would be nega-
tively associated with parents’ stress, anxiety and depression 
symptoms. Further, based on previous evidence that these 
mental health experiences can shape parents’ perceptions 
of their children [26, 51], we anticipate subsequent associa-
tions between parents’ perceptions of their children’s stress. 
Lastly, we expect each of these stress and mental health 
variables would also be associated with parenting experi-
ence, such that we would anticipate positive associations 
with parent–child conflict and caregiver burden and negative 
associations with parent–child closeness.

Methods

Data presented here include longitudinal survey results 
collected from April 27–28, 2020 (baseline), and follow-
up data collected 30 days later. All authors certify respon-
sibility for the study including analysis and interpretation 
of data leading to the presentation of these results, and 
have no known conflicts of interest to report.

Participants

Individuals who were 18 years or older, living in the U.S., 
who speak English and were caring for a child under 
18 years old in their home were eligible to participate 
through Amazon’s online worker pool, Mechanical Turk 
(MTurk). MTurk workers are reported as more diverse, 
but otherwise fairly representative of the characteristics 
of larger online populations, including the U.S. [52, 53],a 
small body of recent evidence suggests this population 
scores slightly higher on depression inventories, but com-
parably to the broader general population on indices of 
personality [54–56]. 271 parents of minors provided com-
plete data for all key variables of interest (see measures 
below) at baseline and 189 at the 30-day follow up. Of 
these, 124 (48.5%) of participants were female, and 97 
(35.8%) reported belonging to a racial minority group 
and 63 (23.2%) identified as LatinX. Caregivers reported 
an average age of 35.29 years (range = 19–72 years old) 
and were asked to report the age of the focal child in the 
following categories: birth to 5 years old (n = 103, 38%), 
6 to 11  years old (n = 95, 35.1%), and 12 to 18  years 
old (n = 71, 26.4%,See Table 1 for further demographic 
details).

Procedures

All study materials were approved by the University of Con-
necticut IRB (X20-0075) prior to recruitment from MTurk’s 
online worker pool for participation in the anonymous study 
of family experiences and coping during the COVID-19 
pandemic. Participants who consented to participate in the 
study and met inclusion criteria were able to complete the 
survey set and were compensated for their time. MTurk has 
shown recruitment and data collection to be both replicable 
and valid [53, 57], but given concerns about the validity 
of data drawn through crowd-sourced convenience samples 
[58], rigorous data management practices were followed. 
Specifically, to verify the inclusion of unique individual 
human respondent cases (as opposed to computerized bot 
responses) and the attentiveness of each response, we 
screened the dataset for duplicate cases by worker ID and 
global positioning verification within the United States. We 
also screened cases on the basis of a response time analysis, 
such that we eliminated any response received in less than 
3.4 min or 10% of the average completion time of 34 min 
(based on pilot efforts with the survey battery).

Measures

Participants were asked to answer questions about demo-
graphic characteristics such as gender, sexual orientation, 
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race/ethnicity, caregiver age, focal child age on whom par-
ticipants based their answers for key variables, financial 
security (“do you have enough money to meet your needs”, 
rated from 1 = not at all to 5 = completely), and partner status 
(non-partnered: single, divorced or widowed, or partnered: 
married or living with a significant other). Additional details 
on the sample are presented in Table 1.

Resilience

The Adult Resilience Measure (ARM; [59] is a 17-item 
measure that assesses the personal and relational resilience 
of an adult using a 5-point Likert scale ranging from 1 “Not 
at all” to 5 “A lot.” The ARM has two subscales—personal 
and relational resilience. 10 items are summed for a score of 
personal resilience, ranging from 10 to 50, and 7 items are 
summed for a score of relational resilience, ranging from 7 
to 35; higher scores indicate greater resilience in both cases. 
The reported Cronbach’s alphas are good (α = 0.88 for both 
personal and relational subscales, [59], and were equally 
strong in the present study (α = 0.87 and 0.90 for personal 
and relational subscales, respectively).

