
PREVENTING CHRONIC DISEASE
P U B L I C  H E A L T H  R E S E A R C H ,  P R A C T I C E ,  A N D  P O L I C Y 
  Volume  19,  E61                                                                          SEPTEMBER 2022   
 
 

ORIGINAL RESEARCH
 

 

Prevalence of Chronic Diseases, Depression, and
Stress Among US Childcare Professionals

During the COVID-19 Pandemic
 

Jad A. Elharake, MPH1,2; Mehr Shafiq, MPH2,3; Ayse Cobanoglu, PhD4; Amyn A. Malik, PhD, MBBS, MPH1,2;
Madeline Klotz, BA5; John Eric Humphries, PhD6; Thomas Murray, MD, PhD7; Kavin M. Patel, MD1;

David Wilkinson, JD8; Inci Yildirim, MD, PhD, MSc2,7,9; Rachel Diaz, BA8; Rosalia Rojas, BA4;
Anael Kuperwajs Cohen, BA4; Aiden Lee6; Saad B. Omer, PhD, MBBS, MPH1,2,9,10; Walter S. Gilliam, PhD4

 
Accessible Version: www.cdc.gov/pcd/issues/2022/22_0132.htm

Suggested citation for this article: Elharake JA, Shafiq M,
Cobanoglu A,  Malik AA,  Klotz M,  Humphries JE,  et  al.
Prevalence of Chronic Diseases, Depression, and Stress Among
US Childcare Professionals During the COVID-19 Pandemic.
Prev Chronic Dis 2022;19:220132. DOI: https://doi.org/10.5888/
pcd19.220132.

PEER REVIEWED

Summary

What is already known on this topic?

No national research has been published on the physical or mental health
of childcare professionals during the COVID-19 pandemic.

What is added by this report?

Childcare professionals had a higher rate of depression during the pan-
demic than before the pandemic; rates of asthma, depression, and stress
were greater among childcare professionals than among US adults overall
during the pandemic. We found disparities in chronic disease rates by
race, ethnicity, and sex/gender.

What are the implications for public health practice?

Efforts should be directed toward developing effective and scalable inter-
ventions for improving the physical and mental health of childcare profes-
sionals and addressing stressors that may undermine their well-being.

Abstract

Introduction
Given their central role in supporting children’s development,
childcare professionals’ overall physical and mental health is im-
portant. We evaluated the prevalence of chronic diseases, depres-

sion, and stress levels during the COVID-19 pandemic among US
childcare professionals.

Methods
Data were obtained from US childcare professionals (N = 81,682)
through an online survey from May 22, 2020, through June 8,
2020. We used multivariable logistic and linear regression models
to assess the association of sociodemographic characteristics with
4 physical health conditions (asthma, heart disease, diabetes, and
obesity), depression, and stress weighted to national representat-
iveness.

Results
For physical health conditions, 14.3% (n = 11,717) reported mod-
erate to severe asthma, 6.5% (n = 5,317) diabetes, 4.9% (n =
3,971) heart disease, and 19.8% (n = 16,207) obesity. For mental
health, 45.7% (n = 37,376) screened positive for depression and
66.5% (n = 54,381) reported moderate to high stress levels. Race,
ethnicity, and sex/gender disparities were found for physical
health conditions but not mental health of childcare professionals
during the COVID-19 pandemic.

Conclusion
Our findings highlighted that childcare professionals’ depression
rates during the pandemic were higher than before the pandemic,
and depression, stress, and asthma rates were higher than rates
among US adults overall during the pandemic. Given the essential
work childcare professionals provided during the pandemic, policy
makers and public health officials should consider what can be
done to support their physical and mental health.
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Introduction
Approximately 1.1 million paid and registered childcare profes-
sionals in the US provide care for 10 million children in center-
based and home-based settings (1). Childcare professionals (eg,
childcare center workers, family childcare providers, nannies)
make up a socially vulnerable workforce (2). As of 2019, this
workforce consisted largely of women (94%) and in many child-
care sectors, members of racial and ethnic minority groups (40%),
immigrants (22%), and low-income individuals (average salary of
$16,443, 67% below the national average) (3,4). Childcare profes-
sionals also face challenging work conditions, including long
hours and physical and emotional demands (5), leading to staff
turnover, absenteeism, poor physical health conditions, high rates
of burnout, emotional exhaustion, and mental health problems (6).
Additionally, the unpredictability and impact of the COVID-19
pandemic has exacerbated the financial and work-related stress
faced by childcare professionals (7).

No national research has been published on the physical or mental
health (eg, depression, stress) of childcare professionals during the
COVID-19 pandemic. Prepandemic studies on childcare profes-
sionals reported a diabetes rate of 7.3% (8), obesity rates ranging
from 34% to 66.3% (8–11), and clinical depression rates ranging
from 16.0% to 36.1% (11–15). The overall rates among US adult
women were 8.7% for diabetes (16), 41.9% for obesity (17), and
9.6% for depression (18) before the pandemic, and 27.8% to
32.8% for depression during the pandemic (19–21). Only 1 study
focused on the stress levels of childcare professionals during the
pandemic; conducted in Indiana, it found that 63% of childcare
professionals had moderate to high stress levels (7), almost twice
the national estimate of 37% among US adults during the pandem-
ic (22). Before the pandemic, 36.8% to 62.1% of childcare profes-
sionals were reported to be experiencing moderate to high levels
of stress (7,10,23).

Given that the mental and physical well-being of childcare profes-
sionals is associated with children’s academic and emotional
learning outcomes (5,15,23), it is imperative to understand and ad-
dress the condition of childcare professionals during the pandemic
and beyond. Although relatively small-scale studies documented
the mental health status of early childhood educators before the
COVID-19 pandemic (5,8–11,14,15,23), little is known about
their physical and mental health status during the pandemic. This
study evaluated the prevalence of chronic diseases, depression,
and stress levels during the COVID-19 pandemic among US child-
care professionals.

