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Standard full-time permanent employment—providing a minimal degree

of stability, income sustainability, workers’ empowerment, and social

protection—has declined in the high-income countries, while it was never the

norm in the rest of the world. Consequently, work is increasingly affecting

population health and health inequalities, not only as a consequence of

harmful working conditions, but also because of employment conditions.

Nevertheless, the health consequences of employment conditions are largely

neglected in research. The authors describe five types of employment con-

ditions that deviate from standard full-time permanent employment—

precarious employment, unemployment, informal employment, forced

employment or slavery, and child labor—and their health consequences,

from a worldwide perspective. Despite obvious problems of measurement

and international comparability, the findings show that, certainly in the

low-income countries, these conditions are largely situated in informality,

denying any possible standard of safety, protection, sustainability, and

workers’ rights. Considerable numbers of the world’s working people are

affected in geographically and socioeconomically unequal ways. This clearly

relates nonstandard employment conditions to health equity consequences. In

the future, governments and health agencies should establish more adequate

surveillance systems, research programs, and policy awareness regarding

the health effects of these nonstandard employment conditions.

When work is considered in its broadest sense, the majority of the world’s

population is involved in work of some kind. Work has an important influence on
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population health and health inequalities, because work environments involve

exposure to many factors that may potentially affect health. The health impact of

a specific job is thus determined by the nature of the work task and the related

working conditions, the conditions of employment, and the prevailing employ-

ment relations (1). “Work task” refers to the intrinsic quality of the tasks and the

autonomy of workers. “Working conditions” refer to the general physical and

psychosocial conditions of work. “Employment conditions”—the central subject

of this article—concern the organization of employment in terms of contract,

rewards, and other mutual expectations between workers and employers. In

high-income countries, most employment conditions are regulated by employ-

ment legislation and formally specified in a labor contract. In low-income

countries, employment agreements are often informal. Finally, “employment

relations” refer to the mutual relations between employees and employers,

inter-individual and collective, as well as formal and informal. An important

factor here is the degree of workers’ participation. Employment relations are

important determinants of the other three aspects: work task, working conditions,

and employment conditions.

Labor markets and social policies determine employment conditions, such

as precarious or informal jobs, child labor or slavery, the existence of highly

insecure or low-paying jobs, or working in hazardous conditions, which heavily

influence individual and population health status and thus inequalities. These

types of employment conditions have different implications for health across

social classes, gender, and racial/ethnic groups. Factors related to working

conditions have received a great deal of attention, being recognized as key

social determinants of health and health inequalities. This has not often been

the case for employment conditions. An important problem in analyzing the

effects of employment conditions is the lack of a clear conceptual framework.

To propose such a framework is the first aim of this article. We describe the

components of the framework, and end with some remarks on our findings and

some recommendations.

CONCEPTUALIZING EMPLOYMENT CONDITIONS

Viewed historically, full-time permanent employment, providing regular pay

for work performed in a fixed organization during daytime hours, is a rather

marginal phenomenon (2). From the 1980s onward, in high-income countries, the

standard employment contract gradually started to erode in terms of employ-

ment security, work schedule organization, remuneration systems, legal protec-

tions, workers’ rights, workers’ participation, and so forth (3). In the rest of the

world, however, this type of employment contract has always been an exception.

Underlying the changes are important global socioeconomic, demographic, and

political transformations, including the rise of economic globalization and related
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international competition, a more diversified system of production, and a more

heterogeneous workforce (4).

Arrangements deviating from the standard employment contract can be quali-

fied in terms of several dimensions (5), such as the lack of employment stability,

the unsustainability of wages, the lack of enforceable workers’ rights, arbitrary

sanctioning, or the impossibility of workers’ participation. All these aspects

are potential causes of precarious conditions of employment (5–7). We discuss

six types of employment conditions, in terms of their prevalence, geographic

and social distribution, and associations with health outcomes. These six types

are full-time permanent employment, precarious employment, unemployment,

informal employment, forced employment or slavery, and child labor. The latter

five conditions are deviations from standard employment and are consequently

related to adverse health outcomes. Precarious employment arrangements imply

vulnerability in terms of future employment prospects, income sustainability,

and workers’ participation and rights. Unemployment can be seen as a source of

insecurity and material deprivation—and as the most extreme case of contractual

precariousness. Informal employment implies, first, a high vulnerability in

terms of eligibility to workers’ rights, but also often involves other aspects such

as low rewards and insecurity. Finally, there are the “extreme” cases of forced

employment (including slavery and bonded employment) and child labor. We

show that although these forms are largely pushed back to “informality” and are

predominantly situated in low-income countries, they still affect considerable

numbers of the world’s working population.

