
Citation: Muhajarine, N.; Pisolkar, V.;

Hinz, T.; Adeyinka, D.A.;

McCutcheon, J.; Alaverdashvili, M.;

Damodharan, S.; Dena, I.; Jurgens, C.;

Taras, V.; et al. Mental Health and

Health-Related Quality of Life of

Children and Youth during the First

Year of the COVID-19 Pandemic:

Results from a Cross-Sectional

Survey in Saskatchewan, Canada.

Children 2023, 10, 1009.

https://doi.org/10.3390/

children10061009

Academic Editor: Linda S. Franck

Received: 26 April 2023

Revised: 23 May 2023

Accepted: 31 May 2023

Published: 3 June 2023

Copyright: © 2023 by the authors.

Licensee MDPI, Basel, Switzerland.

This article is an open access article

distributed under the terms and

conditions of the Creative Commons

Attribution (CC BY) license (https://

creativecommons.org/licenses/by/

4.0/).

children

Article

Mental Health and Health-Related Quality of Life of Children
and Youth during the First Year of the COVID-19 Pandemic:
Results from a Cross-Sectional Survey in Saskatchewan, Canada
Nazeem Muhajarine 1,2,* , Vaidehi Pisolkar 1,2 , Tamara Hinz 3,4, Daniel A. Adeyinka 1,2 , Jessica McCutcheon 5,
Mariam Alaverdashvili 3, Senthil Damodharan 3, Isabelle Dena 1,2, Christa Jurgens 6, Victoria Taras 7,
Kathryn Green 2, Natalie Kallio 1,2 and Yolanda Palmer-Clarke 1,2

1 Saskatchewan Population Health and Evaluation Research Unit (SPHERU), University of Saskatchewan,
104 Clinic Place, Saskatoon, SK S7N 2Z4, Canada; vaidehi.pisolkar@usask.ca (V.P.);
daniel.adeyinka@usask.ca (D.A.A.); isabelle.dena@usask.ca (I.D.); yolanda.palmer@usask.ca (Y.P.-C.)

2 Department of Community Health and Epidemiology, College of Medicine, University of Saskatchewan,
107 Wiggins Rd, Saskatoon, SK S7N 5E5, Canada

3 Department of Psychiatry, College of Medicine, University of Saskatchewan, 103 Hospital Drive,
Saskatoon, SK S7N 0W8, Canada; tamara.hinz@usask.ca (T.H.); mariam.alaverdashvili@usask.ca (M.A.);
skd357@mail.usask.ca (S.D.)

4 Saskatchewan Health Authority, 701 Queen Street, Saskatoon, SK S7K 0M7, Canada
5 Canadian Hub for Applied and Social Research (CHASR), University of Saskatchewan, 9 Campus Drive,

Saskatoon, SK S7N 5A5, Canada; jessica.mccutcheon@usask.ca
6 EGADZ Saskatoon Downtown Youth Centre Inc., 1st Avenue North, Saskatoon, SK S7K 1X5, Canada
7 Saskatchewan Teachers’ Federation, 2317 Arlington Avenue, Saskatoon, SK S7J 2H8, Canada
* Correspondence: nazeem.muhajarine@usask.ca; Tel.: +1-306-966-7940

Abstract: For children and youth, the COVID-19 pandemic surfaced at a critical time in their devel-
opment. Children have experienced extended disruptions to routines including in-person schooling,
physical activities, and social interactions—things that bring meaning and structure to their daily
lives. We estimated the prevalence of anxiety and depression symptoms of children and youth and
their experiences of health-related quality of life (HRQoL), during the first year of the pandemic, and
identified factors related to these outcomes. Further, we examined these effects among ethnocultural
minority families. We conducted an online survey (March–July 2021) with 510 children and youth
aged 8–18 years and their parents/caregivers. The sample was representative of the targeted popula-
tion. We modelled the relationship between anxiety, depression (measured using the Revised Child
Anxiety and Depression Scale), HRQoL (measured using KIDSCREEN-10), and sociodemographic,
behavioural, and COVID-19-contributing factors using binary logistic regression. A priori-selected
moderating effects of sociodemographic characteristics and self-identified ethnocultural minority
groups on the outcomes were tested. The point-in-time prevalence of medium-to-high anxiety symp-
toms and depression symptoms was 10.19% and 9.26%, respectively. Almost half (49.15%) reported
low-to-moderate HRQoL. Children reporting medium-to-high anxiety symptoms, depression symp-
toms, and low-to-moderate HRQoL were more likely to be aged 8–11 years, 16–18 years, ethnocultural
minority participants, living in rural/urban areas, having good/fair MH before COVID-19, experi-
encing household conflicts, having less physical activity, and having ≥3 h of recreational screen time.
Those who had more people living at home and ≥8 h of sleep reported low anxiety and depression
symptoms. Ethnocultural minority 16–18-year-olds were more likely to report low-to-moderate
HRQoL, compared to 12–15-year-olds. Additionally, 8–11-year-olds, 16–18-year-olds with immigrant
parents, and 16–18-year-olds with Canadian-born parents were more likely to report low–moderate
HRQoL, compared to 12–15-year-olds. Children and youth MH and HRQoL were impacted during
the pandemic. Adverse MH outcomes were evident among ethnocultural minority families. Our
results reveal the need to prioritize children’s MH and to build equity-driven, targeted interventions.
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1. Introduction

Mounting evidence suggests humanitarian emergencies and disease outbreaks are a
threat to social cohesion. Risks for poor mental health (MH) are heightened during such
times and may persist over time [1,2]. The broader impacts of the COVID-19 pandemic on
children and youth merit special attention to mitigate potential long-lasting consequences
on their MH and wellbeing. For children and youth, the COVID-19 pandemic surfaced at
a critical time in their development. Children have experienced extended disruptions to
routines including in-person schooling, physical activities, and social interactions—things
that bring meaning and structure to their daily lives [3–6]. Furthermore, in many countries,
access to MH interventions and services was entirely or partially disrupted, including
school MH programs that children heavily rely on for support [7].

A meta-analysis reported a dramatic increase in the global prevalence of anxiety
(25.2%) and depression (20.5%) in children and adolescents since the pandemic [8]. A study
conducted in Britain on 168 children with a mean age of 10 years revealed a moderate to
substantial rise in depression based on the Revised Child Anxiety and Depression Scale
(RCADS) score [9]. Just before the pandemic, a 2019 Canadian Health Survey on Children
and Youth reported that about 4% of children and youth (1–17 years of age) had fair or
poor MH [10]. A Canadian study during the pandemic identified that 67–70% of children
(6–18 years of age) have reported a decline in a minimum of one MH outcome while 19–31%
of children showed improvement in one MH outcome [11]. A decreased health-related
quality of life (HRQoL) was also evident compared to before the pandemic [12].

The framework guiding our analysis is the Commission on Social Determinants
of Health (CSDH) framework that explains how the different social determinants of
health influence health outcomes and health inequities across populations [13]. Equity
in health refers to the “absence of systematic disparities in health (or in the major so-
cial determinants of health) between groups with different levels of underlying social
advantage/disadvantage—that is, wealth, power, or prestige” [14].

During the pandemic, research showed that adverse MH outcomes were more severe
among girls, older children, and those with pre-existing MH conditions [8,11,15]. Stud-
ies found that those who experienced an economic crisis during COVID-19 reported an
increased link with mental health symptoms [16,17]. Early studies during the pandemic
reported an adverse impact on children’s behaviours including sleep patterns, screen
time, and physical activity [11,18–22]. According to a study carried out in 2021 in Austria
on 2290 participants aged 6–18 years, there was a positive correlation observed between
pandemic-related anxiety, sleeping problems, and poor sleep quality [20]. With most
schools moving to remote learning, screen time increased, and higher screen use con-
tributed to the negative impact on MH [11,22]. On the other hand, early research conducted
during the pandemic indicated that participating in physical activity had a protective
effect on mental health outcomes [21,23,24]. Adopting remote learning was another factor
contributing to adverse MH outcomes. In 2020, a study conducted on 567 adolescents in
grades 7–12 revealed that those who received virtual schooling exhibited poorer mental
health compared to students who received in-person schooling [25].

Although studies have identified the prevalence of MH difficulties in children during
the pandemic, there is still a need for child-reported data and an understanding of the
mechanisms and processes that influence MH [26]. Additionally, the impact of COVID-
19 and governmental response to it differed across Canadian provinces and territories.
Therefore, a comprehensive understanding of the MH impact on children and youth in
each jurisdiction is warranted.