 

Methods
Data were collected from self-identifying childcare professionals
through an online Qualtrics survey distributed from May 22, 2020,
through June 8, 2020, approximately 10 to 13 weeks into the
COVID-19 pandemic, through various contact lists of individuals
associated with the childcare industry, as described previously
(24). Inclusion criteria were participants who self-identified as
childcare professionals working in childcare before or during the
pandemic; consented to the study; were aged 18 years or older;
and resided in a US state or the District of Columbia. Of the
94,390 individuals who accessed the survey, 82,613 satisfied in-
clusion criteria and 81,682 (98.9%) provided data necessary for
analyses. Participants were offered entry into a raffle for 1 of 20
gift cards valued at $500 each. The research protocol was ap-
proved by the Yale University Institutional Review Board as a
Category 2(ii) exempt protocol (#2000028232).

Variables

Chronic diseases and health conditions. The survey asked about 10
chronic diseases and physical health conditions, identified as risk
factors for COVID-19 complications by the Centers for Disease
Control and Prevention at the time of the survey (25). Respond-
ents indicated which applied to them: chronic lung disease/chron-
ic obstructive pulmonary disease (COPD), chronic/severe kidney
disease, liver disease, heart disease, immune-compromising condi-
tions (such as immune deficiencies or bone marrow/organ trans-
plant), immunosuppressive treatments of cancer/inflammatory dis-
ease (such as lupus or rheumatoid arthritis), smoking, diabetes,
asthma (moderate to severe), and obesity. The highest prevalence
in our sample was for asthma, diabetes, heart disease, and obesity;
therefore, we selected these conditions for further analysis. We
analyzed the prevalence of the remaining 6 physical health condi-
tions by sociodemographic characteristics.

Depressive symptoms. The 10-item Center for Epidemiological
Studies–Depression (CES-D-10) scale is a reliable and valid self-
report scale designed to measure depressive symptomatology and
screen for major depression (26). Items assess depression-related
symptoms experienced in the previous week (0 = rarely or none of
the time; 1 = some or little of the time; 2 = occasionally or a mod-
erate amount of the time; 3 = all of the time), such as restless
sleep, poor appetite, and feelings of loneliness. We reverse coded
positively stated items (eg, “I felt hopeful about the future”) be-
fore calculating summary scores (possible range, 0–30). We calcu-
lated summary scores by totaling all items scored. As in other
studies (20), summary scores greater than or equal to 10 were con-
sidered positive for depression.
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Stress. The 10-item Perceived Stress Scale (PSS-10) is a validated
short-form version of the PSS, the most widely used psychologic-
al instrument for measuring the perception of stress (27). Ques-
tions ask about feelings and thoughts during the previous month
and are rated on a 5-point Likert scale (0 = never; 1 = almost nev-
er; 2 = sometimes; 3 = fairly often; 4 = very often) (27). Posit-
ively stated items (eg, “felt that things were going your way”)
were reverse coded before calculating summary scores (range,
0–40). We calculated summary scores by totaling all items scored.
Summary scores ranging from 0 to 13 are considered low stress;
14 to 26, moderate stress; and 27 to 40, high stress (27).

Sociodemographic factors. Respondents were asked to provide in-
formation on their race and ethnicity, with items worded identic-
ally to the most recent US Census questionnaire. Options for race
were White, Black/African American, American Indian/Alaska
Native, Native Hawaiian/Pacific Islander, and Asian; respondents
who selected more than 1 race were coded as multiracial. Addi-
tionally, ethnicity (Hispanic, Latino, or Spanish origin versus not),
access to medical insurance (yes or no), sex/gender (female, male,
nonbinary, prefer to self-describe as something else, prefer not to
answer), age, and childcare program type (for-profit center, non-
profit agency center, school-based center, Head Start or Early
Head Start, other center-based, drop-in childcare, home-based or
family childcare, nanny or in-home childcare) were considered in
the analysis.

Data weighting and missing data analysis and
treatment

The sample was weighted to national representativeness for US
childcare professionals by state, age, race, and ethnicity based on
the 2019 American Community Survey (28), with the top and bot-
tom 5% of the weights trimmed to reduce sampling variance.

Analysis of missing data included visual examination of missing
data patterns and descriptive measures of missing values. Chronic
diseases and health conditions had 9.7% missing values, while
CES-D-10 and PSS-10 scores had 36.1% and 37.3% missing val-
ues, respectively. Missingness in covariates ranged from 0.5% to
16%. We used Little’s missing completely at random test to exam-
ine the missing data mechanism, and results suggested that the
data were not missing completely at random (χ2

9 = 1,515.8; P <
.001) (29). We used multiple imputation to address missingness
(30). Variables used for imputation included race, ethnicity, sex/
gender, age, childcare program type, access to medical insurance,
and all outcome variables (CES-D-10, PSS-10, diabetes, heart dis-
ease, asthma, and obesity). Weight was also incorporated to fit im-
putation models. To ensure the precision and replicability of point

estimates, we imputed 20 data sets using the fully conditional spe-
cification imputation method (31) and reported the pooled results
from the 20 data sets.

Statistical analysis

We used descriptive statistics to present all variables. We used
separate multivariable logistic regression models to assess the as-
sociation of covariates (age, race, ethnicity, sex/gender, program
type, and medical insurance) with the prevalence of heart disease,
asthma, diabetes, and obesity. We used separate multivariable lin-
ear regression models to assess the association of these covariates
with self-reported depression and stress scores. Significance was
set to α = .05 (2-tailed). Effect size of odds ratios (ORs) were in-
terpreted as being very small (<1.44), small (1.44–2.47), medium
(2.48–4.26), or large (≥4.27) (32). We conducted all analyses in
SPSS Statistics version 28.0.1 (IBM Corp) and R version 4.1.1 (R
Foundation for Statistical Computing).

Results
Of the total sample (N = 81,682), the mean age was 42.1 years
(SD, 14.1 y). Across racial categories, 63.8% (n = 52,164) were
White, 14.5% (n = 11,837) Black/African American, 3.6% (n =
2,949) Asian, 3.6% (n = 2,944) multiracial, 1.9% (n = 1,582)
American Indian/Alaska Native, 0.6% (n = 491) Native Hawaiian/
Pacific Islander, and 11.9% (n = 9,731) preferred not to identify
their race; 21.7% (n = 17,753) identified as Hispanic. Also, 96.4%
(n = 78,725) of the sample identified as female, 2.5% (n = 2,033)
as male, and 0.3% (n = 225) as nonbinary. Most (76.5%) respond-
ents worked in childcare centers; of these, 24.5% (n = 19,976)
worked in for-profit centers. Of the total sample, 89.2% (n =
72,890) reported access to medical insurance (Table 1).

