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Highlights

What are the main findings?

• Greater work-family conflict is related to higher levels of parent-reported chil-
dren’s emotional and behavioral difficulties through increased parenting stress and
depressive symptoms.

• These associations occurred either among parents of toddlers and preschool-
aged children.

What is the implication of the main finding?

• Parental mental health promotion may indirectly prevent emotional and behavioral
difficulties in young children.

• Family-friendly workplace policies that reduce work–family conflict may support
family functioning and child adjustment.

Abstract

Background/Objectives: Work–family conflict (WFC) is a common stressor for working
parents and has been associated with poorer child adjustment. However, the mechanisms
linking WFC to young children’s emotional and behavioral difficulties remain insuffi-
ciently understood. This study examined whether parental mental health mediates the
association between WFC and children’s emotional and behavioral difficulties in early child-
hood. Methods: This quantitative cross-sectional study was conducted in Portugal with
313 parents of children aged 18–72 months. Parents completed validated self-report mea-
sures of WFC, parental stress, depressive symptoms, parental self-efficacy, and children’s
emotional and behavioral difficulties. Mediation and moderated mediation analyses
were performed, testing children’s age (toddlers vs. preschool-aged) as a moderator.
Results: Higher WFC was associated with greater emotional and behavioral difficulties
in children (parents reported). This association was fully mediated by parental stress and
depressive symptoms, whereas parental self-efficacy did not show a significant mediating
effect. The indirect pathways were consistent across children’s age groups. Conclusions:
The findings indicate that WFC may affect young children’s adjustment, primarily through
its impact on parental psychological distress. Supporting parental mental health and
reducing WFC may be key targets for early prevention and intervention.

Keywords: work–family conflict; parental stress; depressive symptoms; parental
self-efficacy; children’s emotional and behavioral difficulties
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1. Introduction
The conciliation of work and family responsibilities represents a central challenge for

contemporary families. Over recent decades, structural changes in the labor market have
occurred, including increased job demands, longer and less predictable working hours,
job insecurity, and the intensification of work, which have placed growing pressure on
working parents [1,2]. These demands often collide with family responsibilities, giving
rise to work–family conflict (WFC), a form of inter-role conflict in which work demands
interfere with family functioning by reducing parents’ available time, energy, and emotional
resources for family life [3–5].

In Portugal, work–family interference is frequently conditioned by high performance
pressure, long working hours, and irregular schedules [6], which are reflected in elevated
levels of WFC across different professional groups [6–8]. Although legislative measures
such as parental leave and flexible working arrangements are available, work-to-family
interference remains prevalent when organizational practices fail to adequately support
parents [9]. Recent Eurofound data indicate that Portuguese workers report longer and
more demanding working patterns compared to the European average, including a higher
prevalence of extended working hours and interference between work schedules and family
responsibilities [10]. These patterns may contribute to heightened levels of WFC in the
Portuguese context.

Empirical evidence consistently shows that higher levels of WFC are associated with
increased psychological distress, depressive symptoms, emotional exhaustion, and stress-
related health problems [1,2,11,12]. Meta-analytic reviews further indicate that psychosocial
work stressors closely related to WFC, such as job strain, low control, effort–reward im-
balance, and job insecurity, are robust predictors of common mental health problems [13].
Longitudinal findings suggest that WFC is often not a transient experience but may persist
or accumulate over time, with chronic exposure being particularly detrimental to parental
mental health [2].

Although the consequences of WFC for adult well-being are well established, family sys-
tems are inherently interdependent, and stress experienced by one family member, particularly
a parent, may have cascading effects on other members. As such, research has increasingly
examined its implications for children’s emotional and behavioral development [4,14,15].

1.1. WFC and Children’s Emotional and Behavioral Difficulties

Children’s emotional and behavioral difficulties are commonly conceptualized as in-
ternalizing and externalizing problems. Internalizing difficulties involve inwardly directed
emotional symptoms, such as anxiety, sadness, and withdrawal, whereas externalizing
difficulties refer to outwardly directed behavioral problems, including aggression, hy-
peractivity, and oppositional behaviors. This distinction is particularly relevant in early
childhood, a developmental period marked by rapid changes in emotional and behavioral
regulation [16,17]. These dimensions are developmentally significant given their continuity
and associations with later mental health problems, academic difficulties, and impaired
social functioning [17,18].

A growing body of evidence suggests that parental WFC is associated with higher
levels of emotional and behavioral difficulties in children. Cross-sectional and longitudinal
studies have documented such associations across parents’ gender and diverse family and
cultural contexts. For example, Strazdins and colleagues [4] found that WFC experienced
by either mothers or fathers was associated with increased emotional and behavioral symp-
toms in young children, even after controlling for socioeconomic and family characteristics.
Importantly, when both parents experienced high levels of WFC, children exhibited greater
difficulties, suggesting additive or cumulative family-level effects. More recently, Yucel
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and Latshaw [18] reported that higher levels of WFC in both parents were associated with
greater emotional problems in children, although associations with conduct problems were
primarily observed for mothers. Longitudinal evidence further indicates that sustained
exposure to WFC is particularly detrimental, with accumulated exposure across multiple
time points being associated with poorer child mental health outcomes [19–21].

Evidence also suggests that associations between WFC and child outcomes may
vary according to the type of difficulty, with internalizing problems often showing more
consistent links than externalizing behaviors [14]. However, although these associations are
increasingly documented, the processes through which WFC affects children’s emotional
and behavioral adjustment remain to be further clarified.

