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SUMMARY

Identifying issues and problems in the occupationa health of women remains a chalenge.
Much of women'swork remains unrecognised, uncounted and unpaid: work in the home, in
agriculture, food production and the marketing of home-made products, for example. Within
the paid |abour force, women are disproportionately concentrated in the informal sector,
beyond the scope of industrid regulations, trade unions, insurance or even data collection.
Women may undertake paid work a home, or combine part or full time paid work with
household work and the care of children, the Sck and the dderly. They arelikely to movein
and out of the paid labour force during different life stages; within the paid labour force they
may have avariety of different occupationsin successon.

Women's occupations are thus fluid and multi-dimensiond. The first problem isto learn whet
those ectivitiesredly involvein different Situations and cultures. asmple occupationd
caegory is sddom sufficient as a basis for establishing specific hedth risk. Agricultura
workers may dig and hoe and gpply fertilisers and peticides, but not dl the workers will
perform al of those tasks and where the tasks are segregated by gender the hedlth
implications for men and women may be very different.

The tasks which men and women undertake vary from culture to culture, and at different
timesin different places. While most cultures assign particular tasks to women, and in some
women'sroles are more regulated and their economic activities redtricted, there arein
generd very few activities which can universaly be described as women's work.
Occupationd hedlth risks are sdldom confined to one sex done. Therisks are only likely to be
fully understood, and confronted, in the context of a gender specific andysis of occupationa
hedith.

Research into women's and men's occupationa health aso requires a recognition of the
extent of intra-sex varigions and careful controls for biological and socid characteristics
which may affect hedth outcomes. Poor nutrition, for example, may be a more important
factor in some types of occupationd hedth impairment than smply being femae.

The effects of potential occupationa hazards on women's reproductive heath have been,
probably, the mgjor focus of concern in the hedth of women workers. This concern has
increased in recent years as more environmenta hazards are identified and as more women
enter the paid workforce. A range of occupationd reproductive hazards has been documented
but alarge number of possible risks il require further examination.

Legidation to protect pregnant - or potentialy pregnant workers has been a universd
response. However, where such legidation ignores potentia reproductive hazards to mae
workersit is not only scientificaly unsound but fails to protect men while depriving women of
an income.

Some countries cannot enforce their protective legidation because of the redlities of economic
pressures. If other policies such as training criteria excdude women from learning to minimise
the hazards they in fact face, women may paradoxicaly be a greater risk than if there hed
been no atempt to protect them.



For millions of women today, as in the past, sex work is an occupation: often the only one
avallable to them. While the occupationa hedlth of sex workers varies with the meanings,
customs and context of sex work in their loca environment, the degree of contral they can
exercise over ther livesisthe crucid determinant of their hedlth status. Risksespecidly of
violence and of sexudly transmitted diseases, but dso of infections and contagious conditions -
are mediated not merely through customers but those who manage or orchestrate the
circumstances of sex workers: brothel owners, pimps and police amongst them. Repressve
legidation may drive the women away from hedlth agencies and hedlth interventions.

Only when there isafuller recognition of what work women actudly do and in what
crcumgances, will it be possible to examine their hedth profiles in the context of occupation.
How much of the reported high level of respiratory disease anong women in many
developing countries is related to cooking practices, for ingance? Where morbidity data are
available, they may offer duesto potentid occupationa hedth hazards among women.
However, in mogt third world countries mortality Statistics done offer an indirect and
fragmentary indication of hedth Satus

The limitations of mortdity as an indicator of occupationa hedlth risk are well known. There
may be consderable time gaps between exposure to the risk and any outcome in terms of
disease and ultimatdy deeth. Early manifestations of illhealth may lead to a change of
occupation. In the case of women, who move in and out of different occupations and the paid
work force, the difficulty of identifying a causa relationship between occupation and hedth
imparment is compounded. Longitudina studies and record linkages are required for an
improved understanding of any potentidly fatd occupationd hedlth risks which women
experience.

The effects on hedlth of women's multiple roles are still poorly understood. Longitudind
studies could be vauable here too in disentangling the impact of different rolesand
respongbilities at different stages of the life-cycle. If much of the current literature on women
and paid work, especidly that concerned with menta hedlth, is ambiguous or contradictory, it
frequently reflects inadequate research design and an unjutifiable level of generdisation about
women'slives.

Not al women undertake paid work, but few can escape household labour. What that [abour
involves varies with income, class and culture as well as across societies, but it is not immune
from hazards. Because the home is such abasic fegture of everybody's life the routine risks
of homeworking are easly overlooked. They can be found, nevertheless, in such things as
chemicas used for deaning or the fues for cooking. They can dso be found in the isolation of
many wives, especidly those who have married into an unknown family or whaose husbands
leave home to find work. And they can be found in the domestic violence perpetrated by
husbands or other family members - which many women face as they go about ther dally
tasks.

