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ABSTRACT
Objectives Depression is associated with problems in 
functioning in many aspects of life, including parenting. 
COVID- 19 has increased risk factors for depression. 
We investigated the prevalence of depression among 
parents during the pandemic and the association with 
dysfunctional parenting.
Design Canadian nationwide cross- sectional study.
Setting and participants The 2020 and 2021 Surveys 
on COVID- 19 and Mental Health (SCMH) and the 
Canadian Community Health Survey (CCHS) (2015‒2019). 
Responding sample sizes for parents were 3121 for the 
2020- SCMH; 1574 for the 2021- SCMH and 6076 for the 
CCHS.
Primary outcome measures All three surveys collected 
information on symptoms of major depressive disorder 
(MDD). The SCMH measured harsh parenting.
Results Based on data from the 2021- SCMH collected 
during wave 3 of COVID- 19, 14.4% of fathers and 21.2% 
of mothers screened positive for MDD. These prevalence 
estimates were similar to those from the 2020- SCMH 
during wave 2, but at least two times higher than pre- 
COVID- 19 estimates from the CCHS. Multivariate analyses 
revealed a linear association between MDD and harsh 
parenting. COVID- 19- related stressors were associated 
with harsh parenting. Among mothers, feeling lonely or 
isolated because of COVID- 19 was a risk factor for harsh 
parenting; among fathers, being a front- line worker was a 
risk factor. Meditation was a protective factor for mothers.
Conclusions After years of stability, the prevalence of 
MDD increased substantially among Canadian parents 
during the pandemic. Ongoing monitoring is vital to 
determine if elevated levels of depression persist because 
chronic depression increases the likelihood of negative 
child outcomes. Programmes aimed at addressing 
depression and bolstering parenting skills are needed 
as families continue to face stressors associated with 
COVID- 19.

INTRODUCTION
The COVID- 19 pandemic and public health 
measures imposed to contain it have had 
a profound impact on Canadian families. 
School and daycare closures and cancella-
tion of extracurricular activities placed an 

unprecedented burden on families. Parents 
have had to assume roles, such as teacher, 
friend and coach, and at the same time, 
fulfil work responsibilities. This was in addi-
tion to financial strains and social isolation 
mandated by physical distancing.1

Since the onset of the pandemic, studies 
have examined adult mental health. Early 
published rapid literature reviews revealed 
increases in negative psychological outcomes, 
such as post- traumatic stress symptoms, anger, 
anxiety and depression.2–5 However, many 
early studies were of low- to- moderate quality. 
They used convenience samples and mental 
health measures of low validity, which made 
it difficult to draw conclusions and generalise 
findings.2 4 5 Nonetheless, a systematic review 
concluded that depressive and anxiety disor-
ders increased globally during 2020.3 Since 
then, two other large- scale systematic reviews 
based on data collected up to February 2021 
reached similar conclusions about increases 
in mental health conditions.6 7 Furthermore, 

STRENGTHS AND LIMITATIONS OF THIS STUDY
 ⇒ The data are from large representative samples of 
the Canadian population.

 ⇒ The data collected during waves 2 and 3 of COVID- 19 
provide a unique opportunity to investigate the well- 
being of Canadian parents during the pandemic.

 ⇒ The scales used to measure depression and harsh 
parenting have good test–retest reliability and high 
validity.

 ⇒ However, depressive symptoms and harsh parenting 
are based on self- reported data.

 ⇒ The Surveys on COVID- 19 and Mental Health mea-
sured only one aspect of dysfunctional parent-
ing—harsh parenting. Links between depressive 
symptoms and parental behaviour have been found 
to be stronger if composite parenting measures 
covering both positive and negative aspects are 
employed.
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two systematic reviews based on longitudinal data 
observed a spike in mental health problems during the 
early months of the pandemic (April–May 2020).8 9 This 
was followed by a stabilisation or decrease in mental 
health symptoms,8 9 and then another spike coinciding 
with the second wave of COVID- 19 in North America late 
in 2021.8 Some analyses suggested that specific subpopu-
lations, notably, women and parents, may be at increased 
risk of adverse mental health outcomes.4 5 10 Longitudinal 
studies9 found that changes in mental health symptoms 
varied considerably by subpopulation after the early 
months of the pandemic.

In Canada, the Surveys on COVID- 19 and Mental 
Health (SCMH) collected information on symptoms of 
major depressive disorder (MDD) based on nationally 
representative samples—from September to December 
2020 (during wave 2 of COVID- 19) and from February to 
May 2021 (wave 3).11

Among Canadians aged 18 years or older, the prev-
alence of screening positive for MDD12–14 was higher 
during wave 3 than wave 2 (19% vs 15%),15 and during 
wave 2, prevalence was more than twice as high as in the 
pre- COVID- 19 period.16 Before the pandemic, the preva-
lence of depression in Canada had been stable for more 
than two decades.17 Similar increases have been reported 
in the USA.18

Increases in the prevalence of depression among 
parents are particularly concerning, because depres-
sion is associated with dysfunctional parenting.19–24 Even 
subclinical levels have been implicated, so it is important 
to consider the severity of depressive symptoms when 
examining associations with parenting behaviour.20 25

Pre- COVID- 19 research on associations between 
depression and dysfunctional parenting often had limita-
tions. Studies tended to focus on mothers; information 
about paternal depression is sparse.22 Most analyses were 
based on observational studies with small samples rather 
than large population- based samples.19–24 As well, the 
role of potentially protective factors was rarely examined. 
Evidence suggests that psychosocial resources, such as a 
sense of mastery (perception of being in control of one’s 
life circumstances), coping mechanisms26 and a sense of 
community belonging reduce the likelihood of depres-
sive symptoms.16 27–32 The same factors might be protec-
tive for dysfunctional parenting.

