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Abstract 

Objectives 

The relationship between work-life conflict and self-rated health is widely researched but 

whether the association differs according to educational level has received less attention. This 

study investigated the association of work-life conflict with self-rated health taking gender, 

education, working conditions and socio-demographic characteristics into account. 

Methods 

The cross-sectional data came from the ELSA-Brasil (2008-2010), a cohort study of civil 

servants 35-74 years old from six states of Brazil. Complete information was available for 

12121 individuals (48% men). Work-life conflict was measured by four indicators 

representing different aspects, i.e. work-to-family time-based, work-to-family strain-based, 

family-to-work and lack of leisure time. Multiple logistic regression analyses stratified by 

gender and educational level were performed. 

Results 

More frequent work-life conflict was associated with poor self-rated health in all the 

indicators. The magnitude of association was greater for women and the same occurred with 

the higher educated respondents. An exception is in the family-to-work indicators where it 

affected lower educated women more than higher educated. 

Conclusions 

There is an association between work-life conflict and self-rated health and it differs 

according to work-life conflict indicator. Stratifying by gender and educational level presents 

an important addition to research in the field of work-life conflict. 
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Introduction 

The goals most people strive for everyday is to have a fulfilling job, a rewarding personal life 

and to be able to enjoy good health. However, these goals rarely go well together. There can 

be an imbalance between the time one needs to spend in one domain and the time one needs 

or wants to spend in another domain. This is conceptualized as work-life conflict. At the core 

of work-life conflict is the widely felt need to prevent paid work from invading into people’s 

lives too much (Lewis, Gambles & Rapoport, 2007). There are numerous possible harmful 

outcomes to work-life conflict and a decrease in quality of life and wellbeing is among them 

(Guest, 2002). 

Work-life conflict is not culture free (Lewis et al., 2007). It is embedded in a large 

cultural framework and reflects changes in the nature of work and workplace that are related 

to global competition and trends (Lewis et al., 2007). In the research by Lewis and colleagues 

(2007), work-life conflict was named by participants from the United Kingdom, the United 

States, the Netherlands and India even though the researcher did not mention this concept as 

such. The other countries in this research did not have a discourse of work-life conflict and 

the concept was not mentioned. This did not mean, however, that the conflict was not present 

or felt by the individual from other parts of the world. The approach of measuring work-life 

conflict is imported onto ‘developing’ countries without any considerations of cultural issues 

(Lewis et al., 2007). It is important to take the specific culture of a country into account when 

researching work-life conflict.  

The association between work-life conflict and health status is well studied, mostly in 

Western Europe and North America. These countries all have a long history of this type of 

research. Some results in work-life conflict are strongly related to a specific culture such as 

the high female employment in Sweden and Finland. Therefore, this study of the Brazilian 

population is an important addition to this field with a new perspective on the work-life 

conflict in association with self-rated health.  

 

Aims and research questions 

The main aim of this study is to examine whether work-life conflict has a significant 

association with self-rated health in the ELSA-Brasil population. Another aim is to investigate 

how gender and educational level are important in the association. The association between 

work-life conflict and self-rated health is well established and previous research has been 

done mostly in Europe and North-America. Studies from other countries are likely to show 
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different results and the ELSA-Brasil data provides exceptional opportunities to study the 

association in the specific context of Brazil.  

    

Research questions 

 Is work-life conflict associated with self-rated health in the ELSA-Brasil cohort study 

(baseline cross-sectional analyses)? 

 Is there a significant interaction of gender and educational level in the association? 
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Background and theoretical framework 

Self-rated health 

Self-rated health focuses on how individuals perceive their overall health and is not an 

objective measure focusing on hospitalisations or medical records. Self-rated health is 

normally measured by a single question in which the subjects respond how they would rate 

their overall health compared to other people of their age (Idler & Benyamini, 1997). The 

question of self-rated health is widely used to measure health status and it has been shown to 

be more accurate about mortality than objective health measures (Idler & Benyamini, 1997). 

Self-rated health presents the possibility of capturing perceptions of an individual’s health 

using criteria that are as extensive and complete as the individual chooses to make them (Idler 

& Benyamini, 1997). It reflects, according to Idler & Benyamini (1997), the full collection of 

diseases a person has, complex human judgements about the severity of current illness, and it 

incorporates family history. The understanding of one’s own health is personal but moreover 

related to social characteristics (Jylha, 2009). The subject of self-rated health is looked at 

more empirical in an article by Lima-Costa, Steptoe, Cesar, Oliviera, Proietti & Marmot 

(2012), which compared the self-rated health of people in England with people in Brazil. It is 

according to this paper rare among people in Brazil to rate their own health as ‘excellent’ 

(Lima-Costa et al., 2012). The authors theorized that ‘excellent’ is a commonly used term in 

English but ‘excellente’ is not a commonly used term in Portuguese and this linguistic 

difference affected the results of the study. The article showed that even though self-rated 

health can be used globally, there might be some cultural differences that change the outcome. 

Measuring health status at one point in time would give a prediction of individuals’ 

future health (Idler & Benyamini, 1997; Jylha, 2009; Leineweber, Baltzer, Magnusson 

Hanson & Westerlund, 2012). Self-rated health could be understood as a summary of 

information about bodily conditions that are involved in biological chains of diseases if the 

information given to the individual is accurate and incorporated by the individual (Jylha, 

2009). Various articles express how general self-rated health is a strong predictor of future 

morbidity and mortality, functional decline and disability, and utilization of health care 

(Jylha, 2009; Leineweber et al., 2012; Lima-Costa et al., 2012). Idler and Benyamini (1997) 

illustrate in their review the use of self-rated health as a health status measure and argue self-

rated health to be ‘an irreplaceable dimension of health and in fact that an individual’s health 

status cannot be assessed without it’ (p.34).  
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Work-life conflict 

Work-life conflict is defined as ‘a form of inter-role conflict in which the role pressures from 

the work and family domains are mutually incompatible in some respect’ (Greenhaus & 

Beutell, 1985: p.77). The concept of ‘work’ in work-life conflict is quite self-explanatory. In 

addition, the concept ‘life’ refers simply to everything outside of work otherwise known as 

the rest of life (Guest, 2002). Work-life conflict, work-family conflict or work-life imbalance 

are widely researched in the academic field and these concepts basically apply to the same 

notion of work-life conflict defined earlier (Bell, Rajendran & Theiler, 2012). The full picture 

of what constitutes work-life conflict is still unclear and this has negative effects on the 

congruency of work-life conflict research (Guest, 2002). Nonetheless, significant research has 

been done on work-life conflict, frequently demonstrating the damaging effect on health 

issues, such as depression, hypertension and substance abuse as shown in the review by 

Michel, Kotbra, Mitchelson, Clark & Baltes (2010).  

There are three internal categories of work-life conflict: time, strain and behaviour. 

Time-based conflict occurs when responsibilities from one domain take up time from another 

domain.  Strain-based conflict occurs when strain is felt in one domain and it interferes with 

participating in another domain. Lastly, behaviour-based conflict, which is seldom used in 

studies, occurs when specific behaviours in one domain are incompatible with the expected 

behaviour in the other domain (Carlson, Kacmar & Williams, 2000; Greenhaus & Beutell, 

1985; Michel et al., 2010). 

Work-life conflict consists of two main directions. The first direction is work-to-

family conflict which means that the work life interferes with the family life. In previous 

studies in Europe and North America, approximately 40% of the employed parents experience 

work-to-family conflict at least some of the time (Allen, Herst, Bruck & Sutton, 2000). As 

studied by Hämming & Bauer (2009), the work-life conflict was more present in individuals 

with higher education, fulltime jobs, irregular working hours and working overtime regularly. 

According to Winter, Roos, Rahkonen, Martikainen & Lahelma (2006), the association 

between work-life conflict and self-rated health weakens when controlled for working 

conditions, meaning that particular working conditions explain part of the association. 

