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Abstract 
 
 In this study we consider both a gender model, a model that focuses on the 
stress associated with social roles and conditions in the home environment, and a job 
model, which addresses the stressful characteristics of the work environment, to inves-
tigate patterns of women’s and men’s psychological morbidity across different social 
positions. Using data from the Whitehall II Study, a longitudinal study of British 
civil servants, we hypothesise that a lack of control in the home and work environ-
ments affects depression and anxiety differently for women and men and across three 
social class groups. Both women and men with low control either at work or at home 

———— 
*  This paper has already been published in Social Science and Medicine, special issue, 
vol. 54, no. 5, March 2002, p. 783-798. 
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had an increased risk of developing depression and anxiety. We did not find an 
interaction between low control at home and work. We did, however, find that the 
risks associated with low control either at home or work were not evenly distributed 
across different social positions, measured by employment grade. Women in the low-
est or middle employment grades who also reported low control at work or home were 
at most risk for depression and anxiety. Men in the middle grade with low work 
control were at risk for depression while those in the lowest grade were at risk for 
anxiety. Men in the middle and highest grades, however, were at greatest risk for 
both outcomes if they reported low control at home. We conclude that, in addition to 
social roles and characteristics of the work environment, future investigations of gen-
der inequalities in health incorporate variables associated with control at home and 
social position. 
 
Keywords: Depression, Anxiety, Health inequalities, Gender inequalities, Con-
trol, Work, Home. 
 
Résumé 
 
 Dans cette étude, les auteurs examinent à la fois un « modèle du genre », axé 
sur le stress associé aux rôles sociaux et aux maladies dans l’environnement domes-
tique, et un « modèle de l’emploi », qui porte sur les caractéristiques stressantes de 
l’environnement professionnel, afin d’analyser la morbidité psychologique respective 
des hommes et des femmes dans diverses situations sociales. Exploitant les données 
de l’enquête « Whitehall II », une étude longitudinale sur les fonctionnaires britan-
niques, ils font l’hypothèse qu’un manque de maîtrise sur l’environnement domesti-
que et professionnel influe sur la dépression et l’angoisse de manière différente selon le 
sexe et la classe sociale. Les personnes des deux sexes qui manquent d’autonomie, 
soit au travail soit à la maison, ont un risque accru de dépression et d’angoisse. Les 
auteurs n’ont pas constaté d’effet d’interaction entre le manque d’autonomie à la 
maison et le manque d’autonomie au travail. Mais ils ont observé que les risques 
associés au manque de maîtrise sur son environnement, domestique ou professionnel, 
ne sont pas équitablement répartis entre les classes sociales (représentées par la posi-
tion hiérarchique au travail). Les femmes des échelons professionnels inférieurs ou 
intermédiaires qui se plaignent de manquer d’autonomie, au travail ou à la maison, 
sont les plus exposées au risque de dépression et d’angoisse. Les hommes des échelons 
professionnels intermédiaires qui ont peu d’autonomie au travail sont sujets à la 
dépression, alors que ceux des échelons inférieurs sont plutôt sujets à l’anxiété. Ce-
pendant, les hommes qui occupent une position professionnelle médiane ou supérieure 
sont davantage exposés à ces deux risques s’ils se plaignent de manquer d’autonomie 
à la maison. Les auteurs concluent qu’en plus des rôles sociaux et des caractéristi-
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ques de l’environnement professionnel, les futures recherches sur les inégalités de genre 
en matière de santé doivent prendre en compte des variables associées à la maîtrise 
sur l’environnement domestique et à la position sociale. 
 
Mots-clés : Dépression, Angoisse, Inégalités en matière de santé, Inégalités de 
genre, Maîtrise, Travail, Foyer. 
 
 
 
1.  Introduction 
 
 Numerous studies have shown that women experience higher 
rates of depression and anxiety than men (Aneshensel, 1992; Gove and 
Tudor, 1973; Kessler and McRae, 1981; Mirowsky and Ross, 1989). In 
spite of this evidence, researchers still do not fully understand the 
source of these differences. In this paper we use data from the White-
hall II Study, a longitudinal study of British civil servants, to investigate 
two possible factors that, separately or together, may lead to psycho-
logical strain and contribute to these different patterns of depression 
and anxiety: low control at work, and low control at home. Further-
more, we examine if control at work and home varies by social position 
in order to determine if certain groups of women or men with low 
control are at higher risk for depression and anxiety.  
 For this investigation we draw from two existing theoretical 
frameworks that examine the relationships among stressful characteris-
tics and poor health outcomes and then create a model that incorpo-
rates potential stressors from work and home. We consider both a 
gender framework, that is, one that focuses on the stress associated 
with roles and stressful conditions in the home environment, as well as 
a job framework, which addresses the stressful characteristics in the 
work environment.  
 We expected control at home to contribute more to the risk for 
depression and anxiety in women and control at work to contribute 
more for men. We also believed that across levels of social position, 
measured by employment grade, we would find a gradient in risk and 
that job and home control would explain part of this pattern.  
 Following a review of the literature relating social position and 
control to psychological distress and an explanation of the different 
theories about the relationship among work, home, and health that 
helped inform and guide this investigation, we present our findings to 
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four research questions. First, does low control at work increase the 
risk of depression and anxiety equally for women and men? Second, 
does low control at home increase the risk of depression and anxiety 
equally for women and men? Third, is there an interaction between 
control at home and control at work that increases the risk for psycho-
logical distress? Fourth, do these effects vary by social position, and if 
so, do women and men in different social positions have a greater risk 
of depression or anxiety from low control at home or at work?  
 