Our primary objective was to identify factors that increase or decrease risk across three
MH domains: anxiety, depression, and health-related quality of life in children (defined as
8–15-year-olds) and youth (16–18-year-olds) in Saskatchewan—to coincide with the end
of the first full academic year during COVID-19. The second objective was to examine
whether these impacts were worsened or buffered among equity-deserving groups (those
who experience structural and systemic marginalization, such as minority and racialized
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communities). We analysed how age, gender, and income intersect with ethnocultural
status (ethnicity and immigration status).

2. Materials and Methods
2.1. Brief Timeline of COVID-19 Measures, and Schools in Saskatchewan

Figures S1 and S2 show the temporal pattern of COVID-19 incidence and a time-
line of pandemic response in elementary and secondary schools in Saskatchewan. The
first presumptive COVID-19 case was announced on 12 March 2020 [27]. On March 20,
schools closed for in-person learning. The province announced remote learning for schools
on March 30. Further, the Saskatchewan government released its Safe Schools Plan for
2020–2021 on August 4, with the reopening of schools on 1 September 2020. When this
study’s survey opened to children, youth, and families in March 2021, there was a down-
ward trend in COVID-19 incidence rates across the province. COVID-19 cases rose slowly
in April and started declining in May and throughout the summer. This was also when
vaccination for teachers began (May 4), and round 2 of Saskatchewan’s “reopening” com-
menced. By the end of May 2021, the Saskatchewan Health Authority began vaccination
for children aged 12 years and older in schools [28]. All public health orders were lifted in
July 2021.

2.2. Study Sample and Design

This cross-sectional study consisted of 510 children aged 8–18 years and their par-
ents/caregivers. Data were collected between 19 March and 27 July 2021. The data collection
phase coincided with the phased re-opening across Saskatchewan. Using 2016 Census data, a
‘sample frame’ of Saskatchewan households with children 5–19 years old, stratified by age,
gender, and location, was created to reflect this population distribution. Participants were
recruited from all school divisions in Saskatchewan, including public, Catholic, independent,
and First Nation-administered schools. Participants were also included from an online repre-
sentative Community Panel (recruited initially through random selection), managed by the
Canadian Hub of Applied and Social Research, a consortium of research labs at the University
of Saskatchewan. Participants completed online surveys. The child/youth first completed
the self-report questionnaires, followed by their parent/caregiver. Parents completed some
key demographic questions. To ensure representativeness, we weighted the samples by age,
gender, and location in Saskatchewan using the 2016 Canadian Census data.

2.3. Survey Development

The survey was developed through a collaborative approach with engagement from
interdisciplinary researchers, psychiatrists, social workers, and a Parent and Community
Advisory Council. Collaborators came from diverse experiences, expertise, and back-
grounds and informed and guided the development of survey items. The Parent and
Community Advisory Council consisted of parent–child pairs, including youth with lived
experiences with MH challenges and a youth representative from our community partner.
They provided significant insights into the development of the survey items.

2.4. Measures
2.4.1. Dependent Variables

The outcome variables were (1) anxiety symptoms, (2) depression symptoms, and
(3) health-related quality of life. Children and youth were asked to report their feelings
and experience of symptoms in the past 2 weeks. MH conditions were measured using
standardized and validated tools previously used in studies evaluating COVID-19 impact
on MH [9,12,29]. Anxiety and depression symptoms were measured using the Revised
Child Anxiety and Depression Scale (RCADS-25) and quality of life was measured using
KIDSCREEN-10.

The 25-item RCADS (15 items measuring symptoms of anxiety and 10 items mea-
suring symptoms of depression) is scored on a 4-point Likert scale from 0 = “Never” to
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3 = “Always” [30–32]. The 10 items in KIDSCREEN-10 tap into physical, psychological, and
social aspects of health-related quality of life (HRQoL) [33,34]. The items were presented
with 5-point response scales, from 0 = “never” to 4 = “always” [12,33].

To derive prorated scores, responses from the respective items were summed. Further,
the total scores were divided by the number of questions answered. The severity of
anxiety and depression symptoms was categorized as low (0–64) [reference category] and
moderate-to-high (>65) [32]. HRQoL was categorized as low-to-moderate (0–70) and high
(71–100) [reference category]. The reliability (internal consistency) of anxiety, depression,
and HRQoL was good (α = 0.87, 0.89, and 0.81, respectively) and it aligns with previous
studies [33,35,36].

2.4.2. Independent Variables

Sociodemographic, behavioural, and other COVID-19-contributing factors were stud-
ied (see Table 1). Physical activity was grouped in accordance with current 24 h movement
guidelines [37]. Based on the literature, the categories for household density were cre-
ated [38]. When the missing responses exceeded a threshold of 15%, these were labelled as
missing and included in the models. For example, family income (24.19%), or if the child
had not known COVID-19 cases in the classroom (34.43%), was labelled as missing and
used in our analyses. Due to theoretical relevance of the association of sleep with HRQoL,
sleep was retained in the final regression model [39,40].

Table 1. Independent Variables.

Factors Variables

Sociodemographic Age: 8–11 yrs, 16–18 yrs, 12–15 yrs
Grade: Elementary (1–8), High (9–12)
Gender: girl/woman, boy/man
Family income: <$100,000, missing, ≥$100,000
Ethnicity: Ethnocultural minority, white
Immigration status: Either one parent/none of the parents born in Canada, both parents born in Canada
Place of residence: Rural, Regina/Saskatoon, Mid-size city/town
Household density: >1 person/bedroom, ≥1 person/bedroom

Behavioural Sleep: ≥8 h, <8 h
Physical activity: <7 days/week MVPA, ≥7 days/week MVPA
Change in physical activity: Lot/little less active, lot/little more active, no real change
Recreational screen time: ≥3 h, <3 h

COVID-19-contributing Mental health status before COVID: Fair/poor, very good/good, excellent
Household conflicts: Lot/somewhat more, Lot/somewhat less, Varied, No real change
Schooling situation (mode of learning): Either in-class or online, both in-class and online
COVID-19 cases in classroom: Yes, missing, no

2.5. Statistical Analyses

We modelled the relationship between anxiety symptoms, depression symptoms, and
HRQoL, and relevant sociodemographic, behavioural, and other COVID-19-contributing
factors. We tested a priori-selected interactions (age, gender, income with ethnicity, and
parent immigration status). We conducted binary logistic regression. Bivariate analyses
were tested using the Chi-square test or Fischer’s exact test (when expected frequency
< 5) (supplemental file: Table S1). Candidate variables for the regression were selected
based on a p-value of <0.25. Multicollinearity for candidate variables was assessed by
computing the mean variance inflation factor (VIF). We employed R-squared, the Bayesian
Information Criterion (BIC), and the Akaike’s Information Criterion (AIC) to assess model
performance. Adjusted odds ratios (aOR) and 95% confidence intervals (CI) were used
to estimate the strength of the association. The level of statistical significance was set at
p < 0.05. To maintain representativeness of data in the analysis stage, sample weights
were applied. Bivariate analyses were conducted in IBM SPSS Version 28.0 [41]. The
multivariable regression models were fitted in STATA™ version 17.0 [42].
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3. Results
3.1. Sample Description

The demographic characteristics of the child–parent dyads in our study are shown
in Table 2. The sample included 510 children and youth in three age groups: 8–11 years
(46.71%), 12–15 years (34.12%), and 16–18 years (19.18%). Children in elementary grades
(1–8) accounted for 65.29%, and high school (9–12) for 31.93%. Those who identified as
a girl/woman were 43.72% and those who identified as a boy/man were 50.98%. Partic-
ipants identifying as an ethnocultural minority (Black, Indigenous, or Person of colour)
were 23.74%. Participants who self-identified as white were 65.61%; same as 66.0% in
the Saskatchewan population who self-identify as having European ethnicity, according
to the 2021 Canadian Census data [43]. In total, 14% of the families reported being im-
migrants. Most families had an income ≥$100,000 (39.76%) and resided in a city, i.e.,
Saskatoon/Regina (39.01%).

Table 2. Key Sociodemographic Characteristics (N = 510 Child–Parent Dyads); See Us, Hear Us Study,
Saskatchewan, Canada, 2021.

n (%)

Age group (years)
8 to 11 238 (46.71)
12 to 15 174 (34.12)
16 to 18 98 (19.18)

Grade
Elementary (1–8) 333 (65.29)
High (8–12) 163 (31.93)
Missing 14 (2.78)

Gender
Girl/woman 223 (43.72)
Boy/man 260 (50.98)
Missing 27 (5.29)

Income
<$100,000 184 (36.04)
≥$100,000 203 (39.76)
Missing 123 (24.19)

Ethnicity
Ethnocultural minority 121 (23.74)
White 335 (65.61)
Missing 54 (10.66)

Place of residence
Mid-size city/town 165 (32.40)
Rural 85 (16.63)
Regina/Saskatoon 199 (39.01)
Missing 61 (11.96)

Parent immigration status
Both born in Canada 401 (78.61)
None/either one born in Canada 69 (13.60)
Missing 40 (7.79)

Note: Weighted numbers are presented after rounding.