Especially extra working hours and shift work are related to more work-life conflict, as there 

is less and irregular time to spend with the family (Ljosa & Lau, 2009; Hämming & Bauer, 

2009). Working hours can be perceived as objective pointer of work-life conflict (Guest, 

2002) but the impact on work-life conflict is subjective (Lewis et al., 2007). The belief of 
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agency in their working lives remains essential to their ability to cope with and tolerate work-

to-family conflict (Guest, 2002).  

The other direction is the family-to-work conflict which means that the family life 

interferes in the work life. According to Frone, Cooper & Russell (1992) family-to-work 

conflict occurs three times less frequently than work-to-family conflict. Demanding social 

roles and responsibilities in the private life such as having a family and pressure of doing 

domestic work increases the feeling of family-to-work conflict. In Brazil, the domestic work 

is mostly taken on by women (Heyman, Earle & Hanchate, 2004). It is common among 

Brazilian middle and upper class families to have a maid to look after the children and 

domestic work. Moreover, being able to afford a maid is a sign of wealth (Pinho & Silva, 

2010). One of the major contributing factors is the presence of dependent children (Hämming 

& Bauer, 2009). However, the family-to-work conflict is not only applicable to parents 

(Grant-Vallone & Donaldson, 2001). Childless adults have different pressures that can affect 

the family-to-work conflict as well. The support or resources which individuals without a 

family can lack, can affect the individual negatively (Brummelhuis, 2010). Therefore, the 

family-to-work conflict seems to be related to personal perceptions instead of family 

structure. Grant-Vallone & Donaldson (2001) conclude in their study that family-to-work 

conflict is experienced by employees of all family situations and not exclusively by 

employees with traditional family responsibilities.  

The direction of the conflict to either work-to-family or family-to-work is important 

for health outcomes, although work-to-family has more alarming outcomes such as sleep 

deprivation, burnout and depression (Allen et al., 2000). Work-to-family conflict and family-

to-work conflict are reciprocal and bidirectional, so it is possible to have conflict in both 

directions (Greenhaus & Beutell, 1985). Another dimension can be added to work-life conflict 

which considers leisure time as part of the conflict. This conflict occurs when the individual 

has a work life and a family life but feels that this leaves no time for leisure.  

Important to recognize is that even though individuals acknowledge that there is a 

degree of work-life conflict in their lives, they still might be reasonably satisfied with the 

balance they achieved (Guest, 2002). It is therefore likely that the effect of infrequent work-

life conflict on self-rated health is not extensive. Work-life conflict is a concept that is not 

straightforward to operationalize. Many different studies use different variables to measure 

work-life conflict. It seems only possible to gain a partial understanding of work-life conflict 

(Guest, 2002). Consequently, in this study the directions are separated and presented as 

indicators of work-life conflict.   
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Work-life conflict and self-rated health 

Previous studies have investigated the association between work-life conflict and health. 

Moreover, these researches found gender differences and other important characteristics 

which affected the association. Nordenmark and colleagues (2012) found that in several 

European countries, the work environment affected the association most between work-life 

conflict and health status among the self-employed in Europe. Regarding the influence of 

work-life conflict on health across genders, this study found that women generally had a 

higher prevalence of work-life conflict than men but the conflict itself affected both genders 

negatively when it comes to health status (Nordenmark et al., 2012). In a study based on five 

countries in North America and Asia, Billing et al. (2012) have shown that connectedness to 

the work environment was the most important explaining characteristic in the association 

between work-life conflict and health status.   

Looking more closely at countries individually, the association is ever present. 

Research by Leineweber et al. (2012) on Swedish workers showed that higher levels of work-

family conflict lead to worse self-rated health. Health behaviours and gender were related to 

the association. Women showed a higher prevalence of work-life conflict and poor self-rated 

health. Two studies on Finnish workers stated that there is an effect of work-family conflict 

on health status as well (Kinnunen et al., 2004; Winter et al., 2006). Kinnunen et al. (2004) 

looked specifically to work-to-family conflict in a longitudinal design and found that job or 

family strain intensifies the association. The prevalence of work-life conflict among men was 

higher but the effect of it on health status was stronger among women (Kinnunen et al., 

2004).Winter and colleagues (2006) showed that the association remained significant even 

after adjusting for social characteristics. It did get weaker when adjusted for work 

environmental factors such as working hours and physical work load. In a study of workers in 

Switzerland, it was stated that employees with high or very high work-life conflict show 

comparatively high chance of self-reported poor health (Hämming & Bauer, 2009). Job 

insecurity affected the work-life conflict and increased the reporting of poor self-rated health. 

Grant-Vallone & Donaldson (2001) showed in their study on employees in California that 

work-family conflict could predict the employees’ self-rated health more than the social 

desirability bias in which individuals wanted to appear better than they were. As shown in the 

previous literature, gender is an important aspect in the association as it differs per research 

population and should therefore receive attention in this study.  
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Figure 1. Theoretical model of the relationships between the core concepts of the study. 

 

Work-life conflict, self-rated health and educational level 

The addition of educational level in the association between work-life conflict and health 

outcomes (Figure 1) has not been sufficiently researched thus far. Most of the articles about 

work-life conflict and self-rated health use educational level in the analyses but educational 

level is then referenced as an indicator of socioeconomic status (SES). None of the previous 

articles focused on the difference between higher and lower educated specifically. Schieman 

& Glavin (2011) showed in their study how educational level affects the experience of high 

work-life conflict and the resulting mental health consequences. The highest educated 

individuals expressed that they experienced the most work-life conflict and Schieman & 

Glavin (2011) theorized that this resulted from high pressured jobs and vanishing borders 

between work and family life.  

Educational level is also closely related to inequalities in health. Higher educated 

individuals have a lower risk of mortality which is evident across most causes of death 

(Erikson & Torssander, 2009). The gradient in mortality by educational level was present in 

both genders but had a greater difference for men. Self-rated health also has a gradient where 

higher educated individuals rate their health as better than lower educated individuals (Jylha, 

2009). In research conducted by Erikson & Torssander (2009) on the Swedish population, it 

has been shown that there was a gap present between individuals who finished (their 

equivalent of) high school and higher educated individuals. It is noteworthy to state that there 

was no linear association between work-life conflict and self-rated health according to 

educational level because the high levels of education and the lowest level (not more than 

primary school) of education are related to experiencing more work-life conflict and high 

education only has an indirect effect on health whereas a low level of education was strongly 

related to worse health outcomes (Schieman & Glavin, 2011). For that reason, it depends on 

the specific population how educational level would influence the association between work-

life conflict and self-rated health.  

Work-life 

conflict 

Self-rated 

health 
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Methods  

Data 

The data of this research came from the Brazilian Longitudinal Study of Adult Health (ELSA-

Brasil)(Alquino et al., 2012). The ELSA-Brasil study focused on the social determinants of 

health and its goal is to contribute to the knowledge of the development and progression of 

clinical and subclinical chronic diseases, such as obesity, diabetes and cardiovascular 

diseases, among adult populations (Alquino et al., 2012). The baseline examination (2008-

2010) included detailed semi-structured interviews and physical tests. The study population 

consisted of 15,105 respondents (46% men) from the baseline examination. The ages of the 

respondents ranged from 34 up to 75. The respondents were recruited from five universities 

and one research institute: the Federal Universities of Bahia, Espirito Santo, Minas Gerais, 

and Rio Grande do Sul, the University of Sao Paulo, and the Oswaldo Cruz Foundation. The 

sample included 76% volunteers and 24% sampled and actively recruited participants to 

create a sample that achieved the original study goals of baseline distribution. The excluding 

criteria from the baseline study were current or recent pregnancy, intention to retire, move to 

some place out of the metropolitan areas in the near future, and severe cognitive or 

communication impairment (Aquino et al., 2012). 

 

 Study population 

 In this study, those respondents were excluded who did not respond to all the questions on 

the work-life conflict indicators and self-rated health or had missing values on these central 

variables. This resulted in a sample of 12121 valid subjects (48% men). In total 80.2% of the 

ELSA-Brasil population was used in this study. 