Perceived Stress

The Perceived Stress Scale–Adult form (Parent Perceived 
Stress; [60] is a 10-item measure that uses a 5-point Lik-
ert scale (from “Never” to “Very often”) to evaluate par-
ticipant’s thoughts and feelings about their personal stress 
during the past two weeks. Items are summed to create 
a total score ranging from 0 to 40,higher scores indicate 
increased perceived stress. Stress level categories for this 
scale include: 0–13 indicates mild stress, 14–26 indicates 
moderate stress, and 27–40 indicates high perceived stress. 
The reported Cronbach’s alpha is good (α = 0.85; [60], as are 
those for current sample at baseline (α = 0.86).

Perceived Child Stress

The Perceived Stress Scale–Child form was used from the 
National Institutes of Health Toolkit’s emotion resources 
[61],This 10-item version of the original Perceived Stress 
Scale [60] adapted by Cohen to asked parents to report their 
perceptions of their child’s general stress using a 5-point 
Likert scale, from “Never” to “Very often” during the past 
two weeks. Items are totaled for a score ranging from 0 
to 40; higher scores indicate higher perceived stress. The 

Table 1   Demographic 
characteristics at baseline

Overall sample
μ (SD)

Female caregivers
μ (SD)

Male caregivers
μ (SD)

Age 35.29 (8.35) 36.97 (8.41) 33.88 (8.06)
N (%) N (%) N (%)

Gender
 Male 147 (54.2%) – 147 (100%)
 Female 124 (45.8%) 124 (100%) –

Race
 Black/African American 25 (9.2%) 10 (8.1%) 15 (10.2%)
 Asian/Asian American 39 (14.4%) 9 (7.3%) 30 (20.4%)
 Native Hawaiian/Other Pacific Islander – – –
 American Indian/Alaska Native 21 (7.7%) 9 (7.3%) 12 (8.2%)
 White 174 (64.2%) 92 (74.2%) 82 (55.8%)

Ethnicity
 LatinX 63 (23.2%) 16 (12.9%) 47 (32%)
 Non-LatinX 208 (76.8%) 108 (87.1%) 100 (68%)

Partner status
 Partnered/married 233 (86%) 97 (78.2%) 136 (92.5%)
 Non-partnered 38 (14%) 27 (21.8%) 11 (7.5%)

Focal child age category
Birth to 5 years old 103 (38%) 36 (29%) 67 (45.9%)
 6 to 11 years old 95 (35.1%) 47 (37.9%) 48 (32.7%)
 12 to 18 years old 71(26.4%) 40 (32.3%) 31 (21.1%)

Finances adequate to meet needs
 Not met 125 (46.1%) 62 (50%) 63 (42.9%)
 Met 146 (53.9%) 62 (50%) 84 (57.1%)
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reported Cronbach’s alpha from a sample of parents of chil-
dren as young as eight years of age are good (α = 0.87; [62], 
as are those for the current sample (α = 0.83).

COVID‑19‑specific Stressors–Family items

A disaster-specific measure of stressors (COVID-stressors; 
[63] was adapted for use to assesses parents’ exposure to 
and appraisal of stressors specific to the COVID-19 pan-
demic. The original measure assesses past-week exposure 
to 23 stressors across three conceptual groupings: Infection-
related stressors, Daily Activity stressors, and Financial/
Resource-related stressors. An additional, fourth group of 
six Family-focused items were developed for this study 
adapted from the Child Routines Inventory [64] to assess 
parents’ stress due to changes in children’s daily routines. 
The items included three from the original Sytsma et al. [64] 
measure: children’s daily living routines, household respon-
sibilities, and discipline routines, as well an adapted version 
of a fourth item wherein “homework routines” was modi-
fied to read “education routines” to include online learn-
ing during the pandemic. Additionally, researchers created 
two items to capture stress due to 1) changes in children’s 
social routines and 2) interactions parents had with their 
children. These adaptations resulted in a total of 29 stressor 
items. Consistent with the original measure, participants are 
first asked to endorse the stressors they have experienced by 
responding to a binary question “did you experience stressor 
X?”. For each affirmatively endorsed stressor, respondents 
are prompted to rate the stressfulness of the item on a scale 
of 1 to 5 (“not at all stressful” to “extremely stressful”). A 
total stressor count of the items endorsed, as well as total 
stress appraisals for the continuous ratings of stressful-
ness can be calculated [63],the current study included total 
appraisal scores in the analysis presented below. The pre-
liminary psychometric evaluation of the 23-item measure 
indicates a unidimensional structure and high internal con-
sistency (Cronbach’s alpha = 0.96; [65]. The adapted version 
used in this study performed equally well at baseline, with 
a Cronbach’s alpha of 0.90; additionally, the new family-
specific subset of stressors also had good internal consist-
ency at baseline, with an alpha of 0.86.