3.2. Prevalence of Anxiety, Depression, and Health-Related Quality of Life

At the end of the first year of the pandemic, the point-in-time prevalence of medium-
to-high anxiety and depression symptoms was 10.19% and 9.26%, respectively—as reported
by children and youth. Almost half (49.15%) reported having low-to-moderate HRQoL
(Figure 1).
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3.2.1. Anxiety Symptoms

Age, income, ethnicity, location, MH before COVID-19, household density, and screen
time were significantly associated with medium-to-high anxiety symptoms (Figure 2). The
full regression model is presented in the supplemental file Table S2.
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Figure 2. Factors Associated with Self-Reported Medium–High Anxiety Symptoms in Children
(8–18 Years) During the First Year of the Pandemic in Saskatchewan, Canada. Forest plot shows main
effects: odds ratio shown in diamond, 95% confidence intervals on either side. * Odds ratio in orange
indicate a statistically significant risk factor. Odds ratio in blue indicate a statistically protective factor.
Full regression model presented in Supplemental File: Table S2.

Respondents aged 8–11 years were 4.54 times more likely to report anxiety symptoms
(95% CI: 1.33 to 15.47) compared to respondents aged 12–15 years. Those self-identifying as



Children 2023, 10, 1009 7 of 17

an ethnocultural minority were 43.25 times more likely to report anxiety symptoms (95% CI:
4.18 to 447.81) compared to their white counterparts. Respondents living in rural and urban
areas were more likely to report anxiety symptoms [OR: 8.44 (95% CI: 2.04 to 34.89); and
OR: 4.07 (95% CI: 1.07 to 15.46)] compared to those residing in mid-size towns. Children
and youth who had fair/poor or very good/good MH before COVID-19 were more likely
to report anxiety symptoms [OR: 18.49 (95% CI: 2.69 to 127.03); and OR: 6.18 (95% CI: 1.11
to 34.36)] compared to those reporting excellent MH before COVID-19. Children with 3
or more hours of recreational screen time were 3.07 times more likely to report anxiety
symptoms (95% CI: 1.16 to 8.12) compared to those with less than 3 hours of screen time.
Children living in households with greater numbers of people (>1 person per bedroom)
were 0.13 times less likely to report anxiety symptoms (95% CI: 0.04 to 0.42) compared to
those living with fewer people (≤1 person/bedroom).

We found that white children aged 8–11 years were 4.53 times and those aged
16–18 years were 1.17 times more likely to report medium–high anxiety symptoms, com-
pared to 12–15-year-old white participants (Figure 3A). White girls were 2.07 times more
likely to report anxiety symptoms compared to white boys (Figure 3B).
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3.2.2. Depression Symptoms

Age, location, household density, household conflicts, screen time, and sleep were
significantly associated with depression symptoms (Figure 4). The full regression model is
presented in the supplemental file Table S3. Additionally, 8–11-year-olds were 3.48 times
more likely to report depression symptoms (95% CI: 1.03 to 11.76), compared to 12–15-year-
olds. Respondents living in rural and urban areas were more likely to report depression
symptoms [OR: 6.60 (95% CI: 1.01 to 43.17); and OR: 6.18 (95% CI: 1.45 to 26.29)] than those
living in mid-size towns. Children who experienced more household conflicts [OR: 10.84
(95% CI: 2.28–51.51)], compared to fewer, were more likely to report depression symptoms.
Children who reported 3 or more hours of recreational screen time were 5.20 times more
likely to experience depression symptoms (95% CI: 1.52 to 17.80), compared to those who
had less than 3 hours of screen time.
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Figure 4. Factors Associated with Self-Reported Medium–High Depression Symptoms in Children
(8–18 Years) During the First Year of the Pandemic in Saskatchewan, Canada. Forest plot shows main
effects: odds ratio shown in diamond, 95% confidence intervals on either side. * Odds ratio in orange
indicate a statistically significant risk factor. Odds ratio in blue indicate a statistically significant
protective factor. Full regression model presented in Supplemental File: Table S3.

In addition, 16–18-year-olds were 0.19 times less likely to report depression symptoms
(95% CI: 0.04 to 0.89) as compared to 12–15-year-olds. Respondents living in households
with a greater number of people (>1 person per bedroom) were 0.06 times less likely to
report depression symptoms (95% CI: 0.01 to 0.24), compared to those living with fewer
people (≤1 person per bedroom). Those who obtained 8 or more hours of sleep were also
less likely to report depression symptoms as compared to those who slept less than 8 h
[OR: 0.07 (95% CI: 0.02 to 0.26)].
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3.2.3. Health-Related Quality of Life

Age, MH status before COVID-19, household conflicts, physical activity, and screen
time were significantly associated with low-to-moderate HRQoL (Figure 5). The full
regression model is presented in the supplemental file Table S4.
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Figure 5. Factors Associated with Self-Reported Low–Moderate Quality of Life in Children (8–18 Years)
During the First Year of the Pandemic in Saskatchewan, Canada. Forest plot shows main effects: odds
ratio shown in diamond, 95% confidence intervals on either side. * Odds ratio in orange indicate a
statistically significant risk factor. Full regression model presented in Supplemental File: Table S4.

Youth aged 16–18 years were 5.88 times more likely to report low–moderate QoL (95%
CI: 1.66 to 20.86), compared to 12–15-year-olds. Those reporting good/very good MH also
reported low–moderate QoL [OR: 3.25 (95% CI: 1.56 to 6.79)] as compared to respondents
reporting excellent MH before COVID-19. Children who experienced more household
conflicts during COVID-19 [OR: 3.38 (95% CI: 1.46 to 7.85)], compared to fewer, were more
likely to report low QoL. Children who saw a change in PA, i.e., who reported to be less
physically active, were 3.83 times more likely to report low–moderate QoL (95% CI: 1.46 to
10.04) as compared to those who did not have any change in activity. Children who reported
3 or more hours of recreational screen time were 2.7 times more likely to experience low QoL
(95% CI: 1.11 to 6.58) as compared to those who had less than 3 h of screen time.

Among ethnocultural minority participants, youth (16–18 years) were 5.89 times
more likely to report low–moderate QoL, compared to those aged 12–15 years. Among
white participants, those aged 16–18 years were 5.48 times and those aged 8–11 years
were 1.24 times more likely to report low–moderate QoL, compared to 12–15-year-old
white participants (Figure 6A). Among ethnocultural minority respondents, those from
households with annual incomes <$100,000 were 6.82 times more likely to report low–
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moderate QoL, compared to ≥$100,000 (Figure 6B). Among children whose parents were
both Canadian-born, 16–18-year-olds were 5.96 times more likely to report low–moderate
QoL, compared to those aged 12–15 years. On the other hand, among children whose
parents were immigrants (i.e., none or one of the parents born in Canada), 8–11-year-olds
were 5.53 times and 16–18-year-olds were 3.60 times more likely to report low–moderate
QoL, compared to those aged 12–15 years (Figure 6C).
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4. Discussion

Our study estimates the mental health and health-related QoL of children and youth
at the end of the first year of the COVID-19 pandemic in Saskatchewan, Canada. Further,
our analysis reveals the factors contributing to inequitable distribution of MH outcomes in
children and youth.

Children and youth experienced poor MH symptoms and HRQoL during the first
year of the pandemic. Overall, anxiety, depression, and HRQoL outcomes were influenced
by several sociodemographic, behavioural, and other contributing factors. Risk was par-
ticularly higher for younger children (8–11 years) and youth (16–18 years), children who
self-identified as an ethnocultural minority, those who lived in rural and urban areas (vs.
small towns), participants who had good/fair MH before COVID-19 (vs. excellent MH),
participants who experienced more household conflicts, those who had less PA, and those
who had ≥3 h of recreational screen time. Girls who identified as white were more likely to
report medium–high anxiety symptoms. White children aged 8–11 years, and ethnocultural
minority and white youth aged 16–18 years, were more likely to report low–moderate
QoL. Ethnocultural minority children and those from relatively lower-income families
(<$100,000) were more likely to report low–moderate QoL. Among respondents whose
parents were Canadian-born, 16–18-year-olds were more likely to report low-to-moderate
QoL. For respondents whose parents were immigrants, 8–11-year-olds and 16–18-year-
olds were more likely to report low-to-moderate QoL. Surprisingly, we found that the
likelihood of MH symptoms was lower for those who lived in higher density households
(>1 person/bedroom). The likelihood was also lower for those who had ≥8 h of sleep.