Children’s emotional and behavioral difficulties are also influenced by a range of
sociodemographic and family characteristics. Previous research indicates that factors such
as children’s age and sex, family composition (e.g., number of children), family structure,
and broader sociocultural contexts, including minority or migrant status, are associated
with both parental stress and children’s psychological adjustment. Accordingly, these
variables are commonly considered as relevant covariates in studies examining the links
between work–family conflict, parental mental health, and child outcomes [17,18,22].

1.2. Parental Mental Health as a Central Mechanism

Parental mental health has been identified as a central mechanism through which
work–family stress may influence children’s emotional and behavioral adjustment [5,19].
From an ecological and family stress perspective, stressors originating in the work context
are expected to influence children primarily through their effects on parents’ psychological
functioning and caregiving capacities, rather than through direct exposure [4,23].

In line with this perspective, WFC has been identified as a significant predictor of
parental depressive symptoms. Longitudinal evidence indicates that increases in WFC over
time are associated with subsequent increases in depressive symptoms, whereas reductions
in WFC are linked to improvements in parental mental health [1,2]. Meta-analytic findings
further identify depressive symptoms as one of the most consistent mediators linking
work–family factors to child mental health outcomes [16]. Empirical studies show that
parental depression is associated with higher levels of both internalizing and externalizing
problems in children [24,25].

Parental stress represents a closely related but conceptually distinct indicator of
parental mental health. Parenting stress refers to the stress experienced in the parent-
ing role when perceived demands exceed available resources [26].

Research consistently shows that higher levels of WFC are associated with increased
parental stress [5,27]. In turn, parental stress has been robustly linked to higher levels
of emotional and behavioral difficulties in children [22]. Longitudinal evidence suggests
that parental stress may dynamically co-evolve with children’s behavioral difficulties
over time, reinforcing maladaptive family processes [19]. Also, there is evidence that
parental stress often fully or partially mediates the association between WFC and child
outcomes. Santos [27] found that parental stress fully mediated the association between
both maternal and paternal WFC and children’s externalizing behaviors. Similarly, Vieira
et al. [28] reported that WFC was indirectly associated with children’s internalizing and
externalizing difficulties through disruptions in parent–child relationship quality. Also,
Van den Eynde et al. [5] reported that the association between WFC and child behavior
operated indirectly through parental well-being and parenting performance rather than
through direct pathways. These findings highlight parental stress as a proximal mechanism
linking work-related strain to children’s emotional and behavioral difficulties.
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In line with depletion-based models of parental mental health, sustained exposure to
high demands and limited resources may progressively compromise parents’ psychological
functioning. Recent research further illustrates that cumulative strain and contextual
stressors, including WFC, are associated with increased parental exhaustion and reduced
psychological resources [29]. These frameworks support the relevance of stress-related and
depressive processes as proximal mechanisms through which WFC may affect children’s
emotional adjustment.

In addition to distress-based aspects of parental mental health, such as stress and
depressive symptoms, parental self-efficacy represents a distinct psychological resource
referring to parents’ beliefs in their ability to successfully manage parenting demands
and positively influence their child’s development [3,30]. A substantial body of literature
links higher parental self-efficacy to better parent–child relationship quality, lower levels
of parental depression and stress, and more favorable child developmental outcomes,
including fewer behavioral problems and better emotional adjustment [30]. Parental self-
efficacy has been associated with child outcomes both directly and indirectly through
parenting behaviors [31]. Moreover, recent evidence indicates that parental self-efficacy
operates within transactional family processes, functioning both as a predictor and as
an outcome associated with positive parenting and better child adjustment [32].

Evidence also suggests that WFC is negatively associated with parental self-efficacy.
Adams and Golsch [33] found that higher levels of WFC predicted lower parental self-
efficacy over time, particularly among mothers. Cinamon et al. [3] similarly reported
that higher WFC was associated with lower perceived parenting competence and poorer
perceived quality of parent–child interactions. These findings suggest that persistent
interference between work and family roles may undermine parents’ confidence in their
parenting abilities.

1.3. The Moderating Role of Children’s Age

The potential impact of WFC on children’s emotional and behavioral difficulties
is likely to vary as a function of the child’s age, particularly in early childhood [14,15].
From a developmental and ecological perspective, age reflects differences in children’s
biopsychosocial dependence on caregivers, as well as in parental demands [11]. During
toddlerhood, children rely heavily on parents for emotional co-regulation, behavioral guid-
ance, and basic daily routines, making them particularly sensitive to changes in parental
psychological functioning [34,35]. Parental stress, depressive symptoms, or reduced self-
efficacy may therefore have more immediate and pronounced effects on toddlers’ emotional
and behavioral regulation [22,25].

As children transition into the preschool period, gains in cognitive, emotional, and
self-regulatory capacities may reduce direct dependence on parental co-regulation [17,36].
However, this developmental stage is also characterized by increasing behavioral auton-
omy and emotional complexity, which may interact differently with parental mental health
difficulties [22,35]. Thus, while the impact of WFC may remain significant, its manifesta-
tions may vary across age, for example in the relative prominence of internalizing versus
externalizing difficulties [14,18].