Anxiety

Generalized Anxiety Disorder-7 (GAD-7; [66] is a 7-item 
scale that evaluates the extent of generalized anxiety symp-
toms and the associated disorder by rating the frequency of 
anxiety symptoms over the past two weeks using a 5-point 
Likert scale ranging from “Not at all” to “Nearly every day”. 
Items are summed to create a total score ranging from 0 to 
21,higher scores indicate greater presence of anxiety symp-
toms. Categories of levels of anxiety for this scale include: 

0–5 for minimal anxiety, 5–9 for mild anxiety, 10–14 for 
moderate anxiety, and 15–21 for severe anxiety [66]. The 
reported Cronbach’s alphas are good (α = 0.90; [66], and 
slightly stronger in the current sample (α = 0.92).

Depression

The Major Depression Inventory (MDI; [67]) is a 12-item 
scale that evaluates depressive symptoms using a 6-point 
Likert scale ranging from “At no time” to “All of the 
time”. Items are summed to create a total score ranging 
from 0 to 50 that represents general severity of depres-
sion symptoms,higher scores represent greater presence of 
depressed symptoms. Responses can be aligned with diag-
nostic criteria to establish if participants currently meet 
criteria for a major depressive episode [68]. Categories of 
levels of depression for this scale include: 20–24 indicating 
mild depression, 25–29 indicating moderate depression, and 
30–50 indicating severe depression [69]. The reported Cron-
bach’s alpha is excellent at 0.94 [67], just as in the current 
sample (α = 0.95).

Caregiver Burden

The Burden Scale for Family Caregivers–short form (BSFC-
s; [70] is a 10-item measure that uses a 4-point Likert scale 
ranging from “Strongly disagree” to “Strongly agree” to 
evaluate the perceived burden of caregivers’ responsibili-
ties during the past two weeks. Items are summed to create a 
composite score ranging from 0 to 30,higher scores indicate 
heightened burden levels. Interpretation of burden levels for 
this scale include: 0–4 indicating mild to no burden, 5–14 
indicating moderate burden, and scores from 15 to 30 indi-
cate severe to very severe burden. The reported Cronbach’s 
alphas are excellent (α = 0.92, [70], as in the present study 
(α = 0.94).

Relationship Quality

The Child-Parent Relationship Scale (CPRS; [71] is a 
15-item scale that uses a 5-point Likert scale ranging from 
“Definitely does not apply” to “Definitely applies” to evalu-
ate parents’ perceptions of their relationships with their 
child. The CPRS contains two subscales, an 8-item conflict 
subscale that evaluates the parents’ perceived negativity in 
the parent–child relationship, and a 7-item closeness sub-
scale that evaluates the parents’ perception of the warmth, 
affection and open communication. The scale is scored by 
totaling items on the two subscales such that higher scores 
indicate increased perceived conflict or closeness. The 
reported Cronbach’s alpha from samples of parents of chil-
dren as young as 3 years of age for the two subscales are 
acceptable (α = 0.83 and 0.72 for conflict and closeness, 
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respectively; [71] and are good in the current sample 
(α = 0.88 and 0.84 for conflict and closeness, respectively).

Analyses

Path Analyses

The multigroup path analysis model was developed in SPSS 
AMOS [72] using maximum likelihood estimation. The 
hypothesized path model examined both direct and indirect 
associations among caregiver’s baseline individual resil-
ience, individual perceived stress, perceived child stress, 
the family-focused COVID- specific stressors and stress 
appraisals, depression symptomology, and caregiver burden 
and child-parent relationship conflict at the 30-day follow-
up. Based on evidence that resilience, coping and parenting 
experiences may vary by gender generally and specifically 
in the context of COVID-19 [10, 27, 73, 74], a single model, 
multi-group path analysis was fit to the data organized by 
parent gender (male/female groups). Given developmental 
shifts in parenting, focal child age category (0 to 5, 6 to 11, 
and 12 or more years of age) was used as a control.