Our MH symptom estimates compared to pre-pandemic, 2019, were higher—doubled–
but were lower compared to reported studies in other parts of the world [8,10]. Our
findings need to be interpreted carefully taking the COVID-19 context and methodology
into consideration. The prevalence rates of MH symptoms were contextual to time and
place. Since our survey was conducted towards the end of the school year—the majority
enrolled in May and June 2021—children were likely looking forward to summer holidays,
and public health restrictions were eased in the province during this time.
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Our study found that 8–11-year-olds were more likely to report symptoms of anxi-
ety and depression. Although 16–18-year-old youth were less likely to have depression
symptoms, they were more likely to report low-to-moderate HRQoL. Children are develop-
mentally different from adults. They may not have developed the skills to make decisions
accurately, communicate, cope, and seek help when needed—putting them at greater risk.
It is essential to strengthen MH response services to address age-specific needs [44].

We found respondents with fair/poor and good/very good MH before COVID-19,
compared to excellent MH, were more likely to report anxiety and low–moderate QoL.
However, the effect size of fair/poor MH before the pandemic was much larger (OR: 18.49,
95% CI: 2.69–127.03) than the effect size of children with very good/good MH before the
pandemic (OR: 6.18, 95% CI: 1.11–34.36). This suggests there was a stepped, or patterned,
relationship between MH before the pandemic and at the end of the first year of the
pandemic. Given that the pandemic caused disruptions to essential MH services—with
longer wait times and lack of in-person support [7]—not being able to receive help in a
timely manner may have contributed to exacerbation of MH issues in children reporting
pre-COVID-19 MH issues. Additionally, switching to online schooling reduced access to
school counselling services—a primary source of help for children. The lack of available
MH and counselling supports for rural citizens in Saskatchewan [45], and the rising number
of COVID-19 cases in cities like Saskatoon and Regina [46] during that period, can help
elucidate the observed higher MH symptoms in children and youth residing in both rural
and urban areas compared to smaller towns. An important lesson from the pandemic is to
be prepared to deliver continued MH support during public health crises.

It was expected that children and youth reporting increased household conflicts were
also at increased risk for depression and low-to-moderate QoL. Family dynamics were
significantly altered during the pandemic. Changes to parenting processes, relationships
between members, MH of the parent/caregiver, and stress and uncertainty related to
COVID-19 caused conflicts in households [47,48]. However, this is not a simple association;
we found that children living in households with more ‘density’ (more people per bed-
room) had a reduced likelihood of anxiety and depression. Early observations during the
pandemic showed that social isolation increased symptoms of anxiety and depression [49].
Having more people in the household that the child can relate to may have eased feelings
of isolation or loneliness; this may have provided increased opportunities for interactions,
family activities, emotional support, and resiliency [50–52]. Studies are needed to fully
understand family dynamics in the subsequent years of the pandemic.

Behavioural factors including screen time, physical activity, and sleep were affected
by COVID-19. Moreover, maladaptive changes had a significant impact on MH symptoms.
Increased duration of recreational screen time was associated with poorer MH symptoms.
This is consistent with the previous literature [22]. In this study, recreational screen use
was associated the strongest with depression. Screen time increased for many as a tool to
cope with boredom and distress over physical activity. Studies have shown that screen
use (videogames and video-calling) during the pandemic greatly increased due to the
unparalleled virtual social participation it rendered [53,54].

Research also indicates that a decrease in physical activity is associated with poor
QoL [55]—a finding consistent with our study. A decline in PA during COVID-19 may
be attributed to limited opportunities to engage in outdoor and indoor activities [54]—
considering Saskatchewan has long winters and due to prolonged COVID-19 mandates. At
the same time, parents juggling working from home in addition to lack of childcare, house-
hold chores, and remote school learning may have led to relaxing screen time limits and
PA routines. Nevertheless, previous research has shown that parental co-participation and
supportive engagement are crucial in facilitating movement behaviours for children [54,56].
Focusing on promoting parental co-participation, accelerating community and school
programs to re-connect children in activities, and re-establishing routines is imperative.

Adequate sleep is considered crucial for MH; however, throughout the pandemic,
increased flexibility in daily routines, amplified dependence on media and devices, and
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heightened fear, anxiety, and uncertainty with the global health crisis have all played a
role in fostering inconsistent sleep patterns and sleep troubles among the paediatric popu-
lation [19,57,58]. Previous research has suggested longer sleep duration to be associated
with emotional regulation (e.g., symptoms of anxiety and depression) [59]. Consistent with
that, this study found obtaining 8 or more hours of sleep reduced the risk for depression.
Further investigation through longitudinal research to examine these associations in greater
depth is necessary. Taken together, these findings strongly call for interventions to promote
healthy movement behaviours in children.

Ethnocultural minority children aged 8–11 years and youth aged 16–18 years were less
likely to report anxiety. This was a surprising finding. According to a recent study conducted
in Saskatchewan, adults under 30 years of age who identified as visible minorities were less
likely to report poor MH outcomes [60]. Minority and racialized groups have demonstrated
resourcefulness and resilience stemming from enduring a historical trajectory of conquering
hardships and preserving community bonds [61]. During COVID-19, Indigenous communities
in Canada came together and collectively found innovative ways to support one another
by crafting their own face masks, sharing food hampers, and organizing activities [62,63].
Drawing on these lessons of resilience will help reinforce coping skills in vulnerable groups
during uncertain times. Additionally, since white children and youth, especially girls, reported
a higher likelihood of anxiety, MH interventions should be targeted.

Both white and ethnocultural minority 16–18-year-olds were more likely to report low-
to-moderate quality of life, a finding consistent with research studies in Canada that have
shown that during the pandemic, QoL among youth has been impacted significantly with
a decline in average life satisfaction [64]. It has been indicated through evidence that the
pandemic led to an increase in paediatric emergency department visits for attempted suicide
and suicidal ideation in many countries [65]. Consequently, youth must be considered a
priority group for interventions and action in pandemic recovery plans.

Another important finding is that lower-income and ethnocultural minority children
reported low-to-moderate QoL. In Canada, many ethnic minority families have been dis-
proportionately affected by the disruption to work compared to non-minorities [66]. Policy
actions should focus on extending economic opportunities to disadvantaged populations.
Moreover, in addition to addressing other factors such as poor housing and food insecurity,
entrenched forms of discrimination should be critically confronted in policy [66].

Children and youth of immigrant parents have also been at a disadvantage during the
pandemic. Our findings showed that children aged 8–11 years and 16–18 years whose parents
were immigrants were more likely to have low-to-moderate QoL. Migrant parents/caregivers
often have fewer resources than Canadian-born caregivers to provide their children with ade-
quate housing or assistance with schoolwork (e.g., language barriers, access to devices/internet
at home, and satisfactory study spaces) [67]. It is critical to invest in more educational, financial,
and MH programs for children in different school and community settings.

The present study has many strengths. We had a diverse sample of children aged
8–18 years and their parents/caregivers who completed the surveys. Previously validated
tools were used to collect data on anxiety, depression, and HRQoL. Our study findings
need to be interpreted with a few caveats, however. Due to the cross-sectional design of the
study, it limits causal inference; however, this approach was appropriate to achieve desired
objectives. We had underrepresentation of lower-income families (<$100,000). When our
survey rolled out during the summer, restrictions had eased—empowering children to
go outside and bear some semblance of normalcy during the pandemic. This may have
skewed responses to questions on feelings and symptoms experienced. The results may
also be affected by social desirability bias/non-response bias, e.g., being an online survey,
participants who had access to a computer/internet were more likely to take the survey.

Our findings have several significant implications. Our results can provide guidance to
policy makers in making decisions, especially when considering the potential link between
pandemic effects and mental health in children. These findings also raise awareness among
healthcare professionals, parents, and educators about the risk and protective factors of
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mental health outcomes, allowing for the provision of additional resources and services
to support children. Our research has also highlighted the disparities that exist within
ethnocultural minority groups. Therefore, studies focusing on understanding the effects of
the pandemic on minority populations are warranted. It is imperative for practitioners to
exhibit cultural sensitivity and recognize the unique cultural factors that may influence the
mental health of children during and after the pandemic.