 
2.  Background 
 
 Studies in industrialised countries have consistently shown an un-
equal distribution of mortality for both men and women across differ-
ent social classes, with people at the lower end of the social hierarchy 
dying at a faster rate than those at the top (Townsend and Davidson, 
1982; McDonough et al., 1999). Although the pattern is less clear, re-
searchers have also found a social class gradient for psychological 
morbidity (Dohrenwend, 1990). Higher rates of emotional distress, 
pain, tiredness, and mental illness have been found in those with lower 
rather than higher social positions (Hunt et al., 1985), but for so-called 
minor psychiatric disorders (largely depression and anxiety) the evi-
dence for a social gradient is less clear. Some studies have found higher 
rates among those with lower socio-economic status (Kessler, 1994; 
Bebbington et al., 1981; Hodiamont et al., 1987) while others (Hare and 
Shaw, 1965; Lin et al., 1989) have found no social class gradient.  
 Theorists have suggested that one explanation for the social gradi-
ent in rates of minor psychiatric disorders is that people in lower social 
positions are confronted with a disproportionate number of chronic 
stressors and negative life events and relatively few material and social 
resources (Kessler, 1994; Pearlin, 1989). Feminist scholars have ad-
vanced this theory, suggesting that, generally, women, with their lower 
position in society, are particularly at risk for psychologically morbid 
conditions (Hall et al., 1993). Employed women, however, may have 
more potential to improve their social position by accumulating more 
resources, securing more social support, achieving greater prestige, and 
gaining greater control and power within the family (Rosenfield, 1989), 
thus, lowering their rates of depression and anxiety. In support of this, 
studies have shown that during the 1950’s to 1970’s, as large numbers 
of women moved into the waged labour market, the difference in 
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women’s and men’s rates of psychological morbidity narrowed (Kessler 
and McRae, 1981; McLanahan and Glass, 1985). Similarly, when com-
pared to housewives, employed women have lower mortality rates 
(Passannante and Nathanson, 1985), better perceived health status 
(Nathanson, 1980; Verbrugge, 1983), and lower rates of depression 
(Hall and Johnson, 1988). Yet studies that have taken into account the 
“second shift” (Hochschild, 1989), that is, the double burden of being 
employed and maintaining primary responsibilities for the family and 
home, have shown that employed women have similar or even higher 
rates of psychiatric symptoms than housewives (Haavio, 1986). 
Women who work full time, especially those in managerial and profes-
sional jobs (Bartley et al., 1992; Hall, 1992; Rosenfield, 1989; Walters et 
al., 1996), and who have dependent children (Arber et al., 1985; Hall, 
1992) also report more ill-health and depressive symptoms than their 
part-time or childless counterparts. These findings suggest that for 
women who work full time and maintain the overall management of 
the home environment, there may be a threshold where the benefits of 
paid employment begin to reverse and become deleterious. It is un-
clear, however, what causes this reversal, if some women reach this 
threshold earlier than others, and if the same pattern holds for men 
who have greater responsibilities at home. Arber (1991, 1997) has sug-
gested that in order to unravel this pattern, researchers need to under-
stand the structural context in which women perform their paid and 
unpaid work and live out their social roles. In other words, to under-
stand the impact of work and social roles on health, we must also take 
into consideration social position and the level of control over re-
sources that certain positions in society afford women. 
 With Arber’s advice in mind, we argue in this paper that the bene-
fits of employment begin to reverse and become deleterious when 
women, especially those in lower social positions, find themselves lack-
ing control over their work or home life. In the psychosocial work en-
vironment literature, numerous studies (described in more detail 
below) have shown the harmful health effects of low job control, par-
ticularly for men (Warr, 1990) and men in low social positions 
(Marmot et al., 1991), yet far fewer studies have investigated the possi-
ble main or mediating effects low control in the home environment has 
in relation to health outcomes (Walters et al., 1996; Schooler et al., 1983; 
Rosenfield, 1989; Lombardi and Ulbrich, 1997). More common, how-
ever, are investigations comparing the stressful characteristics of paid 
work and unpaid work done at home. These two types of work have a 
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different historical and social context, but researchers often character-
ize them in similar terms: isolated, monotonous, and demanding activ-
ity, often with low status, that provides little control over the sources 
of stress (Ferree, 1990; Oakley, 1974; Kessler-Harris, 1976; Bird and 
Ross, 1993). 
 In this next section, we describe the different theoretical frame-
works from which we draw to develop a model that incorporates ele-
ments from both the home and work environments.  
 
 
3.  Theoretical approaches 
 
 In order to describe the stressful circumstances that are often as-
sociated with depression and anxiety, researchers have commonly used 
a different theoretical framework for women than for men. The 
framework for women primarily focuses on the strain from social roles 
within the family where, it is thought, the antecedents for distress may 
be rooted, and secondarily, on strain from paid employment. For men, 
however, the framework is apt to examine only stressful characteristics 
of paid work. A more detailed explanation of these frameworks fol-
lows.  
 
3.1.  Gender framework 
 
 Theories about the effects of family, home, and work on psycho-
logical distress draw from a number of academic disciplines. In general, 
they attempt to explain the health effects associated with the struggle 
to balance home and job responsibilities by incorporating an under-
standing of women’s experiences and opportunities, their position in 
society, place in the labour market, and roles at home and within the 
family. From some of the common theories come the following mod-
els. 
 
3.1.1.  The spillover model 
 
 The spillover model has been used to help explain how strain may 
result from the intersecting relationship from two separate work envi-
ronments, the paid (“work”) and unpaid (“home”). It recognises that 
boundaries exist between work and home, yet it finds those boundaries 
permeable. Acknowledging that work and home often have stressful 
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exposures in common, the model states that these exposures some-
times “spillover”, or reciprocate, from one environment to another and 
eventually can lead to work/family conflict that results in negative 
health outcomes (Frone et al., 1996; Grzywacz and Marks, 2000; 
Wortman et al., 1991). Using spillover theory, one could hypothesise 
that feelings about consistently missing family events because of work, 
or being overwhelmed with demands from home while at work would 
cause poor health outcomes, such as depression and anxiety. In a longi-
tudinal study of 267 employed parents who worked more than 20 
hours a week, Frone (1997), for example, found that family to work 
spillover was related to depression and poor physical health while work 
to family spillover was more closely associated with negative health 
behaviours, such as heavy alcohol consumption. Interestingly, after 
controlling for spillover (both work to family and family to work), 
women and men’s reports of depression, poor physical health or heavy 
alcohol use did not differ significantly.  
 
3.1.2.  The double exposure model 
 
 The double exposure (or double burden) model incorporates the 
principles of the spillover model, but it also recognises the uniqueness 
of each environment. Instead of focusing specifically on the crossover 
or interaction between work and home, the double exposure model 
suggests that exposure to stress occurs in both the home and work 
environment, with some exposures unique to each environment, and 
others common to both. If levels of total exposure (common and 
unique elements from both environments) are high, the risk for nega-
tive health outcomes increases (Hall, 1992; Lundberg et al., 1994). Hall 
(1992) used this approach to study exposures to stress from work and 
home and their combined effect on psychosomatic strain and found 
fundamental gender differences in “…the pattern of exposure to the 
stresses and the rewards of working and home life” (p. 253), and the 
relationship of this pattern to strain. In her study of 12,772 working 
Swedish men and women, the greatest odds for psychosomatic strain 
was for women who worked more than 20 hours a week, had high 
home stress (defined as the level of burden from household duties) and 
low control on the job. Women were almost five times (OR = 4.85) 
more likely to have psychosomatic strain under these conditions, while 
for men, these same factors seemed to be protective (OR = 0.25).  
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3.1.3.  Learning generalisation theory 
 
 Schooler and colleagues (1983) have developed a model of 
“housework” that is analogous to their model for paid employment. 
Briefly, they hypothesise that like waged work, the characteristics of 
housework, specifically the psychological and physical demands, routi-
nisation, complexity, and level of responsibility, independence, and 
control associated with domestic work, shape people's psychological 
functioning. They propose that people engaged in housework that re-
quires intellectual activity, diversity of tasks and authority over their 
work have better psychological functioning, while those participating in 
monotonous work, lacking cognitive challenge and control, have 
poorer psychological functioning. In a test of their model, Schooler et 
al. (1983) found that distress in women who were not employed was 
related to the frequency of having to do housework under time pres-
sure or the frequency of being held responsible for things outside her 
control. Similar to the women not employed, distress among employed 
women was related to the frequency of situations in which a woman is 
held responsible for things outside of her control, and for employed 
men, the time pressure for doing housework. As expected, both em-
ployed women and housewives reported better psychological function-
ing if their household tasks were cognitively challenging and required 
independent judgement. This was not the case for men, however. 
Men’s positive psychological functioning was associated more with the 
heaviness of physical labour, perhaps suggesting that men’s and 
women’s experiences of household work are defined differently, and 
therefore, affect psychological functioning differently.  
 
3.1.4.  Multiple role theory 
 
 Moen (1989), in a different approach to that of Schooler et al. 
(1983), describes three theoretical explanations of how multiple roles 
(e.g., employee, parent, spouse) may affect health: role enhancement, 
role strain, and the role context approach. Role enhancement theory 
posits that additional roles can lead to better health outcomes because 
resources, support and prestige accompany every new role. On the 
other hand, the accumulation of roles can lead to role strain because 
with the increase in roles there comes additional demands and obliga-
tions that participation in each role requires ― and such strain can be 
deleterious. Role context theory proposes that, in addition to the num-
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ber of roles, the context and characteristics of each particular role are 
important factors in determining whether the role accumulation pro-
duces beneficial or negative health effects. In other words, role context 
theory emphasises not only the occupation of a role, but the specific 
characteristics of each role, the way in which it is performed and the 
value placed upon it by society and by the person. It acknowledges that 
the role of a parent, spouse, or caregiver may be significantly different 
than the role of an employee. Role context theory would hypothesise 
that psychological strain does not develop simply as a result of being 
employed and being a parent or spouse, but that the context of these 
roles (e.g., their conflict and compatibility) and their characteristics 
(e.g., their rewards, benefits, demands, and detriments) are the factors 
important to understanding the extent and nature of strain and other 
health outcomes.  
 