Both parental depression and dysfunctional parenting 
have been associated with negative outcomes for chil-
dren, including impaired socioemotional and cognitive 
development and mental health disorders.20 25 33–43

We used data from the nationally representative 2020- 
SCMH and 2021- SCMH and the 2015‒2019 Canadian 
Community Health Survey (CCHS)—Annual Compo-
nent44 to examine trends in depression among Cana-
dian parents and relationships between depression and 
dysfunctional parenting. Dysfunctional parenting is a 
general term that covers various aspects of ineffective 
parenting. We focused on harsh parenting: overreacting 
in discipline situations (measured in the SCMH).

Our study examined the following research questions:
1. Did the prevalence of MDD among Canadian parents 

change from pre- COVID- 19 times to waves 2 and 3 of 
the pandemic?

2. Was depression associated with harsh parenting?
3. What other risk and protective factors were associated 

with harsh parenting? Factors investigated were as fol-
lows:
 – Sociodemographic characteristics of the parent, age 

and gender of the child, and number of children in 
the household.

 – Risk factors related to COVID- 19 (such as loss of job 
or income, financial strain, increased alcohol con-
sumption).

 – Psychosocial protective factors, including mastery, 
coping mechanisms and sense of belonging to the 
local community.

METHODS
Data sources
Data from the SCMH11 were used to obtain estimates 
of depression among Canadian parents during the 
COVID- 19 pandemic and to examine harsh parenting 
in relation to depression and other risk and protective 
factors. The SCMH collected cross- sectional data from 
September to December 2020 and from February to 
May 2021. The target population was individuals aged 18 
years or older living in the 10 provinces and the three 
territorial capital cities. Individuals living on reserves, 
in institutions or in the territories outside the capitals 
were excluded (fewer than 2% of the population). In 
each province and territorial capital, a simple random 
sample of dwellings was selected, and one person aged 
18 or older from each occupied dwelling was randomly 
chosen to participate. Respondents completed the survey 
online or by telephone. Response rates were 53.3% for 
the 2020- SCMH (14 689 respondents) and 49.3% for 
the 2021- SCMH (8032 respondents). Respondents were 
asked for permission to share their information with the 
Public Health Agency of Canada—12 344 agreed to share 
in 2020; 6592 in 2021. This article is based on data for 
parents in the share files: 1960 fathers (1305 in 2020; 655 
in 2021) and 2735 mothers (1816 in 2020; 919 in 2021). 
Gender- diverse parents were not included owing to insuf-
ficient sample sizes, and 28 records were dropped where 
parental status was unknown. A value for depression was 
missing for 22 fathers and 40 mothers in 2020, and 16 and 
21, respectively, in 2021.

Data from the 2015‒2019 CCHS—Annual Compo-
nent44 were used to obtain pre- COVID- 19 baseline 
estimates of depression among parents, which were 
compared with estimates from the SCMH. The CCHS 
target population was individuals aged 12 or older 
living in the 10 provinces and the three territories. 
Residents of reserves and other Indigenous settle-
ments in the provinces, full- time members of the 
Canadian Forces, the institutionalised population 
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and people in some remote regions were excluded 
(fewer than 3% of the population). The CCHS was 
completed by telephone or in person using computer- 
assisted interviewing. In the annual CCHS, the 
depression module is optional content; every year, 
each province/territory decides if this module will 
be administered. The most recent years in which the 
depression module was administered were: 2019 in 
Ontario and Manitoba; 2018 in Prince Edward Island; 
2016 in Newfoundland and Labrador, Nova Scotia, 
New Brunswick, and Saskatchewan; and 2015 in 
British Columbia. The CCHS annual files exclude the 
territories because territorial data become represen-
tative of the population only after 2 years of data have 
been collected. Therefore, the comparison of results 
from the SCMH with the CCHS excluded the territo-
ries and two provinces (Quebec and Alberta). From 
2015 to 2019, CCHS response rates ranged from a low 
of 54.4% (2019) to a high of 62.8% (2017). Respon-
dents were asked for permission to share their infor-
mation; each year, more than 90% agreed to share. 
For the eight provinces for which comparisons with 
the SCMH were made, the combined CCHS sample 
size of parents aged 18 or older on the share files was 
2515 for fathers and 3738 for mothers; 44 records 
were dropped because of unknown parental status, 
and the value for depression was missing value for 79 
fathers and 97 mothers.

Measures
MDD symptoms
Both the CCHS and SCMH measured MDD symptoms 
using the Patient Health Questionnaire- 9 (PHQ- 9).12–14 
Table 1 provides details on PHQ- 9 items and scoring.