In this sense, children’s age may function both as an indicator of developmental vul-
nerability and as a proxy for parental demands, potentially moderating the strength of the
associations between WFC, parental mental health, and children’s emotional and behav-
ioral difficulties. Despite its theoretical relevance, few studies have explicitly examined
age-related differences in these processes within early childhood.
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1.4. The Present Study

Despite extensive evidence linking WFC to parental mental health and children’s
emotional and behavioral difficulties, important gaps remain. Most studies have examined
individual mediators in isolation, typically focusing on either parental stress or depressive
symptoms, rather than integrating multiple indicators of parental mental health within
a single analytical framework [14,19,27]. As highlighted by Bilodeau et al. [14], although
indirect effects through parental characteristics are consistently observed, direct associations
between WFC and child outcomes are often inconsistent.

Moreover, relatively little research has integrated negative indicators of parental men-
tal health with resource-based constructs such as parental self-efficacy. Given evidence that
self-efficacy is closely intertwined with both stress and depression and plays a central role
in parenting and child adjustment [30,32], its inclusion may offer a more nuanced under-
standing of the pathways linking WFC to children’s emotional and behavioral difficulties.

This study aimed to analyze the association between WFC and parent-reported
children’s emotional and behavioral difficulties and whether this relationship is medi-
ated by parental mental health, considering three distinct indicators: parental stress, de-
pressive symptoms, and parental self-efficacy. The specific objectives were to analyze:
(1) the association between WFC and parent-reported children’s emotional and behavioral
difficulties; (2) the association between the three indicators of parental mental health and
parent-reported children’s emotional and behavioral difficulties; (3) whether the associa-
tion between WFC and parent-reported children’s emotional and behavioral difficulties is
mediated by parental mental health; and (4) whether the proposed mediation is moderated
by children’s age (toddler vs. preschool) (see Figure 1).

Figure 1. Conceptual model of the study.

2. Materials and Methods
2.1. Procedure

This study has a quantitative and cross-sectional design and is part of a larger project
entitled Promoting parental and child mental health: From understanding to intervention, which
was approved by the Ethics and Deontology Committee of the School of Psychology and
Life Sciences of Lusófona University (Ref.CEDIC-2024-6-25). Participants were eligible
to participate if they: (1) were aged 18 or over; (2) had at least one child aged between
18 and 72 months; (3) could read and understand Portuguese; and (4) lived in Portu-
gal. Participants were recruited through digital media platforms (e.g., Facebook pages
about parenting) and educational institutions (e.g., daycare centers, kindergartens) who
were asked to share the research protocol’s link with the parents by e-mail. Participants
were invited to complete an online questionnaire, stored on the Qualtrics platform, with
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an expected duration of 40 min. Informed consent was obtained from all participants at the
beginning of the online questionnaire, after being presented the nature and goals of the
study. Participation was anonymous and voluntary, with no monetary compensation.

2.2. Instruments
2.2.1. Sociodemographic Characteristics

A questionnaire was designed by the research team to assess the sociodemographic
characteristics of the participants (i.e., age, sex, marital status, professional status of the
partner, nationality, ethnicity, education, type of employment, number of hours worked
per week, area of residence, number of children, number of household members, and
socioeconomic status). Information related to the target children included age, gender,
existence of emotional and behavioral problems and, if applicable, whether the child had
received or was receiving professional support. Participants were also asked whether they
were currently in a marital relationship with the child’s father/mother.

2.2.2. Work–Family Conflict

To assess WFC, the Portuguese version (PV) of the Work–Family Conflict Scale [37]
(PV: [38]) was used. This subscale consists of 4 items, answered on a 7-point Likert scale,
ranging from 1 (Strongly Disagree) to 7 (Strongly Agree). The total score is obtained by
averaging the items and can range from 1 to 7, with higher scores reflecting higher WFC.
Regarding internal consistency, both the original version and the Portuguese validation
demonstrated good internal consistency [39]. In this study, Cronbach’s alpha was 0.88.

2.2.3. Children’s Emotional and Behavioral Difficulties

To assess parents’ reports of emotional and behavioral difficulties in children between
18 and 60 months of age, the Preschool Pediatric Symptom Checklist (PPSC) [39] (PV: [40])
was used. It consists of 18 items answered on a 3-point Likert scale, ranging from 0 (Not
at all) to 2 (Very much). The total score is obtained by summing the items and can range
from 0 to 36, with higher scores reflecting higher emotional and behavioral difficulties in
children (as perceived by parents) [39,40]. Regarding internal consistency, both the original
version and the Portuguese validation showed good internal consistency [39,40]. In this
study, Cronbach’s alpha was 0.86.

For children over 60 months old, the Pediatric Symptom Checklist-17 (PSC-17) [41]
(PV: [42]) was used. It is composed of 17 items rated on a 3-point Likert scale, ranging from
0 (Never) to 2 (Frequently). The total score is obtained by summing the items and can range
from 0 to 34, with higher scores reflecting higher parent-reported children’s emotional
and behavioral difficulties. Regarding internal consistency, the original version showed
good internal consistency (α = 0.89), and psychometric studies of the Portuguese validation
are ongoing. In this study, Cronbach’s alpha was 0.79. In order to use a single variable,
the total scores of the PPSC and PSC-17 were standardized (0–100) and a unique score of
parent-reported children’s emotional and behavioral difficulties was created.