Chronic diseases and physical health conditions

Of the 10 chronic diseases and physical health conditions con-
sidered, we found the highest rates for asthma (14.3%; n =
11,717), diabetes (6.5%; n = 5,317), heart disease (4.9%; n =
3,971), and obesity (19.8%; n = 16,207) (Table 1).

Asthma
Compared with White respondents, American Indian/Alaska Nat-
ive (OR, 1.44; 95% CI, 1.23–1.69), Black/African American (OR,
1.09; 95% CI, 1.02–1.16), and multiracial (OR, 1.62; 95% CI,
1.47–1.79) respondents had higher odds of having asthma, while
controlling for other covariates, whereas Asian (OR, 0.74; 95%
CI, 0.64–0.84) respondents had lower odds of having asthma (Ta-
ble 2). Respondents who identified as Hispanic had lower odds
(OR, 0.90; 95% CI, 0.85–0.96) of having asthma than those who
did not identify as Hispanic, while controlling for other covariates.
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Compared with female respondents, respondents who identified as
nonbinary had higher odds of asthma (OR, 1.58; 95% CI,
1.11–2.25). Respondents without medical insurance had lower
odds of having asthma (OR, 0.74; 95% CI, 0.68–0.80) than re-
spondents with medical insurance, while controlling for other cov-
ariates.

Diabetes
Compared with White respondents, American Indian/Alaska Nat-
ive (OR, 2.34; 95% CI, 1.96–2.80), Asian (OR, 1.34; 95% CI,
1.11–1.62),  Black/African American (OR, 1.86;  95% CI,
1.71–2.03), and Native Hawaiian/Pacific Islander (OR, 1.88; 95%
CI, 1.34–2.64) respondents had higher odds of having diabetes,
while controlling for other covariates (Table 2). Respondents who
identified as Hispanic had higher odds (OR, 1.34; 95% CI,
1.22–1.47) of having diabetes than those who did not identify as
Hispanic, while controlling for other covariates. Respondents
without medical insurance had lower odds of having diabetes (OR,
0.81; 95% CI, 0.72–0.92) than those with medical insurance, while
controlling for other covariates.

Heart disease
Compared with White respondents, American Indian/Alaska Nat-
ive (OR, 1.42; 95% CI, 1.11–1.82), Black/African American (OR,
1.14; 95% CI, 1.03–1.26), and multiracial (OR, 1.74; 95% CI,
1.46–2.08) respondents had higher odds of having heart disease,
while controlling for ethnicity, sex/gender, age, medical insurance,
and program type (Table 2). Male respondents (OR, 1.49; 95% CI,
1.22–1.80) and nonbinary respondents (OR, 1.97; 95% CI,
1.01–3.84) had higher odds of having heart disease than did fe-
male respondents.

Obesity
Compared with White respondents, multiracial (OR, 1.30; 95%
CI, 1.18–1.43) respondents had higher odds of having obesity,
while controlling for other covariates, whereas Asian (OR, 0.27;
95% CI, 0.22–0.31) and Native Hawaiian/Pacific Islander (OR,
0.76; 95% CI, 0.58–0.99) respondents had lower odds of having
obesity (Table 2). Participants who identified as Hispanic had
lower odds (OR, 0.75; 95% CI, 0.71–0.80) of having obesity than
respondents who did not identify as Hispanic, while controlling
for other covariates. Respondents without medical insurance had
lower odds of having obesity (OR, 0.94; 95% CI, 0.88–1.00) than
respondents with medical insurance, while controlling for other
covariates.

Other physical health conditions
The prevalence of the remaining 6 chronic diseases and physical
health conditions were 4.4% (n = 3,619) for smoking, 4.7% (n =
3,851) for immunosuppressive treatments of cancer/inflammatory

disease, 2.3% (n = 1,884) for immune-compromising conditions,
1.0% (n = 814) for chronic lung disease/COPD, 0.7% (n = 562)
for chronic/severe kidney disease, and 0.7% (n = 545) for liver
disease (Supplemental Table 1 in Appendix). Overall, 26.2% (n =
21,398) of respondents reported at least 1 medically comprom-
ising condition, 9.7% (n = 7,962) reported 2 conditions, and 4.0%
(n = 3,239) reported 3 or more conditions (Supplemental Table 2
in Appendix).

Mental health

Depressive symptoms
Of the total sample, 45.7% (n = 37,376) of respondents screened
positive for depression, with a mean score of 10.2 (SD, 6.0) (Ta-
ble 3). For every 1-year increase in age, on average, the CES-D-10
summary score decreased (β = −0.11; 95% CI, −0.16 to −0.05)
(Table 4). Compared with respondents who worked in for-profit
centers, participants in home-based programs reported lower CES-
D-10 summary scores (β = −2.30; 95% CI, −3.89 to −0.72) while
controlling for other covariates (Table 4).

Stress
Of the total sample, 33.4% (n = 27,317) of respondents reported
low stress levels, 42.5% (n = 34,752) reported moderate stress
levels, and 24.0% (n = 19,629) reported high stress levels, with a
mean score of 17.5 (SD, 7.4) (Table 3). For every 1-year increase
in age, on average, the PSS-10 summary score decreased (β =
−0.07; 95% CI, −0.11 to −0.03) (Table 4). Compared with parti-
cipants who worked in for-profit centers, participants in home-
based programs reported lower PSS-10 summary scores (β =
−1.54; 95% CI, −2.45 to −0.63) while controlling for other covari-
ates (Table 4).

Discussion
In our study, the largest national study of the physical and mental
health of US childcare professionals to date, the prevalence of de-
pression was higher among childcare professionals during the
COVID-19 pandemic than before the pandemic, and asthma,
stress, and depression rates were higher among childcare profes-
sionals than among US adult overall during the pandemic. Addi-
tionally, race, ethnicity, and sex/gender disparities were found for
physical health conditions but not mental health conditions of
childcare professionals during the pandemic. Our findings high-
light a need for effective supports for the overall well-being of this
socially vulnerable, yet essential, workforce.