EMPIRICAL EVIDENCE ON EMPLOYMENT CONDITIONS

AND HEALTH INEQUALITIES

Full-Time Permanent Employment

Standard full-time permanent employment is difficult to define because of the

great variability in its meaning across organizational and national contexts. In

general, according to the definition of the European Union’s Labour Force Survey,

standard employment is characterized by contracts of undetermined duration

covering at least 35 hours a week. However, in low- and medium-income

countries, even this general description is hardly workable. In these contexts,

formal work, defined as any job in which the employee has a formal contractual

relationship with the employer, is a better indicator.

For every 100 workers worldwide, only 6 are fully employed, and another 16

are unable to earn enough to remain out of poverty (8). During the past decade,

the number of people in standard full-time permanent employment in the world’s

working-age population declined, especially among young people and to the

ever-lasting disadvantage of women (9).
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When considering “formal employment,” the Latin American data point toward

the destruction of formal employment and an increasing share of informal

employment. In the 12 countries investigated (10), formal hiring fell by 4 percent

between 1990 and 2005, and during the 2002–2005 economic upturn, only

4 percent of all formal contracts created were permanent. Overall, in 2005 in

these 12 countries, 49 percent of wage-earners had a formal contract. Formal

hiring amounted to 25 percent in low-productivity sectors and about 54 percent

in medium- and high-productivity sectors; men were more likely to have a

formal contract (10).

The E.U. data on permanent full-time employment show that, on average,

more stable and full-time contracts exist in Northern Continental Europe and

the Nordic countries, while more “unstable” employment exists in the United

Kingdom, Ireland, Southern Europe, and the new or candidate member-states.

Standard employment is distributed to the disadvantage of lower-skilled, female,

and immigrant workers. Moreover, workers having a permanent contract are

shown to have more information on workplace hazards, to experience less

hazardous work conditions, and to have better health outcomes than those without

such contracts (11). These generally more advantageous working conditions are

reflected in various work-related outcomes, such as levels of job dissatisfaction,

mental health, and various physical health outcomes (12, 13).

Precarious Employment

Worldwide, there are different forms of nonstandard work in terms of duration

and contractual relations with the employer, such as temporary, contingent, under-

ground, or home-based work (14). Moreover, these types of employment are

often also internally very heterogeneous. Underlying all of these forms, however,

are common traits of high precariousness in terms of instability, income unsustain-

ability, high worker flexibility, and fewer workers’ rights (15). In high-income

countries, temporary contracts are often used as a key indicator of precarious

employment, while the number of working poor can fulfill the same function

for low- and medium-income countries.

The number of working poor, as a proxy for employment instability and

unsustainability, is highest in Africa, Latin America, and Asia (16). In general, this

amounts to about 25 percent of the employed labor force in all low-income

countries; in absolute numbers, 1.37 billion workers could be qualified as working

poor in 2006 (17). A majority of the working poor are female and of younger age.

In high-income countries, temporary employment appears to be a consistent

indicator of instability. Temporary workers constitute a diverse group, but they are

disproportionately represented among younger workers, women, lower-skilled

workers, and workers engaged in agriculture or in small firms (15). In addition,

Amable and colleagues (5) have constructed a more general indicator of pre-

carious employment, which comprises dimensions of employment instability,
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workers’ participation, vulnerability to sanctioning, low wages, entitlement, and

enforceability of workers’ rights. Spanish data based on this measure show that

42.9 percent of the respondents in a general sample of wage-earners are exposed

to moderate and 7.2 percent to high employment precariousness (18). Women

and younger workers are more often in precarious employment than men and

older workers, while employment precariousness also follows an occupational

class gradient, with unskilled manual occupations being the most exposed (18).

In terms of health consequences, situations of precarious, unstable, or unsus-

tainable employment are related to situations of unemployment—and often the

same persons are affected by both kinds of situation (19, 20). Apart from the direct

constraints attached to instability and unsustainability, the working conditions in

precarious jobs tend to be more adverse as well (11, 12, 21). The latter adds to the

well-known socially graded distribution of hazardous physical and psychosocial

working conditions (22–24). Moreover, the effects may also be devastating for

family members and dependents who rely on the workers’ income (19, 20).