5. Conclusions

Overall, this study provides significant insights into the mental health and health-
related quality of life of children and youth during the first year of the pandemic. The
results demonstrate the prevalence of children and youth’s MH likely declining during the
COVID-19 pandemic compared to before. Sociodemographic, COVID-19-contributing, and
behavioural factors determined MH outcomes. However, the cross-sectional nature of the
study restricts the ability to establish a causation between the pandemic and mental health
outcomes, and self-reported responses on validated tools may yield different results from
clinical evaluations. This study calls for coordinated and comprehensive actions to develop
targeted interventions and scale up services. Our study also brought to light inequities
existing within ethnocultural minority groups. Equity considerations must be a priority at
the core of decision making across policy sectors. More longitudinal studies are required to
understand the long-term effects of the pandemic on paediatric mental health. Conducting
qualitative inquiries could help to comprehend why some children were able to cope better
than others and identify factors that can nurture resilience.

Supplementary Materials: The following supporting information can be downloaded at: https:
//www.mdpi.com/article/10.3390/children10061009/s1, Figure S1: Incidence of COVID-19 in
Saskatchewan, Canada; Figure S2: Timeline of COVID-19 and Elementary and Secondary Schools
in Saskatchewan, Canada; Table S1: Bivariate Analysis of Anxiety, Depression, and Quality of Life
in Children (8–18 Years) During the First Year of the Pandemic in Saskatchewan, Canada; Table S2:
Full Regression Model for Factors Associated with Medium–High Anxiety; Table S3: Full Regression
Model for Factors Associated with Medium–High Depression; and Table S4: Full Regression Model
for Factors Associated with Low–Moderate Quality of Life.

Author Contributions: Conceptualization, N.M. and T.H.; methodology, N.M., J.M., D.A.A. and
K.G.; software, V.P. and D.A.A.; validation, V.P., J.M., S.D., T.H., I.D. and C.J.; formal analysis, V.P.
and D.A.A.; investigation, N.M. and V.P.; resources, N.M.; data curation, V.P. and D.A.A.; writing—
original draft preparation, N.M. and V.P.; writing—review and editing, N.M., V.P., T.H., D.A.A.,
J.M., M.A., S.D., I.D., K.G., N.K., Y.P.-C., C.J. and V.T.; visualization, V.P.; supervision, N.M.; project
administration, N.M., N.K. and Y.P.-C.; funding acquisition, N.M. All authors have read and agreed
to the published version of the manuscript.

Funding: This research was funded from Mental Health Research Canada (MHRC) and the Saskatchewan
Health Research Foundation (SHRF) (2020–2021 Partnership Program #6125), and the Canadian Insti-
tutes of Health Research (CIHR) (UIP-178824).

Institutional Review Board Statement: This study was approved by the University of Saskatchewan
Research Ethics Board (Beh-2561) (18 March 2021). Participants completed an online consent process
after they had read information online outlining the purpose of the study, confidentiality, risks,
benefits of participation, incentives, and data management.

Informed Consent Statement: Informed consent was obtained from all subjects involved in this study.

Data Availability Statement: The dataset used for this study is available upon request from the
first author.

Acknowledgments: The authors would like to acknowledge the contribution of Lloyd Balbuena,
Department of Psychiatry, College of Medicine, Saskatchewan. The Parent and Community Advisory
Council, our community partner, also made valuable contributions at the development stage of the
survey. We thank the collaboration of the Saskatoon school divisions and the Saskatchewan League

https://www.mdpi.com/article/10.3390/children10061009/s1
https://www.mdpi.com/article/10.3390/children10061009/s1


Children 2023, 10, 1009 15 of 17

of Educational Administrators, Directors and Superintendents (SaskLEADS) in this research. Our
most sincere thanks to all children, youth, and their parents who participated in this study.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Zürcher, S.J.; Kerksieck, P.; Adamus, C.; Burr, C.M.; Lehmann, A.I.; Huber, F.K.; Richter, D. Prevalence of Mental Health Problems

during Virus Epidemics in the General Public, Health Care Workers and Survivors: A Rapid Review of the Evidence. Front. Public
Health 2020, 8, 560389. [CrossRef]

2. Sprang, G.; Silman, M. Posttraumatic Stress Disorder in Parents and Youth After Health-Related Disasters. Disaster Med. Public
Health Prep. 2013, 7, 105–110. [CrossRef] [PubMed]

3. Singh, S.; Roy, D.; Sinha, K.; Parveen, S.; Sharma, G.; Joshi, G. Impact of COVID-19 and Lockdown on Mental Health of Children
and Adolescents: A Narrative Review with Recommendations. Psychiatry Res. 2020, 293, 113429. [CrossRef]

4. Kang, S.; Sun, Y.; Zhang, X.; Sun, F.; Wang, B.; Zhu, W. Is Physical Activity Associated with Mental Health among Chinese
Adolescents during Isolation in COVID-19 Pandemic? J. Epidemiol. Glob. Health 2021, 11, 26–33. [CrossRef] [PubMed]

5. Jiao, W.Y.; Wang, L.N.; Liu, J.; Fang, S.F.; Jiao, F.Y.; Pettoello-Mantovani, M.; Somekh, E. Behavioral and Emotional Disorders in
Children during the COVID-19 Epidemic. J. Pediatr. 2020, 221, 264–266.e1. [CrossRef]

6. Vaillancourt, T.; Szatmari, P.; Georgiades, K.; Krygsman, A. The Impact of COVID-19 on the Mental Health of Canadian Children
and Youth. FACETS 2021, 6, 1628–1648. [CrossRef]

7. World Health Organization. The Impact of COVID-19 on Mental, Neurological and Substance Use Services: Results of a Rapid Assessment;
World Health Organization: Geneva, Switzerland, 2020; Available online: https://www.who.int/publications/i/item/97892401
2455 (accessed on 5 April 2023).

8. Racine, N.; McArthur, B.A.; Cooke, J.E.; Eirich, R.; Zhu, J.; Madigan, S. Global Prevalence of Depressive and Anxiety Symptoms in
Children and Adolescents during COVID-19: A Meta-Analysis. JAMA Pediatr. 2021, 175, 1142–1150. [CrossRef]

9. Bignardi, G.; Dalmaijer, E.S.; Anwyl-Irvine, A.L.; Smith, T.A.; Siugzdaite, R.; Uh, S.; Astle, D.E. Longitudinal Increases in
Childhood Depression Symptoms during the COVID-19 Lockdown. Arch. Dis. Child 2021, 106, 791–797. [CrossRef] [PubMed]

10. Statistics Canada. Canadian Health Survey on Children and Youth, 2019. 2020. Available online: https://www150.statcan.gc.ca/
n1/en/daily-quotidien/200723/dq200723a-eng.pdf?st=N_VncxWt (accessed on 14 December 2022).

11. Cost, K.T.; Crosbie, J.; Anagnostou, E.; Birken, C.S.; Charach, A.; Monga, S.; Kelley, E.; Nicolson, R.; Maguire, J.L.; Burton,
C.L.; et al. Mostly Worse, Occasionally Better: Impact of COVID-19 Pandemic on the Mental Health of Canadian Children and
Adolescents. Eur. Child Adolesc. Psychiatry 2022, 31, 671–684. [CrossRef]

12. Ravens-Sieberer, U.; Kaman, A.; Erhart, M.; Devine, J.; Schlack, R.; Otto, C. Impact of the COVID-19 Pandemic on Quality of Life
and Mental Health in Children and Adolescents in Germany. Eur. Child Adolesc. Psychiatry 2022, 31, 879–889. [CrossRef]

13. World Health Organization. A Conceptual Framework for Action on the Social Determinants of Health: Debates, Policy & Practice, Case
Studies; World Health Organization: Geneva, Switzerland, 2010.