3.2.  Job stress framework 
 
 The dominant model used to conceptualise how stressful charac-
teristics of the job can lead to psychological strain has been the job 
strain or demand/control model. Developed by Karasek and Theorell 
(Karasek, 1979; Karasek and Theorell, 1990), and modified by Johnson 
et al. (1989), this model posits that deleterious strain will occur when 
high psychological demands on the job (the pace, effort, and volume of 
work) coexist with low control over the work. Low control is described 
more specifically in this model as ‘decision latitude’, yet the terms are 
often used interchangeably in the job stress literature. For this study we 
use the term decision latitude when we discuss our investigation. 
Karasek and Theorell (1990) define decision latitude as a lack of au-
thority to make decisions concerning the work (called decision author-
ity) and the inability to use one’s skills at work (called skill discretion). 
In theory, chronic exposure to job conditions that are high in demands 
and low in decision latitude can lead to psychological strain, strain that 
may manifest as depression or anxiety. 
 This model has been used in numerous studies to examine the 
relationship among job characteristics, psychological strain, and psy-
chological and physical illnesses (Schnall et al., 1994; Stansfeld et al., 
1995; Stansfeld et al., 1999). Many of these studies have used national, 
population-based databases, thus gaining stronger credibility for ex-
trapolating their results to other populations (Alfredsson and Theorell, 
1983; Johnson and Hall,  1988; Theorell et al., 1991). In many of the 
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larger studies, decision latitude has been the key construct in the 
model. Empirical evidence strongly supports the construct of control 
as the theoretical basis for the model and its importance as a systematic 
function of social class (Johnson and Hall, 1995). In Schnall et al.’s 
(1994, p. 400) review of studies investigating the relationship between 
the job strain model and cardiovascular disease symptoms and events, 
for instance, 17 of 25 studies showed a significant main effect of job 
control on the cardiovascular outcomes, while only 8 of 23 studies 
showed a main effect of job demands and the outcome. In the White-
hall II Study, we have found that low decision authority and skill dis-
cretion predict future development of coronary heart disease for both 
men and women (Bosma et al., 1997). Likewise, both decision authority 
and skill discretion make powerful contributions to explaining em-
ployment grade differences in depression in men, but not women, and 
employment grade differences in well being for both men and women 
(Stansfeld et al., 1998).  
 In our investigation we take into consideration elements of all 
these models. We examine a parallel construct for each environment, 
control, measure the occupancy of important roles (employee, parent, 
spouse, and caregiver), and then attempt to understand the context and 
social structure in which these roles are performed and their impact on 
psychological health for women and men.  
 
 
4.  Methods 
 
4.1.  Data and sample 
 
 The Whitehall II project is a longitudinal cohort study examining 
the causes of morbidity and mortality differences across the social gra-
dient. From 1985 to 1988, all civil servants between the ages of 35-55 
who worked for one of twenty London-based government civil service  
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Table 1 
Demographic variables by gender and employment grade at Phase 3 

 
Men Women  

High 
grade 

(n = 2,466)
% 

Medium 
grade 

(n = 2,343)
% 

Low 
grade 

(n = 357)
% 

p-value* High 
grade 

(n = 376)
% 

Medium 
grade 

(n = 1,031)
% 

Low 
grade 

(n = 896)
% 

p-value*

Marital status         
Married 89.6 77.7 59.0 <0.01 64.9 61.2 67.2 0.13 

Age group         
39-44 25.8 34.7 29.4 <0.01 37.5 29.9 13.2 <0.01 
45-49 31.6 30.9 21.3  31.9 26.7 24.3  
50-54 22.7 17.3 21.3  19.4 21.9 25.3  
55-64 19.9 17.1 28.0  11.2 21.5 37.2  

Number of children         
No children 17.8 32.2 48.5 <0.01 61.2 53.2 23.6 <0.01 
One child 10.2 12.4 8.7  12.2 16.7 13.4  
Two children 45.5 37.2 23.1  20.2 19.9 35.0  
Three or more children 26.4 18.2 19.7  6.4 10.2 28.1  

Caregiving status         
Caregiver 8.9 10 8.1 0.62 13.3 14.4 12.7 0.57 

* Differences in proportions tested using likelihood-ratio chi-square. 
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departments were sent introductory letters and questionnaires that in-
cluded information on demographics, work characteristics, and physi-
cal and mental health. The overall response rate was 73% (71% for 
women and 74% for men). The true response rates, however, were 
likely higher because approximately four percent of those on this list of 
employees had, in fact, moved before the study and, thus, were not 
eligible for inclusion. In all, 10,308 workers ― 6,895 men (67%) and 
3,413 women (33%) ― agreed to participate. Since the initial baseline 
phase, this cohort has participated in 4 additional phases of data collec-
tion. In Phases 2 (1989-90) and 4 (1995-96), participants completed 
postal questionnaires; in Phases 3 (1991-93) and 5 (1997-99) they an-
swered questionnaires and underwent additional screening examina-
tions. 
 Data collected in Phases 3 and 5 were used in this investigation. 
Unless noted otherwise, we used the demographic, social position, de-
cision latitude, control at home and social roles variables from Phase 3 
and depression and anxiety data from Phase 5. At Phase 3, 81% of the 
original cohort (8,318, total; 5,739 men, 2,579 women) completed the 
postal questionnaire, while in Phase 5, 71% (7,270, total; 5,091 men, 
2,179 women) completed the survey. The length of follow up between 
Phase 3 and Phase 5 was, on average, 5 years. Participants who had 
retired from paid work by Phase 3 or did not have complete data were 
not included in these analyses. Of the remaining 7,473 participants 
from Phase 3, 69% (n = 5,170) were men and 31% (n = 2,303) were 
women. Additional demographic characteristics are found in Table 1. 
 
4.2.  Measures 
 
4.2.1.  Social position 
 
 Social position was determined by employment grade within the 
civil service. Participants’ report of their current grade during Phase 3 
was used in these analyses. Explanations on how civil service grades 
are established are reported elsewhere (Marmot et al., 1991). Approxi-
mately 38% were classified in the administrative (high) grades, 45% 
professional/executive (middle) grades, and 17% worked in the cleri-
cal/support (low) grades. Proportionally more men than women 
worked in higher-grade jobs (48% versus 16%), while more women 
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worked in lower-grade jobs (39% versus 7%). The same proportion of 
women and men (45%) worked in the middle grade.  
 