Harsh parenting
The Parenting Scale is a 30- item instrument that 
measures dysfunctional parenting in discipline situa-
tions.45–48 The scale contains two subscales assessing 
two dimensions of dysfunctional parenting: lax 
and harsh (also referred to as ‘over- reactive’). The 
Parenting Scale has been shown to have adequate 
internal consistency, good test–retest reliability, and 
good discriminatory and predictive validity.45–48 The 
SCMH included the 10- item harsh parenting subscale. 
It was administered to respondents who had at least 
one child aged 18 months to 17 years living with them 
full time or part time (many questions are not appro-
priate for children younger than 18 months). Parents 
with more than one child living in the household 
were asked about the child who had the most recent 
birthday. Table 1 provides details on items and scoring 
for the harsh parenting scale.

Covariates
Harsh parenting was examined in relation to sociode-
mographic variables, COVID- 19- reated risk factors and 
psychosocial protective factors.

The sociodemographic variables comprised charac-
teristics of the parent, household and child. Parent 
characteristics were: age group (18‒34, 35‒44 and 
45 or older); racialised group member (non- white, 
white); immigrant status (yes, no); educational attain-
ment (high school or less; postsecondary certificate/
degree/diploma; and university certificate, diploma or 
degree above bachelor’s level); and front- line worker 
(yes, no). Front- line worker was defined as ‘an indi-
vidual who has the potential to come in direct contact 
with COVID- 19 by assisting those who have been diag-
nosed with the virus’. Examples provided were ‘police 
officers, firefighters, paramedics, nurses or doctors’. 
Household characteristics were: two or more adults 
(18+) in household (yes, no); place of residence 
(urban centre, rural); household income quintile 
and number of children (<18) living in household 
(one, two or more). The child characteristics were: 
gender (female, male) and age group (18 months to 4 
years, 5‒11 years, 12‒17 years). The age groupings for 
children and adults were based on sample size and a 
review of the literature.

Eight COVID- 19- related risk factors were examined 
(table 1).

The psychosocial protective factors examined were: 
mastery, coping mechanisms and sense of belonging to 
the local community (table 2).

Analysis
All analyses were stratified by gender of parent.

Changes in depression were assessed by comparing 
prevalence estimates of a positive screen for MDD in the 
2020- SCMH, 2021- SCMH and CCHS. Comparisons of 
estimates between the 2020- SCMH and 2021- SCMH and 
the CCHS were based on the eight provinces for which 
CCHS depression data were available.

Research questions 2 and 3 (factors associated with 
harsh parenting) were addressed based on combined 
2020- SCMH and 2021- SCMH data. Because harsh 
parenting scores were stable between the 2020- SCMH 
and 2021- SCMH, and interaction with time was not 
significant, the two cycles were combined to maximise 
sample size. This component of the analysis is based 
on parents with at least one child aged 18 months to 
17 years, who responded to the harsh parenting items 
(n=1702 for fathers and 2502 for mothers). For parents 
with a missing value for 1–3 of the harsh parenting 
items (n=46 for fathers and 54 mothers), a score was 
derived based on the average score for items where a 
response was provided; records were dropped if there 
was non- response to four or more items (seven fathers 
& seven mothers).

Depression was examined in relation to harsh parenting 
by comparing mean scores (from the harsh parenting 
scale) for parents who screened positive for MDD with 
mean scores for those who did not screen positive. Scores 
were also compared across levels of depression severity to 
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determine if a gradient existed in associations with harsh 
parenting.

Ordinary least squares (OLS) regression was used 
to examine harsh parenting in relation to depression 
and other risk and protective factors. The regression 

models simultaneously controlled for depressive symp-
toms (used as a continuous score), sociodemographic 
variables, COVID- 19- related risk factors and psycho-
social protective factors (mastery, coping mechanisms 
and sense of belonging to the local community). 

Table 1 Measures for depression, harsh parenting and COVID- 19- related risk factors

Depression Respondents to the SCMH and the CCHS were asked the following questions from the Patient Health Questionnaire to measure 
symptoms of depression and to identify probable cases of major depressive disorder (MDD).8–10

Over the last 2 weeks, how often have you been bothered by any of the following problems?
1. Had little interest or pleasure in doing things.
2. Felt down, depressed or hopeless.
3. Had trouble falling or staying asleep or slept too much.
4. Felt tired or had little energy.
5. Had poor appetite or overate.
6. Felt bad about yourself—or that you are a failure or have let yourself or your family down.
7. Had trouble concentrating on things, such as reading the newspaper or watching television.
8. Been moving or speaking so slowly that other people could have noticed. Or the opposite, being so fidgety or restless that 

you have been moving around a lot more than usual.
9. Had thoughts that you would be better off dead or of hurting yourself in some way.
The answer categories were: not at all, several days, more than half the days, nearly every day. A score was assigned to each 
item, from 0 (not at all) to 3 (nearly every day). An overall score was derived by summing the scores for the 9 items. Based on 
this overall score (0–27), individuals were assigned to the following categories to reflect depression severity8–10: no depression 
(0), minimal depression (1–4), mild depression, (5–9), moderate depression (10–14), moderately severe depression (15–19) and 
severe depression (20–27).
A cut- off score of 10 identified probable cases of MDD.

Harsh 
parenting

In the SCMH, parents/legal guardians with at least one child aged 18 months to 17 years were read the following introduction: 
‘At one time or another, all children misbehave or do things that parents don’t like. Parents have many ways or styles of dealing 
with these types of problems. Each item will have two statements associated with it that will describe differences in parenting 
style on a scale between 1 and 7. For each item, please indicate where you fit between the statements that best describes your 
style of parenting during the past 2 months.’