14. Braveman, P. Defining Equity in Health; Volume 57. 2003, Volume 57. Available online: www.jech.com (accessed on 5 April 2023).
15. Marques de Miranda, D.; da Silva Athanasio, B.; Sena Oliveira, A.C.; Simoes-e-Silva, A.C. How Is COVID-19 Pandemic Impacting

Mental Health of Children and Adolescents? Int. J. Disaster Risk Reduct. 2020, 51, 101845. [CrossRef]
16. McKune, S.L.; Acosta, D.; Diaz, N.; Brittain, K.; Beaulieu, D.J.; Maurelli, A.T.; Nelson, E.J. Psychosocial Health of School-Aged

Children during the Initial COVID-19 Safer-at-Home School Mandates in Florida: A Cross-Sectional Study. BMC Public Health
2021, 21, 603. [CrossRef]

17. Cellini, N.; Di Giorgio, E.; Mioni, G.; Di Riso, D. Sleep and Psychological Difficulties in Italian School-Age Children during
COVID-19 Lockdown. J. Pediatr. Psychol. 2021, 46, 153–167. [CrossRef] [PubMed]

18. Lavigne-Cerván, R.; Costa-López, B.; Juárez-Ruiz de Mier, R.; Real-Fernández, M.; Sánchez-Muñoz de León, M.; Navarro-Soria, I.
Consequences of COVID-19 Confinement on Anxiety, Sleep and Executive Functions of Children and Adolescents in Spain. Front.
Psychol. 2021, 12, 565516. [CrossRef]

19. Kaditis, A.G.; Ohler, A.; Gileles-Hillel, A.; Choshen-Hillel, S.; Gozal, D.; Bruni, O.; Aydinoz, S.; Cortese, R.; Kheirandish-Gozal,
L. Effects of the COVID-19 Lockdown on Sleep Duration in Children and Adolescents: A Survey across Different Continents.
Pediatr. Pulmonol. 2021, 56, 2265–2273. [CrossRef]

20. Bothe, K.; Schabus, M.; Eigl, E.S.; Kerbl, R.; Hoedlmoser, K. Self-Reported Changes in Sleep Patterns and Behavior in Children
and Adolescents during COVID-19. Sci. Rep. 2022, 12, 20412. [CrossRef]

21. Ellis, W.E.; Dumas, T.M.; Forbes, L.M. Physically Isolated but Socially Connected: Psychological Adjustment and Stress among
Adolescents during the Initial COVID-19 Crisis. Can. J. Behav. Sci. 2020, 52, 177–187. [CrossRef]

22. Li, X.; Vanderloo, L.M.; Keown-Stoneman, C.D.G.; Cost, K.T.; Charach, A.; Maguire, J.L.; Monga, S.; Crosbie, J.; Burton, C.;
Anagnostou, E.; et al. Screen Use and Mental Health Symptoms in Canadian Children and Youth during the COVID-19 Pandemic.
JAMA Netw. Open 2021, 4, e2140875. [CrossRef]

23. Brent Jackson, S.; Stevenson, K.T.; Larson, L.R.; Nils Peterson, M.; Seekamp, E. Outdoor Activity Participation Improves
Adolescents’ Mental Health and Well-Being during the Covid-19 Pandemic. Int. J. Environ. Res. Public Health 2021, 18, 2506.
[CrossRef]

https://doi.org/10.3389/fpubh.2020.560389
https://doi.org/10.1017/dmp.2013.22
https://www.ncbi.nlm.nih.gov/pubmed/24618142
https://doi.org/10.1016/j.psychres.2020.113429
https://doi.org/10.2991/jegh.k.200908.001
https://www.ncbi.nlm.nih.gov/pubmed/32959611
https://doi.org/10.1016/j.jpeds.2020.03.013
https://doi.org/10.1139/facets-2021-0078
https://www.who.int/publications/i/item/978924012455
https://www.who.int/publications/i/item/978924012455
https://doi.org/10.1001/jamapediatrics.2021.2482
https://doi.org/10.1136/archdischild-2020-320372
https://www.ncbi.nlm.nih.gov/pubmed/33298552
https://www150.statcan.gc.ca/n1/en/daily-quotidien/200723/dq200723a-eng.pdf?st=N_VncxWt
https://www150.statcan.gc.ca/n1/en/daily-quotidien/200723/dq200723a-eng.pdf?st=N_VncxWt
https://doi.org/10.1007/s00787-021-01744-3
https://doi.org/10.1007/s00787-021-01726-5
www.jech.com
https://doi.org/10.1016/j.ijdrr.2020.101845
https://doi.org/10.1186/s12889-021-10540-2
https://doi.org/10.1093/jpepsy/jsab003
https://www.ncbi.nlm.nih.gov/pubmed/33517438
https://doi.org/10.3389/fpsyg.2021.565516
https://doi.org/10.1002/ppul.25367
https://doi.org/10.1038/s41598-022-24509-7
https://doi.org/10.1037/cbs0000215
https://doi.org/10.1001/jamanetworkopen.2021.40875
https://doi.org/10.3390/ijerph18052506


Children 2023, 10, 1009 16 of 17

24. Wright, L.J.; Williams, S.E.; Veldhuijzen van Zanten, J.J.C.S. Physical Activity Protects against the Negative Impact of Coronavirus
Fear on Adolescent Mental Health and Well-Being during the COVID-19 Pandemic. Front. Psychol. 2021, 12, 580511. [CrossRef]
[PubMed]

25. Hertz, M.F.; Kilmer, G.; Verlenden, J.; Liddon, N.; Rasberry, C.N.; Barrios, L.C.; Ethier, K.A. Adolescent Mental Health, Connected-
ness, and Mode of School Instruction during COVID-19. J. Adolesc. Health 2022, 70, 57–63. [CrossRef]

26. Racine, N.; Korczak, D.J.; Madigan, S. Evidence Suggests Children Are Being Left behind in COVID-19 Mental Health Research.
Eur. Child Adolesc. Psychiatry 2022, 31, 1479–1480. [CrossRef]

27. Government of Saskatchewan. Saskatchewan Confirms Presumptive Case of COVID-19. Available online: https://www.
saskatchewan.ca/government/news-and-media/2020/march/12/confirmed-case-covid-19 (accessed on 14 December 2022).

28. Sciarpelletti, L. Sask. First Province to Give COVID-19 Vaccines to Those Aged 12-plus inside Schools. CBC Saskatchewan.
Saskatchewan May 31. 2021. Available online: https://www.cbc.ca/news/canada/saskatchewan/sask-first-province-to-give-
covid-19-vaccines-to-those-12-inside-schools-1.6047680 (accessed on 9 November 2022).

29. Stewart, T.M.; Fry, D.; McAra, L.; Hamilton, S.; King, A.; Laurie, M.; McCluskey, G. Rates, Perceptions and Predictors of
Depression, Anxiety and Post Traumatic Stress Disorder (PTSD)-like Symptoms about Covid-19 in Adolescents. PLoS ONE 2022,
17, e0266818. [CrossRef]

30. Muris, P.; Meesters, C.; Schouten, E. A Brief Questionnaire of DSM-IV-Defined Anxiety and Depression Symptoms among
Children. Clin. Psychol. Psychother. 2002, 9, 430–442. [CrossRef]

31. Chorpita, B.F.; Yim, L.; Moffitt, C.; Umemoto, L.A.; Francis, S.E. Assessment of Symptoms of DSM-IV Anxiety and Depression in
Children: A Revised Child Anxiety and Depression Scale. Behav. Res. Ther. 2000, 38, 835–855. [CrossRef] [PubMed]

32. Child FIRST. UCLA Department of Psychology. Child FIRST—Focus on Innovation and Redesign in Systems and Treatment.
Available online: https://www.childfirst.ucla.edu/resources/ (accessed on 5 April 2023).

33. Ravens-Sieberer, U.; Herdman, M.; Devine, J.; Otto, C.; Bullinger, M.; Rose, M.; Klasen, F. The European KIDSCREEN Approach
to Measure Quality of Life and Well-Being in Children: Development, Current Application, and Future Advances. Qual. Life Res.
2014, 23, 791–803. [CrossRef]

34. Ravens-Sieberer, U.; Erhart, M.; Rajmil, L.; Herdman, M.; Auquier, P.; Bruil, J.; Power, M.; Duer, W.; Abel, T.; Czemy, L.; et al.
Reliability, Construct and Criterion Validity of the KIDSCREEN-10 Score: A Short Measure for Children and Adolescents’
Well-Being and Health-Related Quality of Life. Qual. Life Res. 2010, 19, 1487–1500. [CrossRef]

35. Ebesutani, C.; Korathu-Larson, P.; Nakamura, B.J.; Higa-McMillan, C.; Chorpita, B. The Revised Child Anxiety and Depression
Scale 25–Parent Version: Scale Development and Validation in a School-Based and Clinical Sample. Assessment 2016, 24, 712–728.
[CrossRef] [PubMed]

36. Brown, H.M.; Eley, T.C.; Broeren, S.; MacLeod, C.; Rinck, M.; Hadwin, J.A.; Lester, K.J. Psychometric Properties of Reaction Time
Based Experimental Paradigms Measuring Anxiety-Related Information-Processing Biases in Children. J. Anxiety Disord. 2014, 28,
97–107. [CrossRef] [PubMed]

37. Canadian Society for Exercise Physiology. Canadian 24-Hour Movement Guidelines for the Children and Youth (5–17 years):
An Integration of Physical Activity, Sedentary Behaviour, and Sleep. Available online: https://csepguidelines.ca/guidelines/
children-youth/ (accessed on 5 April 2023).