4.2.2.  Job and home factors 
 
 Statements from the Phase 3 questionnaire were used to measure 
decision latitude and control at home. For control at home, partici-
pants responded to the following statement using one of 6 response 
categories (disagree strongly, disagree moderately, disagree slightly, 
agree slightly, agree moderately, agree strongly): At home, I feel I have 
control over what happens in most situations. Responses were recoded 
into a dichotomous variable (disagree/agree) and labelled low control 
('disagree') and high control ('agree'). Low control was coded as 1, high 
control as 0. 
 Respondents also answered a series of 15 statements regarding 
decision latitude based on Job Content Questionnaire of Karasek et al. 
(1985). This scale consists of two sub-scales: decision authority, with 9 
items; and, skill discretion, with 6 items. Responses for these questions 
were ‘often’, ‘sometimes’, ‘seldom’, ‘never/almost never’ and scored 
from one to four. Answers were summed and then recoded into a di-
chotomous variable (high = 0, low = 1). Because the median was sig-
nificantly different for women and men, gender-specific cut points 
were used to create the dichotomous variable.  
 Data concerning full-time versus part-time employment status 
were not collected at Phase 3, but were collected at Phase 5. Instead of 
simply using employment status at Phase 5 as a proxy for Phase 3 
status in all of the analyses, however, we first examined how full- and 
part-time workers differed, then repeated our multivariate analyses to 
test for the effect of employment status on depression and anxiety and 
compared those results to our main findings. Approximately 13% of 
participants with data at Phase 5 reported they worked less than 30 
hours per week. Of those 13%, 9% were men and 4% were women. 
The proportion of women working part-time was relatively even across 
the three employment grades, but men working part-time were most 
likely to be working in the highest level of the civil service. The major-
ity of women and men part-timers were older than 50 years, suggesting 
that these people were beginning a transition into retirement. Including 
employment status did not alter our main multivariate findings; there-
fore, we do not report these data.  
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 At Phase 3 we asked participants about marital status, if they were 
providing any personal care or help to an aged or disabled relative, and 
the number of children they had. We coded marital and caregiving 
status as dichotomous variables (1 = unmarried, 1 = caregiver) and 
number of children as a categorical variable (0 = no children to 3 = 3 
or more children).  
 
4.2.3.  Psychological morbidity 
 
 Psychological morbidity was measured at both Phases 3 and 5 us-
ing the 30-item General Health Questionnaire (GHQ) (Goldberg, 
1972) which has been validated against the Clinical Interview Schedule 
in a study sub-sample (Stansfeld and Marmot, 1992). The GHQ is a 
well-established screening questionnaire for minor psychiatric disorder 
suitable for use in general and clinic population samples.  
 For this investigation we were interested in the more specific psy-
chopathology of depression and anxiety rather than in general psychiat-
ric disorders, and therefore, we used two sub-scales of the 30-item 
GHQ. Researchers have repeatedly tested the validity and reliability of 
depression and anxiety sub-scales from the 28-item GHQ, a shorter 
GHQ scale with additional questions regarding depression and anxiety 
(Goldberg and Hillier, 1978). We selected the items from the 30-item 
questionnaire that were also present in the depression and anxiety sub-
scales of the scaled 28-item GHQ (Stansfeld et al., 1995). We chose 
four items for depression and five items for anxiety and analysed their 
internal consistency and principal components structure. The depres-
sion and anxiety sub-scales had alpha coefficients of 0.88 and 0.86, 
respectively. In principal components analysis of the 30-item GHQ, we 
found five factors with eigenvalues greater than one after the items 
were rotated. The four items we chose for the depression sub-scale 
loaded on a single component for both women and men. All but one 
of the five items from the anxiety sub-scale also loaded on one factor 
for women and men.  
 Depression items were as follows: ‘Have you recently: 1) been 
thinking of yourself as a worthless person; 2) felt that life is entirely 
hopeless; 3) felt that life isn’t worth living; 4) found at times you 
couldn’t do anything because your nerves were too bad?’ 
 Anxiety items were as follows: ‘Have you recently: 1) lost much 
sleep over worry; 2) felt constantly under strain; 3) been getting scared 
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or panicky for no good reason; 4) found everything getting on top of 
you; 5) been feeling nervous and strung up all the time?’  
 Responses for depression and anxiety items were ‘not at all’, ‘no 
more than usual’, ‘rather more than usual’, and ‘much more than usual’. 
All items were scored on a Likert scale from 0 to 3 and then summed. 
We created a dichotomous variable for case status, using the top quar-
tile for cases and the remainder as non-cases. 
 
4.3.  Procedures 
 
 In our bivariate analyses, we examined the distribution of demo-
graphic and social role variables, GHQ mean scores, percentage of 
GHQ cases, depression cases, and anxiety cases, and the percentage of 
those reporting high and low control by gender and employment grade. 
 For the multivariate analyses, separate analyses were conducted for 
women and men. Adjusting for age and employment grade, we used 
hierarchical logistic regression models to examine the relationship 
among job control, home control, and caseness for each of the out-
comes (depression and anxiety). We used this approach in order to 
examine the independent effects of decision latitude and control at 
home on depression and anxiety, but also to determine if employment 
grade varied when there was low control. Moreover, we were interested 
in how the addition of social roles to the models might alter these rela-
tionships.  
 We used four steps to build the models. For Step 1, age and em-
ployment grade were fit. Decision latitude and home control were 
added in Steps 2 and 3. To address our first question ― does low deci-
sion latitude increase the risk of depression and anxiety equally for 
women and men ― we first fit decision latitude in Step 2 and then fit 
home control to determine if it altered the main effect decision latitude 
had on the outcomes. To address our second question ― does low 
control at home increase the risk of depression and anxiety equally for 
women and men ― we fit home control in Step 2 and then fit decision 
latitude in Step 3. Lastly, we included number of children, marital 
status, and caregiving status in Step 4 to see the effect of additional 
domestic roles on the outcomes. We then examined an identical set of 
models, but added an interaction term of decision latitude by home 
control. In order to remove the potential confounding effect of case-
ness at Phase 3, results from the hierarchical analyses were confirmed 
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both by repeating the analyses adjusting for Phase 3 caseness, as well as 
by excluding Phase 3 cases. As both approaches gave comparable re-
sults, only the latter are reported in the tables. Non-cases at Phase 3 
were defined in the same way as at Phase 5: all those with summed 
GHQ scores not in the top quartile.  
 Finally, to determine who had the highest risk for depression and 
anxiety given their level of control on the job and at home, we strati-
fied the sample by grade and gender. We then compared women and 
men’s risk for depression and anxiety from home control and decision 
latitude by employment grade. 
 
 
5.  Results 
 
 In the unadjusted bivariate analyses of demographic and social 
role variables, men were significantly more likely to be married, 
younger, and have more children than women. As shown in Table 1, 
nearly 90% of men in the highest grade were married compared to only 
65% of women in the same employment grade. For men we found a 
gradient in marital status, with men in the highest grade the most likely 
to be married (89.6%) and men in the lowest grade the least likely 
(59%). We did not find the same pattern among women; instead, the 
proportion of married women across the three employment grades was 
relatively even. The number of children participants reported having 
also varied by gender. Women in the highest and middle grades were 
more likely than men in the same grades not to have any children. Over 
half of the women in the high and middle grades reported not having 
any children, compared to 18% of men in the high and 32% in the 
middle grade. Conversely, nearly 50% of men in the lowest grade did 
not have children, compared to only 24% of the women in the same 
grade. Women were more likely than men to care for older relatives, 
but neither men nor women in any particular employment grade were 
more likely to provide this care.  
 Consistent with findings from previous studies (Aneshensel, 1992; 
Gove and Tudor, 1973; Kessler and McRae, 1981; Mirowsky and Ross, 
1989), women were significantly more likely than men to suffer from 
psychological ill health. More often than men, women were classified 
as a ‘case’ using the 30-item GHQ and depression and anxiety sub- 
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Table 2 
Psychological morbidity at Phase 5, and control on the job and at home 

by gender and employment grade at Phase 3 
 
 High grade Medium grade Low grade p-valuea 

Men     
GHQ mean (sd)  2.69 (4.98) 3.11 (5.62) 3.38(6.20) 0.02 
% of GHQ cases (n) 20.0% 

(422/2110)
21.2% 

(407/1922) 
21.5% 

(50/233) 
0.35 

% of depression cases (n) 19.9%  
(419/2108)

25.7% 
(492/1917) 

33.3 % 
(78/234) 

<0.01 

% of anxiety cases (n) 15.7% 
(331/2107)

19.3% 
(373/1928) 

22.6% 
(53/234) 

<0.01 

% low decision latitude (n) 31.5% 
(772/2449)

64.3% 
(1494/2323)