The depression rate for childcare professionals (45.7%) 2 or 3
months into the COVID-19 pandemic was greater than estimates
for childcare professionals before the pandemic (16.0% to 36.1%)
(11–15), and greater than estimates for US adults during the pan-
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demic (27.8% to 32.8%) (19–21). Approximately two-thirds
(66.5%) of childcare professionals reported moderate (42.5%) or
high (24.0%) stress levels, almost twice the estimate for US adults
during the pandemic (22). This rate of stress among childcare pro-
fessionals is greater than prepandemic rates for childcare profes-
sionals (7,10,23) and similar to rates during the early months of
the pandemic reported by others (7).

The increased levels of stress and depressive symptoms may be
due to the challenging working conditions that childcare profes-
sionals face, including low wages. Although these conditions exis-
ted before the COVID-19 pandemic, they have been exacerbated
by the pandemic. Childcare professionals’ compensation de-
creased at the beginning of the pandemic because of low child en-
rollment (7), and low compensation has been linked to increases in
burnout and stress (33). The increased levels of stress and depress-
ive symptoms found in our study are concerning because poor
mental health status among childcare professionals is associated
with increased teacher–child conflicts and negative social–emo-
tional teaching (23). Another explanation for the increased levels
of stress and depressive symptoms may be the decrease in physic-
al activity and mobility and increase in sedentary behavior, as
childcare professionals adapted to the COVID-19 pandemic lock-
downs, which were found to be associated with worse mental
health outcomes (34–36). Overall, identifying mental health inter-
ventions that support the well-being of childcare professionals is
an important step toward improving the quality of childcare pro-
grams and children’s academic and personal development.

Across the 10 medical conditions identified by the Centers for
Disease Control and Prevention near the beginning of the pandem-
ic as risk factors for COVID-19 complications (25), 26.2% of sur-
vey respondents reported 1 condition, 9.7% reported 2 conditions,
and 4.0% reported 3 or more conditions. Asthma rates among
childcare professionals in this study (14.3%) were about 1.2 times
the national average among US women (37). Our finding on the
high rate of asthma among childcare professionals requires imme-
diate attention because people with asthma are more likely than
people without asthma to be hospitalized for COVID-19 (38).
Also, childcare centers are often poorly ventilated and have high
levels of indoor air pollutants (39), suggesting the need to monitor
air quality in childcare facilities to protect the health of childcare
professionals and reduce their vulnerability to health complica-
tions. In contrast to the high rate of asthma among childcare pro-
fessionals, the rates for diabetes (6.5%), heart disease (4.9%), and
obesity (19.8%) among childcare professionals were below nation-
al rates for US adult women (16,17,40).

Race, ethnicity, and sex/gender disparities were evidenced for
physical health conditions of childcare professionals but not for
mental health during the pandemic. Compared with White child-

care professionals, those who identified as either American Indian/
Native Alaskan or Black/African American had increased odds for
asthma, heart disease, and diabetes, and multiracial childcare pro-
fessionals had increased odds of asthma, heart disease, and
obesity. Both findings are consistent with the racial and ethnic dis-
parities among US adult women (17,37,40). Illustrating these dis-
parities, 7.4% of American Indian/Native Alaska childcare profes-
sionals reported 3 or more chronic health conditions that place
them at greater risk of COVID-19 complications, compared with
4.0% among childcare professionals overall. Of the physical
health conditions examined, diabetes showed the greatest level of
disparities, with all racial groups (except multiracial) and the His-
panic group showing increased odds when compared with White
childcare professionals, which is consistent with racial and ethnic
disparities among US adult women (41). Also, childcare profes-
sionals who reported nonbinary gender identity had increased odds
of both asthma and heart disease compared with female childcare
professionals.

Although our study found racial and ethnic disparities in the rates
of chronic diseases, the reason for these differences may not be
simply racial and ethnic minority status but also socioeconomic
status. With an average salary of $16,443 (as of 2019) (4), child-
care professionals are economically disadvantaged. However,
childcare professionals of color are paid considerably less per hour
than their White counterparts, even when controlling for educa-
tional level (42). Therefore, the higher prevalence of chronic dis-
eases, especially heart disease, diabetes, and obesity, among child-
care providers of color, who are likely to come from low-income
communities, may be due to poor nutritional habits, lack of ad-
equate exercise, and other behavioral and environmental factors
that are associated with low-income status (43).

Professionals working in the federally funded Head Start or Early
Head Start program had greater odds for diabetes and obesity,
compared with professionals working in for-profit childcare cen-
ters, even when controlling for sociodemographic characteristics.
Childcare professionals with asthma, diabetes, or obesity were
more likely to have access to medical insurance, regardless of age
or other sociodemographic characteristics, perhaps explainable by
previous findings showing that people with medical insurance are
more likely to use basic clinical services and therefore more likely
to receive a diagnosis and treatment from a primary care provider
(44).

Strengths and limitations

The major strength of our study is that it is a large national sample
weighted to representativeness, allowing robust estimates of US
childcare professionals’ physical and mental health status and
enough statistical power to explore subgroup conditions. The
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greatest methodologic limitation is the sole reliance on self-
reported information, without medical or psychiatric examination
to verify the reporting. Also, findings were obtained during the
early months of the COVID-19 pandemic (May–June 2020), and
the mental health impacts of the COVID-19 pandemic may have
changed after that time. Lastly, our data do not contribute to
identifying interventions that may help manage the high levels of
stress and depressive symptoms among childcare professionals.

