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Abstract: While the COVID-19 pandemic’s impact on mortality and morbidity is becoming
more understood, the severity of the long-term effects remains unknown: this includes
medical sequelae of long COVID but also the impact of the social and economic upheaval
on population health. Working parents faced many challenges during the pandemic, and
the impact of these on the mental health and well-being of parents has been demonstrated.
However, the extent of trauma-related symptoms among working parents who have faced
unique challenges related to the virus itself and the social and structural consequences of
containment efforts remains underexamined. Using data from a national panel survey of
fworking parents (n = 1941), we explored the relationship between workplace policies and
practices and COVID-19-related PTSD and psychological distress. Results demonstrate
that nearly 50% of working parents experienced COVID-19-related PTSD as measured by
the Impact of Events Scale-6, and over 60% had moderate to high levels of psychological
distress. We examined mechanisms to understand the impact of job support on employees’
levels of PTSD and distress and found that both socio-demographic factors and workplace
support related to levels of PTSD and distress among working parents. Our study highlights
the distress and PTSD levels experienced by working parents in the early stages of the
pandemic, underscoring the impact of workplace support on mental health outcomes.

Keywords: PTSD; distress; working parents; COVID-19; workplace support

1. Introduction
With over 6.8 million deaths worldwide and over 1.1 million deaths in the United

States from March 2020 to March 2023, the impact of the COVID-19 pandemic has been
ubiquitous [1]. Even those who have not contracted the illness have felt its effects through
the loss of loved ones, isolation, changes in jobs, consistent disruption to workplaces,
schools, and childcare, and the ever-present fear of becoming ill. These stressors are magni-
fied for parents who must also be concerned about the physical safety and mental health of
their children [2]. The stress among working parents, who are trying to manage multiple
disruptions in the workplace, schools, and caring for their children, has been severely
exacerbated [2,3]. This stress and exposure to multiple traumatic events have specifically in-
creased the risk of developing post-traumatic stress disorder (PTSD), psychological distress,
and other mental health problems associated with COVID-19 [4,5].
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The strong negative psychological impacts of COVID-19 on adults have been
well demonstrated, including increases in PTSD-related symptoms. A study of over
500 US adults in April 2020 found that 86% experienced at least one trauma symptom and
94% experienced at least one grief symptom [6]. Another study conducted in April
2020 found that among parents who reported experiencing psychological impacts due
to COVID-19, there were higher levels of parental burnout [7]. Evidence also suggests
that parents are deeply impacted by the pandemic with mothers especially affected by
job and/or income loss [8] and worsening mental health [9]. While this study examines
the immediate impact of COVID-19, understanding these initial effects is essential for
contextualizing future research on its long-term consequences.

For some parents, this has been further exacerbated by work. In a study based in
Japan, researchers found that 50% of workers across a wide range of occupations were
worried about becoming infected with COVID-19 at their workplace and that this worry
was associated with moderate and severe psychological distress [10]. Yet, researchers
have found that enabling employees to work from home (WFH) mitigated employees’
COVID-19-related stress [11,12]. These findings align with prior studies that have shown
that lower work–family conflict (WFC) and/or supporting family roles outside of the
workplace are associated with these supportive policies [13–16]. Such practices, including
flexible work arrangements, dependent care assistance, and paid time off (PTO), have
been the focus of attention of academics, practitioners, and policymakers alike, as they can
influence critical outcomes for employees, organizations, and society overall [16].

While these relationships have been widely studied during pre-pandemic times, less
is known as to how utilization of specific types of work–family support, beyond remote
work and supportive supervision, might mitigate the impacts on employee mental health
in times of significant crisis such as the case of the current COVID-19 pandemic. As such,
in this study, we considered the role of workplace policies, manager support, and coworker
support as signals to employees that may help reduce the impact of COVID-19 on mental
health. This may, in the future, help us better understand the role of workplace policies
and support during times of major upheaval or widespread disruption.

1.1. Theoretical Foundations Between Workplace Support and Psychological Distress and PTSD
Among Working Parents

We engage with signaling theory, which asserts that organizations can use observable
actions to convey less observable characteristics to their employees, stakeholders, and
others [17,18], to help understand the impact of workplace policies and practices on mental
health and well-being. Organizations have long provided work–family support that helps
to ease employees’ WFC and support their family roles outside of the workplace [13,15,16].
Yet, one of the key challenges is that such formal support often goes underutilized if
employees believe they are not supported by their supervisors or co-workers [19,20].
Indeed, many working parents fear that taking advantage of such policies and practices
gives the appearance that they are less committed and unable to live up to the high
workplace expectations of ideal worker standards [21–23]. To mitigate these fears, managers
may informally signal their support for employees’ well-being and work–family balance.

While prior research has examined the effects of family-supportive supervisor be-
haviors on well-being outcomes [24], we have little understanding as to which forms of
organizational support are most impactful, particularly in times of significant crisis such
as the case of the current COVID-19 pandemic. The pandemic has brought about both
economic and childcare crises simultaneously, leaving working parents concerned for
their financial future, which heightens workplace expectations on the one hand while also
increasing their family’s care needs on the other. Here, we seek to understand how several
different types of workplace support (formal and informal) affect working parents’ mental
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health amid a public health and caregiving crisis. Drawing from signaling theory [17,18],
we test how formal support as well as informal support including manager and coworker
support can serve as signals to employees that reduce psychological distress and PTSD,
particularly in the face of increased work–family balance challenges. Prior work–family
research drawing from signaling theory indicates that the availability of organizational
work–family support signals caring and increases employee attachment to the organiza-
tion [25]. In this study, we seek to expand on these findings by considering the effects of
potentially mixed signals that employees receive from a range of workplace support during
the pandemic on psychological distress and PTSD among working parents.