Unemployment

According to its formal definition, “unemployment” concerns working-age people

who are without paid employment during a reference period in which they are

available for work and are seeking work. Because this description excludes a high

number of other non-employed workers (25), unemployment figures should be

treated with caution. Most likely they are underestimations.

In 2007, worldwide, 190 million people were unemployed (26), although large

differences exist. In low- and middle-income countries, estimates of unemploy-

ment are around 30 percent, with the highest rates in Central and Eastern European

non-E.U. countries, countries of the former USSR, and in Latin America (16).

In most high-income countries, unemployment is around or below 10 percent

(16, 26). Female, younger, lower-skilled, migrant, and minority workers are

overrepresented among the unemployed (16, 27). The growth of the world

economy since the beginning of the 21st century has failed to significantly reduce

global levels of unemployment. At the time of writing, the global economic crisis

is contributing to a growth of unemployment and other forms of non-employment.

Global unemployment in 2009 could increase over that of 2007 by a range of

18 million to 30 million workers, and more than 50 million if the economic

situation continues to deteriorate (28). As a result, especially in low-income

economies, a lot of workers could be pushed into extreme poverty. Moreover,

the number of working poor is also expected to rise as a consequence of the

crisis, reaching a level of 53 percent of the employed population (28).

The health consequences of unemployment have been studied extensively,

although predominantly in high-income countries (29). High levels of unemploy-

ment are correlated with poor health, increased mortality, and manifestations

of social anomy, such as child abuse, suicide, or alcoholism (30). The harshest
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individual consequences are to be expected in low-income countries, as a con-

sequence of the lack of (adequate) social protection. In such contexts, malnutrition

and extreme poverty are a reality. Although tempered by social security pro-

visions, unemployment also remains an important health problem in the high-

income countries. In the (at that time) 15 E.U. member-states, unemployment

was defined as one of the 10 most important contributors to the total burden of

disease of the 1990s (31).

Informal Employment

Informal employment can be described as “all economic activities by workers

and economic units that are—in law or in practice—not covered or insuffi-

ciently covered by formal arrangements” (32). The informality can apply to the

status of employment as well as to the units of production (32). The informally

employed may be own-account workers, employers, contributing family workers,

employees, or members of producers’ cooperatives. The units of production may

be formal sector enterprises, informal enterprises, or households. Furthermore,

informal employment needs to be distinguished from illegal production (of illegal

products) and underground production (illegal production of legal products).

Because informal employment strongly relies on trust, social norms, and the

strength of social ties, it entails the risk of lacking the rights and entitlements that

are legally attributed to formal employment.

The informal economy is estimated to represent 41 percent of gross domestic

product in low-income countries, 38 percent in medium-income countries, and

18 percent in high-income countries (33). Over the past two decades, the informal

economy has grown worldwide. The share of the workforce involved in informal,

non-agricultural work is 55 percent in Latin America, 45 to 85 percent in Asia,

and nearly 80 percent in Africa (34). In rural areas, most informal economic

production is concentrated in subsistence farming, while in urban settings it is

mainly carried out on the streets and by small, home-based, and family-owned

firms (35). Also, in informal employment, lower-skilled, female, and migrant

workers are generally overrepresented. In some parts of the world, the growth

of a “migration industry,” comprising private recruitment agents, overseas

employment promoters, human resource suppliers, and so forth, has caused a

spike in informal, predominantly female, labor migration (36, 37).

Vulnerable employment is an alternative, recently constructed International

Labour Organization indicator, comprising own-account workers and con-

tributing family workers. These two groups of workers are less likely to have

formal work arrangements; globally, it is estimated that in 2007, 5 out of 10

people could be categorized as vulnerable workers—less than half of working

people enjoying the security often provided to formal wage-earners.

The most important health-affecting factor for informally employed workers

is poverty, as a consequence of the often low wages and lack of social protection.
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Moreover, because the informal sector falls outside government control, working

conditions are often not in line with health and safety laws. Formal enterprises

may keep a portion of their workers unregistered, in order to short-cut costly

regulations or to keep payments under the legal minima. Overall, as a result of

informal employment, occupational hazards are more common, and less health

and safety training and access to protective equipment is available (38). This

results in a higher prevalence of injuries, occupational diseases, work-related

health problems, and adverse consequences for the relatives of informal workers.

As a result, a high proportion of occupational injuries and diseases among

informal workers has been reported in several studies (38–46).