Conclusion

Given the impacts of the pandemic on this essential workforce, ef-
forts should be directed toward developing effective and scalable
interventions for improving the physical and mental health of
childcare professionals and addressing stressors that may under-
mine their well-being. Our findings emphasize the need to further
examine the health behaviors of childcare professionals, via
mixed-methods research, to identify health initiatives that might
improve their overall health.
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Tables

Table 1. Prevalence of Physical Health Conditions Among US Childcare Professionals, by Sociodemographic Characteristics, 2020a

Characteristic Total

Physical health condition

Asthma Heart disease Diabetes Obesity

Totalb 81,682 11,717 (14.3) 3,971 (4.9) 5,317 (6.5) 16,207 (19.8)

Age, mean (SD), y 42.1 (14.1) 40.9 (14.1) 50.3 (13.8) 51.3 (12.8) 44.0 (13.3)

Race

American Indian/Alaska Native 1,582 (1.9) 298 (18.8) 91 (5.8) 178 (11.2) 330 (20.9)

Asian 2,949 (3.6) 325 (11.0) 121 (4.1) 195 (6.6) 195 (6.6)

Black/African American 11,837 (14.5) 1,787 (15.1) 674 (5.7) 1,209 (10.2) 2,587 (21.9)

Multiracial 2,944 (3.6) 638 (21.7) 179 (6.1) 130 (4.4) 703 (23.9)

Native Hawaiian/Pacific Islander 491 (0.6) 67 (13.6) 21 (4.3) 53 (10.9) 77 (15.7)

Prefer to not answer 9,731 (11.9) 1,189 (12.2) 364 (3.7) 606 (6.2) 1,410 (14.5)

White 52,164 (63.8) 7,413 (14.2) 2,520 (4.8) 2,946 (5.6) 10,905 (20.9)

Hispanic ethnicity

No 61,806 (75.7) 9,099 (14.7) 3,207 (5.2) 4,043 (6.5) 13,121 (21.2)

Yes 17,753 (21.7) 2,362 (13.3) 676 (3.8) 1,112 (6.3) 2,723 (15.3)

Prefer to not answer 2,139 (2.6) 255 (11.9) 88 (4.1) 163 (7.6) 363 (17.0)

Sex/gender

Female 78,725 (96.4) 11,358 (14.4) 3,789 (4.8) 5,106 (6.5) 15,780 (20.0)

Male 2,033 (2.5) 231 (11.4) 139 (6.8) 149 (7.3) 267 (13.1)

Nonbinary 225 (0.3) 51 (22.8) 14 (6.3) 11 (4.8) 51 (22.7)

Prefer to not answer 715 (0.9) 76 (10.6) 29 (4.1) 52 (7.3) 109 (15.2)

Medical insurance

No 8,808 (10.8) 1,012 (11.5) 327 (3.7) 424 (4.8) 1,551 (17.6)

Yes 72,890 (89.2) 10,705 (14.7) 3,644 (5.0) 4,893 (6.7) 14,656 (20.1)

Program type

Center-based

  For-profit center 19,976 (24.5) 2,861 (14.3) 1,050 (5.3) 1,222 (6.1) 4,133 (20.7)

  School-based 10,604 (13.0) 1,529 (14.4) 450 (4.2) 465 (4.4) 1,729 (16.3)

  Head Start/Early Head Start 8,506 (10.4) 1,309 (15.4) 370 (4.4) 637 (7.5) 1,992 (23.4)

  Drop-in center 1,596 (2.0) 220 (13.8) 49 (3.1) 69 (4.3) 210 (13.1)

  Nonprofit agency center 15,875 (19.4) 2,336 (14.7) 802 (5.1) 1,076 (6.8) 3,588 (22.6)

  Other center-based 5,949 (7.3) 945 (15.9) 267 (4.5) 352 (5.9) 1,073 (18.0)

Home-based/family childcare 18,078 (22.1) 2,348 (13.0) 946 (5.2) 1,435 (7.9) 3,309 (18.3)

Nanny/home visiting 1,115 (1.4) 169 (15.2) 37 (3.3) 61 (5.4) 174 (15.6)
a Data were collected from self-identifying childcare professionals through an online Qualtrics survey distributed from May 22, 2020, through June 8, 2020. All val-
ues are number (percentage) unless otherwise indicated.
b Because of sample weighting, frequencies may not add exactly to totals.
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Table 2. Logistic Regression of Physical Health Conditions and Sociodemographic Characteristics Among US Childcare Professionals, 2020a

Characteristic Asthma Heart disease Diabetes Obesity

Age 0.99 (0.99–0.99)b 1.04 (1.04–1.05)b 1.05 (1.05–1.06)b 1.01 (1.01–1.01)b

Race

American Indian/Alaska Native 1.44 (1.23–1.69)b 1.42 (1.11–1.82)b 2.34 (1.96–2.80)b 1.11 (0.95–1.29)

Asian 0.74 (0.64–0.84)b 0.89 (0.72–1.11) 1.34 (1.11–1.62)b 0.27 (0.22–0.31)b

Black/African American 1.09 (1.02–1.16)b 1.14 (1.03–1.26)b 1.86 (1.71–2.03)b 1.01 (0.96–1.07)

Multiracial 1.62 (1.47–1.79)b 1.74 (1.46–2.08)b 1.07 (0.87–1.31) 1.30 (1.18–1.43)b

Native Hawaiian/Pacific Islander 1.00 (0.73–1.37) 0.88 (0.53–1.45) 1.88 (1.34–2.64)b 0.76 (0.58–0.99)b

Prefer not to answer 0.91 (0.83–0.99) 0.95 (0.81–1.11) 1.09 (0.96–1.23) 0.78 (0.72–0.85)b

White 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference]

Hispanic

No 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference]

Yes 0.90 (0.85–0.96)b 0.95 (0.85–1.06) 1.34 (1.22–1.47)b 0.75 (0.71–0.80)b

Prefer to not answer 0.90 (0.76–1.07) 0.82 (0.61–1.12) 1.23 (0.98–1.54) 0.93 (0.80–1.08)

Sex/gender

Female 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference]

Male 0.74 (0.63–0.88)b 1.49 (1.22–1.80)b 1.18 (0.96–1.44) 0.62 (0.53–0.73)b

Nonbinary 1.58 (1.11–2.25)b 1.97 (1.01–3.84)b 1.06 (0.45–2.48) 1.32 (0.90–1.93)

Prefer to not answer 0.80 (0.55–1.17) 0.93 (0.53–1.65) 0.99 (0.66–1.50) 0.82 (0.63–1.07)

Medical insurance

Yes 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference]

No 0.74 (0.68–0.80)b 0.89 (0.77–1.02) 0.81 (0.72–0.92)b 0.94 (0.88–1.00)b

Program type

For-profit center 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference]

Home-based/family childcare 0.94 (0.88–1.01) 0.83 (0.74–0.92)b 0.99 (0.89–1.10) 0.85 (0.80–0.91)b

Nanny/home visiting 1.02 (0.84–1.25) 0.89 (0.58–1.36) 1.27 (0.91–1.77) 0.82 (0.67–1.00)b