The model was evaluated by considering data from sev-
eral fit indices to ensure fit was evaluated fairly and with-
out temptation to only select the fit indices that provided 
the best model interpretation. Hayduk et al. [75] caution 
against strict cutoffs of fit indices, as these are often misap-
plied, while Barrett [76] argues against interpretation of fit 
indices other than the Chi square, as they are impacted by a 
number of factors in addition to model specification. Given 
the discrepancy in the field of which fit indices to select, 
we elected to examine the following indices with associ-
ated cut off values: Model Chi Square p value of less than 
0.05; CFI 0.90 for good fit [77], Root Mean Square Error of 
Approximation < 0.08 for acceptable fit and < 0.05 for good 
fit (RMSEA; [78].

Results

Descriptive Results and Bivariate Associations

Means for variables of interest were calculated to deter-
mine proportions of caregivers’ responses that fell above 
or below relative reported cutoffs. Parents reported an 
average individual stress score of 16.12, and a perceived 
child stress score of 23.96—which is above the 50th per-
centile of scores and indicates moderate stress [60]. The 
sample average for depression score of 19.49, indicating 
scores just below the 20-point cut-off for mild depression 
[69]. Parents reported an average caregiver burden score of 
12.69 at the 30-day follow up, indicating moderate levels 
of burden [70]. The average scores for child parent rela-
tionship conflict and closeness in this sample were 16.59 
and 30.23, indicating below average conflict and above 
average closeness given the potential range of scores [71].

Bivariate associations (see Table 2) indicate car-
egiver burden at the 30-day follow-up was significantly 
negatively associated with baseline individual resilience 
(r = -0.25, p < 0.01), as anticipated. Importantly, additional 
positive associations exist between caregiver burden at the 
30-day follow-up and parent perceived stress, parent per-
ceived child stress, COVID -specific family stressors, and 
depression symptomology (rs ranging from 0.35 to 0.64, 
all p < 0.01). Bivariate associations indicate child-parent 
relationship conflict at the 30-day follow-up was signifi-
cantly negatively associated with baseline individual resil-
ience and child-parent relationship closeness (rs = -0.29 
and -0.38, all p < 0.01). Additional positive associations 
exist between child-parent relationship conflict at the 
30-day follow-up and parent perceived stress, parent per-
ceived child stress, COVID-specific family stressors, and 
depression symptomology (rs ranging from 0.37 to 0.70, 
all p < 0.01). Bivariate associations indicate child-parent 
relationship closeness at the 30-day follow-up was signifi-
cantly positively associated with baseline individual resil-
ience (r = 0.55, p < 0.01). Additional negative associations 

Table 2   Bivariate correlations 
among variables of interest for 
the overall sample (n = 271)

* p < .05, **p < .01

1 2 3 4 5 6 7 7

Caregiver burden (T2) –
Child parent relationship conflict (T2)
Child parent relationship closeness (T2)

.59**
− .28**

–
− .38**

–

Adult resilience (T1) − .25** − .29** .55** –
Parent perceived stress (T1) .47** .51** − .25** − .49** –
Perceived child stress (T1) .50** .70** − .58** − .41** .62** –
COVID-specific family stressors (T1) .35** .37** − .08 − .08 .40** .36** –
Depression (T1) .64** .70** − .36** − .37** .73** .72** .47** –
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exist between child-parent relationship closeness at the 
30-day follow-up and parent perceived stress, parent per-
ceived child stress, and depression symptomology (rs 
ranging from -0.25 to -0.58, all p < 0.01). Given potential 
gender differences noted in the resilience literature, bivari-
ate associations for resilience were run separately for male 
and female caregivers: male caregiver resilience was sig-
nificantly positively associated with child parent relation-
ship closeness (r = 0.42, p < 0.01), as well as significantly 
negatively associated with caregiver burden, child parent 
relationship conflict, parent perceived stress, parent per-
ceived child stress, COVID-specific family stressors, and 
depression symptomology (rs ranging from -0.42 to -0.70, 
all p < 0.01). Female caregiver resilience was significantly 
positively associated with child parent relationship close-
ness (r = 0.43, p < 0.01), as well as significantly negatively 
associated with caregiver burden, child parent relationship 
conflict, parent perceived stress, parent perceived child 
stress, and depression symptomology (rs ranging from 
-0.24 to -0.54, all p < 0.01).