 

Measurement of self-rated health 

Self-rated health was the dependent variable and was evaluated by a single question: How do 

you perceive your health compared to others of your age? The response is based on an ordinal 

scale; very poor, poor, fair, good or very good. For the present study the self-rated health 

variable was dichotomised. The first category called ´good´ consisted of the combination of 

good and very good. The second category called ´poor´ included fair, poor and very poor 

combined. The cut-point was decided after running initial analyses that showed the 

resemblance between the results of fair, poor and very poor.  
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Measurement of work-life conflict 

Work-life conflict was the independent variable and was measured through four indicators 

based on the model designed by Frone, Cooper and Russel (1992) to measure the work-life 

conflict. The first indicator assessing time-based work-to-family conflict stated: How often do 

demands from work interfere with time you would like to spend with your family? The second 

indicator assessing strain-based work-to-family conflict stated:  How often do the 

responsibilities at work interfere with responsibilities at home? The third indicator was the 

single indicator for family-to-work conflict and stated: How often does your home life 

interfere with your responsibilities at work? The fourth indicator was not derived from Frone 

et al. (1992) but was designed by ELSA-Brasil and looked at the conflict of work and family 

on the respondents’ leisure time. It was based on two articles that focus on women’s leisure 

time (Henderson, 1996; Shaw, 1985). This indicator assessing lack of leisure time stated: How 

often do work or family demands interfere with time you would like to spend on leisure 

activities? The four different indicators were looked at separately. Each indicator used a 5 

point frequency-based response scale (Frone et al., 1992): never to almost never, rarely, 

sometimes, frequently and very frequently. In the analysis the responses of ‘frequently’ and 

‘very frequently’ were combined due to the low prevalence of ‘very frequently’ and the 

resemblance between ‘frequently’ and ‘very frequently’ in the analyses.   

 

Measurement of covariates 

This study is controlled for the following covariates: gender, age, educational level, presence 

of disease, family factors and work environmental factors. These factors often influence the 

association between work-life conflict and self-rated health according to previous research. 

Gender: From the start of the study gender is measured separately as men and women 

would have different responses to their work life and health. Previous literature indicates that 

there is an important difference between genders in work-life conflict in combination with 

health and therefore the division will be present in the further analyses.  

Age: Age was a continuous variable classified in four categories: ≥44, 45-54, 55-65, 

and 65≤. 

Educational level: Educational level was divided into eight options of the highest 

attained education including: no schooling, incomplete primary school, complete primary 

school, incomplete high school, complete high school, incomplete university, complete 

university and post-graduate. For the multiple regression analyses, this variable was 

dichotomized into ´higher educated´ including completed university and post-graduate, and 
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´lower educated´ including all other options. This was decided upon after an interaction term 

analysis was done with the work-life conflict indicators which showed significant results. 

Different possible strata were tested and a division was made based on the highest interaction 

term.  

Presence of disease: The ‘presence of chronic disease’ variable included the following 

diseases: hypertension, diabetes, myocardial infarction, stroke and heart failure. These 

diseases have been studied often in connection to work-life conflict. If respondents had any of 

the chosen diseases they were selected as ´yes´, otherwise they were selected as ´no´.  

Family factors: The family structure was measured through marital status, the 

presence of children under the age of 5 in the household and the presence of a maid in the 

household. For marital status, the respondents could respond: married; living together 

unmarried; divorced, separated or widowed; or single living without partner. The family 

structure was supplemented by a question concerning the amount of care needing children in 

the household which was measured by the amount of children under the age of 5 the 

respondent had. Particular to the Brazilian culture is the presence of a maid in the household 

(Pinho & Silva, 2010). This was measured by a single question asking if the respondent had a 

maid and the possible responses were ´yes´ or ´no´. 

Work environmental factors:  In the section of work environmental factors, working 

hours and shift work were measured.  Working hours was a continuous variable looking at 

hours of paid work per week and was classified as working ≤30 hours (part time), 30-40 hours 

(full time) or ≥40 hours (more than full time). Shift work is categorized as daytime 

employment (without weekends), dayshifts (which included weekends), and mostly 

nightshifts or mixed shifts.  

 More covariates were considered in this study including job demands, job control and 

the amount of other people in the household. Even though these variables were selected due to 

their importance in previous research, they did not affect the association and were eliminated 

after initial statistical analyses.  

 

Statistical analyses 

First, a cross tabulation was created showing the frequencies of the covariates in the study 

among the different work-life conflict indicators (Table 1). Second, a cross tabulation was 

made to show the prevalence of poor self-rated health per work-life conflict indicator (Table 

2). By using multiple logistic regression analysis, covariates were added to verify whether the 

work-life conflict indicators were independently associated with self-rated health (Table 3). 



 

11 

 

Because of the risk of over adjusting the four indicators of work-life conflict, all covariates 

were tested one by one to see their effect on the association between each indicator of work-

life conflict and self-rated health. Covariates that changed part of the association between any 

of the indicators and self-rated health by 10% or more were selected in the logistic regression 

models, others were eliminated. Model 1 was unadjusted. In Model 2, age was adjusted for. In 

Model 3, age and working hours were adjusted for and in Model 4 was additionally adjusted 

for presence of disease. The covariates age and working hours are used as continuous 

variables in the multiple logistic regression analyses. The respondents who reported ‘never to 

almost never’ to the work-life conflict indicators were used as the reference category. The 

results are presented as odds-ratios with intervals of 95% confidence. All analyses were run in 

SPSS 21.0 for Windows. 

 

Ethical considerations 

ELSA-Brasil was approved by the National Research Ethics Commission (CONEP) (Alquino 

et al., 2012). All participants signed informed consent forms. Before attaining access to the 

data an agreement was signed stating that the material would not be abused for purposes 

outside of the agreed study. 
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Results 

Sample characteristics 

 The full description of the cross tabulation of the covariates and independent variables used 

in this study is presented in Table 1. The division of men and women in the sample is almost 

equal (48% men). There is an overrepresentation of graduates in the sample. This was 

expected as all respondents are employees at a university or research institute. Graduates 

experience work-life conflict considerably more frequently than all other educational 

possibilities with the exception of the family-to-work indicator where it is more common in 

the lower educated groups. Almost half of the respondents are between the ages of 45 and 54 

(47.5%, Table 1). Most respondents did not have a disease (67%). Almost half of the 

respondents (48.5%) are married and another 18.9% are unmarried living together. Only 

12.8% of the respondents reported to have one or more children under the age of 5 in the 

household (Table 1). A maid was present in the household of a quarter of the respondents 

(24.9%). Most of the respondents worked a fulltime job of working hours between 30-40 per 

week (65.7%). Almost two third (65.7%) of the respondents works daytime (Table 1). 