Those women whaose husbands work away from home have been, additiondly, at risk of
introduced diseases especidly sexualy tranamitted diseases. When women themsdves
migrate, it is often to badly-paid work in exploitative conditions; internationa migration may
bring problems of isolaion and gress, aswdl as difficulty in accessng hedth information in a
new language.



Household labour aso frequently involves caring for other family members: children, the sick
and the dderly. Even where men share the caring function, it is usualy the woman who isthe
primary carer, and she may suffer additiona hedlth risks. These may be physica (for
ingance, musculo-skeleta problems caused by lifting) or involve extreme tiredness, stress or
depression. Women predominate, too, as paid carershedthworkers of different types- and
encounter many of the same problemsin thet role.



RECOMMENDATIONS

1. Issuesof women's occupationd hedth should be examined within the context of gender-
specific anadyses of occupationd hedlth.

2. Such gender-specific analyses should identify the specific occupationa hedth risks of
particular indusiries, occupations and tasks not only for the individua worker but for other
family members.

3. Women'swork in theinforma sector, in agriculture and in the home has to be
conceptuaised and measured if the specific occupationd hedlth risks of women are to be
addressed.

4. The use of methodologies such as time-use surveys and recordlinkage in longitudind
dudies to identify and assess occupationa hedth risks should be extended.

5. Legidation addressing women's occupationa hedth needs should be reassessed to
ensure that it neither discriminates againgt women nor overlooks potential occupationa
hedth risks among men.

6. Internationa agreement about the classfication of reproductive hazards (such as
chemicas) and on the precautions needed to protect both men and women from those
hazards, should be devel oped.

7. Theneed for agrester priority in addresing the occupationd hedlth needs of both men
and women requires commitment and close collaboration on the part of the various
internationa agencies concerned, such as WHO and ILO.

8. Interdisciplinary research with astrong socid science component is essentia for the
understanding of gender related issues in occupationa health. WHO and its gppropriate
collaborating centres should take the leed in identification and coordination of such
research.

Vi



PREFACE

Pat Giles
Chair, Global Commission on Women’s Health

The Globa Commission on Women's Hedlth was established as one dement of awide
ranging resolution, WHA 45.25 which addressed the respongibility of al aspects of thework
of the World Hedlth Organisation to women's hedlth, and which stressed adherence to alife
span gpproach to women's hedlth.

With membership drawn from palitical and professond backgrounds, independent of
governments, and broadly representative in a geographica sense, the Commission
commenced meeting in April 1974, its objective to accelerate action at the nationa and
internationd leve to improve women's hedth as their fundamental human right. Terms of
reference include producing an agenda for action on women's hedlth, and consulting and
advocating the promotion of women's hedth with al levels of government and non-
government organisations.

With the benefit of preparatory work by WHO Regiond bodies, the Globad Commission
produced an agenda for action, focusing on the predominant factors leading to morbidity and
mortaity in women of al ages around the world, and concentrating on those areas congdered
cgpable of yidding the most Sgnificant progress: nutrition, reproductive hedth, the hedith
consequences of violence, ageing, life-style reated conditions, and the work environment.

Among these priorities Some such as nutrition and reproductive hedth have been thoroughly
researched and remedia action could readily be advocated. Others have suffered a dearth of
atention on aglobd scae and an imperative of the Commision was to rectify this Stuation.

The effect on women's hedlth of the working environment is a glaring example in this
category. Over recent decades useful studies have been undertaken in western societies, but
the extremely harsh conditionsin which the mgority o f the world’s women work, and the
consequent harm to their hedlth and thet of their families has hardly been broached. Needless
to say, protective measures are non-existent in many parts of the world.

It was to encourage governments, the scientific community and industrid organisationsto
redress sgnificant gaps in public knowledge and policy-making thet this publication was
designed. As an impetus to the wide range of study needed, it seeks to identify problems
related to the socid and hedlth agpects of women’s work, emphasising the necessity for a
gender based gpproach and the indivighility of the hedth effects of work insde and outside of
the home.

On behdf of the Commission | extend sincere admiration and gratitude to Penny Kane and

Professor Lorraine Dennerstein of the Office for Gender and Hedlth for producing this
vauable report within aminimum frame of time and resources.