Nonprofit agency center 1.05 (0.98–1.12) 0.87 (0.78–0.97)b 1.01 (0.91–1.11) 1.10 (1.03–1.17)b

School-based 0.99 (0.91–1.08) 0.90 (0.78–1.04) 0.78 (0.69–0.88)b 0.81 (0.75–0.87)b

Head Start/Early Head Start 1.08 (0.99–1.17) 0.89 (0.77–1.02) 1.21 (1.08–1.35)b 1.28 (1.19–1.37)b

Drop-in center 0.92 (0.78–1.09) 0.86 (0.59–1.24) 0.95 (0.69–1.30) 0.69 (0.57–0.84)b

Other center-based 1.14 (1.03–1.26)b 0.91 (0.77–1.06) 1.00 (0.87–1.16) 0.89 (0.81–0.98)b

a Data were collected from self-identifying childcare professionals through an online Qualtrics survey distributed from May 22, 2020, through June 8, 2020. All val-
ues are odds ratio (95% CI).
b P < .05; determined by logistic regression.
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Table 3. Prevalence of Mental Health Outcomes, by Sociodemographic Characteristics, Among US Childcare Professionals, 2020a

Characteristic

Depression (CES-D-10)b Stress (PSS-10)c

Mean (SD)
score

Screened
negative,
no. (%)

Screened
positive,
no. (%)

Mean (SD)
score

Low stress,
no. (%)

Moderate stress,
no. (%)

High stress,
no. (%)

Total 10.2 (6.0) 44,322 (54.3) 37,376 (45.7) 17.5 (7.4) 27,317 (33.4) 34,752 (42.5) 19,629 (24.0)

Race

American Indian/Alaska
Native

10.5 (5.9) 776 (49.1) 805 (50.9) 17.9 (7.2) 518 (32.7) 679 (42.9) 385 (24.3)

Asian 9.9 (5.8) 1,659 (56.3) 1,290 (43.7) 18.2 (6.9) 773 (26.2) 1,402 (47.5) 774 (26.2)

Black/African American 9.8 (5.8) 6,990 (59.1) 4,847 (40.9) 16.5 (7.6) 4,669 (39.4) 4,265 (36.0) 2,904 (24.5)

Multiracial 11.3 (5.9) 1,330 (45.2) 1,614 (54.8) 18.4 (7.1) 816 (27.7) 1,357 (46.1) 771 (26.2)

Native Hawaiian/Pacific
Islander

8.9 (5.2) 308 (62.7) 183 (37.3) 16.5 (7.5) 223 (45.3) 164 (33.4) 104 (21.3)

Prefer to not answer 10.4 (5.7) 5,183 (53.3) 4,548 (46.7) 17.6 (7.3) 3,156 (32.4) 4,029 (41.4) 2,547 (26.2)

White 10.2 (6.0) 28,075 (53.8) 24,089 (46.2) 17.6 (7.3) 17,163 (32.9) 22,856 (43.8) 12,145 (23.3)

Hispanic

No 10.2 (6.0) 33,644 (54.4) 28,162 (45.6) 17.5 (7.4) 20,647 (33.4) 26,538 (42.9) 14,621 (23.7)

Yes 10.3 (5.8) 9,494 (53.5) 8,259 (46.5) 17.5 (7.3) 5,932 (33.4) 7,390 (41.6) 4,431 (25.0)

Prefer to not answer 10.5 (5.7) 1,184 (55.3) 955 (44.7) 17.4 (7.3) 739 (34.5) 823 (38.5) 577 (27.0)

Sex/gender

Female 10.2 (6.0) 42,714 (54.3) 36,011 (45.7) 17.5 (7.4) 26,346 (33.5) 33,459 (42.5) 18,921 (24.0)

Male 10.1 (6.0) 1,169 (57.5) 864 (42.5) 17.0 (7.5) 667 (32.8) 883 (43.5) 482 (23.7)

Nonbinary 13.7 (6.3) 75 (33.5) 150 (66.5) 19.7 (7.3) 65 (29.0) 91 (40.5) 69 (30.5)

Prefer to not answer 10.2 (5.3) 364 (51.0) 351 (49.0) 17.1 (6.6) 239 (33.4) 319 (44.6) 158 (22.0)

Health insurance

No 10.6 (6.0) 4,516 (51.3) 4,292 (48.7) 18.0 (7.5) 2,908 (33.0) 3,593 (40.8) 2,306 (26.2)

Yes 10.2 (5.9) 39,807 (54.6) 33,083 (45.4) 17.4 (7.4) 24,409 (33.5) 31,159 (42.7) 17,322 (23.8)

Program type

For-profit center 10.6 (6.0) 10,707 (53.6) 9,269 (46.4) 18.3 (7.4) 6,193 (31.0) 8,400 (42.0) 5,383 (27.0)

Home-based/family
childcare

8.6 (5.9) 11,552 (63.9) 6,526 (36.1) 15.4 (7.6) 7,748 (42.9) 7,100 (39.3) 3,230 (17.8)

Nanny/home visiting 11.0 (6.0) 533 (47.7) 581 (52.3) 18.7 (7.3) 291 (26.2) 470 (42.1) 353 (31.7)

Nonprofit agency center 10.7 (5.9) 8,163 (51.5) 7,712 (48.5) 18.0 (7.2) 4,959 (31.2) 7,245 (45.6) 3671 (23.1)

School-based 10.9 (5.9) 5,135 (48.4) 5,469 (51.6) 18.2 (7.1) 3,146 (29.6) 4,564 (43.1) 2,894 (27.3)

Head Start/Early Head Start 10.6 (5.7) 4,308 (50.6) 4,198 (49.4) 17.6 (7.0) 2,644 (31.1) 3,980 (46.8) 1,881 (22.2)

Drop-in center 11.9 (5.8) 795 (49.6) 801 (50.4) 18.9 (6.9) 522 (32.9) 620 (38.7) 454 (28.4)

Other center-based 10.5 (5.7) 3,129 (52.5) 2,820 (47.5) 17.8 (6.9) 1,816 (30.5) 2,371 (39.9) 1,762 (29.6)