2.2.4. Parental Stress

To assess parental stress, the Parental Stress Scale (PSS) [43] (PV: [44]) was used. It
consists of 18 items, answered on a 5-point Likert scale, ranging from 1 (Strongly disagree)
to 5 (Strongly agree). The items include aspects considered to be more positive and aspects
considered to be more negative about parenting, with items 1, 2, 5, 6, 7, 8, 17, and 18 being
scored inversely [45,46]. The total score is obtained by summing the items and can range
from 18 to 90, with higher scores reflecting higher levels of parental stress [46]. Regarding
internal consistency, the PSS showed a good internal consistency both in the original version
and in the Portuguese validation. In this study, Cronbach’s alpha was 0.84.
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2.2.5. Depressive Symptoms

To assess parents’ depressive symptoms, the depression subscale of the Hospital
Anxiety and Depression Scale (HADS) [47] (PV: [48]) was used. It consists of 7 items,
answered on a 4-point Likert scale, ranging from 0 (for example, as far as before) to 3 (for
example, almost not at all). The total score is obtained by summing the items and can range
from 0 to 21, with higher scores reflecting more depressive symptoms [48]. Regarding
internal consistency, both the original version and the Portuguese validation showed good
internal consistency values [48]. In this study, Cronbach’s alpha was 0.74.

2.2.6. Parental Self–Efficacy

To assess parents’ perceptions of their self-efficacy in parenting, the Parental Self-
Efficacy subscale of the Parental Self-Regulation Scale was used (MaaP) [49] (PV: [50]).
This subscale consists of four items answered on a five-point Likert scale ranging from
1 (Strongly disagree) to 5 (Strongly agree). The total score is obtained by summing the
items and can range from 4 to 20, with higher scores reflecting higher levels of parental self-
efficacy [51]. Regarding internal consistency, both the original version and the Portuguese
validation showed good internal consistency values. In this study, Cronbach’s alpha
was 0.87.

2.3. Statistical Analysis

Data analysis was conducted in IBM SPSS software (v. 28). For the sociodemographic
characterization of the sample, descriptive statistics were calculated. Pearson correlations
(between continuous variables) and analyses of variance (ANOVA) (between continuous
and categorical variables) were calculated between the sociodemographic variables and
the main study variables in order to identify potential covariates to be included in the
regression models.

To analyze the association between WFC, parental mental health, and children’s emo-
tional and behavioral difficulties, Pearson correlations and hierarchical regression analyses
were computed. Correlations were interpreted according to Cohen [52], considering correla-
tions between 0.10 and 0.30 to be weak, associations between 0.30 and 0.50 to be moderate,
and associations above 0.50 to be strong. In the hierarchical regression analysis, a model
with three blocks was performed: in the first block, the main independent variable (WFC)
was introduced; in the second block, the potential mediators (parental stress, depressive
symptoms, and parental self-efficacy) were introduced; and, in the third block, the sociode-
mographic characteristics that were significantly associated with children’s emotional and
behavioral difficulties (i.e., nationality, number of children, children’s age, child’s sex, and
marital relationship with the father/mother) were introduced.

To analyze whether parental stress, depressive symptoms, and parental self-efficacy
mediated the association between WFC and children’s emotional and behavioral difficulties,
a simple mediation model was tested using the PROCESS macro for SPSS (Model 4; [53]).
The three dimensions of parental mental health were introduced together, resulting in
a single mediation model tested. The mediation model was adjusted for the covariates
found to be significant in the final adjusted hierarchical regression model (i.e., nationality,
children’s age and sex). Indirect effects were calculated by bootstrapping resampling
(5000 samples) and considered significant when zero was not contained between the
minimum and maximum of the estimated 95% confidence intervals (CI). Unstandardized
regression coefficients were reported [54].

Finally, to assess whether the mediation model occurs equally in parents with tod-
dlers (i.e., children aged between 18 months and 36 months) and preschool-aged children
(i.e., children aged between 37 months and 72 months), a moderated mediation model using
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PROCESS macro for SPSS was computed (Model 59; [53]). Children’s age was recoded into
two distinct categories: 0—parents of toddlers and 1—parents of preschool-aged children.
The value defined for significance was p < 0.05 for all analyses.

3. Results
3.1. Participants

The sample consisted of 313 participants, whose characteristics are detailed in Table 1.
Participants were aged between 20 and 56 years (M = 37.35; SD = 5.77). Most participants
were mothers (84.7%), had completed higher education (70.9%), were working (91.4%),
mostly full-time (91.6%), in person (63.3%), and between 5 and 80 h per week (M = 38.95;
SD = 8.17).

Table 1. Sociodemographic characteristics (N = 313).

Variables n % M (SD)

Parent Characteristics
Sex

Female 265 84.7
Male 48 15.3

Age (in years) 313 37.35 (5.77)
Civil Status

In a relationship 271 86.6
Not in a relationship 42 13.4

Partner’s professional status (in a
relationship)

Employee 256 94.5
Unemployed 15 5.5
Nationality
Portuguese 293 93.6

Other nationality 20 6.4
Ethnic group

White 294 93.9
Other 12 3.8

Missing 7 2.2
Education

With higher education 222 70.9
Without higher education 91 29.1

Professional status
Employee 286 91.4

Unemployed 27 8.6
Type of work (employee)

Full Time 262 91.6
Part-time 20 6.99
Missing 4 1.42

Working method (employee)
In-person only 181 63.3

Exclusively in teleworking 25 8.74
Hybrid 76 26.6
Missing 4 1.40

Hours per week (employee) 282 38.95 (8.17)
Missing 4

Place of residence
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Table 1. Cont.