1.2. Formal Support and Psychological Distress and PTSD

Formal organizational support is the support that is provided in the form of finance,
services, or time [26]. Research suggests that by merely offering this support, organizations
may signal concern for employees [26]. This support, related to work–family policies, plays
a role in the overall mental health of employees. Prior research contends that WFC can lead
to job distress and eventually to an increase in turnover intentions, life distress, and physical
health problems [27–31]. Among working parents, this conflict can be exacerbated by their
parental duties [31]. Research from Rosin and Korabik [32] and Fiksenbaum [33] found that
higher satisfaction with family-friendly policies was associated with a decrease in WFC,
which reduced stress and increased work satisfaction and organizational commitment.
Even if parents do not use the available support, studies have found that the perceptions of
organizational support can impact employee outcomes [31,34]. Research also found that
positive perceptions of organizational support were associated with higher job satisfaction,
lower WFC, greater organizational commitment, and greater family functioning [20,35].
Thus, we would expect greater organizational support to be associated with lower levels of
PTSD and psychological distress.

The research around the impact of signaling in times of heightened stress is limited,
and therefore, our research looks to expand on what is known by asking how these more
formal workplace practices impact levels of distress and PTSD related to COVID-19 among
working parents.

1.3. Informal Support and Psychological Distress and PTSD

Informal organizational support, which is provided through social relationships
such as manager and coworker support [26], has also been shown to help reduce WFC,
which in turn can help reduce stress. Supervisor support has been associated with lower
WFC [36,37], while low managerial support is linked to increased WFC, which leads to
lower job satisfaction, stronger turnover intention, and greater stress [31]. Coworker sup-
port can also play a role in mental health among employees. Research finds that social
support from colleagues is associated with less emotional exhaustion [38–40] and with
lower levels of psychological distress [41,42]. Therefore, support from both managers
and coworkers is expected to be associated with lower levels of psychological distress
and PTSD.

Increased manager and coworker support can signal to employees that the organiza-
tion cares about the health and well-being of both them and their families. These positive
signals may be reinforced when offered in conjunction with more formal policies or may
offset any signals that suggest a lack of more formalized support. Conversely, when support
from managers and co-workers is absent, employees may be discouraged from utilizing
formal support, further impacting their levels of distress and PTSD, particularly among
working parents. Research shows that social context matters in employees’ decisions to
use work–family policies [43]. As such, our study also considers how both manager and
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coworker support, in addition to formal support, may reduce psychological distress and
PTSD among working parents during the COVID-19 pandemic. We hypothesized that both
formal support and informal support in the form of manager and coworker support will be
associated with reduced levels of psychological distress and PTSD related to COVID-19.

2. Materials and Methods
2.1. Data Collection

The initial survey consisted of 2452 working parents and was conducted in May and
June 2020 after receiving IRB approval from the Northeastern University Institutional
Review Board. The pool of respondents came from an online national panel assembled
by Pure Spectrum, a market research firm that draws from an integrated network of over
50 panels from around the world, including millions of U.S. respondents. For these analyses,
511 respondents were excluded from analyses based on having worked 0 h during or
prior to the pandemic and having had no change in work status (13); self-identified as
a gig worker or as self-employed (227), since they would not be expected to have the
organizational support studied in this project; or if they identified as furloughed (271), as
they would be currently employed, but not working or accessing organizational support.
The sample that was dropped from the dataset was demographically different from the rest
of the dataset. This was unsurprising, as those who are gig workers are more likely to be
younger with less education compared to those who are not. Please see Appendix A for a
table comparison of the demographics.

The demographic characteristics of our sample are summarized in Table 1. Among
the remaining 1941 respondents, 87% were between the ages of 26–55, with about half
identifying as female. Most were married, White, and had 1–2 children, and about half
had at least one child under the age of 5. Education level and income were higher than the
national average of the general public [44,45]; however, working parents on average are
older, more educated, and have higher household incomes than the general population.
Just over half of the respondents had a 4-year or graduate degree and an income of
$75,000 or more. Most respondents worked full time and from home at the time of the
survey. Nearly 70% of respondents had a change in work status since the pandemic began:
41% of respondents had reduced work hours, 10% had increased work hours, 6% were laid
off, and 1% became employed.

Table 1. Demographics, work characteristics, and organizational policies among study respondents.

Variable Frequency (n = 1941) Precent p-Value for
PTSD Mean

p-Value for K6
Distress Mean

Age <0.0001 <0.0001

18–25 174 9.00

26–35 548 28.35

36–45 828 42.83

46–55 308 15.93

56–65 65 3.36

66+ 10 0.52

Gender <0.0001 0.0061

Male 939 48.58

Female 988 51.11

Other 6 0.31
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Table 1. Cont.

Variable Frequency (n = 1941) Precent p-Value for
PTSD Mean

p-Value for K6
Distress Mean

Race 0.0282 0.0580

African American 231 12.00

Asian 113 5.87

Hispanic 278 14.44

Native American 7 0.36

Multiracial 75 3.90

Other 39 2.03

White 1182 61.40

Number of Children under 18 Living with Participant 0.4252 0.1744

0 8 0.41

1 880 45.62

2 757 39.24

3 214 11.09

4 55 2.85

5 4 0.21

6 3 0.16

8 3 0.16

10 2 0.10

11 3 0.16

Children Under 5 0.0002 <0.0001

Yes 926 47.95

No 1005 52.05

Education Level <0.0001 <0.0001

Less than High School 33 1.75

High School 273 14.50

Some College or
2-year Degree

622 33.03

4-year College Degree 543 28.84

Graduate Degree 412 21.88

Marital Status <0.0001 0.0047

Single 312 36.55

Married or Cohabition 1495 77.70

Divorced, Separated,
Widowed

117 6.08

Remote Status <0.0001 <0.0001

New to WFH 1159 59.99

Not WFH 712 36.85

Previously WFH 61 3.16

Work Status 0.0019 0.0705

Full-time 1663 85.77

Part-time 276 14.23
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Table 1. Cont.