 Women responded ‘frequently’ in work-to-family time-based, strain-based and lack of 

leisure time indicators more often than men. The response ‘frequently’ to the presence of 

family-to-work conflict indicators is uncommon among both genders but slightly more 

present in men (Table 1C). Work-to-family time-based conflict is most frequent among the 

graduates and the lowest educated respondents report ‘never’ the most (Table 1A). It is clear 

that working hours of over 40 hours per week leads to the most frequent reporting of time-

based conflict with 47.2% (Table1A). Work-to-family strain-based conflict is quite equally 

distributed among the different covariates in Table 1B. Only the frequency of strain-based 

conflict seems to change with the amount of working hours. Respondents working less than 

30 hours per week report more ‘never’ and respondents working more than 40 hours per week 

report more ‘frequent’ than the other working hour categories (Table1B). Family-to-work 

conflict has a different distribution than the other work-life indicator as ‘frequent’ is 

uncommonly reported by the respondents (Table1C). In the family-to-work indicator, 

respondents who have or had a partner report more frequent conflict (Table 1C). In Table 1C 

is shown that respondents with 3 children or more under 5 years old report frequent family-to-

work conflict the most. Lack of leisure time conflict is most frequent among respondents 

working more than 40 hours a week (Table1D). The age group below 44 years old reports 

more lack of leisure time than the older age groups (Table1D).  
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Table 1 A-D. Cross tabulation of work-life conflict indicators (A-D) and covariates. Numbers are reported as shares (%) if not stated otherwise. ELSA-Brasil study 2008-
2010 (n=12121) 

        
                          A: Work-to-family time-based B: Work-to-family strain-based C: Family-to-work D: Lack of leisure time 
    

n (%) 
Never Rarely Some-

times 
Frequent Never Rarely Some- 

times 
Frequent Never Rarely Some

-times 
Frequent Never Rarely Some-

times 
Frequent 

Gender                   
Men  5780 (48.0) 17.0 24.7  32.3 25.9 24.4 29.9 29.7 16.0 29.6 37.5 25.4 7.5 19.7 24.6 32.0 23.7 
Women  6341 (52.0) 16.8 23.0  28.3 31.9 20.9 24.6 29.5 25.0 29.5 38.2 25.5 6.8 15.5 17.6 32.6 34.4 
                  Educational level          

        Graduate 4442 (36.6) 8.4 20.2 32.0 39.4 11.9 26.1 35.0 27.0 19.8 43.6 29.9 6.8 7.5 19.0 33.8 39.7 
University 1942 (16.0) 17.6 29.4 29.8 23.3 22.0 31.0 28.2 18.8 25.7 42.0 26.9 5.4 14.0 21.5 35.4 29.1 
Incomplete university 910 (7.5) 20.5 27.0 27.3 25.2 24.5 27.3 29.2 19.0 28.8 41.0 24.3 5.9 16.0 22.6 33.1 28.2 
High school 3492 (28.8) 22.0 26.8 28.8 22.4 30.7 28.3 25.7 15.3 38.2 32.9 21.9 6.9 25.1 22.9 30.2 21.9 
Incomplete high school 308 (2.5) 23.4 19.5 30.8 26.3 33.1 19.5 26.6 20.8 40.3 28.9 21.8 9.1 27.6 24.0 30.5 17.9 
Primary school 434 (3.6) 26.7 18.2 32.5 22.6 32.9 23.3 28.1 15.7 44.9 24.0 18.7 12.4 34.1 19.4 30.2 16.4 
Incomplete primary school 580 (4.8) 32.9 16.2 28.8 22.1 41.0 21.0 20.0 17.9 48.1 20.3 17.4 14.1 44.3 18.4 24.7 12.6 
No schooling 13 (0.1) 38.5 15.4 23.1 23.1 38.5 15.4 23.1 23.1 53.8 15.4 15.4 15.4 38.5 30.8 15.4 15.4 
                  Age  (34-74)          

        ≥44 3334 (27.5) 15.1 23.9 31.5 29.6 19.1 26.8 31.7 22.4 25.3 39.1 28.3 7.3 13.0 20.2 33.6 33.1 
45-54 5761 (47.5) 17.1 24.5 29.4 29.0 23.4 27.1 29.2 20.3 29.5 38.2 25.6 6.7 17.6 21.0 32.5 28.9 
55-64 2760 (22.8) 18.2 22.5 30.5 28.8 24.3 27.5 28.2 20.0 34.5 35.9 21.7 8.0 22.2 20.7 30.7 26.4 
65≤ 266 (2.2) 23.3 20.3 29.3 27.1 31.2 26.3 27.8 14.7 33.5 34.6 25.6 6.4 22.2 29.7 27.1 21.1 
                  Presence of disease*          

        No 8106 (67.0) 15.6 23.6 30.8 30.1 21.1 27.1 30.5 21.3 28.0 38.9 25.9 7.2 15.3 20.7 32.9 31.0 
Yes 3993 (33.0) 19.7 24.3 29.0 27.0 25.5 27.1 27.8 19.5 32.6 35.8 24.5 7.1 21.8 21.3 31.0 26.0 
                  Marital status          

        Married 5882 (48.5) 15.0 22.8 31.2 30.9 20.4 27.4 31.2 21.0 27.5 39.0 26.4 7.2 15.5 20.7 33.7 30.0 
Living together 2293 (18.9) 17.2 25.3 30.3 27.2 24.0 27.9 28.8 19.3 28.6 38.0 25.4 7.9 18.0 21.9 30.3 29.8 
Divorced/separated 2729 (22.5) 18.5 24.2 28.5 28.9 23.6 25.7 28.0 22.7 31.7 35.9 24.7 7.7 19.5 19.7 31.1 29.8 
Single 1216 (10) 22.2 24.7 28.9 24.3 28.1 27.3 27.1 17.5 36.7 36.3 22.9 4.1 21.8 22.5 31.6 24.1 
                  Children under 5          

        None 10571 (87.2) 17.3 24.0 30.1 28.6 23.0 27.3 29.4 20.3 30.7 38.5 24.2 6.6 18.1 21.6 32.3 28.0 
1 1341 (11.1) 14.8 21.8 31.5 31.8 21.0 24.8 30.6 23.6 22.1 33.3 33.9 10.7 13.9 16.1 32.2 37.7 
2 194 (1.6) 11.3 26.8 26.3 35.6 12.9 29.9 34.5 22.7 16.5 37.1 36.1 10.3 9.3 15.5 30.9 44.3 
≥3 15 (0.1) 13.3 20.0 20.0 46.7 26.7 26.7 20.0 26.7 20.0 20.0 46.7 13.3 13.3 6.7 53.3 26.7 
                  Presence of a maid          

        No 9100 (75.1) 17.0 23.6 30.3 29.0 22.8 27.0 29.5 20.7 29.5 37.5 25.7 7.3 17.4 20.7 32.3 29.6 
Yes 3020 (24.9) 16.6 24.3 29.8 29.2 22.0 27.3 30.1 20.6 29.7 38.9 24.6 6.8 17.9 21.4 32.2 28.5 
                  Working hours (3-120)          

        <30 181 (1.5) 26.0 32.6 26.0 15.5 34.3 26.5 27.1 12.2 38.1 35.4 20.4 6.1 26.0 30.4 23.8 19.9 
30-40 7954 (65.7) 21.8 28.6 29.2 20.3 27.9 29.8 26.8 15.4 32.5 36.1 24.3 7.1 22.1 23.1 32.3 22.5 
>40 3963 (32.8) 6.8 13.7 32.4 47.2 11.4 21.6 35.4 31.6 23.3 41.4 28.0 7.3 8.0 16.1 32.6 43.3 
                  Type of work          

        Daytime 7811 (65.7) 17.0 23.3 30.2 29.5 22.7 27.1 29.9 20.3 29.6 38.1 25.2 7.1 17.4 21.2 31.9 29.5 
Daytime shifts 1789 (15.1) 15.3 25.4 29.8 29.5 20.4 26.7 30.2 22.7 27.6 37.7 28.0 6.7 15.6 20.0 32.5 31.9 
Mixed or nightshifts 2287 (19.2) 17.7 24.4 30.6 27.3 23.5 27.5 28.6 20.4 30.5 37.3 24.6 7.6 19.1 21.3 33.1 26.5 

*The diseases used in this analysis are: hypertension, diabetes, myocardial infarction, stroke and heart failure. 



 

14 

 

Prevalence of poor self-rated health by work-life conflict indicators 

Table 2 presents the cross tabulation of the indicators of work-life conflict with poor self-

rated health. In general, the responses ‘rarely’ and ‘sometimes’ have a lower prevalence  of 

poor self-rated health than the other two responses. As shown in table 2, the prevalence of 

poor self-rated health is comparable in both men and women. The lower educated respondents 

demonstrate a higher prevalence of poor self-rated health than the higher educated. The 

prevalence of poor self-rated health was highest among respondents experiencing work-life 

conflict ‘frequent’ with the exception of work-to-family time-based indicator for lower 

educated men and women, and in the lack of leisure time indicator for lower educated women 

(Table 2).  