Variables n % M (SD)

Urban area 259 82.7
Rural area 54 17.3
Household 313 3.52 (0.85)

Socioeconomic status
Below average 37 11.8

On average 195 62.3
Above average 81 25.9

Number of children 313 1.60 (0.68)
Children’s characteristics

Children’s age 313 48.33 (17.14)
Children’s Sex

Female 169 54.0
Male 144 46.0

Parenting
Parents of toddlers 84 26.8

Parents of preschool-aged
children 168 53.7

Parents of toddlers and
preschool-aged children 60 19.2

Missing 1 0.3
Emotional and behavioral

problems in children
No 259 82.7
Yes 54 17.3

Professional support (yes)
No 35 64.8
Yes 19 35.2

Relationship with father/mother
Yes 275 87.9
No 38 12.1

Most participants were Portuguese (93.6%), lived in urban areas (82.7%), identified
themselves as part of the white ethnic majority (93.9%), and described their family income as
average (62.3%). The participants’ households ranged from 1 to 5 members, with an average
of 4 individuals, including 1 to 4 children (M = 1.60; SD = 0.68). Most participants were
in a relationship (86.6%) and their partner was employed (94.5%). Of the 313 participants,
26.8% were parents of toddlers, 53.7% were parents of preschool-aged children, and 19.2%
had at least one child in both age groups.

Parents with more than one child aged between 18 and 72 months old were asked to
report information about the child with whom they felt the greatest difficulties (referred in
this study as the target child). Target children had a mean age of 48.33 months (SD = 17.14;
18–83), with 46% being male and 54% female. More than half of the participants were in
a marital relationship with the father/mother of the target child (87.9%). Only 17.3% of
the children had emotional and/or behavioral problems, of which 35.2% received or are
currently receiving professional support.

3.2. Preliminary Analyses

Descriptive statistics and correlations between study variables are described in Table 2.
Higher levels of WFC were significantly and weakly associated with higher levels of
children’s emotional and behavioral difficulties.
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Table 2. Descriptive statistics and correlations between main study variables.

Correlations

M (SD) Min/Max 1 2 3 4 5

1. Work–family conflict 3.88 (1.59) 1.00/7.00 --- 0.34 *** 0.22 *** −0.20 ** 0.16 **

2. Parental stress 36.32 (8.28) 21.00/62.00 --- --- 0.44 *** −0.50 *** 0.40 ***

3. Depressive symptoms 4.99 (3.23) 0.00/18.00 --- --- --- −0.40 *** 0.36 ***

4. Parental self–efficacy 16.62 (2.59) 8.00/20.00 --- --- --- --- −0.26 ***

5. Children’s emotional and
behavioral difficulties

23.80 (14.71) 0.00/73.53 --- --- --- --- ---

Note. ** p < 0.01; *** p < 0.001.

Higher levels of WFC were significantly and moderately associated with higher lev-
els of parental stress and weakly associated with higher levels of depressive symptoms
and lower levels of parental self-efficacy. Higher levels of parental stress and depres-
sive symptoms were significantly and moderately associated with higher levels of chil-
dren’s emotional and behavioral difficulties and higher levels of parental self-efficacy
were significantly and weakly associated with fewer levels of children’s emotional and
behavioral difficulties.

Parents of non-Portuguese nationality reported higher levels of children’s emotional
and behavioral difficulties, r = 0.13, p < 0.05, as well as parents with more children, r = 0.13,
p < 0.05. Parents of older children, r = 0.31, p < 0.001, male children, r = −0.18, p < 0.01,
and who are not in a marital relationship with the father/mother of that child, r = −0.16,
p < 0.01, reported higher levels of children’s emotional and behavioral difficulties.

3.3. Hierarchical Regression Model

The hierarchical regression analyses are presented in Table 3. The first block, which
includes WFC, explained 2.4% of the variance of children’s emotional and behavioral
difficulties, F (1, 311) = 7.65, p < 0.01, with WFC being positively and significantly associated
with children’s emotional and behavioral difficulties. The second block, which includes
parental stress, depressive symptoms, and parental self-efficacy, explained 18.2% of the
variance of children’s emotional and behavioral difficulties F (3, 308) = 20.00, p < 0.001.

Parental stress and depressive symptoms were significantly and positively associated
with children’s emotional and behavioral difficulties. WFC became non-significant. The
third block included covariates and explained 12.6% of the variance of children’s emotional
and behavioral difficulties, F (5, 303) = 16.74, p < 0.001. Parental stress and depressive
symptoms remained significantly and positively associated with children’s emotional and
behavioral difficulties. Parents’ nationality and children’s age were positively and signifi-
cantly associated with children’s emotional and behavioral difficulties, while children’s
sex was negatively and significantly associated with children’s emotional and behavioral
difficulties. Parents of non-Portuguese nationality, older children, and whose target child is
male reported higher children’s emotional and behavioral difficulties.
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Table 3. Association between WFC, parental mental health, and children’s emotional and
behavioral difficulties.

Variables

Block 1 Block 2 Block 3
WFC Potential Mediators Covariates

∆R2 = 0.024
R2 Adjusted = 0.021

b (SE)

∆R2 = 0.182
R2 Adjusted = 0.196

b (SE)

∆R2 = 0.126
R2 Adjusted = 0.312

b (SE)

Constant 18.23 (2.18) *** 2.12 (8.34) −3.60 (8.58)
Independent variable

WFC 1.43 (0.52) ** 0.02 (0.50) 0.21 (0.47)
Potential mediators

Parental stress 0.52 (0.11) *** 0.41 (0.11) ***
Depressive symptoms 1.03 (0.27) *** 1.07 (0.25) ***
Parental self-efficacy −0.14 (0.34) −0.54 (0.32)

Covariates
Nationality 1 6.93 (2.86) *

Number of children 0.94 (2.86)
Children’s age 0.24 (0.04) ***

Children’s sex 2 −5.13 (1.39) ***
Relationship with
father/mother 3 −3.70 (2.15)

Note. * p < 0.05, ** p < 0.01; *** p < 0.001; WFC—Work–Family Conflict; 1 0 = Portuguese, 1 = Other Nationality;
2 0 = Male, 1 = Female; 3 0 =No, 1 = Yes.