Abbreviations: CES-D-10, Epidemiological Studies–Depression-10; PSS-10, Perceived Stress Scale-10.
a Data were collected from self-identifying childcare professionals through an online Qualtrics survey distributed from May 22, 2020, through June 8, 2020.
b CES-D-10 items assess depression-related symptoms experienced in the previous week (0 = rarely or none of the time; 1 = some or little of the time; 2 = occa-
sionally or a moderate amount of the time; 3 = all of the time), such as restless sleep, poor appetite, and feelings of loneliness (26). Possible scores range from 0
to 30. Scores ≥10 were considered positive for depression.
c PSS-10 questions ask about feelings and thoughts during the previous month and are rated on a 5-point Likert Scale (0 = never; 1 = almost never; 2 = some-
times; 3 = fairly often; 4 = very often) (27). Possible scores range from 0 to 40; scores of 0 to 13 are considered low stress, 14 to 26 moderate stress, and 27 to
40 high stress.
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Table 4. Linear Regression of CES-D-10, PSS-10, and Sociodemographic Characteristics Among US Childcare Professionals, 2020a

Characteristic

Depressive Symptoms (CES-D-10) Stress (PSS-10)

β (95% CI) SE β (95% CI) SE

Age −0.11 (−0.16 to −0.05)b 0.03 −0.07 (−0.11 to −0.03)b 0.02

Race

American Indian/Alaska Native 0.28 (−1.60 to 2.15) 0.90 0.14 (−1.53 to 1.82) 0.81

Asian 0.53 (−2.52 to 3.57) 1.45 −0.39 (−2.34 to 1.55) 0.93

Black/African American −0.83 (−2.17 to 0.51) 0.64 −0.26 (−1.18 to 0.66) 0.44

Multiracial 0.11 (−1.91 to 2.13) 0.97 0.58 (−1.29 to 2.46) 0.90

Native Hawaiian/Pacific Islander −0.60 (−5.21 to 4.01) 2.21 −1.09 (−4.59 to 2.41) 1.68

Prefer to not answer 0.16 (−1.83 to 2.16) 0.95 0.28 (−1.07 to 1.63) 0.65

White 1 [Reference] 1 [Reference]

Hispanic

No 1 [Reference] 1 [Reference]

Yes −0.46 (−1.67 to 0.75) 0.58 −0.33 (−1.50 to 0.84) 0.56

Prefer to not answer −0.16 (−2.46 to 2.13) 1.10 0.08 (−2.62 to 2.79) 1.29

Sex/gender

Female 1 [Reference] 1 [Reference]

Male −0.95 (−3.52 to 1.61) 1.23 −0.45 (−2.29 to 1.38) 0.88

Nonbinary 0.97 (−5.53 to 7.47) 3.11 2.61 (0.26 to 4.95) 1.14

Prefer to not answer −0.42 (−6.37 to 5.53) 2.84 −0.27 (−5.00 to 4.47) 2.26

Health insurance

Yes 1 [Reference] 1 [Reference]

No 0.26 (−1.49 to 2.01) 0.83 0.27 (−1.09 to 1.63) 0.65

Program type

For-profit center 1 [Reference] 1 [Reference]

Home-based/family childcare −2.30 (−3.89 to −0.72)b 0.76 −1.54 (−2.45 to −0.63)b 0.43

Nanny/home visiting −0.49 (−3.70 to 2.73) 1.54 −0.20 (−3.03 to 2.63) 1.35

Nonprofit agency center −0.02 (−1.18 to 1.13) 0.55 0.30 (−0.47 to 1.07) 0.37

School-based −0.40 (−2.10 to 1.30) 0.81 0.11 (−0.87 to 1.09) 0.47

Head Start/Early Head Start −0.73 (−2.77 to 1.30) 0.97 −0.07 (−1.24 to 1.10) 0.56

Drop-in center −0.27 (−4.06 to 3.52) 1.81 0.73 (−2.15 to 3.61) 1.38

Other center-based −0.68 (−2.58 to 1.22) 0.91 −0.13 (−1.59 to 1.33) 0.70

Abbreviations: Abbreviations: CES-D-10, Epidemiological Studies–Depression-10; PSS-10, Perceived Stress Scale-10.
a Data were collected from self-identifying childcare professionals through an online Qualtrics survey distributed from May 22, 2020, through June 8, 2020.
b P < .05; determined by linear regression.
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Appendix. Supplemental Tables
Appendix. Supplemental Table 1. Prevalence of 6 Physical Health Outcomes, by Sociodemographic Characteristics, Among US Childcare Professionals, 2020a

Characteristic Total

Chronic lung
disease/chronic
obstructive pulmonary
disease Smoking

Chronic/severe
kidney disease

Liver
disease

Immunosuppressive
treatments of
cancer/inflammatory
disease

Immune-
compromising
conditions

Total 81,682 814 (1.0) 3,619 (4.4) 562 (0.7) 545 (0.7) 3,851 (4.7) 1,884 (2.3)

Age, mean (SD), y 42.1 (14.1) 54.0 (13.0) 39.7 (13.4) 48.6 (14.9) 46.1 (13.4) 47.4 (13.1) 40.5 (14.0)

Race

American Indian/Alaska
Native

1,582 (1.9) 33 (2.1) 110 (7.0) 26 (1.6) 31 (2.0) 74 (4.7) 41 (2.6)

Asian 2,949 (3.6) 12 (0.4) 43 (1.4) 10 (0.3) 12 (0.4) 67 (2.3) 17 (0.6)

Black/African American 11,837 (14.5) 108 (0.9) 484 (4.1) 82 (0.7) 55 (0.5) 559 (4.7) 192 (1.6)

Multiracial 2,944 (3.6) 18 (0.6) 186 (6.3) 13 (0.4) 22 (0.8) 138 (4.7) 108 (3.7)

Native Hawaiian/Pacific
Islander

491 (0.6) 12 (2.4) 26 (5.3) 2 (0.3) 3 (0.5) 24 (4.9) 17 (3.4)

Prefer to not answer 9,731 (11.9) 57 (0.6) 260 (2.7) 56 (0.6) 75 (0.8) 371 (3.8) 141 (1.5)

White 52,164 (63.8) 575 (1.1) 2,510 (4.8) 375 (0.7) 348 (0.7) 2,617 (5.0) 1,369 (2.6)