Independent samples t-tests were then conducted to 
assess for group differences based on parent gender, finan-
cial resources, and single-parent status. Several statistically 
significant group differences are evidence (see Table 3): 
male caregivers reported significantly higher rates at base-
line of depression symptomology (t = 2.53, p < 0.01), parent 
perceived child stress (t = 3.74, p < 0.01), and significantly 

higher rates at the 30-day follow-up of child-parent rela-
tionship conflict (t = 3.12, p < 0.01) and closeness (t = -4.59, 
p < 0.01), whereas female caregivers reported significantly 
higher rates of individual resilience (t = -1.97, p < 0.05). 
Caregivers whose financial needs were not met reported 
significantly higher rates at baseline of depression sympto-
mology (t = 2.79, p < 0.01), parent stress (t = 4.51, p < 0.01), 
and parent perceived child stress (t = 2.33, p < 0.05), and sig-
nificantly higher rates at the 30-day follow-up of child-parent 
relationship conflict (t = 2.12, p < 0.05), whereas parents 
whose financial needs were met reported significantly higher 
rates at baseline of individual resilience (t = -3.76, p < 0.01). 
Partnered parents reported significantly higher rates at base-
line of depression symptomology (t = 3.33, p < 0.01), parent 
perceived child stress (t = 3.02, p < 0.01), and significantly 
higher rates of child-parent relationship conflict (t = 2.26, 
p < 0.01) at the 30-day follow-up. Next, bivariate associa-
tions assessed differences on key variables by parent age: 
baseline reports of parent stress, parent perceived child 
stress, depression symptomology and COVID-specific fam-
ily stressors were significantly negatively associated with 
parent age (rs ranging from -0.34 to -0.13, all p < 0.05), and 
at the 30-day follow-up caregiver burden and child-parent 
relationship conflict was significantly negatively associated 
with parent age (rs = -0.29 and -0.34, p < 0.01). Lastly, one-
way ANOVA assessed differences on key variables by child 
focal age categories: parents of children ages 12 to 18 years 

Table 3   Means, standard deviations, and significant group differences (n = 271)

Two-tailed independent samples T-tests were used for categorical group comparisons; One-way ANOVA was used for group categorizations 
with three or more groups (focal child age: birth to 5 years old, 6 to 11 years old, and 12 to 18 years old); bivariate correlations were used for 
continuous predictors (age). Standardized effect sizes for group difference tests rely on Cohen’s d (0.20 = small, 0.50 = medium, 0.80 = large); 
Pearson’s r is used for all bivariate correlations (.1 = small, .3 = medium, .5 = large)

Variable M (SD) Significant group differences (effect size)

Caregiver burden (T2) 12.69 (9.25) Negatively associated with parent age (r = − 0.29)
Child parent relationship conflict (T2) 19.62 (9.14) Reported more by men than women (d = 0.38);

Reported more by caregivers whose financial needs were not met (d = 0.26);
Reported more by partnered caregivers (d = 0.33);
Negatively associated with parent age (r = − 0.34)

Child parent relationship closeness (T2) 30.23 (4.71) Reported more by women than men (d = 0.67)
Adult resilience (T1) 68.62 (11.63) Reported more by women than men (d = 0.24);

Reported more by caregivers whose financial needs were met (d = 0.46);
Parent perceived stress (T1) 16.12 (7.58) Reported more by caregivers whose financial needs are not met (d = 0.55);

Negatively associated with parent age (r = − 0.22)
Perceived child stress (T1) 23.96 (7.11) Reported more by men than women (d = 0.46);

Reported more by caregivers whose financial needs are not met (d = 0.29);
Reported more by partnered caregivers (d = 0.46);
Reported less for parents of 12–18 year-olds (F = 5.26)
Negatively associated with parent age (r = − 0.34)

COVID-specific family stressors (T1) 10.85 (10.03) Negatively associated with parent age (r = − 0.13)
Depression (T1) 19.49 (17.95) Reported more by men than women (d = 0.31);

Reported more by caregivers whose financial needs are not met (d = 0.34);
Reported more by partnered caregivers (d = 0.46);
Negatively associated with parent age (r = − 0.34)
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old perceived less child stress (F = 5.26, p < 0.01) than par-
ents of younger children (both those with 0 to 5 year-olds 
and 6 to 11 year-olds).