Variable Frequency (n = 1941) Precent p-Value for
PTSD Mean

p-Value for K6
Distress Mean

Household Income <0.0001 0.4072

$0–25,000 137 7.12

$25,001–50,000 332 17.26

$50,001–75,000 370 19.23

$75,001–100,000 338 17.57

$100,001–200,000 599 31.13

$200,001 or higher 148 7.69

Work Change <0.0001 <0.0001

No Change in Work 595 30.65

Became Employed 27 1.39

Laid off/Lost Job 126 6.49

Work Hours Reduced 802 41.32

Work Hours Increased 198 10.20

Other 87 4.48

2+ Answers Selected 106 5.46

COVID-19 Policies

Using backup care
programs, childcare
subsidies, or other

dependent care benefits

438 22.57 <0.0001 <0.0001

Granting PTO for
symptomatic

employees, employees
who must care for

family members who
are diagnosed with
COVID-19, and/or

employees with
diagnosed cases of

COVID-19

474 24.42 0.0878 0.5408

Recommending
available Employee

Assistance
Programs (EAPs)

243 12.52 0.0079 0.0238

Increasing sick leave or
PTO for all or on a
case-by-case basis

225 11.59 0.6321 0.3134

Refraining from
penalizing time off of

any kind

412 21.23 0.0095 0.0020

No new organizational
practices have been put

in place by
my employer

469 24.16 <0.0001 <0.0001

Other 18 0.93 0.4733 0.7055

Paying for time spent
under quarantine

458 23.60 0.0002 0.0791



COVID 2025, 5, 28 7 of 21

Table 1. Cont.

Variable Frequency (n = 1941) Precent p-Value for
PTSD Mean

p-Value for K6
Distress Mean

Offering
work-from-home

options or adjusting
schedules due to
school closures

637 32.82 0.2001 <0.0001

Permitting unlimited
unpaid time off
without penalty

286 14.73 0.0010 0.0245

Typical Policies Prior to COVID-19

Paid disability leave 580 29.88 0.0005 0.0011

Paid family leave
(longer-term leave to

care for ill family
members, as well as
when a parent has a

new child.)

516 26.58 0.0023 0.0065

Paid maternity leave 655 33.75 <0.0001 0.0059

Paid medical leave 923 47.55 0.9876 0.0068

None of the policies
listed above are

available through
my employer

361 18.60 0.0010 0.0391

Other 25 1.29 0.2042 0.6516

Paid paternity leave 403 20.76 0.0083 0.0133

Paid sick time 1225 63.11 0.0009 <0.0001

Variable Minimum Maximum Mean Std Dev

Manager Support 1 5 3.78 0.86

Coworker Support 1 5 3.65 0.68

PTSD Score 0 4 1.69 1.01

K6 Distress Score 0 24 8.21 5.45

Variable Frequency Percent

PTSD Diagnosis 891 46.31

K6 Distress Level

Low 649 34.61

Moderate 877 46.77

High 349 18.61

Source. “National COVID-19 Survey Work, Policies and Parenting” conducted by Northeastern University,
May–June 2020. Note. PTSD = post-traumatic stress disorder; WFH = work from home; PTO = paid time off.

When compared with the U.S. Census Current Population Survey (CPS) parents’ sam-
ple, which is the closest census sample to our survey, our sample was over-representative
of the 18–25 age group, while under-representative of the 46–55 age group. It was also
over-representative of African Americans. It was under-representative of those married
and divorced while over-representative of single individuals. Finally, it was also under-
representative of those with some high school education and a high school degree and
over-representative of those with some college education and those with a master’s degree.
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2.2. Measures

In addition to demographic data, organizational work policies were assessed through
survey questions on both typical policies available prior to COVID-19 (e.g., sick leave,
paid family leave) and new workplace policies in response to COVID-19 (e.g., PTO for
symptomatic employees, WFH). Lastly, manager and coworker support were measured
separately using a six-item and five-item scale adapted from Anderson, Byerly, and Cof-
fey [46]. For example, the manager support scale included items such as “My supervisor is
understanding when I talk about personal or family issues that affect my work”, and the
coworker support scale included items such as “My coworkers are understanding when I
have personal business to take care of—for example, medical appointments, meeting with
child’s teacher, etc.”. See Appendix B for the full set of questions. The answers were on a
5-point scale from strongly disagree to strongly agree and were averaged for the final score.

Data were collected on two primary outcome measures: the K6 Distress Scale and a
modified version of the Impact of Events Scale-6 (IES-6) [47]. For the K6 Distress Scale,
respondents were asked to report how often they had felt, using 6 common symptoms, over
the past 30 days on a Likert scale of 1 (Never) to 5 (Always). Their scores were summed
and evaluated using the recommended K6 cut points to determine meaningful levels of
distress [48]. A score of less than or equal to 5 was categorized as having low distress,
a score between 5 and 13 was categorized as having moderate distress, and a score of
13 or above was categorized as having high distress. The average K6 score among respon-
dents was 8.21 (std 5.45) out of 24. Across respondents, 35% had low distress levels (≤5),
47% had moderate distress levels (5–13), and 19% had high distress levels (≥13) [48]. All
values are reported in Table 1.

To measure PTSD symptoms, we used the IES-6 modified for COVID-19 and asked
respondents to report how bothered they were by each symptom on a Likert scale of 0
(Not at all) to 4 (extremely) over the past seven days. These statements were modified
to specifically assess their feelings toward the COVID-19 pandemic based on previous
research [47]; therefore, we expect their reliability to be similar to that of the original version.
We calculated their mean score across the six items (1.69 (std. 1.01) out of 4). We then used
the IES-6 clinical cutoff score of 1.75 [49–51] to determine the severity of their symptoms,
with 46% of respondents scoring above the cutoff point.

2.3. Analysis

First, univariate measures for the individual covariates were analyzed to separately
examine predictors of PTSD and psychological distress. Age, gender, race, having children
under age 5, education level, marital status, remote status, and changes in work were all
significantly correlated with both PTSD and distress. Work status and household income
were significantly associated with PTSD but not distress. The number of children under
18 in the household was not significant in the model for either PTSD or psychological
distress. See Table 1 for more details.