Vii



It should be read with the understanding thet it is intended as a first step on along, complex
process to which we hope to atract, urgently, much more detailed examination and inquiry for
the sake of the millions of women whaose hedlth is daily compromisad by the conditionsin

which they work.
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INTRODUCTION
WOMEN AND WORK IN A CHANGING ENVIRONMENT

Penny Kane, Senior Associate
The Office for Gender and Health
The University of Melbourne

Much of women'swork has traditionaly been carried out within the context of the family:
growing food on afamily plat; finding fud, gathering water and preparing foods for family
members, spinning, weaving and sewing the garments worn by that family; cooking and washing
for the family and looking after its children and its Sck and ederly members,

Thisremains the occupationd environment in which many women - particularly rurd womenin
deveoping countries - work today. Surprisingly little is known about the health hazards of this
environment, in part because women's household work has been under-recorded and underval ued
and hence there has been little incentive to examineit in detall.

Aswomen move beyond their traditiona occupations, they meet new hedth hazards which may
ether replace or add to their exigting occupationa exposure. Women's labour force participation
rates have increased steadily, and not only in the indudtridised countries. The dramétic economic
successes of the newly indudtridised sates of Ada, for example, are subgtantidly areflection of
increasing feminisation of Iabour in thisregion. In these economies, femae workforce
participation rates increased far more rapidly than male from the 1960s, dthough ther jobs were
largely less-killed and poorly paid. Women workers formed the largest pool of workersin
export-oriented light indudtries, such as eectronics and textiles, which underpinned economic
expangon (Lin Lean Lim 1993).

As the chapters on occupationa mortdity and morbidity show, women are reported to be at
much lower risk of occupationd injuries and accidents than men. Indeed, this is probably one of
the reasons for the neglect of women's occupationd hedlth issues. immediate deaths or disabilities
from identified occupationd accidents are more urgent triggers towards intervention than the
ingdious progress of respiratory conditions brought on by pollution from household cooking.

Datawhich do exigt are frequently presented in an aggregated form which masks many of the
differences between men's and women's health profiles (Kane, 1991) and may entirely hide some
of the genuine occupationa hedth risks which women face. However, once the aggregate
daidics are unraveled, specific risks of injury to women do become apparent.
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From asurvey of handicgpped personsin Mdawi 1983, it is possible to extract some disabling
conditions which are likely to have arisen from accident or injury, rather than from other causes.

Table1.1

Amongs those who have endured amputations - other than those resulting from leprasy - burns
and scads, men, as

would be expected, have amuch grester tota accident burden. However, more women than men
have logt toes from one foot, and more women than men have been scalded sufficiently badly to
be dlassfied as disabled; dmost as many women as men, too, have been badly burned. Digging
and hoeing the fidlds, together with cooking, are dearly high risk occupations for women in
Malawi.

Elsawhere too, the hazards in work stuations which were previoudy assumed to be safe, such as
school and hospita |aboratories and the automated office, are now being identified. Asaresult,
‘thereis no red evidence to suggest that, as a generd rule, women work in safer environments
than men' (Cox and Cox, 1988).

The assumption that women's participation in the labour force was margind to the economy, and
that women worked just for ‘pin money’ - to collect savings for marriage, or have alittle pocket
money of their own - is clearly no longer tenable. It was an assumption which carried the
corollary that women were only in the labour force for short periods, and were therefore not
much exposed to any occupationa hazards which those workplaces might present. In fact,
however, women are dso remaining in the labour force for longer periods, and returning to it after
the birth of their children.

Increasing life expectation, which for many women means additiond years of widowhood,
together with work-related male migration, divorce and in some countries the increased tendency
towards sngle parenthood, mean that the proportion of households headed by womenisriang.
The proportion is reported to vary from less than five per cent in Kuwait to more than 40 per cent
in Botswana and Barbados ( UN 1995). While reported headship itsdf is a matter of culturd and
subjective interpretation, it does suggest that substantial numbers of women aretaking aleading
economic aswell as socid role in households.

From the 1980s, recession and structurd adjustment policies have cregted particular difficulties
for women in some countries. These palicies, for example, generdly involve the promotion of
cash crop farming at the expense of subsstence farming, which often resultsin worsening diets
for women and children. The expangion of rurd indusiries - such as sugar-cane in Bdize (Karl,
1995) may bring paid employment to men, but leave the women struggling to farm aone, with
deleterious conseguences for nutrition and health. Modernisation and restructuring of economies
often takes away jobs traditionaly done by women, such asfood processing or sawing (Kemp
1993). Mae mohility often means women are | eft done to face atriple burden of supporting
children while managing the home, paid employment and subsistence food production.

Structurd adjustment of national economies is generdly accompanied by declinesin public
expenditure, which affect women in two respects. Firdly, reduction in budgets for education and
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public hedth thregten literacy rates and heslth status for women and children, especidly girl
children. Secondly, declinesin public sector employment have meant job-shedding in sectors with
high fema e employment, which has resulted in women moving increesngly into the informa
labour sector, particularly in tourism, services and subcontracting for

meanufacturing and textiles. Unemployment has aso contributed to increesing levels of internd
and externd migration. In some countries women congtitute the largest pool of migrant job-
seekers (Morrow, 1995).