Informal employment also affects families, as the children of women working

as street vendors, who accompany their mothers, have an increased prevalence

of acute diseases (38.0% vs. 27.3%) and injuries (5.8% vs. 3.6%) when compared

with the general population.

Child Labor

Child labor is a persistent problem in low- and middle-income countries (47).

According to current definitions, child labor can be described as all types of

labor by children below the age of 12 or as heavier work performed by children

between 12 and 14 years of age, as well as all other kinds of work that harm the

health, safety, or moral well-being of children (48–50).

Global estimates suggest that 218 million children can be qualified as child

laborers, of which approximately 126 million are engaged in hazardous work

(49). A high level of economically active children is evident in poor nations—

a trend originating at the end of the 19th century (47). In many sub-Saharan

African countries, 50 to 60 percent of children are engaged in child labor; the

majority are males (48).

Child labor adversely affects children’s mental and physical health and devel-

opment. On the one hand, the health effects are similar to “adult” workplace-

related diseases and injuries. On the other hand, children are especially vulnerable

because of interference with their growth and development. Increased vulner-

ability to biological or toxic agents due to immature immune systems, ergonomic

risks resulting from inadequate equipment, and physical or psychological impair-

ment as a consequence of restricted time for resting, playing, schooling, and so

forth—among other health and developmental problems—all have been docu-

mented and studied (50–57).

Slavery and Bonded Labor

Older forms of slavery, based on legal ownership over people, seem to have

disappeared, but new forms have emerged. These new forms tend to be grounded

in entrapping people into forced labor with legal instruments or various forms of

Six Employment Conditions and Health Inequalities / 275



threat (58). Practices that impose forced labor on individuals include capturing,

the use of force, various forms of threat, or the application of laws and court orders

(59). A specific variant is bonded labor, a type of debt bondage, mainly found

in South Asia, in which the debtor enters into an agreement with the creditor

to provide work under forced conditions (60). A major factor behind the high

numbers of forced laborers is the practice of human trafficking (61). Such prac-

tices are related to rapid population growth and the corresponding devaluation

of human life, especially in Asian and African countries (62). Also, neoliberal

globalization, involving increased pressure toward cost reduction, has been an

incentive for the increases in forced labor—often involving immigrant workers

(62). Finally, tradition and political unrest also play a role (60, 63).

The International Labour Organization’s estimates indicate there are 12.3

million victims of forced labor worldwide. A majority reside in the Asian and

Pacific regions (77%), followed by Latin America and the Caribbean (11%),

sub-Saharan Africa (5%), and the industrialized economies (3%) (61). Unfor-

tunately, forced labor ensnares those who are the least able to work their way

out of it: women, children, and migrants. Children and women become involved

in trafficking, warfare, prostitution, pornography, and other (illicit) activities.

On average, 56 percent of the victims are women and girls. They also constitute

the overwhelming majority in forced commercial sexual exploitation (98%)

(49, 64). Migrants are sometimes more vulnerable because of a precarious legal

resident status (64).

Forced labor often includes gross violations of human rights, a problem that

belies the immediate, observable health effects. At the most basic level, the

employee-employer relationship itself has health consequences in terms of

physical and mental trauma resulting from coercive conditions, including restric-

tion of movement, violence, and generally adverse working conditions. Outside

the workplace, economic disparity, malnutrition, food insecurity, and a lack of

access to health care and compensation schemes are also likely causes of health

problems. These consequences apply not only to the workers themselves but

also to their dependents (53).

CONCLUSION

The health consequences of nonstandard employment conditions constitute a

neglected public health and occupational health issue. Many employment- and

work-related health inequalities are socially “invisible” or neglected. Compari-

sons across countries are difficult, given the diversity of forms of employment

and working conditions and the ensuing barriers to creating worldwide, stan-

dardized definitions. Empirical evidence concerning the impact of employment

relations on health inequalities is particularly scarce for workers in poor coun-

tries, small firms, and rural settings. International and national health information

systems lack data on employment relations and health, a problem that is most acute
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in low- and middle-income countries. Two examples of this are the lack of

comparable data on informal employment and on the health-related consequences

of forced labor. Governments and health agencies should establish adequate

surveillance information systems and research programs to gather public health

data associated with fundamental employment conditions, and all forms of

precarious employment and work. These systems and programs should give

special attention to the particularities of each context, such as focusing on

production chains to reveal the role of international corporations, the relationships

between the formal and informal economy, the role of the state, and health and

social protection coverage.
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