1. When I’m upset or under stress: 1—I am not more picky than usual to 7—I am picky and on my child’s back.
2. When my child misbehaves: 1—I don’t get into an argument to 7—I usually get into a long argument with my child.
3. When my child misbehaves: 1—I keep my talks short and to the point to 7—I give my child a long lecture.
4. When my child misbehaves: 1—I speak to my child calmly to 7—I raise my voice or yell.
5. After there’s been a problem with my child: 1—Things get back to normal quickly to 7—I often hold a grudge.
6. When there is a problem with my child: 1—Things don’t get out of hand to 7—Things build up and I do things I don’t mean 

to do.
7. When my child misbehaves, I spank, slap, grab, or hit my child: 1—never or rarely to 7—most of the time.
8. When my child misbehaves: 1—I handle it without getting upset to 7—I get so frustrated or angry that my child can see I’m 

upset.
9. When my child misbehaves: 1—I rarely use bad language or curse to 7—I almost always use bad language.

10. When my child does something I don’t like, I insult my child, say mean things, or call my child names: 1—never or rarely to 
7—most of the time.

COVID- 19- 
related risk 
factors

Eight COVID- 19- related risk factors were examined. Five came from the following ‘mark all that apply’ checklist question: ‘Have 
you experienced any of the following impacts due to the COVID- 19 pandemic?’

 ► Loss of job or income.
 ► Difficulty meeting financial obligations or essential needs.
 ► Death of a family member, friend or colleague.
 ► Feelings of loneliness or isolation.
 ► Physical health problems.

The other three risk factors were derived from the following items:
‘On average, over the course of the COVID- 19 pandemic, how has your alcohol consumption changed when comparing to 
before the pandemic?’

 ► Increased, decreased, no change
‘On average, over the course of the COVID- 19 pandemic, how has your use of cannabis changed when comparing to before the 
pandemic?’

 ► Increased, decreased, no change
‘The next questions concern violence in the home. Your responses are important whether or not you have had any of these 
experiences. Remember that all information provided is strictly confidential.
How concerned are you about violence in your home?’

 ► Not at all, somewhat, very, extremely
Respondents who reported any concern were asked about the target of the violence: ‘Whom in your household are you 
concerned about being a target of violence?’ One of the response categories was ‘yourself’.
These last three risk factors were dichotomised: Increased use (yes/no) for alcohol and cannabis, and concerns about being the 
target of violence in the home as ‘yes’ (response=‘somewhat’, ‘very’ or ‘extremely’) or ‘no’ (response=‘not at all’).

CCHS, Canadian Community Health Survey; SCMH, Surveys on COVID- 19 and Mental Health.
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Unadjusted means/corrections of harsh parenting in 
relation to depression and other risk and protective 
factors are provided in online supplemental table A, 
as well as the number of missing values for all vari-
ables included in the models. In preliminary analyses, 
we examined interactions between depression and 
other risk and protective factors in relation to harsh 
parenting; none of the interactions were statistically 
significant.

Analyses were based on weighted data. Weights created 
by Statistics Canada ensure that data are representative of 
the population and incorporate several factors to reduce 
bias, including an adjustment for non- response and post-
stratification to Census population counts. To account 
for survey design effects of the SCMH/CCHS, SEs, coef-
ficients of variation and 95% CIs were estimated using 
the bootstrap technique.49 Differences between estimates 
were tested for statistical significance, established at the 
p<0.05 level. Analyses were conducted in SAS Enterprise 
Guide version V.7.1 (SAS Institute).

The study used Strengthening the Reporting of Obser-
vational studies in Epidemiology (STROBE) cross- 
sectional reporting guidelines.50

Patient and public involvement
None.

RESULTS
Changes in depression over time (research question 1)
Table 3 shows the prevalence of a positive screen for 
MDD among Canadian parents and compares estimates 
from the 2020- SCMH and 2021- SCMH, and the CCHS. In 
the 2021- SCMH, 14.4% of fathers and 21.2% of mothers 
screened positive for MDD. These percentages were not 
statistically higher than those observed in the 2020- SCMH. 
However, based on data for eight provinces, among both 
fathers and mothers, the prevalence of a positive screen 
for MDD was substantially higher in the 2020- SCMH and 
2021- SCMH than in the CCHS. The prevalence of MDD 
in the 2021- SCMH has at least doubled compared with 
what was observed pre- COVID- 19 (for fathers, from 3.9% 
in the CCHS to 13.2% in the 2021- SCMH; for mothers, 
from 6.9% to 24.1%).