93.6% 
(324/346) 

<0.01 

% low home control (n) 13.5% 
(332/2463)

10.8% 
(253/2340) 

12.4% 
(44/355) 

0.03 

Women     
GHQ mean (sd)  3.59 (5.51) 4.14 (6.66) 3.55 (6.04) 0.15 
% of GHQ cases (n) 27.1% 

(90/332) 
27.5% 

(232/845) 
24.5% 

(150/611) 
0.30 

% of depression cases (n)  25.5% 
(85/333) 

27.9% 
(235/842) 

30.3% 
(186/614) 

0.12 

% of anxiety cases (n) 26.3% 
(87/331) 

26.2% 
(222/848) 

27.0% 
(166/615) 

0.77 

% low decision latitude (n) 8.8% 
(32/362) 

39.8% 
(388/975) 

76.6% 
(657/858) 

<0.01 

% low home control (n) 8.5% 
(32/376) 

7.8% 
(80/1030) 

9.2% 
(82/893) 

0.50 

a.  Differences in means tested using the F-test. Differences in proportions tested 
using likelihood-ratio chi-square. 
 
 
scales from Phase 5. Women and men did not differ by the amount of 
decision latitude that they reported, but men did report significantly 
less control at home. When we stratified by gender and employment 
grade, as seen in Table 2, a significantly greater proportion of men in 
the lower grades were classified as depression and anxiety cases and 
reported low decision latitude. More men in the highest grade, how-
ever, reported low control at home. Conversely, the proportion of 
women classified as GHQ cases or anxiety cases did not vary signifi-
cantly by employment grade. We did, however, find a gradient in the 



314 J. M. GRIFFIN – R. FUHRER – S. A. STANSFELD – M. MARMOT 

 

proportion of depression cases, with more women in the lower grades 
classified as depression cases, although the proportions were not sig-
nificantly different. More women in the lowest grade reported low con-
trol at home, and as with the men, we found a strong gradient for 
decision latitude in women, with a greater proportion of those in the 
lowest grade reporting low control.  
 In Tables 3 through 6, we address our main research questions. 
First, did low decision latitude at work increase the risk of depression 
and anxiety equally for women and men? As shown in Tables 3 and 4, 
after adjusting for age and employment grade, both women and men 
with low decision latitude had significantly higher odds for depression 
(for women, OR = 1.48, CI = 1.15-1.89; for men, OR = 1.53, 
CI = 1.31-1.80) and anxiety (for women, OR = 1.29, CI = 1.03-1.62; 
for men, OR = 1.43, CI = 1.20-1.70). Even after adjusting for home 
control (Step 3), marital status, number of children, and caregiving 
status (Step 4), women and men with low decision latitude had in-
creased odds for depression and, for men, an increased risk for anxiety. 
The effect of low decision latitude was stronger for men than it was for 
women, particularly in relation to anxiety disorders.  
 For our second research question we asked: Did low control at 
home increase the risk of depression and anxiety equally for women 
and men? Our initial analyses, where we fit home control in Step 2 and 
decision latitude in Step 3, did not differ from the previous analysis 
where we first fit decision latitude and then home control. Given the 
comparable findings, we refer to the same tables used to address the 
previous question, Tables 3 and 4. 
 After adjusting for age, grade, and decision latitude (Step 3), both 
women and men with low control at home had significantly higher 
odds of suffering from depression (for women, OR = 2.51, CI = 1.77-
3.56; for men, OR = 1.86, CI = 1.52-2.28) and anxiety (for women, 
OR = 1.75, CI = 1.22-2.51; for men, OR = 1.89, CI = 1.52-2.35) than 
those with high control. The effect of low control at home on depres-
sion was stronger for women than men, but for anxiety, the effect was 
slightly stronger for men.  
 The independent effects of decision latitude and control at home 
persisted after we re-examined the analyses, controlling for marital 
status, number of children and caregiving status (Step 4). Low control 
at home more than doubled the risk for depression (OR = 2.55, 
CI = 1.78-3.63) and increased the risk by almost 70% for anxiety 
 



 
Table 3 

Gender-specific effects of employment grade, decision latitude and home control at Phase 3 on depression at Phase 5: OR a and 95% CI 
 

  Step 1 Step 2 Step 3 Step 4 Step 4 repeated, excluding 
Phase 3 depression cases

Men Age 39-44 (years) 1.00 1.00 1.00 1.00 1.0 
 45-49 0.85 (0.71-1.02) 0.86 (0.72-1.03) 0.86 (0.72-1.03) 0.85 (0.71-1.02) 0.79 (0.61-1.03) 
 50-54 0.75 (0.61-0.93) b 0.75 (0.61-0.93) b 0.77 (0.62-0.95) b 0.77 (0.62-0.96) c 0.72 (0.53-0.98) c 
 55-64 0.59 (0.48-0.74) b 0.59 (0.48-0.74) b 0.62 (0.50-0.77) b 0.62 (0.50-0.78) b 0.71 (0.52-0.96) c 
 Grade High 1.0 1.0 1.0 1.0 1.0 
 Middle 1.35 (1.16-1.57) b 1.17 (1.00-1.38) c 1.21 (1.03-1.41) c 1.16 (0.99-1.36) 1.17 (0.93-1.48) 
 Low 1.95 (1.44-2.64) b 1.51 (1.10-2.07) b 1.52 (1.11-2.09) b 1.39 (1.01-1.93) c 1.38 (0.87-2.20) 
 Decision latitude d  1.53 (1.31-1.80) b 1.53 (1.30-1.79) b 1.50 (1.28-1.76) b 1.15 (0.92-1.44) 
 Home control d   1.86 (1.52-2.28) b 1.92 (1.57-2.36) b 1.71 (1.26-2.31) b 
 Marital status d    1.39 (1.13-1.72) b 1.29 (0.94-1.76) 
 Number of children d    1.00 (0.93-1.08) 1.02 (0.91-1.13) 
 Caregiving status d    1.45 (1.15-1.83) b 1.59 (1.16-2.18) b 
Women Age 39-44 (years) 1.0 1.0 1.0 1.0 1.0 
 45-49 0.68 (0.51-0.90) b 0.67 (0.50-0.89) b 0.67 (0.50-0.90) b 0.67 (0.50-0.90) b 0.61 (0.41-0.90) b 
 50-54 0.53 (0.39-0.73) b 0.52 (0.38-0.70) b 0.52 (0.38-0.71) b 0.51 (0.37-0.70) b 0.48 (0.31-0.74) b 
 55-64 0.46 (0.33-0.62) b 0.45 (0.33-0.61) b 0.45 (0.33-0.61) b 0.44 (0.32-0.61) b 0.40 (0.26-0.63) b 
 Grade High 1.0 1.0 1.0 1.0 1.0 
 Middle 1.25 (0.92-1.68) 1.10 (0.81-1.50) 1.11 (0.81-1.52) 1.11 (0.81-1.52) 1.08 (0.71-1.64) 
 Low 1.54 (1.12-2.12) b 1.18 (0.82-1.70) 1.20 (0.83-1.73) 1.21 (0.83-1.77) 1.10 (0.65-1.85) 
 Decision latitude d  1.48 (1.15-1.89) b 1.44 (1.12-1.85) b 1.43 (1.11-1.83) b 1.15 (0.81-1.64) 
 Home control d   2.51 (1.77-3.56) b 2.55 (1.78-3.63) b 2.02 (1.12-3.64) c 
 Marital status d    1.13 (0.89-1.43) 1.15 (0.83-1.61) 
 Number of children d    1.00 (0.90-1.12) 1.04 (0.90-1.21) 
 Caregiving status d    1.04 (0.76-1.42) 0.72 (0.44-1.18) 
a.  OR = Odds ratio estimated by logistic regression.        b.  p-value <0.01.         c.  p-value<0.05. 
d.   marital status (0 = married, 1 = unmarried), number of children (0 = none), caregiving status (0 = not a caregiver), decision latitude (0 = high control), home control 
(0 = high control). 