We thoroughly examined the presence of multicollinearity in our analysis through
various methods. Both a correlation matrix and assessments using the variance inflation
factor and tolerance were conducted, all of which confirmed the absence of multicollinearity.

We then estimated separate linear regression models to determine the impact of
organizational policies that were typically used prior to the pandemic and policies that
were implemented because of the pandemic. Three models were run with two different
dependent variables (PTSD and psychological distress); they each contained consistent
covariates (age, gender, race, the number of children in the household, age of the children,
education level, marital status, work status, WFH status, and income) but had a different
set of independent variables. The first model’s independent variables were coworker
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and manager support (which were kept in the other models as well), the next model had
organizational policies typically used prior to the pandemic, and the final model had
policies implemented due to COVID (for a list of all policies, see Table 1). All analyses were
conducted in SAS software version 9.4 [52].

3. Results
Among the policies that were typically in place prior to the start of the COVID-19

pandemic, paid sick time, which 63% of the respondents stated was available through their
employer, was the most common. Only 25% of respondents had access to paid family leave,
and 19% said that their organizations had none of the policies listed. Among new policies
put in place in response to the pandemic, the most common was offering WFH options
(33%), and the least common was increasing sick leave or PTO for all or on a case-by-case
basis (12%). Of the respondents, 24% reported that no new policies had been implemented.
Please see Table 1 for all values.

3.1. PTSD

The mean PTSD score among participants was 1.69 (std. 1.01) out of 4. The clin-
ical cutoff point for PTSD using the IES-6 scale is 1.75 [49–51]; among the participants,
46% were over the cutoff point (Table 1). Manager and coworker support was considered
in all models for this study, and while manager support was never significantly associated
with PTSD, coworker support always had a significant negative association with PTSD.
Table 2 displays the results of all models predicting PTSD. Changes in work status were
also always significantly associated with PTSD, but they were positively associated with
PTSD. When considering the impact of typical policies available prior to the pandemic
on PTSD scores, none of the policies were significantly associated with PTSD (Model 2).
Among workplace policies put in place as a result of the COVID-19 pandemic, both “using
backup care programs, childcare subsidies or other dependent care benefits” (β = 0.29;
95% CI 0.17: 0.40) and “granting PTO for symptomatic employees, employees who must
care for family members who are diagnosed with COVID-19, and/or employees with
diagnosed cases of COVID-19” (β = 0.12; 95% CI 0.01: 0.23) were associated with higher
PTSD scores (Model 3).

Table 2. Regression analysis predicting COVID-19-related PTSD.

Model 1 Model 2 Model 3

Variable B 95% CI B 95% CI B 95% CI

Intercept 2.07 *** 1.61 2.53 2.08 *** 1.62 2.54 1.99 *** 1.53 2.44
Age
18–25 0.00 . . 0.00 . . 0.00 . .
26–35 −0.11 −0.28 0.06 −0.13 −0.30 0.05 −0.10 −0.27 0.07
36–45 −0.05 −0.23 0.13 −0.07 −0.25 0.11 −0.03 −0.21 0.15
46–55 −0.21 * −0.41 0.00 −0.22 * −0.42 −0.01 −0.16 −0.37 0.04
56–65 −0.21 −0.49 0.08 −0.22 −0.50 0.07 −0.16 −0.44 0.13
66+ −0.43 −1.06 0.21 −0.46 −1.09 0.18 −0.35 −0.98 0.28
Gender
Female −0.09 −0.19 0.01 −0.09 −0.19 0.01 −0.07 −0.17 0.02
Male 0.00 . . 0.00 . . 0.00 . .
Other −0.35 −1.18 0.49 −0.34 −1.18 0.50 −0.24 −1.08 0.59
Children
Number of Children
under 18 Living with
Participant

−0.01 −0.06 0.03 −0.01 −0.06 0.03 −0.02 −0.07 0.03

Children under 5 0.04 −0.05 0.14 0.04 −0.05 0.14 0.03 −0.07 0.13
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Table 2. Cont.

Model 1 Model 2 Model 3

Variable B 95% CI B 95% CI B 95% CI

Education
Less than High School −0.75 *** −1.13 −0.37 −0.73 ** −1.12 −0.35 −0.70 *** −1.08 −0.32
High School −0.56 *** −0.75 −0.37 −0.54 *** −0.73 −0.36 −0.54 *** −0.73 −0.35
Some College or 2-year
Degree −0.54 *** −0.69 −0.38 −0.51 *** −0.67 −0.35 −0.52 *** −0.68 −0.37

4-year College Degree −0.36 *** −0.49 −0.22 −0.33 *** −0.47 −0.20 −0.33 *** −0.46 −0.20
Graduate Degree 0.00 . . 0.00 . . 0.00 . .
Marital Status
Divorced, Separated,
Widowed −0.20 −0.41 0.01 −0.20 −0.41 0.01 −0.18 −0.40 0.03