Poverty and unemployment have led many women to work in the sex industry, where they face
the risk of contracting HIV and STDs. Thus in Bangladesh, for instance, periodic fluctuationsin
the garment import quotas dlocated by the United States and the European Community, anong
others, haveled to corresponding cycles of lay-offs and re-employment among the women
workers concerned. Mgor increases in organised urban progtitution indicate one avenue of
surviva for these women (Adnan, 1993). Smilarly, in South Korea, an exodus of manufacturers
forced more women into the growing ‘entertainment’ industry. Enticed by even chegper labour,
the manufacturers had moved abroad (Enloe, 1995). Indudtries such as footwear, clothing and
electronics are rdaively mobile and respond quickly ether to demands for improved pay and
conditions in the existing location, or to new offers from dsewhere. Such enticements frequently
include a tax-free period and immunity from locd labour laws and unions

The trangtion from salaried, regularised employment to saf-employment or out-work has hed
severd ddeteriousimpacts on women's hedlth. Longer working hours, a centrd feature of
informal sector employment, have created serious difficulties in terms of child care, maintenance
of breastfeeding, care of selves and other family members and exhaustion and siress (UNICEF
1994). Amongst the countries of Eastern and Central Europe, too, the excessive burden of work
inthe daily lives of women has been exacerbated by the severity of the economic crigs caused by
restructuring (WHO, 1994).

Informd sector employment, including that of migrant workers, is generdly excluded from
protective legidation, leaving women vulnerable to workplace hazards, such asindudtrid toxins,
inhded particles, excessve noise, musculo-skeletd strain, and physica and sexud abuse.

National responsesto issuesin women's occupational health

From the nineteenth century, when the conditions of work for women and children began to be
viewed with concern, legidation or other forms of redtriction to protect women in the workplace
became increasingly common. Such legidation frequently excluded them from particular
indugtries or occupations, either because these were seen astoo physicaly



Introduction: Women and Work in a Changing Environment 4

demanding, or because the work might threaten the outcome of awoman's pregnancy.
Legidation was aso usad to forbid night-work to women, or to otherwise redtrict the
circumgtances in which they could work.

Although occupationd hedlth measures dong these lines have been enacted throughout most of
the world, implementing them has proved to be a greater problem. Thus, in 1988 the government
of Vietnam drew up alist of heavy labour or harmful jobs expresdy forbidden to women, but
many women continue to work in such

occupations from necessity. Even within Sate enterprises, the introduction of competitive market
economy practices has reduced or diminated many of the protective hedth provisons (Morrow,
1995). In the Newly Independent States of the former USSR, it is estimated that 400,000 women
are undertaking heavier than legdly sanctioned manua labour, and that between 20 and 50 per
cent of female workplaces do not meet safety requirements (WHO, 1994).

In aweak economy in particular, the gap between lega provision and inescgpable practice may
have consequences which, though unforseen, have actudly added to the hazards of women's
work. In Russig, training in about 600 of the 5000 recognised workers occupations is prohibited to
women on the grounds of the hedth risks involved. However, such provison is not - indeed,
cannot be rigoroudy enforced, so thet while women continue to be barred from training, they are
employed for example in driving tractors to gpply pesticides without the requidite training and
illsleves, and on lower pay (Fong, 1993).

With the growth of the women's movement and the introduction of measures such asthe
Convention on the Elimination of All Forms of Discrimination Againg Women, the purposes and
the practica implications of much of the 'protective legidation on women's occupationd hedth
began to be questioned. One criticism was of what has been described as the perpetud
pregnancy’ myth: the assumption that because women can bear children they are dways about to
and that therefore dl women should be excluded from certain jobs which could potentialy affect
afoetus.

A further criticism wasthat potentid dangers to men's ability to reproduce and produce hedthy
children were not taken into account. If a processinvolved hazards, it was argued that instead of
excluding women, those hazards should be reduced for dl workers. A dassc example involves
work with leed, from which, in anumber of countries including for ingtance the USA, Canada
and Audrdia, women were for many years excluded. Thereis, however, no sgnificant
difference in the toxicological regponses between the sexes and the effect of the legidation wasto
leave men unprotected whilst women were excluded from such work (ILO, 1995).

Smilarly, common redtrictions like those which prohibited women from doing work involving
lifting more than a certain number of kilos, when there were no weight regtrictions for men, were
seen to be discriminatory as well as poor practice. They kept women out of particular
occupdations, while offering no good generd worker protection (Mason, 1995). As one Sudy in the
USA showed (Root et d., 1984) protective legidation or policy regulation was least common in
those indugtries in which women predominated. Some of the hazards which women in those
industries faced, however, were comparable to those in the mae-dominated indudtries ar
occupations from which the legidation excluded women.
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Women, for example, were initialy refused work in the New South Wales sted industry because
of datutory limitations on weight limitsin women's work. No smilar regtrictions gpplied to men.
But the company involved had not identified jols which involved lifting such loads, so thet those
women who were later employed in the industry often had to undertake such lifting: the
prejudices of management, rather than regulations, affected employment practices (Mason,

1990).