Hispanic

No 61,806 (75.7) 714 (1.2) 3,081 (5.0) 450 (0.7) 381 (0.6) 3,151 (5.1) 1,573 (2.5)

Yes 17,753 (21.7) 69 (0.4) 466 (2.6) 104 (0.6) 144 (0.8) 613 (3.5) 271 (1.5)

Prefer to not answer 2,139 (2.6) 30 (1.4) 72 (3.4) 8 (0.4) 21 (1.0) 87 (4.0) 40 (1.9)

Sex/gender

Female 78,725 (96.4) 786 (1.0) 3,422 (4.3) 534 (0.7) 498 (0.6) 3,759 (4.8) 1,811 (2.3)

Male 2,033 (2.5) 12 (0.6) 135 (6.6) 19 (0.9) 29 (1.4) 41 (2.0) 38 (1.9)

Nonbinary 225 (0.3) 5 (2.1) 38 (16.7) 8 (3.4) 0 (0) 22 (9.7) 27 (12.0)

Prefer to not answer 715 (0.9) 12 (1.7) 25 (3.4) 2 (0.2) 3 (0.5) 29 (4.0) 9 (1.3)

Health insurance

No 8,808 (10.8) 64 (0.7) 569 (6.5) 42 (0.5) 49 (0.6) 253 (2.9) 136 (1.5)

Yes 72,890 (89.2) 750 (1.0) 3,050 (4.2) 520 (0.7) 496 (0.7) 3,598 (4.9) 1,749 (2.4)

Program type

For-profit center 19,976 (24.5) 203 (1.0) 1,112 (5.6) 146 (0.7) 119 (0.6) 946 (4.7) 521 (2.6)

Home-based/family
childcare

18,078 (22.1) 214 (1.2) 500 (2.8) 127 (0.7) 120 (0.7) 922 (5.1) 339 (1.9)

Nanny/home visiting 1,115 (1.4) 23 (2.1) 49 (4.4) 9 (0.8) 5 (0.5) 56 (5.0) 48 (4.3)

Nonprofit agency center 15,875 (19.4) 165 (1.0) 665 (4.2) 98 (0.6) 110 (0.7) 806 (5.1) 395 (2.5)

School-based 10,604 (13.0) 78 (0.7) 359 (3.4) 65 (0.6) 82 (0.8) 457 (4.3) 247 (2.3)

Head Start/Early Head
Start

8,506 (10.4) 82 (1.0) 532 (6.3) 71 (0.8) 60 (0.7) 382 (4.5) 189 (2.2)

Drop-in center 1,596 (2.0) 8 (0.5) 134 (8.4) 3 (0.2) 10 (0.6) 44 (2.7) 20 (1.2)

Other center-based 5,949 (7.3) 40 (0.7) 268 (4.5) 44 (0.7) 39 (0.7) 239 (4.0) 124 (2.1)
a Data were collected from self-identifying childcare professionals through an online Qualtrics survey distributed from May 22, 2020, through June 8, 2020. All
values are number (percentage) unless otherwise indicated.
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Appendix. Supplemental Table 2. Number of Chronic Diseases or Health Conditions, by Sociodemographic Characteristics, Among US Childcare Professionals,
2020a

Characteristic

No. of chronic diseases or health conditions

0 1 2 ≥3

Total 49,099 (60.1) 21,398 (26.2) 7,962 (9.7) 3,239 (4.0)

Age, mean (SD), y 41.1 (13.9) 42.7 (14.1) 44.5 (13.8) 48.1 (13.7)

Race

American Indian/Alaska Native 863 (54.6) 421 (26.6) 181 (11.4) 117 (7.4)

Asian 2,221 (75.3) 538 (18.3) 138 (4.7) 51 (1.7)

Black/African American 6,718 (56.8) 3271 (27.6) 1,319 (11.1) 530 (4.5)

Multiracial 1,561 (53.0) 832 (28.3) 406 (13.8) 146 (4.9)

Native Hawaiian/Pacific Islander 305 (62.1) 113 (23.1) 48 (9.7) 25 (5.1)

Prefer to not answer 6,557 (67.4) 2,214 (22.8) 697 (7.2) 263 (2.7)

White 30,874 (59.2) 14,009 (26.9) 5,174 (9.9) 2,107 (4.0)

Hispanic

No 35,969 (58.2) 16,739 (27.1) 6,410 (10.4) 2,588 (4.3)

Yes 11,738 (66.1) 4,154 (23.4) 1,392 (7.8) 468 (2.6)

Prefer to not answer 1,392 (65.1) 505 (23.6) 160 (7.5) 82 (3.8)

Sex/gender

Female 47,227 (60.0) 20,662 (26.2) 7,709 (9.8) 3,127 (4.0)

Male 1,300 (64.0) 498 (24.5) 169 (8.3) 65 (3.2)

Nonbinary 88 (39.2) 80 (35.6) 33 (14.9) 23 (10.3)

Prefer to not answer 484 (67.7) 157 (21.9) 51 (7.1) 23 (3.3)

Health insurance

No 5,654 (64.2) 2,212 (25.1) 711 (8.1) 231 (2.6)

Yes 43,445 (59.6) 19,186 (26.3) 7,251 (9.9) 3,008 (4.1)

Program type

For-profit center 11,757 (58.9) 5,359 (26.8) 2,008 (10.1) 852 (4.3)

Home-based/family childcare 11,247 (62.2) 4,438 (24.5) 1,687 (9.3) 706 (3.9)

Nanny/home visiting 717 (64.3) 246 (22.1) 103 (9.3) 48 (4.3)

Nonprofit agency center 9,171 (57.8) 4,369 (27.5) 1,635 (10.3) 699 (4.4)

School-based 6,755 (63.7) 2,692 (25.4) 844 (8.0) 313 (3.0)

Head Start/Early Head Start 4,783 (56.2) 2,369 (27.0) 972 (11.4) 381 (4.5)

Drop-in center 1,053 (66.0) 374 (26.2) 126 (7.9) 43 (2.7)

Other center-based 3,617 (60.8) 1,549 (26.0) 586 (9.8) 197 (3.3)
a Data were collected from self-identifying childcare professionals through an online Qualtrics survey distributed from May 22, 2020, through June 8, 2020. All
values are number (percentage) unless otherwise indicated.
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