Harsh parenting in relation to depression (research 
question 2)
Based on data from the combined 2020/2021- SCMH, 
mothers were more likely than fathers to report harsh 
parenting (mean score 1.19 vs 1.02). For both fathers 
and mothers (table 4), mean scores for harsh parenting 
were higher among those who screened positive for 
MDD than among those who did not screen positive (for 
fathers, 1.27 vs 1.00; for mothers, 1.53 vs 1.10). A gradient 

Table 2 Measures for psychosocial protective factors

Mastery Mastery is a psychological resource referring to the extent to which people perceive that they have control over their life 
circumstances. Mastery is not considered to be a fixed personal resource, but rather, it can evolve with the experiences (good 
and bad) that individuals face across the lifespan.26 SCMH respondents were administered the 7- item scale developed by 
Pearlin and Schooler, 1978.26

1. You have little control over the things that happen to you.
2. There is really no way you can solve the problems you have.
3. There is little you can do to change many of the important things in your life.
4. You often feel helpless in dealing with the problems of life.
5. Sometimes you feel that you are being pushed around in life.
6. What happens to you in the future mostly depends on you.
7. You can do just about anything you really set your mind to.
The answer categories were: strongly agree; agree; neither agree nor disagree; disagree; strongly disagree. A score was 
assigned to each item, from 0 (strongly agree) to 4 (strongly disagree). An overall score was derived by summing the scores for 
the seven items. Scoring was reversed for items 6 and 7.

Coping 
mechanisms

The SCMH assessed coping mechanisms by asking respondents:
‘Are you doing any of the following activities for your health?’

 ► Communicating with friends and family
 ► Meditating
 ► Praying or seeking spiritual guidance
 ► Exercising outdoors
 ► Exercising indoors
 ► Changing food choices
 ► Participating in hobbies
 ► Changing sleep patterns

The answer categories were: yes, for my mental health; yes, for my physical health; yes, both for my mental and physical 
health; and no. Responses were dichotomised: Yes, for my mental and/or physical health; No. Responses to exercise 
outdoors and exercise indoors were combined into a single variable.

Sense of 
community 
belonging

The following item was used to measure sense of community belonging:
‘How would you describe your sense of belonging to your local community?’

 ► Very strong
 ► Somewhat strong
 ► Somewhat weak
 ► Very weak

SCMH, Surveys on COVID- 19 and Mental Health.
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emerged by severity of depression. For fathers, mean 
harsh parenting scores ranged from 0.69 among those 
reporting no depressive symptoms to 1.34 among those 
reporting symptoms indicative of moderately severe or 
severe depression; for mothers, the corresponding scores 
ranged from 0.79 to 1.55.

Other risk and protective factors for harsh parenting (research 
question 3)
Table 5 shows OLS regression model results examining 
depression and other risk and protective factors in rela-
tion to harsh parenting. Depressive symptoms were 
entered as a continuous variable. Among fathers, factors 
associated with elevated harsh parenting scores were 
depressive symptoms, being a front- line worker, two or 
more adult household members, male child, child aged 

5 or older, and two or more children in the household. 
Protective factors were being non- white and higher levels 
of mastery.

Among mothers, elevated harsh parenting scores were 
associated with depressive symptoms, household income 
in the top two quintiles, child aged 5‒11 (compared with 
younger children), two or more children in household, 
feeling lonely or isolated due to COVID- 19 and increased 
alcohol consumption since the pandemic onset. Medita-
tion was a protective factor.

The standardised beta coefficients provide informa-
tion on the relative importance of the risk and protec-
tive factors. For both genders, the strongest predictors of 
harsh parenting were the depressive symptoms score and 
the child being aged 5‒11.

Table 3 Prevalence of positive screen for MDD, by gender, parents aged 18 or older, Canada, 2021, 2020 and 2015–2019

2021 SCMH 2020 SCMH CCHS

% 95% CI % 95% CI % 95% CI

Prevalence of positive screen for MDD

  Fathers 14.4 (10.7 to 18.0) 12.4 (10.0 to 14.9)

  Mothers 21.2 (17.3 to 25.0) 17.0 (14.3 to 19.8)

Estimates based on eight provinces*

Prevalence of positive screen for MDD

  Fathers 13.2† (8.9 to 17.6) 12.9† (9.6 to 16.1) 3.9 (2.7 to 5.2)

  Mothers 24.1† (18.9 to 29.3) 18.8† (15.2 to 22.5) 6.9 (5.7 to 8.1)

Sources: 2020/2021 SCMH; 2015–2019 CCHS.
*Comparisons between SCMH and CCHS were based on eight provinces. CCHS data were collected in 2019 for Ontario and Manitoba; 
2018 for Prince Edward Island; 2016 for Newfoundland and Labrador, Nova Scotia, New Brunswick and Saskatchewan and 2015 for British 
Columbia.
†Significantly different from CCHS (p<0.05).
CCHS, Canadian Community Health Survey; MDD, major depressive disorder; SCMH, Surveys on COVID- 19 and Mental Health.

Table 4 Mean harsh parenting scores, by depression and gender, parents aged 18 or older (with at least one child aged 18 
months to 17 years), Canada, 2020/2021

Mean harsh parenting score

Fathers Mothers

Mean 95% CI Mean 95% CI

Overall 1.02 (0.97 to 1.08) 1.19* (1.14 to 1.24)

Positive screen for MDD

  Yes (PHQ- 9 score 10+) 1.27* (1.12 to 1.42) 1.53* (1.38 to 1.69)

  No (PHQ- 9 score 0–9) (reference) 1.00 (0.94 to 1.06) 1.10 (1.05 to 1.16)

Severity of depression

  No depression (score 0, reference) 0.69 (0.59 to 0.78) 0.79 (0.67 to 0.90)

  Minimal (score 1–4) 1.08* (1.00 to 1.17) 1.12* (1.04 to 1.20)

  Mild (score 5–9) 1.19* (1.04 to 1.33) 1.33* (1.24 to 1.42)