3.4. The Mediating Role of Parental Mental Health in the Association Between WFC and
Children’s Emotional and Behavioral Difficulties

The mediation model is represented in Figure 2. The total effect of WFC on parent-
reported children’s emotional and behavioral difficulties was statistically significant;
b = 1.421, SE = 0.48, 95% CI (0.48, 2.36). Together with the covariates (i.e., nationality,
child’s age in months, and child’s sex), WFC explained 17.6% of the variance of children’s
emotional and behavioral difficulties F (4, 308) = 16.45, p < 0.01. The direct effect of
WFC (after introducing the mediators) on children’s emotional and behavioral difficulties
was not statistically significant; b = 0.16, SE = 0.47, 95% CI (−0.75/1.08). Taken together,
the WFC, the covariates, and the three dimensions of parental mental health explained
32.4% of the variance of children’s emotional and behavioral difficulties; F (7, 305) = 20.91,
p < 0.001. To improve clarity, mediation results are presented for each dimension of parental
mental health.

3.4.1. Mediator 1: Parental Stress

Higher levels of WFC were associated with higher levels of parental stress,
b = 1.77, SE = 0.28, 95% CI (1.23/2.32), explaining 13.6% of the variance of parental stress,
F (4, 308) = 12.11, p < 0.001. Parental stress was significantly and positively associated with
children’s emotional and behavioral difficulties, b = 0.43, SE = 0.11, 95% CI (0.22/0.64). The
indirect effect of parental stress in the association between WFC and children’s emotional
and behavioral difficulties was significant, b = 0.77, SE = 0.21, 95% CI (0.41/1.22). Higher
levels of WFC were associated with higher levels of parental stress which, in turn, were
associated with higher levels of children’s emotional and behavioral difficulties.
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Figure 2. Direct and indirect effects of the relationship between WFC and children’s emotional
and behavioral difficulties, through parental stress, depressive symptoms, and parental self-efficacy.
Path values represent unstandardized regression coefficients. The total effect of WFC on children’s
emotional and behavioral difficulties (before inclusion of the mediators) is described in parentheses
and the direct effect (after inclusion of the mediators) is represented by the value outside parentheses.
The mediation model was adjusted for covariates (i.e., nationality, children’s age and children’s sex).
** p < 0.01.

3.4.2. Mediator 2: Depressive Symptoms

Higher levels of WFC were associated with higher levels of depressive symptoms,
b = 0.45, SE = 0.11, 95% CI (0.23/0.67), explaining 5.9% of the variance of depressive
symptoms, F (4, 308) = 4.80, p < 0.01. Depressive symptoms were significantly and positively
associated with children’s emotional and behavioral difficulties, b = 1.10, SE = 0.25, 95% CI
(0.60/1.58). The indirect effect of depressive symptoms in the association between WFC
and children’s emotional and behavioral difficulties was significant, b = 0.49, SE = 0.20,
95% CI (0.16/0.93). Higher levels of WFC were associated with higher levels of depressive
symptoms, which, in turn, were associated with higher levels of children’s emotional and
behavioral difficulties.

3.4.3. Mediator 3: Parental Self-Efficacy

Higher levels of WFC were associated with lower parental self-efficacy, b = −0.32,
SE = 0.09, 95% CI (−0.50/−0.14), explaining 5.9% of the variance of parental self-efficacy,
F (4, 308) = 4.80, p < 0.01. Parental self-efficacy was not significantly associated with
children’s emotional and behavioral difficulties, b = −0.00, SE = 0.32, 95% CI (−0.63/0.63).
The indirect effect of self-efficacy in the association between WFC and children’s emotional
and behavioral difficulties was not significant, b = −0.00, SE = 0.11, 95% CI (−0.23/0.22).

3.5. Moderated Mediation Model

As detailed in Table 4, WFC was significantly associated with parental stress, de-
pressive symptoms, and parental self-efficacy. Parental stress and depressive symptoms
revealed positive and significant associations with children’s emotional and behavioral
difficulties, while parental self-efficacy was not significantly associated with children’s
emotional and behavioral difficulties. Children’s age was significantly and positively asso-
ciated with children’s emotional and behavioral difficulties. The interaction effect between
children’s age and each of the main study variables was not statistically significant.
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Table 4. Results of the mediation-moderated analyses.