Asareault of the enactment of legidation againgt sexud discrimination, anumber of countries
have recently re-examined ther laws and regulations on occupationa hedlth, and revised them
accordingly. In Germany, to take atypica example, bans on women working at night were found
to be uncondtitutiona. Among other redtrictions affected by this ruling, was the excluson of
women from the building industry. Thisin turn triggered examination of the ressonsfor the
exiging high levds of accidents and industria diseases across the industry, and review of the
exiging occupationd hedth and safety regulations (Hoffmann and Meyer, 1992).

A continuing problem in the development of occupationd hedth policies and programmes for
women is the gender sructure of the indtitutions involved. In Audrdia over the past two decades,
legidation and tripartite Sructures have provided an indtitutiond framework for occupationd
hedlth and safety which covers al workplaces, emphasi ses prevention and involves employers,
union/workplace committees and government. However, a preponderance of ambitious and
highly placed men in the three systems at firgt effectively excluded women, whose particular
occupationd hedth concerns were frequently overruled. Despite recurrent efforts to redress the
gtuation, arecent report notes that women workers have been under-represented in occupetiond
hedth and safety training funded by the Federd government (Mason, 1995).

I nter national responsesto issuesin women's occupational health

The World Hedth Organisation Regiond Office for Europe held an expert group meeting on
"Women and Occupeationa Hedlth Risks in Budapest in February 1982. Discussions focussed on
working women, with emphasis on problems arisng from their exposure to toxic chemicas and to
physicd, biologica, psychosocid and ergonomic factorsin occupationd hedth. The phrase
‘working women' was interpreted more smply than it would be today, as covering only those
women in employment outsde the home.

The Meeting's concerns were with any risks which were ether specific to women - for example,
risks during pregnancy - or to which women were more vulnerable than men. The latter group
might include, among other things, vulnerability because of ergonomicaly ingopropriate machinery
or working conditions. It concluded, somewnhat tentetively in view of the paucity of avallable data,
that athough women on average might be smaler than men, have a shorter reach, and so on, the
extent of overlap between the sexes suggested there was little evidence of vulnerability based on
sexud differentiation.

In 1991, the WHO Regiond Office for Europe commissoned a sudy to establish aStuationd
andysis of women a work in Europe (Maw, 1991). The report examined the statistical data on
numbers of women employed in Europe, and the industries and occupations in which they were
concentrated, and also assessed recent changesin
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employment patterns as well as future prospects. 1ssues of unpaid work and of paid work
undertaken in the home were not explored, and those concerning part-time work, and work in the
informa sector, received very limited discusson. The Report remained in manuscript form only.

A proposa for aWHO Strategy on Occupationa Hedth For All was developed and adopted at
the Second Meeting of WHO Caollaborating Centres in Occupationa Hedlth, held in Beljing,
China 11-14 October 1994. The proposal was then put forward to the 49th World Hedlth
Assembly (25 May 1996) where it was formaly endorsed. Whilst the document has an
undoubted value in drawing atention to the urgent need to improve occupationd hedth and sefety
and to strengthen occupationd hedlth services, it does have limitations so far as women's
occupationd hedlth needs are concerned.

The stuation andys's, with which the Strategy opens, describes the work of women largely in
relation to women's increasing participation in the forma workforce. The heavy concentration of
women in the informa sector of work in 'smal-scale enterprises, home indudries, smdl farms is
not gpparent: the paragraphs (7, 20) which discuss the informa sector once mention ‘pregnant
women' but otherwise talk only of ‘family members.

What is tagged as the paragraph on the specid occupationd hedth needs of working women (27)
ingtead describes problems, such as the 'heavy physical work' and 'less devel oped working
methods which women in developing countries experience. It indicates that machinery and tools
designed "according to mae anthropometry' would be unsuitable for women: aview not held by
the 1982 Europe Region mesting. It states that women may face problems of occupationa
exposures which are hazardous to reproductive hedth; there is no pardld recognition that
occupationd exposure may aso affect men's reproductive function.