 

Table 2. Prevalence of poor self- rated health by work-life conflict indicators (%) in men and women 
according to ‘lower’ and ‘higher’ educational level. ELSA-Brasil cohort 2008-2010 (n=12121) 

 Men  Women  
 Lower 

educated 
Higher 
educated 

       
Total 

Lower 
educated 

Higher 
educated 

     
Total 

work-to-family time-based       
Never to almost never 27.7 12.2 22.7 27.4 10.6 21.2 
Rarely 21.9 12.0 17.1 25.1 10.8 17.5 
Sometimes 25.3 11.1 18.0 26.3 11.1 17.4 
Frequently 26.6 13.6 18.8 26.7 14.2 18.6 
        
work-to-family strain-based       
Never to almost never 25.3 11.8 21.0 27.3 9.7 20.5 
Rarely 22.7 10.7 16.4 22.2 10.3 15.7 
Sometimes 25.1 12.4 18.1 26.5 10.6 16.7 
Frequently 31.0 14.7 21.1 29.9 16.6 21.5 
        
family-to-work       
Never to almost never 25,5 10.0 20.0 26.7 11.9 20.6 
Rarely 21.3 11.3 15.7 23.3 10.8 15.4 
Sometimes 27.3 14.0 19.5 27.2 14.0 19.1 
Frequently 33.6 17.4 27.0 35.4 13.7 24.1 
        
lack of leisure time       
Never to almost never 26.4 11.1 22.4 29.5 9.4 23.1 
Rarely 19.8 10.7 15.4 25.0 7.9 16.1 
Sometimes 26.1 11.5 18.4 24.3 9.5 15.6 
Frequently 30.4 14.5 19.7 26.8 16.7 20.2 

 

 

Regression analyses 

Multiple logistic regression analyses of the association between work-life conflict and self-

rated health stratified by educational level are shown in table 3A and B. All covariates 

adjusted for in the model (age, working hours and presence of disease) are negatively 

associated to the exposure variable. The results are discussed per work-life conflict indicator 

and after that general conclusions will be made looking at all indicators at once.
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Table 3A. The Odds ratio (OR) for poor self-rated health by work-life conflict indicators stratified by education for men. ELSA-Brasil cohort 2008-2010 (n=5780).  

Work life conflict indicators   Model 1 (OR IC95%)   Model 2 (OR IC95%)   Model 3 (OR IC95%)   Model 4 (OR IC95%) 

Work to family time-based 
 

Lower educated Higher educated 
 

Lower educated Higher educated 
 

Lower educated Higher educated 
 

Lower educated Higher educated 

Never to almost never 
 
1.00 1.00 

 
1.00 1.00 

 
1.00 1.00 

 
1.00 1.00 

Rarely 
 
0.73 (0.57-0.94) 0.98 (0.66-1.48) 

 
0.79 (0.62-1.02) 0.97 (0.65-1.47) 

 
0.80 (0.63-1.03) 0.98 (0.66-1.48) 

 
0.80 (0.62-1.03) 0.97 (0.66-1.55) 

Sometimes 
 
0.88 (0.71-1.11) 0.90 (0.61-1.34) 

 
0.93 (0.74-1.16) 0.89 (0.61-1.33) 

 
0.97 (0.77-1.23) 0.93 (0.63-1.39) 

 
1.00 (0.79-1.28) 0.95 (0.64-1.46) 

Frequently 
 
0.95 (0.74-1.21) 1.13 (0.77-1.67) 

 
1.00 (0.77-1.28) 1.12 (0.77-1.67) 

 
1.11 (0.86-1.44) 1.22 (0.82-1.86) 

 
1.15 (0.88-1.50) 1.38 (0.91-2.14) 

             
Work to family strain-based 

            
Never to almost never 

 
1.00 1.00 

 
1.00 1.00 

 
1.00 1.00 

 
1.00 1.00 

Rarely 
 
0.87 (0.70-1.08) 0.89 (0.63-1.28) 

 
0.91 (0.73-1.14) 0.90 (0.63-1.29) 

 
0.94 (0.75-1.17) 0.92 (0.64-1.32) 

 
0.92 (0.73-1.16) 0.88 (0.61-1.28) 

Sometimes 
 
0.99 (0.79-1.23) 1.05 (0.75-1.50) 

 
1.05 (0.84-1.31) 1.07 (0.76-1.52) 

 
1.12 (0.89-1.40) 1.11 (0.79-1.59) 

 
1.13 (0.89-1.42) 1.15 (0.80-1.66) 

Frequently 
 
1.33 (1.02-1.73) 1.28 (0.89-1.86) 

 
1.38 (1.05-1.81) 1.31 (0.90-1.90) 

 
1.57 (1.19-2.06) 1.43 (0.97-2.13) 

 
1.59 (1.20-2.12) 1.47 (0.98-2.21) 

             
Family to work 

            
Never to almost never 

 
1.00 1.00 

 
1.00 1.00 

 
1.00 1.00 

 
1.00 1.00 

Rarely 
 
0.79 (0.64-0.97) 1.14 (0.84-1.58) 

 
0.85 (0.69-1.05) 1.15 (0.84-1.59) 

 
0.87 (0.71-1.08) 1.16 (0.85-1.61) 

 
0.88 (0.71-1.10) 1.15 (0.83-1.61) 

Sometimes 
 
1.10 (0.88-1.37) 1.45 (1.05-2.03) 

 
1.19 (0.95-1.49) 1.48 (1.07-2.07) 

 
1.23 (0.98-1.55) 1.50 (1.08-2.10) 

 
1.27 (1.02-1.63) 1.44 (1.03-2.04) 

Frequently 
 
1.48 (1.10-1.97) 1.89 (1.17-3.00) 

 
1.43 (1.06-1.92) 1.94 (1.20-3.09) 

 
1.49 (1.11-2.01) 1.99 (1.23-3.17) 

 
1.61 (1.19-2.20) 1.99 (1.21-3.24) 

             
Lack of leisure time 

            
Never to almost never 

 
1.00 1.00 

 
1.00 1.00 

 
1.00 1.00 

 
1.00 1.00 

Rarely 
 
0.69 (0.54-0.87) 0.96 (0.62-1.49) 

 
0.75 (0.59-0.95) 0.96 (0.62-1.49) 

 
0.78 (0.61-0.99) 0.97 (0.63-1.51) 

 
0.79 (0.62-1.02) 1.06 (0.68-1.67) 

Sometimes 
 
0.98 (0.79-1.22) 1.03 (0.68-1.58) 

 
1.08 (0.87-1.35) 1.06 (0.71-1.62) 

 
1.13 (0.91-1.41) 1.10 (0.73-1.68) 

 
1.17 (0.93-1.47) 1.22 (0.80-1.89) 

Frequently 
 
1.22 (0.95-1.57) 1.35 (0.91-2.05) 

 
1.36 (1.05-1.76) 1.39 (0.93-2.11) 

 
1.57 (1.21-2.05) 1.49 (0.99-2.29) 

 
1.61 (1.22-2.12) 1.74 (1.14-2.71) 

                          

Model 1: unadjusted. Model 2: adjusted for age. Model 3: adjusted for age and working hours. Model 4: adjusted for age, working hours and presence of disease. 
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Table 3B. The Odds ratio (OR) for poor self-rated health by work-life conflict indicators stratified by educational level for women. ELSA-Brasil cohort 2008-2010 (n=6341) 

Work life conflict indicators   Model 1 (OR IC95%)   Model 2 (OR IC95%)   Model 3 (OR IC95%)   Model 4 (OR IC95%) 

Work to family time-based 
 

Lower educated Higher educated 
 

Lower educated Higher educated 
 

Lower educated Higher educated 
 

Lower educated Higher educated 

Never to almost never 
 
1.00 1.00 

 
1.00 1.00 

 
1.00 1.00 

 
1.00 1.00 

Rarely 
 
0.89 (0.70-1.13) 1.03 (0.70-1.53) 