 
Table 4 

Gender-specific effects of employment grade, decision latitude and home control at Phase 3 on anxiety at Phase 5: OR a and 95% CI 
 

  Step 1 Step 2 Step 3 Step 4 Step 4 repeated, excluding 
Phase 3 anxiety cases 

Men Age 39-44 (years) 1.0 1.0 1.0 1.0 1.0 
 45-49 0.64 (0.53-0.78) b 0.64 (0.53-0.78) b 0.64 (0.53-0.78) b 0.62 (0.51-0.75) b 0.58 (0.46-0.75) b 
 50-54 0.50 (0.39-0.63) b 0.50 (0.39-0.63) b 0.51 (0.40-0.64) b 0.48 (0.38-0.61) b 0.49 (0.36-0.66) b 
 55-64 0.40 (0.31-0.52) b 0.40 (0.31-0.52) b 0.42 (0.33-0.54) b 0.40 (0.31-0.51) b 0.35 (0.26-0.49) b 
 Grade High 1.0 1.0 1.0 1.0 1.0 
 Middle 1.23 (1.04-1.45) c 1.09 (0.92-1.30) 1.12 (0.94-1.34) 1.12 (0.93-1.34) 1.07 (0.85-1.34) 
 Low 1.55 (1.10-2.18) c 1.26 (0.88-1.79) 1.27 (0.89-1.81) 1.28 (0.89-1.84) 1.15 (0.73-1.82) 
 Decision latitude d  1.43 (1.20-1.70) b 1.42 (1.20-1.70) b 1.43 (1.19-1.70) b 1.43 (1.15-1.79) b 
 Home control d   1.89 (1.52-2.35) b 1.88 (1.52-2.34) b 1.68 (1.25-2.24) b 
 Marital status d    1.05 (0.82-1.33) 0.86 (0.63-1.17) 
 Number of children d    1.03 (0.95-1.13) 0.97 (0.87-1.07) 
 Caregiving status d    1.72 (1.34-2.21) b 1.70 (1.23-2.35) b 

Women Age 39-44 (years) 1.0 1.0 1.0 1.0 1.0 
45-49 0.74 (0.55-0.98) c 0.73 (0.55-0.97) c 0.74 (0.55-0.98) c 0.72 (0.54-0.97) c 0.69 (0.48-1.00) c 
50-54 0.57 (0.42-0.78) b 0.56 (0.41-0.77) b 0.57 (0.41-0.78) b 0.56 (0.41-0.76) b 0.45 (0.30-0.68) b 
55-64 0.40 (0.29-0.56) b 0.40 (0.29-0.56) b 0.40 (0.29-0.56) b 0.39 (0.28-0.55) b 0.37 (0.24-0.57) b 

Grade High 1.0 1.00 1.0 1.00 1.0 
Middle 1.10 (0.82-1.49) 1.02 (0.75-1.39) 1.03 (0.75-1.40) 1.03 (0.75-1.40) 0.92 (0.61-1.38) 
Low 1.34 (0.97-1.86) 1.14 (0.79-1.64) 1.15 (0.80-1.65) 1.12 (0.77-1.63) 1.00 (0.61-1.63) 

Decision latitude d  1.28 (1.00-1.65) c 1.26 (0.98-1.62) 1.26 (0.98-1.63) 1.20 (0.86-1.67) 
Home control d   1.75 (1.22-2.51) b 1.69 (1.18-2.43) b 1.48 (0.88-2.48) 
Marital status d    0.95 (0.74-1.21) 0.97 (0.71-1.34) 
Number of children d    1.04 (0.93-1.16) 1.08 (0.94-1.25) 
Caregiving status d    1.26 (0.92-1.73) 1.01 (0.65-1.56) 

a.  OR = Odds ratio estimated by logistic regression.        b.  p-value <0.01.         c.  p-value<0.05. 
d.   marital status (0 = married, 1 = unmarried), number of children (0 = none), caregiving status (0 = not a caregiver), decision latitude (0 = high control), home control 
(0 = high control). 
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(OR = 1.69, CI = 1.18-2.43) among women. For men, the odds for 
depression (OR = 1.92, CI = 1.57-2.36) and anxiety (OR = 1.88, 
CI = 1.52-2.34) were also significantly higher than for those with high 
control at home. We found that none of the social roles we examined 
significantly altered the relationship between home control and the 
outcomes for women, but we did find, for men, that being a caregiver 
to a disabled or ageing relative was a risk factor for depression and 
anxiety. Unmarried men also had higher odds of being depressed.  
 To test the possibility that at Phase 3 depressed or anxious women 
or men were more likely to report low decision latitude, we repeated 
our analyses using only those who were not classified as ‘cases’ at 
Phase 3 and added these findings to the last column in Tables 3 and 4. 
Using the equation for Step 4 (adjusting for age, grade, home control, 
marital and caregiving status, and number of children), the odds for 
depression among men with low decision latitude decreased 66%, 
while the odds for anxiety barely changed, increasing by 2%. For 
women with low decision latitude, the elevated risks for depression and 
anxiety decreased, with the odds for depression dropping 61%, and for 
anxiety, 22%.  
 While the odds also decreased when we examined the effect of 
low control at home using only Phase 3 non-cases, the differential ef-
fect by gender remained constant. For men, the odds for depression 
from having low home control decreased 18% and in women they de-
creased 25%. The odds for anxiety in men decreased 18%, and for 
women, they decreased 26%. In spite of the general decrease in odds 
after excluding Phase 3 cases and controlling for the effects of social 
position and other roles, control at home remained a significant risk 
factor for depression in women and men and for anxiety in men.  
 Our third research question was: Is there an interaction between 
control at home and control at work that increases the risk for psycho-
logical distress? An interaction term for job decision latitude by home 
control was included in each of the hierarchical models. None of the 
terms was significant or neared significance for men or women; there-
fore, these data are not presented here. 
 Our final question was: Do these effects vary by social position, 
and if so, do women and men in different social positions have a 
greater risk of depression or anxiety from low control at home or at 
work? To address this question we first examined the relationship be-
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tween social position and each outcome and then considered how low 
control at home and work affected that relationship.  
 In Table 3, we found a gradient by employment grade in the risk 
for depression in men and women, although the odds were not always 
statistically significant. Women in the lowest grade had significantly 
higher odds of depression compared to those in the highest grade in 
Step 1, but after controlling for decision latitude in Step 2, the odds no 
longer reached a significant level. For men, the gradient was significant 
in Steps 1, 2, and 3, but after controlling for marital status, number of 
children, and caregiving status in Step 4, only the men in the lowest 
employment grade had significantly higher odds for depression than 
those in the highest grade. For both women and men, decision latitude 
explained a significant part of the gradient for depression. We also 
found a gradient by employment grade in the risk for anxiety for 
women and men, but after controlling for decision latitude, these dif-
ferences were no longer significant. 
 Given the persistence of a gradient across the findings we were 
interested in determining if there was a gradient for control at home 
and work. In other words, we were interested in whether there was an 
increased risk for depression and anxiety for women or men in certain 
employment grades who had low home control and low decision lati-
tude.  
 Using stratified analyses, shown in Table 5, we did not find a clear 
gradient for the effect of decision latitude or home control on depres-
sion in women or men. Instead we found that women and men in the 
middle employment grade with low decision latitude were at greatest 
risk for depression. Men in the middle grade also had greater odds for 
depression than men in other grades when there was low control at 
home, but it is important to note the strong and nearly significant ef-
fect low control at home had on men in the lowest grade (OR = 2.03, 
CI = 0.92-4.47), a group composed of far fewer men (n = 225 versus 
n = 1,900). For women with low control at home, we found that those 
in the lowest employment grade had by far the highest odds 
(OR = 4.41, CI = 2.44-7.97) of any grade of women or men.  
 As shown in Table 6, we did find a gradient across employment 
grades for the effect of decision latitude on anxiety disorders in men. 
Men in the lowest grade who reported low decision latitude were at 
greater risk than men or women in any other grade, although the odds 
ratio did not reach statistical significance (OR = 2.62, CI = 0.52-13.26). 
 