Path Analysis

The results of a multi-group path analysis organized by 
parent gender is presented (see Figs. 1 and 2, for female 
and male caregivers, respectively). The multi-group path 
model had good fit, X2(18) = 70.10, p < 0.01, CFI = . 94, 
RMSEA = 0.10. Taken together, there is evidence of appro-
priate goodness of fit of the model to the data. The model 
Chi Square p value was well less than 0.05; and the CFI had 
a value greater than 0.90. The RMSEA is a bit high, but this 
may be an artifact of the complexity of the model. Some [79] 
report that the index can be positively biased toward higher 
values and that the bias is associated with both sample size 
and degrees of freedom. Given that there are relatively few 
degrees of freedom in the current multigroup model, the 
RMSEA might be expected to be positively biased in this 
instance. 

The multi-group model indicated no significant associa-
tion between the control (focal child age) or parent–child 
closeness and any endogenous variables (parent stress, par-
ent perceived child stress, COVID-related family experi-
ences and stressors, depression symptomology, child parent 

relationship conflict and caregiver burden), thus they were 
removed from the model.

Individual Resilience

As hypothesized, caregiver individual resilience was nega-
tively associated with parent stress (β = -0.44 and -0.55), 
and parent perceived child stress (β = -0.46 and -0.34), 
for female and male caregivers, respectively. Parents who 
reported higher rates of individual resilience reported lower 
rates of parent stress and parent perceived child stress. Our 
findings further indicate female caregivers reported higher 
rates of parent stress overall than male caregivers, whereas 
male caregivers reported higher rates of parent perceived 
child stress overall than female caregivers. However, individ-
ual resilience was not significantly directly associated with 
COVID-specific family stressors (β = -0.03 and -0.18, p = ns) 
or depression symptomology (β = -0.04 and 0.12, p = ns), nor 
with caregiver burden (β = 0.01 and -0.04, p = ns) or child-
parent relationship conflict (β = -0.13 and 0.02, p = ns) at the 
30-day follow-up for either group of caregivers (females and 
males, respectively).

Parent Stress

As hypothesized, parent stress was significantly associ-
ated with depression symptomology (β = 0.52 and 0.48), 
for female and male caregivers, respectively. Parents who 

Fig. 1   Model of female caregivers’ individual resilience with standardized path estimates (n = 124)
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reported higher rates of stress additionally reported higher 
rates of depression symptomology, with female caregivers 
reporting higher rates than their male counterparts.

Parent Perceived Child Stress

As hypothesized, parent reports of increased perceived child 
stress were significantly associated with depression symp-
tomology (β = 0.32 and 0.48), for female and male caregiv-
ers, respectively. Parents who reported higher rates of stress 
additionally reported higher rates of depression symptomol-
ogy, with male caregivers reporting higher rates than female 
caregivers.

COVID‑Specific Family Stressors

Contrary to our hypothesis, COVID related family experi-
ences and stressors did not significantly predict depression 
symptomology (β = 0.00 and 0.05, p = ns) for either group 
of caregivers.

Depression

As hypothesized, depression symptomology was signifi-
cantly positively associated with caregiver burden (β = 0.54 
and 0.69, p < 0.01) and child-parent relationship conflict 
(β = 0.54 and 0.77, p < 0.01) at the 30 day follow-up for 
both groups of caregivers (females and males, respectively), 

suggesting caregivers with increased depression symptoms 
reported increased conflict in their parent–child relationship 
and caregiver burden, more so for male caregivers in our 
sample.

Discussion

Resilience at baseline was not directly associated with car-
egiver burden or child-parent relationship quality at the 
30-day follow-up, but was indirectly linked to these out-
comes through stress and depression pathways. Specifically, 
the models for both men and women indicate significant 
associations between baseline resilience and perceptions of 
both their own and their child’s stress; these are both sig-
nificantly linked to depression symptoms, which in turn is 
significantly associated with caregiver burden and conflict in 
the parent child relationship 30 days later. These findings are 
in line with the literature on stress appraisals and resilience 
[80–82] that notes that the resilience process can dampen 
the negative impact of perceived stress through impacting 
stress appraisals [83]: the more resilient the individual, the 
less severe the appraisal of the stressor both in terms of its 
potential disruption and the individual’s ability to cope with 
the resulting stress. Participants reported on both their own 
and their perceptions of child stressors generally as well as 
self-reported stress appraisals specific to COVID-19 using a 
2 week recall period at the end of April 2020, within only a 

Fig. 2   Model of male caregivers’ individual resilience with standardized path estimates (n = 147)
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few weeks following the first peak in 7-day average COVID 
cases in the US [35] and the shifts to daily activity enacted 
nationwide to stem the spread of the disease. Despite this 
stressful context, those participants with greater baseline 
resilience seem to have been buffered from experiencing 
both general and covid-specific stressors in heightened ways.