 
0.96 (0.75-1.22) 1.03 (0.70-1.53) 

 
0.96 (0.75-1.22) 1.03 (0.70-1.53) 

 
0.96 (0.75-1.24) 1.10 (0.74-1.65) 

Sometimes 
 
0.95 (0.75-1.20) 1.05 (0.73-1.54) 

 
1.01 (0.79-1.28) 1.05 (0.73-1.54) 

 
1.05 (0.83-1.34) 1.06 (0.73-1.56) 

 
1.10 (0.86-1.41) 1.14 (0.78-1.69) 

Frequently 
 
0.96 (0.76-1.22) 1.39 (0.98-2.01) 

 
1.08 (0.85-1.37) 1.39 (0.98-2.00) 

 
1.17 (0.92-1.50) 1.41 (0.99-2.06) 

 
1.19 (0.93-1.53) 1.50 (1.04-2.22) 

             
Work to family strain-based 

            
Never to almost never 

 
1.00 1.00 

 
1.00 1.00 

 
1.00 1.00 

 
1.00 1.00 

Rarely 
 
0.76 (0.60-0.96) 1.07 (0.74-1.56) 

 
0.81 (0.64-1.02) 1.07 (0.74-1.55) 

 
0.82 (0.64-1.04) 1.07 (0.75-1.56) 

 
0.84 (0.66-1.07) 1.13 (0.78-1.65) 

Sometimes 
 
0.96 (0.77-1.21) 1.11 (0.78-1.58) 

 
1.06 (0.84-1.34) 1.10 (0.78-1.58) 

 
1.11 (0.88-1.40) 1.12 (0.79-1.60) 

 
1.14 (0.90-1.44) 1.16 (0.82-1.67) 

Frequently 
 
1.14 (0.90-1.44) 1.86 (1.33-2.63) 

 
1.25 (0.98-1.59) 1.85 (1.32-2.62) 

 
1.37 (1.07-1.74) 1.90 (1.35-2.71) 

 
1.38 (1.08-1.77) 1.92 (1.36-2.75) 

             
Family to work 

            
Never to almost never 

 
1.00 1.00 

 
1.00 1.00 

 
1.00 1.00 

 
1.00 1.00 

Rarely 
 
0.83 (0.68-1.02) 0.89 (0.68-1.17) 

 
0.92 (0.75-1.14) 0.89 (0.68-1.17) 

 
0.94 (0.76-1.16) 0.89 (0.68-1.17) 

 
0.92 (0.74-1.14) 0.94 (0.71-1.24) 

Sometimes 
 
1.03 (0.82-1.28) 1.20 (0.90-1.59) 

 
1.14 (0.91-1.43) 1.20 (0.91-1.60) 

 
1.16 (0.93-1.46) 1.20 (0.91-1.60) 

 
1.14 (0.90-1.43) 1.27 (0.96-1.71) 

Frequently 
 
1.51 (1.10-2.06) 1.17 (0.75-1.80) 

 
1.55 (1.12-2.13) 1.18 (0.75-1.81) 

 
1.57 (1.14-2.16) 1.18 (0.75-1.81) 

 
1.69 (1.22-2.34) 1.19 (0.75-1.85) 

             
Lack of leisure time 

            
Never to almost never 

 
1.00 1.00 

 
1.00 1.00 

 
1.00 1.00 

 
1.00 1.00 

Rarely 
 
0.79 (0.61-1.03) 0.84 (0.52-1.37) 

 
0.86 (0.66-1.12) 0.84 (0.52-1.37) 

 
0.88 (0.68-1.15) 0.84 (0.52-1.38) 

 
0.89 (0.68-1.17) 0.94 (0.58-1.57) 

Sometimes 
 
0.77 (0.61-0.97) 1.02 (0.67-1.59) 

 
0.84 (0.67-1.06) 1.02 (0.68-1.59) 

 
0.87 (0.69-1.09) 1.04 (0.68-1.62) 

 
0.90 (0.71-1.14) 1.15 (0.75-1.81) 

Frequently 
 
0.87 (0.69-1.10) 1.94 (1.31-2.97) 

 
0.99 (0.78-1.25) 1.95 (1.32-2.98) 

 
1.07 (0.84-1.35) 2.01 (1.35-3.08) 

 
1.10 (0.86-1.40) 2.29 (1.52-3.57) 

                          

Model 1: unadjusted. Model 2: adjusted for age. Model 3: adjusted for age, working hours. Model 4: adjusted for age, working hours and presence of disease.  
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Work-to-family conflict timed-based 

Compared to men with ‘never to almost never’ work-to-family conflict time-based, only 

higher educated men with frequent conflict have increased odds of poor self-rated health 

(OR1.13; 95% CI: 0.77-1.67, Table 3A, Model 1). All other incidences have lower odds of 

poor self-rated health than the reference group. When the analyses are adjusted for 

confounders (Table 3A, Model2-4), both lower and higher educated men with frequent work-

to-family conflict time-based have higher odds of poor-self-rated health than the reference 

category, and the OR are higher in the higher educated than in the lower educated group. The 

associations are small and nowhere are they statistically significant as all the confidence 

intervals overlap the null value (OR=1). Thus the estimates are unstable and can be regarded 

as non-significant (Sterne & Smith, 2001). For women, comparing the reference category of 

time-based work-to-family conflict to frequent conflict shows that only among higher 

educated women the OR has increased (OR.1.39; 95% CI:0.98-2.01, Table 3B, Model 1). 

When the analyses are adjusted for confounders (Table 3B, Model 2-4), both lower and higher 

educated women with frequent conflict have higher odds of poor self-rated health than the 

reference category, and the OR are higher in the higher educated than in the lower educated 

group. There is one association that remained significant and that is higher educated women 

reporting frequent work-to-family time-based conflict (OR 1.50; 95% CI: 1.50-2.22, Table 

3B, Model 4).  

 

Work-to-family conflict strain-based  

For men in the reference category in work-to-family conflict strain-based, only men with 

frequent conflict have noteworthy increased odds of poor self-rated health (lower educated 

OR1.33; 95% CI:1.02-1.73 & higher educated OR 1.28; 95% CI:0.89-1.86, Table 3A, Model 

1). Men who reported rare conflict have lower odds of poor self-rated health than the 

reference category. When adjusted for confounders (Table 3A Model2-4), both lower and 

higher educated men with frequent work-to-family strain-based conflict have higher odds of 

poor self-rated health than the reference category, and the OR are higher in the lower 

educated group than the higher educated. Only the association of frequent conflict with self-

rated health in the lower educated men remains significant (OR 1.59; 95% CI: 1.20-2.12, 

Table 3A, Model 4). For women, comparing the reference category to ‘frequently’ in the 

work-to-family conflict strain-based shows that only among higher educated women the OR 

has noteworthy increased (OR 1.86; 95% CI: 1.33-2.63, Table3B, Model 1). After adjusting 

for confounding variables (Table 3B, Model 2-4), both lower and higher educated women 
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with frequent conflict have significant higher OR of poor self-rated health than the reference 

category (lower educated OR 1.38; 95% CI: 1.08-1.77 & higher educated OR 1.92; 95% CI: 

1.36-2.75, Table 3B, Model 4).   

 

Family-to-work conflict 

Compared to men with ‘never to almost never’ family-to-work conflict, both lower and higher 

educated men with frequent conflict have increased odds of poor self-rated health (lower 

educated OR1.48; 95% CI:1.10-1.97 & higher educated OR 1.89; 95% CI:1.17-3.00 Table 

3A, Model 1). When the analyses are adjusted for confounders (Table 3A, Model2-4), the OR 

are higher in the higher educated than in the lower educated group. There is an evident 

gradient in Model 4 (Table3A). All the reports of ‘frequently’ show significant results for 

men. For women, comparing the reference category to ‘frequently’ in the family-to-work 

conflict indicator shows that the OR mostly increases for lower educated women (OR.1.51; 

95% CI:1.10-2.06,Table 3B, Model 1). When the analyses are adjusted for confounders 

(Table 3B, Model 2-4), lower educated women with frequent conflict have higher odds of 

poor self-rated health than the reference category, and the OR are higher for the lower 

educated women and do not change for the higher educated group (lower educated OR 1.69; 

95% CI:1.22-2.34 & higher educated OR 1.18; 95% CI:0.75-1.81, Table 3B, Model 4). 