  Moderate (score 10–14) 1.22* (1.05 to 1.39) 1.52* (1.34 to 1.70)

  Moderately severe/severe (scores 15–27) 1.34* (1.07 to 1.61) 1.55* (1.28 to 1.82)

Source: 2020/2021 Survey on COVID- 19 and Metal Heath.
*p<0.05.
MDD, major depressive disorder; PHQ- 9, Patient Health Questionnaire- 9.
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Table 5 Regression coefficients relating depressive symptoms score and other factors to harsh parenting, by gender, parents 
aged 18 or older (with at least one child aged 18 months to 17 years), Canada, 2020/2021

Risk and protective factors

Fathers Mothers

B 95% CI Beta B 95% CI Beta

Parent depressive symptoms 
score†

0.02* (0.01 to 0.04) 0.13 0.03* (0.01 to 0.05) 0.18

Sociodemographic factors

Age group of parent 18–34 −0.01 (−0.21 to 0.18) −0.01 −0.04 (−0.21 to 0.14) −0.02

(reference 45+) 35–44 0.12 (−0.01 to 0.26) 0.07 −0.03 (−0.17 to 0.10) −0.02

Parent racialised group 
member

Non- white −0.19* (−0.35 to 0.03) −0.11 0.09 (−0.07 to 0.26) 0.05

Parent immigrant −0.03 (−0.20 to 0.14) −0.02 −0.04 (−0.21 to 0.14) −0.02

Educational attainment of 
parent

Postsecondary 
completed

0.03 (−0.12 to 0.19) 0.02 0.09 (−0.08 to 0.26) 0.05

(reference, high school or less) Bachelor’s or higher 0.04 (−0.16 to 0.25) 0.02 −0.02 (−0.21 to 0.16) −0.01

Parent front- line worker 0.22* (0.02 to 0.42) 0.06 −0.14 (−0.31 to 0.03) −0.05

Two or more adults in 
household

0.39* (0.24 to 0.55) 0.10 −0.16 (−0.32 to 0.01) −0.05

Resides in urban centre −0.15 (−0.30 to 0.00) −0.07 −0.05 (−0.18 to 0.08) −0.02

Household income quintile 2 −0.03 (−0.26 to 0.20) −0.01 0.11 (−0.10 to 0.32) 0.04

(reference quintile 1) 3 0.07 (−0.17 to 0.32) 0.03 0.01 (−0.19 to 0.21) 0.01

4 0.05 (−0.18 to 0.29) 0.03 0.25* (0.03 to 0.46) 0.12

5 0.09 (−0.14 to 0.32) 0.05 0.27* (0.04 to 0.49) 0.13

Two or more children in 
household

0.17* (0.05 to 0.29) 0.09 0.20* (0.09 to 0.32) 0.10

Gender of child (reference 
female)

Male 0.12* (0.00 to 0.24) 0.07 0.04 (−0.07 to 0.14) 0.02

Age group of child 5–11 years 0.25* (0.09 to 0.41) 0.15 0.28* (0.15 to 0.41) 0.15

(Reference 18 months to 4 
years)

12–17 years 0.21* (0.04 to 0.38) 0.12 0.14 (−0.02 to 0.30) 0.08

Risk factors related to COVID- 19

Loss of job or income 0.01 (−0.13 to 0.15) 0.01 0.07 (−0.06 to 0.21) 0.04

Difficulty meeting financial 
obligations or essential needs

−0.14 (−0.31 to 0.04) −0.06 −0.16 (−0.33 to 0.01) −0.07

Death of family member/friend/
colleague

−0.10 (−0.33 to 0.14) −0.03 −0.07 (−0.23 to 0.10) −0.02

Feelings of loneliness or 
isolation

0.06 (−0.06 to 0.19) 0.04 0.14* (0.02 to 0.26) 0.08

Physical concerns 0.13 (−0.02 to 0.28) 0.07 0.10 (−0.04 to 0.23) 0.05

Increased alcohol consumption 0.00 (−0.15 to 0.14) 0.00 0.15* (0.02 to 0.28) 0.07

Increased cannabis 
consumption

0.16 (−0.13 to 0.45) 0.05 −0.14 (−0.37 to 0.09) −0.03

Concerns about being target of 
violence in the own home‡

0.32 (−0.14 to 0.78) 0.06

Protective factors

Mastery score† −0.02* (−0.03 to 0.00) −0.09 0.00 (−0.02 to 0.01) −0.02

Coping mechanisms Communicate with 
friends/family

0.00 (−0.18 to 0.19) 0.00 −0.05 (−0.32 to 0.23) −0.01

Meditate −0.04 (−0.20 to 0.13) −0.02 −0.18* (−0.30 to
−0.06)

−0.09

Continued
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DISCUSSION
Based on SCMH data pertaining to wave 3 of the 
COVID- 19 pandemic, 14.4% of fathers and 21.2% of 
mothers screened positive for MDD. Estimates were 
similar for wave 2. Comparable estimates for pre- 
COVID- 19 years (2015–2019) in eight provinces showed 
that the prevalence of screening positive for MDD had at 
least more than doubled among Canadian parents during 
the pandemic. By contrast, rates of depression among 
Canadian adults had been stable from the early 2000s to 
the pre- COVID- 19 era.51 52