Married/Cohabitation −0.01 −0.15 0.13 0.00 −0.14 0.14 −0.01 −0.15 0.13
Single 0.00 . . 0.00 . . 0.00 . .
Race
African American 0.06 −0.09 0.22 0.07 −0.08 0.22 0.07 −0.08 0.22
Asian −0.08 −0.27 0.11 −0.09 −0.28 0.10 −0.04 −0.23 0.15
Hispanic 0.03 −0.11 0.17 0.03 −0.11 0.17 0.04 −0.09 0.18
Multiracial 0.29 ** 0.06 0.53 0.31 * 0.07 0.54 0.32 * 0.09 0.55
Native American 0.39 −0.36 1.13 0.40 −0.34 1.15 0.40 −0.34 1.15
Other −0.09 −0.41 0.23 −0.12 −0.44 0.20 −0.13 −0.45 0.19
White 0.00 . . 0.00 . . 0.00 . .
Income
$0–25,000 0.23 −0.04 0.50 0.20 −0.07 0.47 0.27 0.00 0.53
$25,001–50,000 0.08 −0.14 0.30 0.07 −0.16 0.29 0.12 −0.10 0.34
$50,001–75,000 0.01 −0.20 0.22 −0.01 −0.21 0.20 0.03 −0.18 0.24
$75,001–100,000 0.00 −0.20 0.20 −0.01 −0.21 0.19 0.03 −0.17 0.23
$100,001–200,000 0.00 −0.18 0.18 0.00 −0.19 0.18 0.02 −0.16 0.20
$200,001 or higher 0.00 . . 0.00 . . 0.00 . .
Remote Status
Not WFH −0.04 −0.29 0.21 −0.03 −0.28 0.23 −0.03 −0.29 0.22
New to WFH 0.18 −0.07 0.43 0.20 −0.05 0.45 0.17 −0.08 0.42
WFH Prior to COVID-19 0.00 . . 0.00 . . 0.00 . .
Work Change
Became Employed 0.70 *** 0.31 1.08 0.68 ** 0.29 1.06 0.59 ** 0.21 0.98
Laid Off/Lost Job 0.56 *** 0.36 0.75 0.52 *** 0.33 0.72 0.46 *** 0.26 0.66
Hours Increased 0.42 *** 0.26 0.57 0.42 *** 0.26 0.58 0.37 *** 0.21 0.52
Hours Reduced 0.42 *** 0.31 0.52 0.41 *** 0.30 0.51 0.36 *** 0.25 0.47
Other 0.17 −0.05 0.39 0.17 −0.05 0.39 0.17 −0.04 0.39
Selected 2+ options 0.52 *** 0.31 0.73 0.51 *** 0.30 0.73 0.40 *** 0.19 0.61
No Change in Work 0.00 . . 0.00 . . 0.00 . .
Workplace
Work Status (Part/Full) −0.15 * −0.28 −0.01 −0.17 * −0.31 −0.03 −0.11 −0.24 0.03
Manager Support 0.04 −0.02 0.10 0.04 −0.02 0.10 0.03 −0.03 0.09
Coworker Support −0.11 ** −0.19 −0.04 −0.10 * −0.18 −0.03 −0.11* −0.18 −0.03
Typical Policies
Available Prior to the
Pandemic
Paid disability leave −0.02 −0.14 0.09
Paid family leave 0.02 −0.09 0.13
Paid maternity leave −0.08 −0.20 0.03
Paid medical leave 0.01 −0.09 0.12
Paid paternity leave −0.10 −0.23 0.03
Paid sick time −0.03 −0.13 0.07
COVID-19
Organizational Practices
Dependent care benefits 0.29 *** 0.17 0.40
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Table 2. Cont.

Model 1 Model 2 Model 3

Variable B 95% CI B 95% CI B 95% CI

Granting PTO for
symptomatic employees,
employees who must
care for family members
who are diagnosed with
COVID-19, and/or
employees with
diagnosed cases of
COVID-19

0.12 * 0.01 0.23

Recommending
available Employee
Assistance Programs
(EAPs)

−0.14 −0.27 0.00

Increasing sick leave or
PTO for all or on a
case-by-case basis

−0.10 −0.24 0.04

Refraining from
penalizing time off of
any kind

0.02 −0.09 0.13

Paying for time spent
under quarantine 0.05 −0.05 0.16

Offering WTF options or
adjusting schedules due
to school closures

−0.03 −0.13 0.08

Permitting unlimited
unpaid time off without
penalty

0.06 −0.07 0.18

Source. ”National COVID-19 Survey Work, Policies and Parenting” conducted by Northeastern University,
May–June 2020. Note. PTSD = post-traumatic stress disorder; WFH = work from home; PTO = paid time off. Note.
* p < 0.05; ** p < 0.05; *** p < 0.005.

The covariates significantly associated with PTSD when no policies were in the model
included age, education, identifying as multiracial, and working part-time (Model 1). These
changed slightly when policies were added to the model: only education and identifying
as multiracial were consistently significant throughout the models. The models found that
education had a dose-response relationship with PTSD: the higher a person’s education,
the higher their PTSD score. Identifying as multiracial compared to identifying as White
was positively associated with PTSD scores.

3.2. Psychological Distress

The average K6 score among participants was 8.21 (std 5.45) out of 24. K6 was broken
into three levels: 35% of participants had low distress levels (≤5), 47% had moderate stress
levels (5–13), and 19% had high stress levels (≥13) (Table 1) [48]. Table 3 displays the results
of all models predicting psychological distress. None of the policies typically available prior
to the pandemic that we asked about in the survey had an impact on psychological distress
(Model 5). Among the organizational practices that were added due to COVID-19, “backup
care programs, childcare subsidies, or other dependent care benefits” (β = 1.94; 95% CI 1.30:
2.57) and “refraining from penalizing time off of any kind” (β = 0.67; 95% CI 0.06: 1.28)
were associated with higher levels of psychological distress. “Offering work-from-home
options or adjusting schedules due to school closures” (β = −0.58; 95% CI −1.15: −0.00)
was associated with lower levels of psychological distress (Model 6).
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Table 3. Regression analysis predicting COVID-19-related distress.

Model 4 Model 4 Model 6

Variable B 95% CI B 95% CI B 95% CI

Intercept 15.19 *** 12.63 17.74 15.43 *** 12.86 17.99 14.73 *** 12.19 17.26
Age
18–25 0.00 . . 0.00 . . 0.00 . .
26–35 −0.97 * −1.93 0.00 −1.01 * −1.97 −0.04 −0.86 −1.82 0.09
36–45 −1.04 * −2.05 −0.04 −1.08 * −2.09 −0.07 −0.90 −1.90 0.09
46–55 −2.11 *** −3.26 −0.96 −2.16 *** −3.31 −1.01 −1.79 ** −2.93 −0.65
56–65 −2.50 ** −4.08 −0.91 −2.54 ** −4.12 −0.96 −2.17 * −3.74 −0.60
66+ −3.79 * −7.47 −0.11 −3.84 * −7.52 −0.15 −3.21 −6.86 0.44
Gender
Female −0.33 −0.87 0.22 −0.39 −0.95 0.17 −0.18 −0.73 0.36
Male 0.00 . . 0.00 . . 0.00 . .
Other 1.90 −3.26 7.06 2.02 −3.14 7.19 2.27 −2.85 7.39
Children
Number of Children
under 18 Living with
Participant