Mediation Model I
(Parental Stress)

Mediation Model II
(Depressive Symptoms)

Mediation Model III
(Parental Self-Efficacy)

Dependent Model I
(Children’s Emotional and

Behavioral
Difficulties)

b (95% bootCI) SE b (95% bootCI) SE b (95% bootCI) SE b (95% bootCI) SE

Constant 2.29 *
[−4.50, −0.07] 1.13 −1.06

[−1.96, −0.16] 0.46 1.04 **
[0.32, 1.76] 0.37 24.36 **

[20.57, 28.15] 1.93

WFC 1.79 *
[1.25, 2.33] 0.28 0.44 **

[0.22, 0.66] 0.11 −0.31 **
[−0.49, −0.14] 0.09 0.23

[−0.74, 1.20] 0.49

Parental stress -- -- -- -- -- -- 0.48 **
[0.26, 0.70] 0.11

Depressive
symptoms -- -- -- -- -- -- 1.04 **

[0.52, 1.55] 0.26

Parental
self-efficacy -- -- -- -- -- -- −0.13

[−0.80, 0.54] 0.34

Children’s age 1.59
[−0.35, 3.53] 0.99 −0.21

[−0.99, 0.58] 0.40 0.37
[−0.99, 0.26] 0.32 6.19 **

[2.91, 9.48] 1.67

WFC
X

Children’s age

0.49
[−0.70, 1.68] 0.60 0.08

[−0.40, 0.56] 0.25 0.19
[−0.19, 0.58] 0.20 0.91

[−1.20, 3.03] 1.07

Parental stress
X

Children’s age
-- -- -- -- -- -- −0.06

[−0.58, 0.47] 0.27

Depressive
symptoms

X
Children’s age

-- -- -- -- -- -- 0.51
[−0.63, 1.65] 0.58

Parental
self-efficacy

X
Children’s age

-- -- -- -- -- -- −0.62
[−2.17, 0.93] 0.79

Note. WFC—Work–Family Conflict; b refers to the non-standardized coefficient values. In parentheses, the values
refer to the lower and upper limits of the 95% Confidence Interval (CI). ST = Standard Error; * p < 0.05; ** p < 0.01.

The moderated mediation index values showed that children’s age was not a signif-
icant moderator of the mediation models (see Table 5). A significant mediation through
parental stress was found for both parents of toddlers and parents of preschool-aged chil-
dren. Regarding the mediation through depressive symptoms, although the moderated
mediation index was not statistically significant, the results suggest a stronger mediation
effect for parents of preschool-aged children than for parents of toddlers. The mediation
through self-efficacy was not significant for either group.

Table 5. Conditional indirect effects.

Moderator
Conditional

Indirect
Effect

Bootstrap SE Bootstrap LLCI Bootstrap ULCI
Moderate
Mediation

Index

Dependent variable: Children’s emotional and behavioral difficulties; Mediator: Parental stress
Toddlers 1 0.75 0.38 0.14 1.60

Preschool-aged children 2 0.89 0.27 0.41 1.44
-- 0.47 −0.86 0.96 0.14

Dependent variable: Children’s emotional and behavioral difficulties; Mediator: Depressive symptoms
Toddlers 1 0.25 0.21 −0.07 0.74

Preschool-aged children 2 0.55 0.27 0.12 1.15
-- 0.34 −0.34 1.00 0.29

Dependent variable: Children’s emotional and behavioral difficulties; Mediator: Parental self-efficacy
Toddlers 1 −0.15 0.33 −0.98 0.30

Preschool-aged children 2 0.08 0.13 −0.15 0.37
-- 0.35 −0.30 1.10 0.22

Note. 1 Children aged between 18 months and 36 months; 2 Children aged between 37 months and 72 months;
SE—Standard Error; LLCI—Lowest Limit; ULCI—Maximum Limit.
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4. Discussion
This study aimed to examine the association between WFC and children’s emotional

and behavioral difficulties, as well as to test the mediating role of different indicators of
parental mental health—parental stress, depressive symptoms, and parental self-efficacy—
in this association and the potential moderating effect of children’s age. Overall, the
findings provide a coherent integration of ecological, family stress, and developmental
perspectives, suggesting that the association between WFC and children’s adjustment
may operate primarily through parents’ psychological functioning rather than through
direct pathways.

4.1. WFC and Child Emotional and Behavioral Difficulties

Consistent with the first hypothesis, higher levels of WFC were associated with greater
emotional and behavioral difficulties in children, as perceived by parents. Although the
magnitude of this direct association was modest, the pattern aligns with international
evidence showing small but robust associations between parents’ work–family experiences
and child’s adjustment outcomes [4,14,15]. These results support the notion that WFC
constitutes a relevant contextual risk factor within the child’s developmental ecology, even
during early childhood. From a theoretical standpoint, these findings are consistent with
the Ecological Systems Theory [55], which posits that stressors arising in one microsystem
(work) can spill over into other microsystems (family), indirectly shaping child’s develop-
ment. As suggested by Van den Eynde et al. [5], the intersection between work and family
demands contributes to the emotional and relational climate of the family environment,
with implications for children’s functioning over time.

4.2. Work–Family Conflict and Parental Mental Health

In line with the second hypothesis, WFC was significantly associated with poorer
parental mental health, reflected in higher levels of parental stress and depressive symptoms
and lower levels of parental self-efficacy. These findings replicate a substantial body
of literature identifying WFC as a chronic stressor that undermines parental psychol-
ogical well-being [1,2,11].

The particularly strong association between WFC and parental stress suggests that
interference between work and family roles is experienced as a direct burden on the
parenting role. When parents’ time, energy, and emotional resources are depleted by
work demands, parenting tasks may be perceived as more taxing and difficult to manage,
increasing stress specifically related to parenting [5,17]. Depressive symptoms, in turn,
may reflect a more cumulative and pervasive impact of WFC on parental mental health,
consistent with longitudinal evidence indicating that sustained exposure to WFC predicts
increases in depressive symptomatology over time [2].