Mothers were more likely than fathers to report harsh 
parenting, and for both genders, depressive symp-
toms were related to harsh parenting. A gradient was 
observed—parents in the highest category for depres-
sive symptoms had the highest harsh parenting scores. 
When associations were examined in multivariate regres-
sion models controlling for other risk and protective 
factors, the association between depressive symptoms and 
harsh parenting remained significant for both genders. 
Pre- COVID- 19 baseline data are not available for harsh 
parenting, but a crowd- sourcing Statistics Canada survey 
conducted in June 2020 found that 46% of parents 
reported that, because of the pandemic, they were ‘very’ 
or ‘extremely’ concerned about having less patience, 
raising their voices, or scolding or yelling at their chil-
dren.44 A study in the Netherlands, where pre- COVID- 19 
data were available, reported significantly higher harsh 
parenting levels during COVID- 19, compared with pre- 
COVID- 19 times.53

According to Coyne et al,54 because of COVID- 19, 
parents are facing a ‘collision of roles’, which has height-
ened stress levels. The parental stress model55 56 proposes 
that stress occurs when demands conflict with expec-
tations (their own or others’) and resources needed to 
cope are lacking.56 Previous research has shown that 

adults with high parental stress are more likely to engage 
in harsh parenting.19 56–59

For mothers, the associations of loneliness, isolation 
and greater alcohol consumption with higher levels of 
harsh parenting may reflect increased parental stress due 
to COVID- 19. Most mothers who reported higher alcohol 
use attributed the increase to stress. Other research has 
shown that maternal alcohol consumption is a predictor 
of harsh parenting.60 Among fathers, being a front- 
line worker during COVID- 19, with the chronic strain 
inherent in such jobs, may have impeded their ability to 
fulfil their role as parents.

Our findings that parents were more likely to resort 
to harsh parenting with school- aged children and when 
there were two or more children in the household are 
consistent with previous research.23 57 58 61 Multiple chil-
dren in the household and the strain of helping young 
children with schooling may be particularly stressful. 
The results of analyses of socioeconomic status (SES) 
in relation to harsh parenting have been inconsistent.62 
Although some studies have shown that low SES is a risk 
factor for harsh parenting,57 61 63 64 we found that mothers 
with higher incomes were more likely to engage in harsh 
parenting. This may be specific to COVID- 19; two- thirds 
of Canadian mothers reported the extra responsibility 
of home schooling.65 For women with higher incomes 
and demanding jobs, the added responsibility may have 
contributed to stress. A German study reported that 
decreased sharing of childcare responsibilities during 
COVID- 19 was a risk factor for harsh parenting,57 and may 
be relevant to our finding that harsh parenting was more 
common among mothers than fathers. This is consis-
tent with previous research suggesting that if mothers 
assume more responsibility in parenting than fathers, the 
resulting stress may intensify emotional responses in disci-
pline situations.47

Risk and protective factors

Fathers Mothers

B 95% CI Beta B 95% CI Beta

Pray or seek spiritual 
guidance

−0.09 (−0.22 to 0.04) −0.05 0.00 (−0.11 to 0.12) 0.00

Exercise 0.14 (−0.02 to 0.31) 0.07 −0.08 (−0.25 to 0.09) −0.03

Change food choices 0.02 (−0.11 to 0.14) 0.01 −0.07 (−0.17 to 0.04) −0.04

Participate in hobbies −0.02 (−0.15 to 0.10) −0.01 −0.02 (−0.12 to 0.09) −0.01

Change sleep patterns 0.04 (−0.12 to 0.20) 0.02 0.02 (−0.09 to 0.14) 0.01

Sense of community belonging Very strong 0.06 (−0.21 to 0.33) 0.02 −0.16 (−0.46 to 0.15) −0.06

(reference very weak) Somewhat strong 0.00 (−0.24 to 0.23) 0.00 −0.10 (−0.39 to 0.19) −0.06

Somewhat weak 0.19 (−0.06 to 0.43) 0.10 −0.01 (−0.29 to 0.27) 0.00

Source: 2020/2021 Survey on COVID- 19 and Metal Heath. Note: A ‘missing’ category was included for household income quintile and a ‘not 
applicable’ category for front- line worker, but results are not shown.
*p<0.05.
†MDD and mastery scores were entered into regression models as continuous variables.
‡Insufficient sample size to examine fathers’ concerns about being target of violence in the home.
Beta, standardised beta coefficient; MDD, major depressive disorder.

Table 5 Continued
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Studies of protective factors for harsh parenting 
are rare. Our finding that psychosocial factors were 
protective (mastery for fathers and meditation for 
mothers) likely reflects the role of these psychosocial 
resources in stress reduction. Previous research has 
found that women benefit more from meditation than 
men do.66 67 A review article concluded that mindful 
meditation could be taught to parents and was effec-
tive in improving self- regulation among those experi-
encing chronic stress.68 A Norwegian study69 reported 
that fathers’ positive engagement with children was 
dependent on a sense of mastery.