0.04 −0.21 0.29 0.05 −0.21 0.30 0.02 −0.24 0.27

Children under 5 0.55 * 0.01 1.08 0.53 −0.01 1.07 0.50 −0.03 1.04
Education
Less than High School −1.81 −3.94 0.33 −1.79 −3.93 0.35 −1.36 −3.47 0.76
High School −0.99 −2.03 0.05 −0.98 −2.02 0.07 −0.80 −1.83 0.23
Some College or 2-year
Degree −1.11 * −1.97 −0.24 −1.05 * −1.93 −0.17 −0.96 * −1.82 −0.09

4-year College Degree −1.20 ** −1.94 −0.46 −1.17 ** −1.92 −0.42 −1.02 * −1.76 −0.28
Graduate Degree 0.00 . . 0.00 . . 0.00 . .
Marital Status
Divorced, Separated,
Widowed −1.55 * −2.72 −0.37 −1.57 * −2.75 −0.39 −1.47 * −2.63 −0.30

Married/Cohabitation −0.59 −1.37 0.19 −0.58 −1.36 0.20 −0.62 −1.39 0.15
Single 0.00 . . 0.00 . . 0.00 . .
Race
African American −1.67 *** −2.52 −0.82 −1.65 *** −2.50 −0.80 −1.63 *** −2.47 −0.79
Asian −0.77 −1.80 0.26 −0.84 −1.87 0.20 −0.56 −1.59 0.47
Hispanic −0.97 * −1.73 −0.21 −0.98 * −1.74 −0.22 −0.91 * −1.67 −0.15
Multiracial 0.36 −0.93 1.65 0.34 −0.96 1.64 0.47 −0.81 1.74
Native American 1.12 −3.37 5.62 1.20 −3.31 5.70 0.89 −3.57 5.34
Other 0.00 −1.79 1.80 −0.12 −1.92 1.68 −0.34 −2.12 1.43
White 0.00 . . 0.00 . . 0.00 . .
Income
$0–25,000 1.04 −0.46 2.54 0.88 −0.63 2.38 1.19 −0.30 2.67
$25,001–50,000 1.05 −0.18 2.28 0.99 −0.25 2.22 1.24 * 0.01 2.46
$50,001–75,000 −0.33 −1.49 0.83 −0.38 −1.54 0.78 −0.16 −1.31 0.98
$75,001–100,000 0.20 −0.93 1.32 0.17 −0.95 1.30 0.34 −0.77 1.45
$100,001–200,000 −0.75 −1.76 0.26 −0.77 −1.78 0.25 −0.55 −1.55 0.45
$200,001 or higher 0.00 . . 0.00 . . 0.00 . .
Remote Status
Not WFH −0.87 −2.28 0.54 −0.87 −2.28 0.55 −0.94 −2.35 0.46
New to WFH 0.17 −1.22 1.56 0.23 −1.17 1.62 0.08 −1.30 1.46
WFH Prior to COVID-19 0.00 . . 0.00 . . 0.00 . .
Work Change
Became Employed 3.12 ** 0.94 5.29 2.91 * 0.74 5.09 2.44 * 0.28 4.60
Laid off/lost job 3.91 *** 2.82 4.99 3.87 *** 2.78 4.97 3.15 *** 2.05 4.25
Hours increased 1.89 *** 1.03 2.76 1.92 *** 1.05 2.79 1.51 ** 0.65 2.38
Hours reduced 1.11 *** 0.52 1.70 1.09 *** 0.50 1.69 0.72 * 0.12 1.31
Other 0.90 −0.29 2.09 0.89 −0.30 2.09 0.95 −0.23 2.13
Selected 2+ options 3.18 *** 2.01 4.35 3.11 *** 1.93 4.28 2.34 *** 1.16 3.52
No change in work 0.00 . . 0.00 . . 0.00 . .
Workplace
Work Status (Part/Full) −1.34 ** −2.10 −0.58 −1.45 *** −2.23 −0.68 −1.10 ** −1.86 −0.34
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Table 3. Cont.

Model 4 Model 4 Model 6

Variable B 95% CI B 95% CI B 95% CI

Manager Support −0.53 ** −0.87 −0.20 −0.52 ** −0.86 −0.19 −0.67 *** −1.01 −0.34
Coworker Support −0.81 *** −1.22 −0.40 −0.77 *** −1.19 −0.36 −0.67 ** −1.08 −0.26
Typical Policies
Available Prior to the
Pandemic
Paid disability leave 0.04 −0.62 0.70
Paid family leave 0.23 −0.38 0.85
Paid maternity leave 0.14 −0.50 0.79
Paid medical leave −0.55 −1.14 0.04
Paid paternity leave −0.31 −1.03 0.42
Paid sick time −0.19 −0.76 0.38
COVID-19
Organizational Practices
Dependent care benefits 1.94 *** 1.30 2.57
Granting PTO for
symptomatic employees,
employees who must
care for family members
who are diagnosed with
COVID-19, and/or
employees with
diagnosed cases of
COVID-19

0.17 −0.44 0.77

Recommending
available Employee
Assistance Programs
(EAPs)

−0.12 −0.89 0.64

Increasing sick leave or
PTO for all or on a
case-by-case basis

−0.28 −1.07 0.51

Refraining from
penalizing time off of
any kind

0.67 * 0.06 1.28

Paying for time spent
under quarantine 0.11 −0.47 0.70

Offering WFH options or
adjusting schedules due
to school closures

−0.58 * −1.15 0.00

Permitting unlimited
unpaid time off without
penalty

0.04 −0.66 0.74

Source. “National COVID-19 Survey Work, Policies and Parenting” conducted by Northeastern University,
May–June 2020. Note. PTSD = post-traumatic stress disorder; WFH = work from home; PTO = paid time off. Note.
* p < 0.05; ** p < 0.05; *** p < 0.005.