Frequent family-to-work conflict has significant results for lower educated women.  

 

Lack of leisure time 

For men in the reference category in lack of leisure time conflict, only men with frequent 

conflict have increased odds of poor self-rated health (lower educated OR 1.22; 95% CI: 0.95-

1.57 & higher educated OR 1.35, 95% CI: 0.91-2.05, Table 3A, Model 1). When adjusted for 

confounders (Table 3A Model2-4), the OR are higher in the lower educated than the higher 

educated group. The gradients for the lower and higher educated men are similar and there is 

not a clear interaction effect of educational level. For women, comparing the reference 

category to ‘frequently’ in the lack of leisure time conflict indicator shows that only among 

higher educated women the OR have increased notably (OR 1.94; 95% CI:1.31-2.97, Table 

3B, Model 1). For the lower educated women, the reference category has the highest odds of 

reported poor self-rated health. After adjusting for confounding variables (Table 3B, Model 2-

4) both lower and higher educated women with frequent conflict have higher OR than the 

reference category. There is a extensive difference between lower and higher educated women 

reporting frequent lack of leisure time (lower educated OR1.10; 95% CI:0.86-1.40 & higher 



 

19 

 

educated OR2.29; 95% CI: 1.52-3.57, Table 3B, Model 4). Only frequent lack of leisure time 

for higher educated women shows significant results. 

 

To conclude, the multivariate logistic regression analyses showed a similar pattern for both 

lower and higher educated men and women. For men, the difference in OR in frequent work-

life conflict between lower and higher educated men is not evident in the work-to-family 

time-based, strain-based and lack of leisure time indicators. In the family-to-work conflict 

indicator, there is an evident difference between the OR of lower and higher educated men. 

For women, the difference in OR in frequent work-life conflict between lower and higher 

educated is present in the indicators where higher educated women have higher OR than the 

lower educated women. However, in the family-to-work indicator this is reversed since the 

lower educated women have higher odds of rating their health as poor when they report 

frequent family-to-work conflict. In general, lower educated respondents reporting rare 

conflict in all the indicators have lower odds of reporting poor self-rated health than the 

reference category. Higher educated respondents reporting frequent conflict have the highest 

odds of rating their health as poor with an OR up to 2.29 (95% CI: 1.52-3.75, Table 3B, 

Model 4). 
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Discussion 

Main findings 

The findings show that, in general, frequent work-life conflict as measured by the four 

indicators was associated with higher odds of poor health. The association differs according to 

educational level and gender. Women experienced work-life conflict more frequently than 

men. Yet, men and women were comparable in the prevalence of poor self-rated health. 

Higher and lower educated respondents show considerably different results which is mostly 

visible in the multiple regression analyses by women. Higher educated women with frequent 

work-life conflict in the work-to-family time-based, strain-based and lack of leisure time 

indicators had the highest chance of poor self-rated health whereas lower educated women 

with more frequent family-to-work conflict had a higher chance of poor self-rated health in 

that indicator. This study shows that educational level is important and that it should be taken 

into account when studying work-life conflict in association with health. This study implies 

that the frequency of work-life conflict an individual experiences has an effect on self-rated 

health. 

 

Strengths and weaknesses of the study 

ELSA-Brasil data  

The main strength of the study was the data based on the ELSA-Brasil cohort study. The 

ELSA-Brasil study is unique as it is the first longitudinal study South America that focused 

on social determinants of health. It provided an excellent opportunity to study work-life 

conflict in a middle income country where this issue has been scarcely investigated. This 

study is done on a grand scale in the largest cities in Brazil. For this study, the data from 

ELSA-Brasil presented 12.121 valid respondents. The large sample size increased the 

precision when estimating the association. Another major advantage was the size of the 

conducted cohort studies because it gave the possibility to adjust for many possible 

covariates. The sample consists of civil servants. Therefore, its results might be generalized to 

medium class employed individuals who live in the larger metropolitan areas of Brazil.  

 

Study design 

A limitation of the present study is its cross-sectional analysis. As such, the direction of 

effects cannot be demonstrated. Furthermore, an undetermined factor could have measured 

both. There is a common method variance in this study because the data was collected from 

one source and in one point in time (Podsakoff, MacKenze, Lee, & Podsakoff, 2003). 
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Moreover, the data collection was conducted through interviews and therefore susceptible to 

response bias in which respondents could give socially accepted responses in the presence of 

the interviewer. There might have been a positive or healthy selection leading to an exclusion 

of respondents with poor health as only respondents were selected who were employed at the 

time of the baseline study.  

 

Work-life conflict indicators 

The questions concerning work-life conflict were rather limited in this study according to the 

review by Carlson et al. (2000). It is possible that the work-life conflict indicators used in this 

paper are only partly the representation of the whole work-life conflict model. But, there is no 

congruency of what work-life conflict consists of and the concept is exceedingly culture 

specific (Guest, 2002).  

Some of the previous literature took work-life conflict as a whole and questioned it by 

one or more questions. Other research only took one direction such as work-to-family conflict 

(Hämming & Bauer, 2009; Kinnunen et al., 2004) or did not combine them in the end (Frone 

et al., 1992). It is a strength of this study that the indicators are not combined. Questioning 

different pathways in one question or combining pathways would create a loss in 

understanding the effect of the work-life conflict indicators on self-rated health. The different 

indicators were dissimilar in the magnitude in their association with self-rated health. The 

directionality of the work-life conflict is shown to be important in the way that the indicators 

cannot properly be combined. Even work-to-family conflict time-based and strain-based 

indicators show different results. The indicators can only show their own connection to self-

rated health and the results are limited to the directionality and internal category.  

This study included an indicator that had not been used in the work-life conflict as 

such before, namely the lack of leisure time indicator. This can be seen as a strength because 

this indicator of work-life conflict, as shown in the results, presents new information. The 

lack of leisure time indicator makes the picture of work-life conflict more complex. This 

indicator takes into account that individuals might be reasonably satisfied with the balance 

between work and family life as mentioned previously by Guest (2002) but still have no time 

left for leisure which affects self-rated health negatively. 
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Findings in relation to previous research 

Work-life conflict and self-rated health 

Previous literature has shown robust support for the association between work-life conflict 

and self-rated health (Grant-Vallone & Donaldson, 2001; Leineweber et al., 2012; 

Nordenmark et al., 2012; Winter et al., 2006). This study also shows an association wherein 

higher educated and women had a higher chance of reporting poor health with more frequent 

conflict in some indicators than the lower educated or men. However, this study does not 

produce robust support as the OR were mostly not statistically significant and close to the 

reference category. This might be due to different items reporting work-life conflict.  

A point to consider is that it is difficult to determine if there is a discourse of work-life 

conflict in Brazil. Lewis et al. (2007) stated that the discourse is mostly present in Western 

societies and that ‘developing’ countries have such different cultures that work-life conflict 

might be present but is difficult to uncover. The first three indicators were derived from a 

study by Frone and colleagues (1992) on residents of New York. The Western way of 

questioning and experiencing work-life conflict might not be applicable in the context of 

Brazil. The lack of leisure time indicator was specifically designed by ELSA-Brasil and has 

therefore a stronger connection to the Brazilian culture. Research on work-life conflict can 

differ greatly between countries. The culture of Brazil is very different from the North-

American and Western European cultures. There are for instance great disparities in work 

legislation among countries such as conditions of employment. Moreover, the family structure 

in Brazil is not the same as in countries such as Sweden or Finland. For example, Sweden has 

a longer history of female employment whereas Brazilian women have had only three decades 

of growth in this area (Heyman et al., 2004).  