The final set of linkages between depression and both 
30-day outcomes was stronger for men, suggesting that 
fathers’ depression symptoms are producing stronger effects 
on their parenting experiences (caregiver burden and par-
ent–child relationship quality) than effects reported by moth-
ers. Fathers also reported higher rates of perceived child 
stress. This could result from shifts in fathers’ roles since the 
onset of COVID-19, perhaps as a result of the record high 
national unemployment rates [36] that historically impact 
men moreso than women [84] in conjunction with shifts to 
remote work conditions. The current economic downturn 
has resulted in many parents spending more time at home 
attending to the needs of their children than prior to quar-
antine and work-from-home mandates [85]. Unemployment 
rates impacted women more than men during COVID-19 
[86], and women reported worse mental health symptoms 
and caregiving burdens early in the pandemic compared to 
their male counterparts [27]. However, the impacts of par-
ents working from home while co-located with young chil-
dren needing care or older children learning from home were 
unprecedented. One possible explanation is that men found 
the novel competing demands of increased parenting support 
and balancing shifts in employment particularly taxing. An 
alternative explanation is that the long-standing history of 
disproportionate childcare burdens and employment inequi-
ties women face in the US [86, 87] has led women to build 
a greater set of protective factors and coping mechanisms 
for these strains.

For both mothers and fathers, results indicate a lack of 
significant direct pathways from resilience to caregiver bur-
den or child-parent relationship quality; however, the linkage 
between resilience and parent stress and parent perceived 
child stress initiates a sequence of significant linkages to 
parent depression, and then to caregiver burden and par-
ent–child relationship quality. Both mothers’ and fathers’ 
stress experiences were similar predictors of their reported 
rates of depression; similarly, for both mothers and fathers, 
resilience was a negative predictor of both personal and 
perceived child stress. In sum, stronger parent resilience 
was linked to fewer depression symptoms and less stress, 
contributing to lower conflict in the parent–child relation-
ship and reduced caregiver burden, emphasizing previously 
reported impacts of resilience at the individual and family 
levels [38].

Notable significant group differences emerged for parents 
based on reports of having financial resources adequate to 
meet needs. Parents who reported not having the necessary 

financial resources to support their families also reported 
more parent–child conflict, as well as higher rates of par-
ent stress and depression. As expected, reports of financial 
needs being met were associated with higher rates of parent 
resilience. The results of the present study, therefore, echo 
previous findings that financial security has an important 
influence on resilience [10, 88].

Significant group differences in mean scores were also 
evident based on partner/relationship status. Contrary to 
expectations, partnered parents reported increased rates 
of perceived child stress and depression. While additional 
data over a longer period of time, from a sample with a 
greater proportion of single parents is necessary to inform 
any causal inferences, it is possible that partnered caregivers 
who have been quarantined with their families have become 
more sensitive to the experiences of their partners and chil-
dren, amplifying stress and depression rates as well as per-
ceived child stress. Evidence from a meta-analysis of public 
health disasters necessitating quarantine [5] indicates that 
quarantine, particularly long quarantine, negatively impacts 
mental health. Given evidence from previous studies estab-
lishing significant links between parents’ stress and depres-
sion, perceived child stress, and parent–child relationship 
quality, our results suggest spillover effects that occur when 
one family member’s behavior or affect influences other 
members of the family system [51]. In this instance, we see 
evidence of a spillover effect wherein negative affect can 
transfer within a family system (i.e., negative affect in the 
parent is linked to perceived negative affect in the child). It 
is interesting to note the lack of a corresponding compensa-
tory effect, as hypothesized, such that one might see with 
models that report significant paths to parent–child close-
ness [34]. In future studies, the addition of data on part-
ners’ mental health and relationship quality as reported by 
both co-parents would add valuable information on possible 
additional spill-over effects. For example, dyadic data would 
allow for the examination of crossover effects, where rather 
than a transfer of same-valanced affect from parent to child 
subsystems, crossover would indicate the transfer of affect 
or behavior between people (e.g., when the co-parenting 
stress experienced by one caregiver crosses over to impact 
the other partner’s relationship with their child [51]). Inter-
estingly, COVID-19 specific stressors did not have a signifi-
cant effect on mental health outcomes within this sample. 
It is possible that parents’ depression was more powerfully 
associated with general stress rates and perceived child 
stress (as reported on both forms of the Perceived Stress 
Scale) than with COVID-19 specific stressors because of the 
pervasiveness of the global pandemic. Individuals may see 
COVID-19-related stressors as universal, or transient, and 
related to this pandemic. This sense that COVID-19-related 
family stress is normative may lead individuals to place less 
emphasis or derive less meaning from on those stressors. 
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Future researchers ought to examine links between COVID-
19-related stressors and ongoing reports of stress, or other 
indications of stress saturation.