In contragt, the Internationd Labour Conference of 1LO had, in 1985, aready passed aresolution
on equa opportunities and equd trestment for men and women in employment which specificaly
caled for research and conseguent action to protect both women's and men's reproductive hedth
function. The conference o cdled for areview of dl protective legidation affecting women's
work in the light of technologica change and scientific knowledge.
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Ealier ill, in 1981, the International Labour Conference had adopted the Workers With Family
Responghilities Convention (no. 156) designed to promote equdity of opportunity and trestment
for men and women workers. A survey conducted in 1993 by ILO's Committee of Expertson
the Application of Conventions and Recommendations reveded that a number of governments,
aswdl as employers and workers organisations, did not seem to understand clearly the purpose
and requirements of the Convention and its Recommendation. Thisfinding hepsto explain why,
to date, only 25 countries have ratified it.

By 1995, ILO had begun to implement a gender training programme for its staff and condtituents
(ILO, 1995). In the fallowing year, the ILO Conference adopted a

Convention and Recommendations on homeworkers, setting minimum standards for pay and
conditionswhich can - a least in theory - be trandated into nationd policies and laws.

Thereis, in sum, a consderable way to go before the issues around women's occupationd hedlth
are fully understood, let done fully taken into account in policies and programmes. The Globd
Commisson'sidentification of the topic of occupationd health as one of those key subjects for
examindion isitsdf a agnificant milestone dong the road. Subsequent chapters of this report
indicate that women do face Sgnificant occupationd hedth problems, but that their specific
manifestations in particular circumstances and their extent require consderable further
investigation before effective srategies to tackle those hedlth problems can be gpplied. Asa
recent assessment of women's economic roles and child hedth (Basu, 1996) Sated, even lessis
known of the nature and extent of the impact of productive work and housework on the hedlth of
women themsalves then is the case for child hedth, and the need for research and planning to
take thisinto account if female employment is to be aworthwhile goa for society cannot be
overdated.
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Table 1.1 Numbersof personswith one disability attributable to accident, by type, sex
and area: Malawi, 1983

total rurd urban
m f m f m f
Amputations (excluding leprosy):
fingers 1956 697 1863 663 93 A
llgg 1245 3% 1165 334 80 60
toes, 1 foot 559 676 511 666 48 10
lam 402 228 350 228 52 -
fingers (2 hands) 88 - 88 - -- -
2legs 75 - 65 - 10 -
toes, 2 feet 40 18 35 18 5 -
Burns 663 591 612 558 51 3
Scdds 364 474 339 468 25 6
Tota 5392 3078 5028 2935 364 143

Source: Maawi Nationd Statigtica Office, 1987



2. WOMEN'S REPRESENTATION IN THE WORKFORCE

Penny Kane, Senior Associate
The Office for Gender and Health
The University of Melbourne

Defining the workforce

The concept of labour force, especidly as gpplied to women, has aways been a difficult one
to define. Thereislittle conastency in definitions, either a the internationd level between UN
agencies, anongd different countries, or in nationd Satistics over time and greet caution
should be used in making internationa comparisons. A persond occupation implies attributes -
Sseparation of home and workplace, individual mohility, cash earnings and continuous
employment - which do not fully reflect the circumstances of many women'slives.

Thedifficulty is greatest in developing countries, because workers are more likely than their
Western counterparts to be self-employed rather than wage-earners, to work seasonaly
rather than year round, to be underemployed rether than formally unemployed and to engege
in afluid or gporadic pattern of diverse economic activities. In addition, the boundaries
between domestic production for the household's own consumption, and economic activity for
sdeor exchange, isless clearly drawn in the rurd sector (Dixon, 1982).

The family, rather than the individua, was traditiondly recognised as the economic unit in
Britain, asin other countries, but with the growth of manufacturing indudtries it became
important to know how many workers were employed in each sector. Once individud
workers were recorded in the census, the question arose of how to classfy other family
members. In the 1851 census of England and Wales, women engaged in domestic duties
were recorded in aseparate class of occupations, rather than among the economically
inactive. The 1871 Census report af firmed a wife's economic functionsin the household, but it
aso pointed out thet "housewives carried out other occupations as well, and was confused
about how to ded with the problem of double counting if those other occupations were
recorded as wdll. In subsequent censuses, women engaged in household work were excluded
from among the economically active. By the end of the century, the censuses of England and
Wales, aswell asthose of other indusiridised countries, had succeeded in identifying only
those occupations in which activities were gainful, as opposed to those that were productive.

Even then, there are dill problemsin dassfying paid work. For example, how to disinguish
part-time work from seasond, casua or temporary work? Thus temporary employment is
defined differently in different countries belonging to the OECD. In Irdand it refersto
seasond or occasiond work; in Germany short-duration contracts, in Audtrdia, to casud
work. However, in dl OECD countries employed women of any age are more likdly than
men to be in temporary employment. In the countries of the European Union, temporary jobs
account for 11.9 per cent of total employment amongst women and are most common in the
agricultura sector (OECD, 1996).
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Smilarly, if somebody undertakes seasond, casud or temporary work, are they otherwise
unemployed? How is unemployment itsdf defined, and who is excdluded from that definition?
Asthe officid higory of the Generd Regiger Office in Britain points out, definitions and
classifications reflect the preconceptions of those who devise them and, once devised, they in
turn produce inescgpable condusions and policies (Nissd, 1987).