Consistent with our results, previous research has 
found that maternal20 22 and paternal depressive symp-
toms19–21 were associated with harsh parenting. For 
both genders, depression was a strong risk factor for 
harsh parenting. It has been proposed that the asso-
ciation stems from irritability that often accompanies 
depression. Parents experiencing irritability express 
more negative feelings toward their children, are 
less tolerant and capable of resolving issues through 
reasoning, and are more likely to resort to harsh tech-
niques to deal with misbehaviour. Feeling helpless may 
also be relevant. A study carried out during COVID- 19 
found that such feelings were the main mechanism 
predicting depressive symptomology,70 which, in turn, 
led to emotional regulation problems that negatively 
affected parent–child interactions.

During these COVID- 19- dominated times, Canadian 
parents have reported struggles with their mental health 
and challenges with parenting.23 65 Parental depression 
and dysfunctional parenting are associated with nega-
tive child outcomes such as attachment issues, lower 
cognitive/intellectual functioning performance, anxiety, 
depression, conduct disorder, attention deficit hyperac-
tivity disorder, impaired socioemotional development 
and child maltreatment.20 25 33–43 Although the cross- 
sectional nature of the data precludes drawing conclu-
sions, a recent meta- analysis showed that the association 
between parental depression and negative child outcomes 
(cognitive and intellectual functioning, impairment in 
social interactions, and internalising and externalising 
symptoms)20 was at least partially mediated via dysfunc-
tional parenting. That is, depression led to dysfunctional 
parenting, which negatively affected children’s health 
and well- being. A systematic review published in 202271 
concluded that there had been a deterioration in the 
mental health of children and youth since the onset of 
COVID- 19.

The findings of this study underscore the importance 
of the implementation of and access to programmes 
that identify and treat depression among parents. 
However, during COVID- 19, access to healthcare of 
any type has been particularly challenging; in a survey 
conducted during the first year of the pandemic, half 
of Canadian adults reported difficulties obtaining 
the care they needed.72 This is unfortunate given 
that programmes aimed at identifying and treating 

depression among adults in primary care settings have 
been shown to be effective in decreasing depression- 
related morbidity.73

Strengths and limitations
A strength of this study is the use of data based on 
large representative samples that can be generalised 
to the Canadian population. Research has repeatedly 
shown that mental health deteriorates after a natural 
disaster,74 75 but the evidence was largely based on 
retrospective data. Our study used data collected 
during waves 2 and 3 of COVID- 19, thereby providing 
an opportunity to investigate the well- being of Cana-
dian parents as the pandemic evolved. The scales 
measuring depression and parenting have good test–
retest reliability and high validity.12 45–48 76 Also, we were 
able to examine how COVID- 19- related stressors and 
psychosocial protective factors were associated with 
harsh parenting. This study is an important contribu-
tion to the literature given that call- to- action papers 
on the impact of COVID- 19 on mental health77 78 
emphasise the importance of high- quality research 
aimed at identifying vulnerable populations and how 
mental health consequences can be mitigated.

Nonetheless, several limitations should be considered 
when assessing the findings. Changes in estimates of 
depression over time were not based on data for all prov-
inces, and the baseline years for comparisons differed. 
We implicitly assumed stable estimates of depression 
across these early years (2015–2019). This assumption was 
supported by a sensitivity analysis of Ontario and Mani-
toba data, which found stable estimates of depression 
among adults from 2015 to 2019, followed by an upturn 
in the 2020 SCMH.16

The SCMH collects cross- sectional self- reported data. 
The extent of harsh parenting may be underestimated 
because of some respondents’ reluctance to disclose 
such behaviour. How this influences associations between 
depression and parenting is unknown.

The SCMH measured only one aspect of dysfunctional 
parenting—harsh parenting; questions about positive 
parenting and lax parenting were not asked. A recent 
meta- analysis concluded that links between depres-
sive symptoms and parental behaviour are stronger if a 
composite measure of parenting that incorporates both 
positive and negative aspects is employed.20 The answer 
categories for all 10 items in the harsh parenting subscale 
were in the same direction from least to most harsh; this 
might have promoted ‘acquiescence bias’.

CCHS data were collected throughout the year, while 
SCMH data were collected from September to December 
in 2020 and from February to May in 2021. Therefore, 
comparisons of estimates over time are potentially subject 
to seasonality bias.79

The degree to which the SCMH response rates influ-
enced associations between risk and protective factors 
and harsh parenting is unknown.

 on A
pril 27, 2024 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2022-063991 on 14 A

ugust 2023. D
ow

nloaded from
 

http://bmjopen.bmj.com/


10 Shields M, et al. BMJ Open 2023;13:e063991. doi:10.1136/bmjopen-2022-063991

Open access 

CONCLUSION
COVID- 19 has had an unprecedented impact on Canadian 
families. After more than two decades of stability, rates of 
depression increased substantially. Furthermore, a strong 
association was observed between depression and harsh 
parenting. Since depression and dysfunctional parenting 
are associated with negative child outcomes,20 25 33–43 80 
programmes aimed at identifying and treating parents 
with depression would be beneficial. When the parents in 
this study were being interviewed, COVID- 19 cases, hospi-
talisations and deaths were rising. The psychological and 
economic repercussions of lockdowns have yet to be fully 
evaluated. Ongoing monitoring is needed to determine 
if elevated levels of parental depression persist beyond 
the pandemic.81 Furthermore, dysfunctional parenting 
behaviours can continue even after parents are no longer 
experiencing depressive symptoms.81 This underscores 
the importance of programmes aimed at bolstering 
parenting skills as families continue to face the challenges 
associated with COVID- 19.
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