38. Statistics Canada. Housing Reference Guide. Census of Population. 2016. Available online: https://www12.statcan.gc.ca/census-
recensement/2016/ref/guides/005/98-500-x2016005-eng.pdf (accessed on 5 April 2023).

39. Chen, X.; Gelaye, B.; Williams, M.A. Sleep Characteristics and Health-Related Quality of Life among a National Sample of
American Young Adults: Assessment of Possible Health Disparities. Qual. Life Res. 2014, 23, 615–627. [CrossRef]

40. Wong, C.K.H.; Wong, R.S.; Cheung, J.P.Y.; Tung, K.T.S.; Yam, J.C.S.; Rich, M.; Fu, K.W.; Cheung, P.W.H.; Luo, N.; Au, C.H.; et al.
Impact of Sleep Duration, Physical Activity, and Screen Time on Health-Related Quality of Life in Children and Adolescents.
Health Qual. Life Outcomes 2021, 19, 145. [CrossRef]

41. IBM Corp. IBM SPSS Statistics for Macintosh; IBM Corp: Armonk, NY, USA, 2021.
42. StataCorp. Stata Statistical Software: Release 17; StataCorp LLC: College Station, TX, USA, 2021.
43. Statistics Canada. Saskatchewan Immigration and Ethnocultural Diversity. 2022. Available online: https://www.saskatchewan.

ca/stats (accessed on 5 April 2023).
44. SAMHSA. Disaster Technical Assistance Center Supplemental Research Bulletin. Behavioral Health Conditions in Children and

Youth Exposed to Natural Disasters. Available online: https://www.samhsa.gov/sites/default/files/srb-childrenyouth-8-22-18.
pdf (accessed on 7 November 2022).

45. McIntosh, T.; Novik, N.; DeCorby, A.; Muhajarine, N.; Jeffery, B.; Kallio, N. Mental Health and Covid-19 in Saskatchewan Adults: Report
from a World Café Event; Saskatchewan Population Health and Evaluation Research Unit: Regina/Saskatoon, SK, Canada, 2021.

46. Government of Saskatchewan. Total Cases. Available online: https://dashboard.saskatchewan.ca/health-wellness/covid-19
/cases?filter=farNorthWest%2CfarNorthCentral%2CfarNorthEast%2CnorthWest%2CnorthCentral%2CnorthEast%2Csaskatoon%
2CcentralWest%2CcentralEast%2Cregina%2CsouthCentral%2CsouthEast#total-by-region-tab (accessed on 14 May 2023).

47. Cassinat, J.R.; Whiteman, S.D.; Serang, S.; Dotterer, A.M.; Mustillo, S.A.; Maggs, J.L.; Kelly, B.C. Changes in Family Chaos and
Family Relationships during the COVID-19 Pandemic: Evidence from a Longitudinal Study. Dev. Psychol. 2021, 57, 1597–1610.
[CrossRef] [PubMed]

https://doi.org/10.3389/fpsyg.2021.580511
https://www.ncbi.nlm.nih.gov/pubmed/33776827
https://doi.org/10.1016/j.jadohealth.2021.10.021
https://doi.org/10.1007/s00787-020-01672-8
https://www.saskatchewan.ca/government/news-and-media/2020/march/12/confirmed-case-covid-19
https://www.saskatchewan.ca/government/news-and-media/2020/march/12/confirmed-case-covid-19
https://www.cbc.ca/news/canada/saskatchewan/sask-first-province-to-give-covid-19-vaccines-to-those-12-inside-schools-1.6047680
https://www.cbc.ca/news/canada/saskatchewan/sask-first-province-to-give-covid-19-vaccines-to-those-12-inside-schools-1.6047680
https://doi.org/10.1371/journal.pone.0266818
https://doi.org/10.1002/cpp.347
https://doi.org/10.1016/S0005-7967(99)00130-8
https://www.ncbi.nlm.nih.gov/pubmed/10937431
https://www.childfirst.ucla.edu/resources/
https://doi.org/10.1007/s11136-013-0428-3
https://doi.org/10.1007/s11136-010-9706-5
https://doi.org/10.1177/1073191115627012
https://www.ncbi.nlm.nih.gov/pubmed/26834091
https://doi.org/10.1016/j.janxdis.2013.11.004
https://www.ncbi.nlm.nih.gov/pubmed/24486916
https://csepguidelines.ca/guidelines/children-youth/
https://csepguidelines.ca/guidelines/children-youth/
https://www12.statcan.gc.ca/census-recensement/2016/ref/guides/005/98-500-x2016005-eng.pdf
https://www12.statcan.gc.ca/census-recensement/2016/ref/guides/005/98-500-x2016005-eng.pdf
https://doi.org/10.1007/s11136-013-0475-9
https://doi.org/10.1186/s12955-021-01776-y
https://www.saskatchewan.ca/stats
https://www.saskatchewan.ca/stats
https://www.samhsa.gov/sites/default/files/srb-childrenyouth-8-22-18.pdf
https://www.samhsa.gov/sites/default/files/srb-childrenyouth-8-22-18.pdf
https://dashboard.saskatchewan.ca/health-wellness/covid-19/cases?filter=farNorthWest%2CfarNorthCentral%2CfarNorthEast%2CnorthWest%2CnorthCentral%2CnorthEast%2Csaskatoon%2CcentralWest%2CcentralEast%2Cregina%2CsouthCentral%2CsouthEast#total-by-region-tab
https://dashboard.saskatchewan.ca/health-wellness/covid-19/cases?filter=farNorthWest%2CfarNorthCentral%2CfarNorthEast%2CnorthWest%2CnorthCentral%2CnorthEast%2Csaskatoon%2CcentralWest%2CcentralEast%2Cregina%2CsouthCentral%2CsouthEast#total-by-region-tab
https://dashboard.saskatchewan.ca/health-wellness/covid-19/cases?filter=farNorthWest%2CfarNorthCentral%2CfarNorthEast%2CnorthWest%2CnorthCentral%2CnorthEast%2Csaskatoon%2CcentralWest%2CcentralEast%2Cregina%2CsouthCentral%2CsouthEast#total-by-region-tab
https://doi.org/10.1037/dev0001217
https://www.ncbi.nlm.nih.gov/pubmed/34807683


Children 2023, 10, 1009 17 of 17

48. Zhang, X. Household Chaos and Caregivers’ and Young Children’s Mental Health during the COVID-19 Pandemic: A Mediation
Model. J. Child Fam. Stud. 2022, 31, 1547–1557. [CrossRef] [PubMed]

49. Elizabeth Loades, M.; Chatburn, E.; Higson-Sweeney, N.; Reynolds, S.; Shafran, R.; Brigden, A.; Linney, C.; Niamh McManus, M.;
Borwick, C.; Crawley, E. Rapid Systematic Review: The Impact of Social Isolation and Loneliness on the Mental Health of Children
and Adolescents in the Context of COVID-19. J. Am. Acad. Child Adolesc. Psychiatry 2020, 59, 1218–1239. [CrossRef] [PubMed]

50. Gayatri, M.; Irawaty, D.K. Family Resilience during COVID-19 Pandemic: A Literature Review. Fam. J. 2021, 30, 132–138.
[CrossRef]

51. Prime, H.; Wade, M.; Browne, D.T. Risk and Resilience in Family Well-Being during the COVID-19 Pandemic. Am. Psychol. 2020,
75, 631–643. [CrossRef]

52. Gadermann, A.C.; Thomson, K.C.; Richardson, C.G.; Gagné, M.; McAuliffe, C.; Hirani, S.; Jenkins, E. Examining the Impacts of
the COVID-19 Pandemic on Family Mental Health in Canada: Findings from a National Cross-Sectional Study. BMJ Open 2021,
11, e042871. [CrossRef]

53. Barr, M.; Copeland-Stewart, A. Playing Video Games during the COVID-19 Pandemic and Effects on Players’ Well-Being. Games
Cult. 2021, 17, 122–139. [CrossRef]

54. Moore, S.A.; Faulkner, G.; Rhodes, R.E.; Brussoni, M.; Chulak-Bozzer, T.; Ferguson, L.J.; Mitra, R.; O’Reilly, N.; Spence, J.C.;
Vanderloo, L.M.; et al. Impact of the COVID-19 Virus Outbreak on Movement and Play Behaviours of Canadian Children and
Youth: A National Survey. Int. J. Behav. Nutr. Phys. Act. 2020, 17, 85. [CrossRef]

55. Wu, X.Y.; Han, L.H.; Zhang, J.H.; Luo, S.; Hu, J.W.; Sun, K. The Influence of Physical Activity, Sedentary Behavior on Health-
Related Quality of Life among the General Population of Children and Adolescents: A Systematic Review. PLoS ONE 2017, 12,
e0187668. [CrossRef]