Women's unpaid work

The distinction between productive work and gainful work often depends upon time and
place. In third world cities, as well asin Western countries, flour is bought ready ground; hest
and light come from eectricity; water from tgps: these commodities form part of the
industrid sector, are bought and sold, and those who work to provide them are gainfully
employed. In poor agriculturd socities, growing and processing food, gathering fud,
collecting water and cooking are traditional femae activities: Women in Sub-Saharan Africa
provide about 70 per cent of agriculturd labour. In Uganda, for example, women produce 80
per cent of the country’s food, largely working in the subs stence sector while dso performing
agreater share of household tasks than men (UN, 1996). Because such activities are unpaid,
their crucia contribution to canmunity surviva remains unrecognised.

The 1981 Censusin Pakigtan, for ingtance, defined participation in the labour force asthose
10 years or older who had been involved in any economic work during a one-week period
before the Census. Those working part time in the informa sector, full time in family
businesses and seasondlly on agricultura land were therefore uncounted. Thus the femae
participation rate was recorded as a mere 3 per cent. Y et a Census of Agriculture,
undertaken the previous year, had estimated that 73 per cent of women in agricultural
households were economicdly active.

In the province of Bauchistan, the contrast between the officia labour force participation
figure for women (one per cent) and a description of women'swork is particularly dramatic.
In agriculture, the women undertake dl activities except sowing; they sort and processfish;
manage livestock and poultry and their products, both domesticaly and commercidly.
Housawork includes fetching water from as far as 10 kilometres away, two to four times
each day; collecting wood and fuel for heating and for the tove; managing the home and
children; and - in ther 'lesure time - supplementing the family income by woal sorting,
embroidery, straw weaving and so on (WHO, n.d.).

Time-use sudies, which look a dl the activities of individuals over afixed period of time,
offer perhaps the most comprehengve picture of women's contributions but are il rarely
undertaken in developing countries. However, some data are available for three countriesin
South Asia. These show that women and girls in those three countries spend from 3to 5
hours each week more than men on subsistence activities, such as carrying water and wood,
growing and processing primary agricultura products; they spend an additiond 20-30 hours
more than men on unpaid housawork.

Table2.1

In Audtrdia, asmilar time use study found that women above the age of 15 spent twice as
much time as men each week performing unpaid household activities. Audraia during the
1990s became one of the first countries to attempt to quantify the unpaid work component of
time use, and to begin to incorporate unpaid household work and voluntary and community
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work into its system of national accounts. Australia used the replacement cost method, which
assigns vaue to the time goent on household production by household members according to
the cogt of hiring a market replacement for each individua function. The caculations suggest
that the total vaue of unpaid work was equivaent to 58 per cent of GDP asthat isnormaly
cdculated; in other words, if unpaid work was included, the country’s domestic product would
have been larger by three-fifths (ABS, 1994).

Women in the labour force

Asthe Audtrdian example suggests, household production is often combined with some
income-generating employment, whether full-time, seasond, part-time or occasiond. Over
the past two decades, women's share in the labour force has increased significantly in dl
regions except east Asa, where women's labour force activity was aready quite high by
1970, and sub-Saharan Africa, where structurd adjustment programmes have forced some
women out of the forma |abour sector. They may be employed in the formd, structured,
sector of the economy, or in the informa sector: in the mass of small scae labour intensve
operations like tailoring, street vending, beer brewing, or food preparation.

Figure2.1

While the mae labour force is digtributed across the agriculture, industry and service sectors
of the economy, women tend to be highly concentrated in a Sngle sector. In the more
developed regions, Latin Americaand the Caribbean some three quarters of the femde
labour forceisto be found in service indugtries.

Table2.2

A notable exception is Russia, which nat only has a mgority of women in the labour force, at
52 per cent in 1991, but has proportions of women in the indudtrid sector (37 per cent) dmost
ashigh asin services (41.8 per cent) (Fong, 1993).

The didribution by industry done, however, is not very hdpful for the assessment of potentia
occupationa health risks. Industry categories as such encompass dl types of workers, from
managers and supervisors to typists, drivers and labourers. categories with adiversity of
occupeationd hedlth risks. For the assessment of potential hedlth risks, knowledge of
occupation may be, in many ingtances, more important than in what indudtrid field the
occupation is pursued.