 

Gender differences 

Previous research is done mostly in gender categories and these showed significant interaction 

effects between men and women (Leineweber et al., 2012). This study, however, presented a 

gender division that was not significant. The prevalence of poor self-rated health was almost 

equal for both genders in the study with 18.8% for men and 18.4% for women, whereas most 

studies indicate that poor self-rated health is more present in women (Jylha, 2009). This has 

affected the significance level of the interaction term.  

Women experience a little more work-life conflict and it affects their health more than 

it does men. This can be understood by looking at the study sample. Only respondents who 

were working, not currently pregnant or not recently had a baby were selected in the sample. 
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Obviously, having a job was a necessary antecedent to having work-life conflict but women 

in Brazil have long solely been responsible for the domestic work. Women have only rapidly 

entered the labour market in Brazil since 1980 (Heymann et al., 2004). This study focused on 

paid working hours and not all working hours. When unpaid work and care giving is included 

in the working hours Brazilian women work on average over 60 hours per week (Heymann et 

al., 2004). This would suggest that the working hours measured here are not in direct relation 

to work-life conflict because it did not include the time an individual has to spend on labour 

in the family domain. The culture of the division of labour (paid or unpaid) in Brazil is not 

equal among the genders (Pinho & Silva, 2010). It can be assumed that the women in the 

present study experience more pressure from both domains. Table 1 shows that women 

experience work-life conflict more regularly and Table 2 shows that the prevalence of poor 

self-rated health is comparable for both genders. Women experience more work-life conflict 

and because poor self-rated health was more equally distributed, they were the group with the 

highest odds ratios. 

 

Difference by educational level 

Higher educated individuals are more likely to rate their health as poor when the work-life 

conflict is more frequent although not all indicators state that for both genders. Higher 

educated individuals are more likely to have high pressured jobs and this affects the feeling of 

work-life conflict (Schieman & Glavin, 2011). They are more likely to have more work-time 

control and higher demands than those with a lower education and these are grounds to have a 

greater conflict (Grönland, 2007). The job demand-control model by Karasek (1979) was 

tested in the association but seemed to have been too closely related to educational level that 

it did not show significant differences in the results. In some studies it was shown that work-

time control serves as a coping strategy against work-life conflict (Nordenmark et al., 2012). 

In other studies is shown that the flexibility that is provided by the work-time control leads to 

an unclear division between work time and private time as the employees should always be 

available and the working hours are irregular (Hofäcker & Köning, 2013). The agency an 

individual might receive from the work-time control can create a lack of stability and with 

that a greater sense of imbalance between work and family (Hobson, 2013; Hämming & 

Bauer, 2009). It is possible that the work-time control in this study caused the higher educated 

respondents to report more frequent work-life conflict.  

The small differences in odds ratios might be due to the stratification of educational 

level. Higher educated individuals rate their health more positively than lower educated and 
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because the work-life conflict is more present in higher educated, this might have balanced 

out the effect of work-life conflict on self-rated health for both educational levels. This is 

mostly visible in men where the differences in odds ratios between the lower and higher 

educated are very small. Not only are the gradients similar for both levels of education but the 

highest odds ratios can be found in the report of ‘frequently’. Because the effect is normally 

stronger in women, the stratification in educational level just made the difference of it in the 

association more visible.  

 

Family differences 

The work-life conflict indicator family-to-work performed differently than the other work-life 

conflict indicators in most cases. It was uncommon for the respondents to report ‘frequently’ 

to this indicator compared to the other indicators. In addition, lower educated women had a 

higher chance of rating their health as poor than higher educated in this indicator only. The 

mechanism behind this could be that family-to-work conflict can be avoided and the 

respondents strive to change their lives if they experience a sense of family-to-work conflict. 

Agency within the work-life conflict is based on resources available and showed that even 

though it is difficult for the individual to change family and work arrangements, it is not 

impossible (Hobson, 2013). High educated women might have more resources to reduce the 

otherwise incompatible role pressures. For men, this indicator had the highest odds ratio out 

of all the indicators. So, it would seem that men with more frequent family-to-work conflict 

had a higher chance of rating their health as poor than with more frequent work-to-family 

conflict or lack of leisure time. The prevalence of family-to-work conflict was low but if it 

was present then it created the highest chance of poor self-rated health for a group of 

individuals that has previously been less affected by it.  

For individuals with a family, the prevalence of work-life conflict was more frequent 

in the work-to-family time based and lack of leisure time indicators but not in the work-to-

family strain-based or family-to-work indicators. The importance of marital status and 

children under the age of 5 in the experience of work-life conflict probably has to do with 

social support received from the family (Brummelhuis, 2010). The social support has a 

mediating effect on the work-life strain and self-rated health. This effect was visible in the 

work-to-family strain-based and family-to-work indicators which suggests that the 

respondents have less time for work, family or leisure but they do not feel a strain. 
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Methodological considerations 

Most of the covariates that showed importance in the theoretical framework did not have a 

significant effect on the association. As opposed to Frone et al. (1992) and Winter et al. 

(2006) specific family characteristics did not affect the family-to-work indicator nor did work 

environmental characteristics affect work-to-family indicators. The covariates that were added 

to the multiple regression analyses (age, working hours and presence of disease) did not 

explain part of the association as they strengthened the association instead by making the OR 

smaller. The contradiction with previous literature may reflect different pathways that are not 

researched here. ‘Working hours’ was mentioned in previous research as affecting the 

association to a large extend by either strengthening (Billing et al., 2012; Hämming & Bauer, 

2009; Leineweber et al., 2012) or weakening (Winters et al., 2006) it. Higher educated 

individuals were more likely to work more extended hours but inconsistent with the study by 

Heyman et al. (2004),  the addition of working hours in the model did not affect the higher 

educated individuals more than it did the lower educated.    

The presence of disease, which was derived from literature about self-rated health, 

also had an effect on the association (Jylha, 2009). The diseases that were selected all had a 

moderate connection to the work-life conflict indicators and generally had a huge impact on 

the assessment of self-rated health. However, the prevalence of the presence of disease did not 

present a difference among individuals in the different work-life conflict indicators in Table 1. 

That it showed a change in the odds ratio is therefore due to the strong connection with self-

rated health.   

As opposed to several authors, marital status and children under the age of 5 did not 

significantly affect the association for any of the indicators (Hämming & Bauer, 2009; 

Leineweber et al., 2012; Winter et al., 2006). Having a maid was brought into the study 

because of the specific Brazilian context and indicated a solution for family-to-work conflict 

(Pinho & Silva, 2010) but this did not affect any of the indicators either. 

The reference category for the multiple regression analyses was ´never to almost 

never’ which was expected to be the most beneficial category. However, the present study 

shows that this category is not the most beneficial since the individuals who responded 

´rarely´ had a lower chance, in most cases, to have rated their health as poor than the reference 

category. The mechanisms for this remain a guess. It could be an error in data collection when 

the individuals did not understand the questions or individuals just need work-life conflict 

occasionally to make them feel better about their health.  
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Concluding remarks and future research 

Many studies have proven the association between experiencing a form of work-life conflict 

and a health outcome. The findings from this study are in line with previous research. 

Moreover, the findings show an indication of the existing social inequalities in health. This 

study contributes to this field by showing the differences between higher and lower educated 

individuals in the new context of civil servants in Brazil and can be seen as an enrichment of 

the already existing literature in the field of work-life conflict. 

Further research needs to be done to determine which mechanisms cause the 

association between work-life conflict and self-rated health. The continuing of ELSA-Brasil 

with its longitudinal design and other cohort studies would give more insight in the 

directionality. In addition, more research needs to be done on the data of the baseline study of 

ELSA-Brasil and on the next phases of data collection to see if the findings of this study are a 

one-off or present a real pattern in Brazilian civil servants.  
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