56. Rhodes, R.E.; Spence, J.C.; Berry, T.; Faulkner, G.; Latimer-Cheung, A.E.; O’Reilly, N.; Tremblay, M.S.; Vanderloo, L. Parental
Support of the Canadian 24-Hour Movement Guidelines for Children and Youth: Prevalence and Correlates. BMC Public Health
2019, 19, 1385. [CrossRef] [PubMed]

57. O’sullivan, K.; Clark, S.; Mcgrane, A.; Rock, N.; Burke, L.; Boyle, N.; Joksimovic, N.; Marshall, K. A Qualitative Study of Child
and Adolescent Mental Health during the COVID-19 Pandemic in Ireland. Int. J. Environ. Res. Public Health Artic. Public Health
2021, 18, 1062. [CrossRef]

58. Clarke, J.; Kipping, R.; Chambers, S.; Willis, K.; Taylor, H.; Brophy, R.; Hannam, K.; Simpson, S.A.; Langford, R. Impact of COVID-19
Restrictions on Preschool Children’s Eating, Activity and Sleep Behaviours: A Qualitative Study. BMJ Open 2021, 11, e051497. [CrossRef]

59. Chaput, J.-P.; Gray, C.E.; Poitras, V.J.; Carson, V.; Gruber, R.; Olds, T.; Weiss, S.K.; Connor Gorber, S.; Kho, M.E.; Sampson, M.; et al.
Systematic Review of the Relationships between Sleep Duration and Health Indicators in School-Aged Children and Youth. Appl.
Physiol. Nutr. Metab. 2016, 41 (Suppl. S3), S266–S282. [CrossRef]

60. Muhajarine, N.; Adeyinka, D.A.; Pisolkar, V.; Ahmed, M.S.; Kallio, N.; Coomaran, V.; McIntosh, T.; Novik, N.; Jeffery, B. Equity
Analysis of Repeated Cross-Sectional Survey Data on Mental Health Outcomes in Saskatchewan, Canada during COVID-19
Pandemic. Int. J. Environ. Res. Public Health 2022, 19, 13808. [CrossRef] [PubMed]

61. Graham, C.; Chun, Y.; Hamilton, B.; Roll, S.; Ross, W.; Grinstein-Weiss, M. Coping with COVID-19: Differences in Hope, Resilience,
and Mental Well-Being across U.S. Racial Groups. PLoS ONE 2022, 17, e0267583. [CrossRef] [PubMed]

62. Mashford-Pringle, A.; Skura, C.; Stutz, S.; Yohathasan, T. What We Heard: Indigenous Peoples and COVID-19. Supplementary
Report for the Chief Public Health Officer of Canada’s Report on the State of Public Health in Canada. 2021. Available online:
https://www.canada.ca/content/dam/phac-aspc/documents/corporate/publications/chief-public-health-officer-reports-
state-public-health-canada/from-risk-resilience-equity-approach-covid-19/indigenous-peoples-covid-19-report/cpho-wwh-
report-en.pdf (accessed on 5 April 2023).

63. Power, T.; Wilson, D.; Best, O.; Brockie, T.; Bourque Bearskin, L.; Millender, E.; Lowe, J. COVID-19 and Indigenous Peoples: An
Imperative for Action. J. Clin. Nurs. 2020, 29, 2737–2741. [CrossRef]

64. Statistics Canada. Reduced Quality of Life; Ottawa. 2020. Available online: https://www150.statcan.gc.ca/n1/en/pub/11-631
-x/2020004/pdf/s2-eng.pdf?st=YjO0kzGd (accessed on 3 December 2022).

65. Madigan, S.; Korczak, D.J.; Vaillancourt, T.; Racine, N.; Hopkins, W.G.; Pador, P.; Hewitt, J.M.A.; AlMousawi, B.; McDonald, S.;
Neville, R.D. Comparison of Paediatric Emergency Department Visits for Attempted Suicide, Self-Harm, and Suicidal Ideation before
and during the COVID-19 Pandemic: A Systematic Review and Meta-Analysis. Lancet Psychiatry 2023, 10, 342–351. [CrossRef]

66. OECD. The Unequal Impact of COVID-19: A Spotlight on Frontline Workers, Migrants and Racial/Ethnic Minorities. Avail-
able online: https://read.oecd-ilibrary.org/view/?ref=1133_1133188-lq9ii66g9w&title=The-unequal-impact-of-COVID-19-A-
spotlight-on-frontline-workers-migrants-and-racial-ethnic-minorities (accessed on 29 November 2022).

67. OECD. What Is the Impact of the COVID-19 Pandemic on Immigrants and Their Children? OECD Policy Responses to Coronavirus
(COVID-19). Available online: https://read.oecd-ilibrary.org/view/?ref=137_137245-8saheqv0k3&title=What-is-the-impact-
of-the-COVID-19-pandemic-on-immigrants-and-their-children%3F (accessed on 5 April 2023).

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1007/s10826-022-02283-4
https://www.ncbi.nlm.nih.gov/pubmed/35287306
https://doi.org/10.1016/j.jaac.2020.05.009
https://www.ncbi.nlm.nih.gov/pubmed/32504808
https://doi.org/10.1177/10664807211023875
https://doi.org/10.1037/amp0000660
https://doi.org/10.1136/bmjopen-2020-042871
https://doi.org/10.1177/15554120211017036
https://doi.org/10.1186/s12966-020-00987-8
https://doi.org/10.1371/journal.pone.0187668
https://doi.org/10.1186/s12889-019-7744-7
https://www.ncbi.nlm.nih.gov/pubmed/31660925
https://doi.org/10.3390/ijerph18031062
https://doi.org/10.1136/bmjopen-2021-051497
https://doi.org/10.1139/apnm-2015-0627
https://doi.org/10.3390/ijerph192113808
https://www.ncbi.nlm.nih.gov/pubmed/36360688
https://doi.org/10.1371/journal.pone.0267583
https://www.ncbi.nlm.nih.gov/pubmed/35587476
https://www.canada.ca/content/dam/phac-aspc/documents/corporate/publications/chief-public-health-officer-reports-state-public-health-canada/from-risk-resilience-equity-approach-covid-19/indigenous-peoples-covid-19-report/cpho-wwh-report-en.pdf
https://www.canada.ca/content/dam/phac-aspc/documents/corporate/publications/chief-public-health-officer-reports-state-public-health-canada/from-risk-resilience-equity-approach-covid-19/indigenous-peoples-covid-19-report/cpho-wwh-report-en.pdf
https://www.canada.ca/content/dam/phac-aspc/documents/corporate/publications/chief-public-health-officer-reports-state-public-health-canada/from-risk-resilience-equity-approach-covid-19/indigenous-peoples-covid-19-report/cpho-wwh-report-en.pdf
https://doi.org/10.1111/jocn.15320
https://www150.statcan.gc.ca/n1/en/pub/11-631-x/2020004/pdf/s2-eng.pdf?st=YjO0kzGd
https://www150.statcan.gc.ca/n1/en/pub/11-631-x/2020004/pdf/s2-eng.pdf?st=YjO0kzGd
https://doi.org/10.1016/S2215-0366(23)00036-6
https://read.oecd-ilibrary.org/view/?ref=1133_1133188-lq9ii66g9w&title=The-unequal-impact-of-COVID-19-A-spotlight-on-frontline-workers-migrants-and-racial-ethnic-minorities
https://read.oecd-ilibrary.org/view/?ref=1133_1133188-lq9ii66g9w&title=The-unequal-impact-of-COVID-19-A-spotlight-on-frontline-workers-migrants-and-racial-ethnic-minorities
https://read.oecd-ilibrary.org/view/?ref=137_137245-8saheqv0k3&title=What-is-the-impact-of-the-COVID-19-pandemic-on-immigrants-and-their-children%3F
https://read.oecd-ilibrary.org/view/?ref=137_137245-8saheqv0k3&title=What-is-the-impact-of-the-COVID-19-pandemic-on-immigrants-and-their-children%3F

	Introduction 
	Materials and Methods 
	Brief Timeline of COVID-19 Measures, and Schools in Saskatchewan 
	Study Sample and Design 
	Survey Development 
	Measures 
	Dependent Variables 
	Independent Variables 

	Statistical Analyses 

	Results 
	Sample Description 
	Prevalence of Anxiety, Depression, and Health-Related Quality of Life 
	Anxiety Symptoms 
	Depression Symptoms 
	Health-Related Quality of Life 


	Discussion 
	Conclusions 
	References