Manager support and coworker support were considered in all models for this study,
and both had a significant negative association with distress. Changes in work status
were also always significantly associated with distress, but they were positively associated
with distress.

Among the covariates, age, having children under age 5, education, marital status, race,
and work status were associated with psychological distress when considered in the model
without policies (Model 4). Only age, education level, marital status, race, and work status
were significant in all three models. Age was negatively associated with distress, having a
dose-response relationship, i.e., as age increased, distress levels were lower. Education level
was positively associated with distress and generally had a dose-response relationship as



COVID 2025, 5, 28 14 of 21

well. Identifying as African American or Hispanic, being divorced, separated, or widowed,
and working part-time were all associated with lower levels of distress models.

4. Discussion
The impacts of COVID-19 on mental health and well-being have been dramatic and

will continue to emerge long after new cases of COVID-19 have ended. As Dr Tedros
Adhanom Ghebreyesus, the World Health Organization (WHO) Director-General, noted,
“The information we have now about the impact of COVID-19 on the world’s mental health
is just the tip of the iceberg” (WHO, 2022). Our study offers a glimpse of these effects as we
identified the level of distress and PTSD among working parents early in the COVID-19
pandemic and how workplace support impacted their mental health. These data suggest
that while many different types of support are important, signaling informal support
(compared to formal support) may provide more help to working parents, particularly
coworker support, as it may provide workers with a sense of reassurance that they are
not alone and are cared for in times of high stress. Indeed, having people to turn to for
emotional support in times of crisis, extending beyond family and into the workplace, can
provide a buffer in the face of adverse circumstances.

To our knowledge, this is the first study of its kind to consider the impact of the work-
place on parents’ mental health during the COVID-19 pandemic. Our study demonstrated
that working parents reported high levels of PTSD related to COVID-19 and psychological
distress. Interestingly, workplace policies played a limited role in impacting both PTSD and
distress. The lack of association between PTSD, distress, and typical workplace policies
may be due to the low percentage of respondents with access to the policies. Less than
one-third of respondents had access to paid disability leave, paid family leave, and paid
paternity leave, similar to the national average. However, we suspect, as noted above, that
informal support carried greater weight in making employees feel cared for.

Our study revealed unexpected nuances in the effects of COVID-19 policies: organiza-
tional practices that used backup care programs, childcare subsidies, or other dependent
care benefits were associated with higher PTSD and distress. While it was expected that
having increased childcare benefits would reduce the mental health impacts of COVID-19,
it is possible that though they were given the additional resources, due to COVID-19 em-
ployees were unable to use them as there was no childcare or summer camps available to
parents. New policies granting PTO for symptomatic employees, employees who must care
for family members who are diagnosed with COVID-19, and/or employees with diagnosed
cases of COVID-19 were also associated with higher levels of PTSD, and refraining from
penalizing time off of any kind was associated with higher levels of distress. It is possible
that this unexpected association may be related to those employees most likely to be aware
of the policies related to time off were those who needed them due to being sick with
COVID-19 or having a family member who was sick. Indeed, more recent studies have
shown that having had COVID-19 increases the risk of mental health issues [53,54]. The
employees may have also faced more disruptions in their workplace because of workers
taking additional time off due to being sick or having sick family members, thus those
employees who were still at the office took on additional responsibilities in response to
these absences. When considering the impact of COVID-19 policies, it is important to point
out that this survey was done in the first few months of the COVID-19 shutdown, May
and June 2020. Many organizations may not have had time to put in policies or to fully
flush out what types of policies would make the most sense for their employees. Further
longitudinal work on policies is necessary to understand this impact.

Consistent with prior work [55], we found that coworker support was associated
with lower PTSD and distress levels, and while the COVID-19 data are limited, previous
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studies have suggested that coworker support is associated with positive mental health
outcomes [56–58]. Building on this prior research, our study demonstrates the importance
of promoting coworker support, particularly in times of crisis, as it can reduce the risk of
distress and PTSD. These findings also align with a recent study that found that informal
and interpersonal behaviors and exchanges between coworkers were positively associated
with improved health and well-being [59]. We also found that changes in work can
have a negative impact on both PTSD and distress, which was unsurprising as prior
research has found that changes in the workplace can cause significant stress among
employees [60–62]. Particularly, a 2019 study found that organizational changes, such as
reorganization, downsizing, or partial closure, were associated with increased levels of
mental distress among employees [63]. During the early days of the pandemic, many people
experienced job changes. To mitigate the impact of the changes during crisis situations,
employers should explore creating a supportive organizational culture, signaling that there
is trust and commitment between employees and managers [61].

Finally, we found that education levels and race were strongly associated with PTSD.
Yet, contrary to other studies [64,65], more educated participants had higher PTSD scores,
which may suggest that PTSD symptoms related to the COVID-19 pandemic have different
risk factors than those previously identified for PTSD. One possible explanation is that
individuals with higher education levels were more likely to be in professions that faced
increased pandemic-related stress, such as healthcare, education, and knowledge-based
industries. Additionally, greater media exposure and heightened awareness of the pan-
demic’s risks may have contributed to increased psychological distress among highly
educated individuals. Future research should explore whether occupational stress, job
insecurity, or heightened expectations for control and stability play a role in this association.

Identifying as multiracial (compared to identifying as White) was associated with
higher PTSD levels, which is consistent with previous PTSD research [66]. According to
previous research, these differences may exist due to demographics, trauma experience,
life-related stress, and differences in social support [66]. The pandemic exacerbated existing
racial and ethnic disparities in healthcare access, economic stability, and exposure to COVID-
19, all of which could contribute to heightened PTSD risk. Future studies should examine
how structural inequalities, social support systems, and coping mechanisms influence
PTSD risk among multiracial individuals.