Several limitations should be noted. While our sample 
was reasonably balanced by roughly equal numbers of men 
and women who reported a relatively normative income dis-
tribution, MTurk as an online platform still attracts users 
with higher education levels and access to Internet that may 
not be broadly generalizable. Furthermore, given evidence 
that individual characteristics like ethnic and racial iden-
tity impact resilience [10], efforts to recruit a more diverse 
sample are warranted. Additionally, including measures of 
parenting behavior during COVID-19 would enable further 
examination of families’ socialization of coping strategies. 
Some [89] have found that parents report talking with their 
children about COVID-19 related viral transmission miti-
gation strategies, like hand washing, and social distancing, 
and are sensitive to their children’s coping behaviors, such 
as playing video games, or modifying socialization pat-
terns. Lastly, the inclusion of family functioning measures 
reported by additional family members—such as co-parents 
or child-reports—would increase understanding of family 
experiences across family subsystems.

Overall, it is evident that fathers, specifically, are strug-
gling with a functional impairment of their parent–child 
relationships associated with their depression symptoms, 
as seen through the significant associations with caregiver 
burden and parent–child conflict. Given the needed adapta-
tion in response to surging infection rates seen across geo-
graphic region [90], parents clearly need more resources and 
supports to manage personal and family mental health and 
well-being. Certainly, events that cause tumultuous shifts in 
routine and create unpredictability in a sense of security call 
for an increase in family assistance than spans both financial 
and socioemotional supports. Such is the case for the range 
of stressors associated with COVID-19 as families need con-
tinued support navigating drastic societal shifts with par-
ticular demands for mental health, financial, and child-care 
supports [85]. Each of these needs carries specific policy and 
practice implications—for example, adapting social welfare 
and mental health service provision to telehealth modalities, 
expansion of unemployment and pay check protection ben-
efits, provision of safe and affordable childcare, and access 
to communication technologies to enable remote or virtual 
healthcare access, employment, and education opportunities 
for all families.

Summary

Parents and other caregivers report marked impacts on men-
tal health as a result of the COVID-19 pandemic. Longitudi-
nal associations from this national sample during the early 
months of the American pandemic indicate different patterns 

of resilience, stress, and parenting outcomes by parent gen-
der. The extant literature indicates these effects may be result 
of on-going uncertainty concerning the quarantine and social 
distance guidelines in place to slow the spread of the virus, 
but which hamper access to psychosocial and pragmatic 
supports. Additionally, caregiver strains in particular may 
be the product of still-evolving work and family routines 
with steep implications for how families provide and care for 
the children in their homes. Multigroup path model results 
depict a series of linkages over a short, 30-day period that 
begin with connections between resilience and parent stress 
or parent perceived child stress, followed by linkages to par-
ent depression and then caregiver burden and parent–child 
relationship quality. This final set of relationships between 
depression and both parenting outcomes were significantly 
stronger for men, who also reported higher rates of perceived 
child stress. These patterns indicate that fathers’ depression 
symptoms and associated spill-over to perceived child stress 
is producing stronger effects on their parenting experiences 
than effects reported by mothers, leading to higher reports 
of conflict and caregiver burden.
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