 
Table 5 

Gender- and grade-specific effects of decision latitude and home control at Phase 3 on depression at Phase 5: OR a and 95% CI 
 

  High grade Middle grade Low grade 

Men Age 39-44 (years) 1.0 1.0 1.0 
 45-49 0.93 (0.70-1.24) 0.80 (0.62-1.04) 0.77 (0.34-1.73) 
 50-54 0.90 (0.66-1.23) 0.69 (0.50-0.95) c 0.56 (0.24-1.33) 
 55-64 0.74 (0.53-1.03) 0.52 (0.37-0.73) b 0.65 (0.31-1.35) 
 Decision latitude d 1.29 (1.03-1.62) c 1.76 (1.39-2.23) b 1.42 (0.42-4.79) 
 Home control d 1.71 (1.28-2.29) b 2.22 (1.63-3.03) b 2.03 (0.92-4.47) 
 Marital status d 1.33 (0.92-1.94) 1.43 (1.08-1.90) b 1.40 (0.71-2.79) 
 Number of children d 0.98 (0.88-1.11) 0.99 (0.89-1.11) 1.19 (0.89-1.58) 
 Caregiving status d 1.49 (1.05-2.11) c 1.38 (0.99-1.32) 1.71 (0.64-4.54) 
 n 2,087 1,900 225 
Women Age 39-44 years 1.0 1.0 1.0 
 45-49 0.56 (0.30-1.02) 0.73 (0.49-1.10) 0.64 (0.36-1.15) 
 50-54 0.31 (0.14-0.69) c 0.51 (0.32-0.80) b 0.63 (0.35-1.13) 
 55-64 0.41 (0.17-1.03) 0.50 (0.31-0.80) b 0.40 (0.23-0.70) b 
 Decision latitude d 1.12 (0.44-2.87) 1.60 (1.16-2.21) b 1.27 (0.81-1.97) 
 Home control d 1.81 (0.76-4.28) 1.82 (1.05-3.14) c 4.41 (2.44-7.97) b 
 Marital status d 1.19 (0.66-2.13) 1.08 (0.76-1.52) 1.15 (0.77-1.74) 
 Number of children d 0.98 (0.74-1.30) 0.99 (0.84-1.16) 1.00 (0.84-1.19) 
 Caregiving status d 1.67 (0.82-3.41) 1.10 (0.70-1.74) 0.78 (0.44-1.38) 
 n 320 792 588 

a.  OR = Odds ratio estimated by logistic regression.        b.  p-value <0.01.         c.  p-value<0.05. 
d.   marital status (0 = married, 1 = unmarried), number of children (0 = none), caregiving status (0 = not a caregiver), decision lati-
tude (0 = high control), home control (0 = high control). 



 
Table 6 

Gender- and grade-specific effects of decision latitude and home control at Phase 3 on anxiety at Phase 5: OR a and 95% CI 
 

  High grade Middle grade Low grade 

Men Age 39-44 years 1.0 1.0 1.0 
 45-49 0.61 (0.45-0.82) b 0.62 (0.47-0.82) b 0.55 (0.21-1.41) 
 50-54 0.52 (0.37-0.73) b 0.48 (0.34-0.69) b 0.24 (0.07-0.79) c 
 55-64 0.38 (0.26-0.56) b 0.35 (0.23-0.51) b 0.76 (0.35-1.68) 
 Decision latitude d 1.26 (0.98-1.63) 1.58 (1.22-2.04) b 2.62 (0.52-13.26) 
 Home control d 2.17 (1.60-2.94) b 1.86 (1.33-2.58) b 0.78 (0.27-2.25) 
 Marital status d 1.29 (0.85-1.96) 0.96 (0.70-1.33) 1.12 (0.50-2.50) 
 Number of children d 1.01 (0.89-1.15) 1.03 (0.91-1.16) 1.25 (0.90-1.73) 
 Caregiving status d 1.26 (0.83-1.90) 2.00 (1.41-2.82) b 3.59 (1.34-9.67) b 
 n 2,086 1,911 225 
Women Age 39-44 years 1.0 1.0 1.0 
 45-49 0.73 (0.40-1.33) 0.80 (0.53-1.19) 0.63 (0.35-1.14) 
 50-54 0.51 (0.24-1.08) 0.51 (0.32-0.82) b 0.63 (0.35-1.13) 
 55-64 0.33 (0.12-0.90) c 0.41 (0.25-0.68) b 0.39 (0.22-0.68) b 
 Decision latitude d 1.21 (0.49-2.99) 1.54 (1.11-2.13) b 0.91 (0.59-1.40) 
 Home control d 0.93 (0.37-2.36) 1.50 (0.86-2.60) 2.55 (1.42-4.59) b 
 Marital status d 1.01 (0.56-1.81) 0.96 (0.68-1.37) 0.88 (0.58-1.35) 
 Number of children d 1.03 (0.78-1.36) 0.95 (0.80-1.12) 1.14 (0.95-1.36) 
 Caregiving status d 2.13 (1.07-4.26) c 1.20 (0.75-1.91) 1.04 (0.59-1.86) 
 n 319 797 588 

a.  OR = Odds ratio estimated by logistic regression.        b.  p-value <0.01.         c.  p-value<0.05. 
d.   marital status (0 = married, 1 = unmarried), number of children (0 = none), caregiving status (0 = not a caregiver), decision lati-
tude (0 = high control), home control (0 = high control).  
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As we noted previously, the lack of statistical significance may be a 
function of the relatively smaller sample size for men in the lowest 
grade. We did not find a clear gradient for women with low decision 
latitude across employment grades. Instead, we found that women in 
the middle grade had a significant risk for anxiety disorders 
(OR = 1.54, CI = 1.11-2.13) and a greater risk than women in the 
other grades.  
 After controlling for age and decision latitude, we also found a 
gradient for control at home on anxiety. We found women in the low-
est grade and men in the middle and highest grades to have the highest 
odds for anxiety disorders if they reported low control at home (for 
women, OR = 2.55, CI = 1.42-4.59; for men, middle grade, 
OR = 1.86, CI = 1.33-2.58; and, highest grade, OR = 2.17, CI = 1.60-
2.94). In addition to low control at home, we found that for men in the 
middle and low grades and women in the high grade, the greatest risk 
factor for anxiety disorders was if they also provided care to disabled 
or ageing relatives. 
 