Limitations

It is important to acknowledge the limitations of the study that could be addressed
in future research. First, the study was a cross-sectional design, which does not allow
for causality between the variables to be determined; therefore, it cannot be concluded
that the pandemic alone was responsible for the high levels of distress and PTSD among
working parents. As such, future research could look at how PTSD and psychological
distress changed over time as the pandemic evolved. Second, the survey relied on self-
reported symptoms of distress and PTSD, which may be lower in reliability than a clinical
measure [67]. Third, we were unable to capture COVID-19 infection status, which would
have been useful in our analysis. Finally, the survey did not measure prior trauma or mental
health history, which may be an effect modifier of the relationship between workplace
policies and levels of distress and PTSD among individuals [68–71].

5. Conclusions
In the wake of the COVID-19 pandemic, the profound and lasting impact on mental

health and well-being is evident. Our study sheds light on the distress and PTSD levels
among working parents during the early stages of the pandemic, emphasizing the role of
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workplace support in shaping mental health outcomes, which may be useful in studying
other outcomes of the pandemic such as the “Great Resignation”. The findings of our study
carry several critical implications for organizations, employers, and researchers, as well as
for the broader understanding of the impacts of global health crises on mental health and
well-being. First, organizations should revisit and adapt workplace policies to address the
evolving needs of employees during health and other crises. The unexpected consequences
of certain policies, such as backup care programs and dependent care benefits, emphasize
the importance of carefully considering the implementation of such measures to ensure
they are effective. Organizations should acknowledge the potential disruptions that come
with changes in the workplace, especially during crises. Adapting to these disruptions
and creating a supportive organizational culture that emphasizes trust and commitment
between employees and managers can help mitigate the mental health impact of work-
related changes. This can be done, in part, by recognizing the significance of informal
support, particularly coworker support, in mitigating the mental health impacts of crises.
This implies fostering a workplace culture that encourages and facilitates interpersonal
support, as it can serve as a valuable buffer during times of stress.

Given that this study was conducted in the early months of the pandemic, it is essential
to conduct more extensive longitudinal research to understand how workplace policies
and informal support evolve over time and impact mental health outcomes. Such research
can inform better policy development and adaptation as the situation unfolds. It is also
essential that studies consider the impact of racial disparities in access to mental health
support and treatment, especially during crises. More research is necessary to understand
and address the unique challenges faced by different racial and ethnic groups in times
of crisis.

Finally, this study highlights the importance of preparedness for future global health
crises. Employers and policymakers should proactively develop and implement compre-
hensive strategies for protecting employee mental health, understanding that these crises
have far-reaching effects that go beyond physical health. The implications of this research
go beyond the immediate findings and offer valuable insights for addressing the mental
health consequences of global health crises. They emphasize the need for adaptability, sup-
port networks, and a nuanced understanding of the diverse challenges faced by individuals
and communities during such challenging times.
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Appendix A

Table A1. Demographic differences between the used sample and the dropped sample.

Variable Frequency (Used
Sample n = 1941) Precent

Frequency
(Dropped Sample

n = 511)
Precent p-Value

Age 0.0715
18–25 174 9.00 79 15.67
26–35 548 28.35 137 27.18
36–45 828 42.83 185 36.71
46–55 308 15.93 73 14.48
56–65 65 3.36 25 4.96
66+ 10 0.52 5 0.99

Gender <0.0001
Male 939 48.58 177 34.64

Female 988 51.11 328 64.19
Other 6 0.31 6 1.18

Race <0.0001
African American 231 12.00 93 18

Asian 113 5.87 29 5.68
Hispanic 278 14.44 90 17.61

Native American 7 0.36 3 0.59
Multiracial 75 3.90 34 6.65

Other 39 2.03 9 1.76
White 1182 61.40 253 49.51

Education Level <0.0001
Less than High School 33 1.75 20 4.06

High School 273 14.50 102 20.69
Some College or 2-year Degree 622 33.03 205 41.58

4-year College Degree 543 28.84 104 21.10
Graduate Degree 412 21.88 62 12.58

Marital Status 0.0004
Single 312 36.55 114 30.92

Married or Cohabition 1495 77.70 351 14.09
Divorced, Separated, Widowed 117 6.08 42 8.28

Work Status <0.0001
Full-time 1663 85.77 359 70.25
Part-time 276 14.23 152 29.75

Household Income <0.0001
$0–25,000 137 7.12 52 10.32

$25,001–50,000 332 17.26 112 22.22
$50,001–75,000 370 19.23 103 20.44

$75,001–100,000 338 17.57 91 18.06
$100,001–200,000 599 31.13 117 23.21



COVID 2025, 5, 28 18 of 21

Table A1. Cont.

Variable Frequency (Used
Sample n = 1941) Precent

Frequency
(Dropped Sample

n = 511)
Precent p-Value

Variable Minimum Maximum Mean Std Dev p-value
PTSD Score—Used Sample 0 4 1.69 1.01

0.1353PTSD Score—Dropped Sample 0 4 1.76 0.98
K6 Distress Score—Used Sample 0 24 8.21 5.45

<0.0001K6 Distress Score—Dropped Sample 0 24 9.33 5.85

Source. “National COVID-19 Survey Work, Policies and Parenting” conducted by Northeastern University,
May–June 2020. Note. PTSD = post-traumatic stress disorder.

Appendix B
Manager Support Scale

• My supervisor is supportive when I have a problem.
• My supervisor is fair and doesn’t show favoritism in responding.
• My supervisor accommodates me when I have family or personal business to take

care of—for example, medical appointments, meeting with child’s teacher, etc.
• My supervisor is understanding when I talk about personal or family issues that affect

my work.
• I feel comfortable bringing up personal or family issues with my supervisor.
• My supervisor really cares about the effects that work demands have on my personal

and family life.

Coworker Support Scale

• I talk regularly to my coworkers about my child(ren).
• My coworkers are understanding when I have personal business to take care of—for

example, medical appointments, meeting with child’s teacher, etc.
• I feel comfortable bringing up personal or family issues with my coworkers.
• My colleagues have made insulting jokes or comments regarding my status as a

working parent (reverse coded).
• My colleagues don’t respect the fact that I have children (reverse coded).
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