The negative association between WFC and parental self-efficacy is also consistent
with previous research [3,33], suggesting that persistent conflict between work and family
responsibilities may erode parents’ confidence in their ability to effectively meet their
children’s needs. However, as discussed below, the role of parental self-efficacy appears to
be more complex when examined alongside other indicators of parental mental health.

4.3. Parental Mental Health and Child Emotional and Behavioral Difficulties

Regarding the third hypothesis, parental stress and depressive symptoms were pos-
itively and significantly associated with children’s emotional and behavioral difficulties
as perceived by parents, whereas parental self-efficacy was not significantly associated
with such difficulties when considered simultaneously with the other mental health in-
dicators. This pattern is largely consistent with prior research identifying parental stress
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and depression as robust predictors of both internalizing and externalizing problems in
young children [22,24,25].

The impact of parental stress can be understood within family stress models, which
propose that elevated stress compromises parental sensitivity, emotional availability, and
consistency in caregiving, thereby increasing children’s vulnerability to emotional and
behavioral difficulties [19]. Similarly, parental depressive symptoms are associated with
reduced responsiveness, greater irritability, and less adaptive parent–child interactions, all
of which have been linked to poorer child’s adjustment [24].

The absence of a significant effect for parental self-efficacy in the final model, despite
its significant bivariate association with children’s emotional and behavioral difficulties,
warrants careful consideration. One plausible explanation is that when more proximal
and potent indicators of parental distress—such as stress and depressive symptoms—are
simultaneously included, the unique contribution of parental self-efficacy is attenuated.
Recent evidence suggests that parental self-efficacy often operates within transactional
processes, being shaped by children’s behavior and exerting its influence indirectly through
parenting practices rather than acting as an independent direct predictor of children’s
outcomes [32]. Thus, in this study, parental self-efficacy may play a more prominent role in
longitudinal or process-oriented models that incorporate parenting behaviors.

4.4. The Mediating Role of Parental Mental Health

The mediation analyses provided a central contribution of this study, partially sup-
porting the fourth hypothesis. The association between WFC and children’s emotional and
behavioral difficulties was fully mediated by parental stress and depressive symptoms, but
not by parental self-efficacy. These findings reinforce the view that the association between
WFC and child adjustment may be largely indirect, operating through parents’ psychologi-
cal functioning [4,14]. Parental stress emerged as the most robust mediator, corroborating
previous studies that identify it as a key proximal mechanism linking work-related strain to
child outcomes, particularly in families with young children [5,27]. Depressive symptoms
also showed a significant indirect effect, extending prior research by highlighting parental
depression as an important pathway through which difficulties in balancing work and
family demands may translate into concerns about children’s mental health [23,56].

Taken together, these results support an integrated interpretation in which higher lev-
els of WFC are associated with increased parental distress, which, in turn, may undermine
the emotional and relational quality of the family environment, heightening children’s risk
for emotional and behavioral difficulties.

4.5. The Moderating Role of Children’s Age

Children’s age did not significantly moderate the mediation models. Nevertheless,
a trend toward a stronger mediating effect of depressive symptoms among parents of
preschool-aged children was observed. Although this finding should be interpreted cau-
tiously, it may reflect the fact that preschool-aged children are more attuned to adults’
emotional states and more capable of perceiving parental mood, potentially increasing
their sensitivity to parental depressive symptoms [36,57]. The absence of statistically signif-
icant moderation effects suggests that, within this sample, the associations between WFC,
parental mental health, and child difficulties were relatively similar across toddlerhood
and the preschool period. This finding contributes to the literature by indicating that the
impact of WFC and parental distress on child adjustment manifests relatively consistently
across early childhood, underscoring the importance of early preventive interventions.
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4.6. Clinical and Preventive Implications

From a practical perspective, the findings underscore the importance of interven-
tions that address parental mental health as a central pathway linking WFC to children’s
emotional and behavioral adjustment. Parenting and family-based interventions that
incorporate stress-management strategies and early identification of depressive symp-
toms may have indirect benefits for children’s well-being. At a broader level, the results
support the relevance of family-friendly workplace policies, such as flexible working ar-
rangements and organizational support for parents, as preventive strategies with potential
downstream effects on child development. Integrating work–family considerations into
mental health and child-focused services may therefore enhance the effectiveness of early
prevention efforts.

4.7. Limitations and Future Directions

Several limitations should be acknowledged. First, the cross-sectional design pre-
cludes causal inferences regarding the directionality of the associations, and longitudinal
designs are needed to examine transactional and developmental processes over time. Sec-
ond, the predominance of mothers in the sample limits the generalizability of the findings
to fathers and other caregivers, highlighting the need for more gender-balanced samples in
future research. Third, the exclusive reliance on parent-reported measures may introduce
shared method variance and perceptual biases, particularly for internalizing symptoms.
On a related note, while the combination of PPSC and PSC-17 scores into a single variable
allowed for analytic comparability, since they capture overlapping but not identical symp-
tom profiles, this should be considered when interpreting results. Future studies would
benefit from multi-informant and observational approaches, as well as from the inclusion
of objective or contextual indicators of work–family conditions.

5. Conclusions
This study provides evidence consistent with the hypothesis that WFC is associated

with young children’s emotional and behavioral difficulties, primarily through its links with
parental psychological well-being. The findings suggest that parental stress and depressive
symptoms may be important mechanisms within this association, while indicating a more
indirect role for parental self-efficacy. Overall, supporting parents’ mental health and work–
family balance may constitute promising avenues for prevention and early intervention
efforts aimed at promoting healthy child development.
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