 
6.  Discussion 
 
 In this study we investigated the relationships among gender, deci-
sion latitude, home control and the risk for depression and anxiety 
across three employment grades. We hypothesised that low job and 
home control would increase the risk for depression and anxiety. We 
expected home control to contribute more to the risk for women’s 
psychological ill health and decision latitude for men’s. We also be-
lieved that across employment grades we would find a gradient in risk 
for each outcome and that low levels of job and home control would 
explain part of the gradient.  
 As expected, a greater proportion of women than men were classi-
fied as depression and anxiety cases and this was true across nearly all 
employment grades. Both younger women and men were more likely 
to be depressed than those who were older, but unlike previous stud-
ies, number of children was not a significant predictor for depression 
or anxiety. This, in part, may be due to the fact that a large proportion 
of women in the middle and high employment grades and men in the 
lowest grade were childless (as shown in Table 1). It may also be, that 
given the age of the participants (from 39 to 64), few had young chil-
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dren or children living at home. In fact, for this age group, the addi-
tional strain from family or social obligations may lie more with pro-
viding care to elderly or ageing spouses and parents than with raising 
children. We found this to be particularly true for men. Men who were 
caregivers consistently had a significantly higher risk for depression 
and anxiety. 
 We found that low decision latitude at Phase 3 predicted a risk for 
depression at Phase 5 among women and men and this risk did not 
diminish after controlling for home control, marital status, number of 
children, and caregiving status. Although the effect of low decision 
latitude on depression and anxiety was stronger for men than women, 
as we expected, the effect for women, particularly for depression, was 
remarkable. Women with low decision latitude had more than a 40% 
greater risk for depression than women with high control, while men’s 
odds were 50% greater if they reported low decision latitude. When we 
stratified by gender and social position as shown in Tables 5 and 6, we 
found that the risk was not evenly distributed across social position for 
women or men. Both women and men in the middle employment 
grade with low decision latitude were at significantly greater risk for 
depression than those in the lowest and highest grades. The same pat-
tern existed for anxiety, except that men in the low grade also had an 
elevated risk that was not statistically significant.  
 Both women and men with low control at home were at signifi-
cantly greater risk for depression and anxiety. One striking finding was 
that women with low control at home had over twice the risk for de-
pression than women with high control even after controlling for mari-
tal status, number of children, and caregiving status. Also impressive 
was the substantial effect low home control had on men’s risk for de-
pression.  
 In our confirmation analyses, where we examined only those who 
were not cases at Phase 3, the effect of decision latitude and control at 
home on depression and anxiety either decreased or was virtually un-
changed for women and men. The largest decrease in odds was when 
we examined the effect of decision latitude on depression. These 
changes may have been due to the fact that the relationship between 
depression caseness at Phase 3 and Phase 5 was so great and not inde-
pendent of decision latitude that the group that remained after cases 
were excluded had an unusual distribution of decision latitude. The 
relatively even percentage of change in odds ratios (decreasing 18-26%) 
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suggests that this is not the case for the relationship among control at 
home and depression and anxiety, nor is it situation between decision 
latitude and anxiety, where the odds ratios increased for men (2%) and 
decreased for women (22%).  
 We had hypothesised that low decision latitude and low control at 
home would be a psychologically harmful combination, but did not 
find any evidence for this. Instead we found that exposures to low con-
trol in both the home and work environment were unique to each en-
vironment, each with a main effect that increased the risk for 
depression, and for men increased the risk for anxiety. In subsequent 
analyses we also tested for interactions between decision latitude and 
all of the social roles we studied (marital status, number of children, 
and caregiving status), and again, did not find any evidence of an addi-
tional risk for depression or anxiety in women or men. What we did 
not test here, however, were the specific effects of spillover or work-
family conflict. An investigation examining more precise questions on 
balancing the demands and responsibilities of work and family and the 
effect of this on psychological and physical health is currently under-
way. Similarly, it is beyond the scope of this paper to test for any bene-
ficial or buffering effects from social support or rewards from work 
and home that may explain the lack of an interaction between home 
and work. 
 For this investigation we were also interested in whether a social 
class gradient existed for women and men with depression and anxiety. 
When we compared the low and middle grades to the highest in Tables 
3 and 4, we did find a linear pattern: women and men in the lowest 
grades had the highest risk for depression and anxiety. That this gradi-
ent is reduced (and at times is no longer statistically significant) but still 
persists after controlling for decision latitude, home control, number of 
children, and marital and caregiver status, suggests that other factors 
are also at play. Previous analyses in this cohort suggest that social 
support, life events, and material problems are also important in ex-
plaining the gradient (Stansfeld et al., 1998). 
 One underlying assumption in the job stress and gender frame-
works, or perhaps in researchers’ use of them, is that, with little regard 
for social position, men’s identity is tied more to their role at work and 
women’s to their roles at home. This assumption leads to the common 
approach of narrowly looking only at the effect of stressful job charac-
teristics for men and the characteristics of home or social roles for 
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women. Our findings show, however, that low control at home, just 
like low control on the job, affect the psychological morbidity of both 
women and men differently, and this is, in part, because of their social 
position. As shown in Tables 5 and 6, women in the lowest employ-
ment grade with low control at home had a significantly higher risk for 
depression than men across all grades and women in higher grades. 
Women and men in the middle and highest grade had somewhat com-
parable risks. The findings for anxiety are quite different, for they show 
an inverse gradient in risk for women and men. Men in the highest 
grade with low control at home were at higher risk for anxiety than 
men in lower grades while women in the lowest grade had a higher risk 
than women in higher grades. We conclude, as others have done be-
fore us (Arber, 1991; Hall, 1989), the identification to or measurement 
of only one role is too simplistic and does not take into account the 
different experiences women and men face at work and in the home. 
In the future, models need to be modified to incorporate work, home, 
and social position variables for men and women.  
 The importance of low home control as a risk factor for depres-
sion and anxiety brings into question the meaning of the construct. In 
the sociology of work and family, the construct has been described and 
interpreted in two different ways. The first is that control at home is 
the ability to maintain family and home obligations and cope with day-
to-day stressors. In this sense, the link between low control at home 
and psychological distress may indicate a lack of resources for coping 
with excessive demands from housework and family responsibilities 
(Lennon and Rosenfield, 1992; Pearlin and Schooler, 1978; Pearlin, 
1989) or material resources (Walters et al., 1996) that make services and 
support more easily accessible. This interpretation leaves some confu-
sion about whether the construct is a description of control, demands, 
or something more latent that includes both demands and control. 
 The second common interpretation relates to inequities in the di-
vision of labour at home and the roots of the inequities (Bird, 1999). In 
other words, control at home is based on power and power within rela-
tionships. High control at home, for example, may be having the 
power to assign household tasks to family members and assure they are 
done in an appropriate way, or, perhaps, control over the household 
income to be used at one’s discretion. Rosenfield (1989) found that 
low power (operationalised as the proportion of personal income to 
total household income) accounted for gender differences in psycho-
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logical distress, but that the relationship was mediated by one’s level of 
personal control. Using this perspective, men and women may inter-
pret the construct differently based on their relationships with family 
members or their adherence to traditional gender roles. Those who 
share household and familial responsibilities may value the work differ-
ently than those who perform more conventional roles. The relation-
ship between power and control emphasizes the importance of gender 
relations and reinforces the need to include additional, more precise 
questions regarding the division of labour and inequities at home. 
Moreover, for future studies there is a need to decipher how power 
and control are interpreted differently among men, women, and people 
from different social positions. 
 In sum, we found support for an integrated model to examine 
factors associated with depression and anxiety in women and men. For 
women we found that a lack of control at home and work predicted 
later development of depression, and for men, low control at home 
and work increased odds of depression and anxiety. We discovered 
that, in addition to age and gender, risk factors for depression and 
anxiety included the level of control participants reported at home and 
work and where in social hierarchy women and men sit. In other words, 
risks for depression and anxiety, such as low control at home and 
work, are not evenly distributed across different social positions, al-
though the patterns are much more consistent for women. Women in 
the lowest or middle employment grades who reported low decision 
latitude or low control at home were at most risk for depression and 
anxiety. Men in the middle grade with low decision latitude were at risk 
for depression, but those in the lowest grade were at risk for anxiety. 
Men in the middle and highest grades, however, were at greatest risk 
for both outcomes if they reported low control at home. While we 
suggest that control at home and at work are included in models exam-
ining health inequalities, we also emphasise the need for more theoreti-
cal work on the meaning of the construct of control at home and how 
it varies by gender and social position.  
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