Another agpect of the dassfication of economic activity isby employment status. Asfar as
occupationd hedth

risks are concerned, employers, for instance, are dmost certainly less vulnerable than
employees. Specific differences in occupation vary among regions and over time, but a
characteristic common to dl regionsis that women are under-represented in adminigrative
and managerid posts and in production and transport. By contrast, they are widdy found in
clerica and sarvice as wdll as professona and technicd jobs.

Table2.3

Work in the services sector is frequently poorly paid, dthough in afew OECD countries
(Japan and Italy) low pay is more prevadent in the manufacturing industries. In every OECD
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country, however, women are much more likely than men to be working in low paid jobs
(OECD, 1996).

The digribution of working women by industry, occupation and Satus in employment is
dependent upon the leve of the country’s economic development, and dso on culturd
perceptions of women's roles and status in the society. The difference in the digtribution of
economicaly active women between aless deve oped country and amore industridised
country can be seen by comparing the distribution of working women by industry in Zambia
and Chile.

Table24

Two thirds of the Zambian economicdly active women worked in primary industry -
predominantly agriculture. In contrast, most Chilean women worked in community, persond
and socid sarvices; one in six working women had ajob in trade outlets, restaurants and
hotels, and one in ten in manufacturing indusiry. The occupationd digtribution of working
women in an Asan developing country, Sri Lanka, indicates employment conditions Smilar to
those in Zambia

Table2.5

The other factor associated with the position of women in economic activity is culture, often
mediated by religion. In many countries with prevaling Idamic tradition women are not
expected to work outsde the home, unless they are well educated professondsor, in
contrast, so poor thet the family cannot afford to forego the wife's potentia earnings. The
point is clearly depicted by comparison of age-specific labour force participation rates
(proportion of women reported as working or looking for job out of 100 women of agiven
age) in Canada, Zimbabwe, Tunisaand Jordan.

Table 2.6.

In Jordan, the country with the lowest recorded participation of women in economic activities,
of the 29.5 thousand of women reported as 'economicdly active, 17.1 thousand (57.9 per
cent) werein professona and technica occupations; another 3.6 thousand (12.2 per cent)
were serviceworkers and 2.1 thousand (7.3 per cent) production and transport equipment
operators- some of whom were either Pdetinians or hired from overseas. Ninety-five per
cent of the economically active women were employees, only 211 were recorded as
employers and 1,085 as working on their own account: most of them in manufacturing and
persona and socid services.

Women in the informal labour sector

Although fewer women than men worldwide are in the overdl |abour force, in some
countries, such as Zambia, Honduras and Jamaica, the informa sector employs more femaes
than maes, while in a number of other countries, women make up 40 per cent or more of the
informa sector. The sgnificance of theinforma sector, in relaion to overdl production and
labour force, varies from country to country but is thought to be greatest in Africa

Table2.7

These data suggest that women are found in the informal sector more often than men
because of lack of opportunities or other obstacles to wage employment. Thereis a positive
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correspondence in the country studies between the importance of informa sector production
and women's participation in that sector. Where there are high levels of informa production,
women's paticipation is high.

A World Bank study of loca urban communitiesin Lusaka, Zambia; Guayaquil, Ecuador;
Metro Manila, Philippines and Budapest, Hungary. found that the mgjority of women
workers - and more women than men - work in the informal sector of petty trade and service
activities. That sudy showed thet declines in household income resulting from economic
adjustment programmes and declinesin public spending were an important reason for women
to join the labour force. Their young daughters are more likely to work in the home, rdleasing
other family members for paid employment: in Zambia one in five young girlslooked after
shlings; in the Philippines haf did so while in Ecuador the proportion was two out of three.
The incomes the women were able to earn, and the contributions of their daughtersto
housawork and child care, were essentid in kegping the family dive (Moser, 1996).

Theinforma sector isaso amgor areaaf child labour. While the labour force participation
rates of girls under the age of 15 are lower than those of boys, approximetely one in five girls
in sub-Saharan Africaand in East Asa and Oceania are reported as workers. Overdl, eighty
per cent of girl workers, aswell as 75 per cent of economicaly active boys, areto be found in
the agricultural sector.

Figure2.2

Theinforma sector in most countries probably incudes alarge number of part-time workers,
especidly among women, as the time use data from the three South Asan countries given
above sugges. In the countries of the European Union in 1992, 29 per cent of women in
work were part-time workers, compared with 4 per cent of men. In most EU member
states, the numbers working part-time were twice as high when the woman had children
(Eurodgtat, 1995). Part-time workers tend to be concentrated in femae-dominated and lower-
paid occupations, and are less likely to have rights to insurance benfits or other socid welfare
provisons

Restructuring the Russian economy has involved high unemployment, especialy amongst
white collar workers. In 1992 women - who tend to have higher qudifications than men -
meade up 71 per cent of the unemployed. Some industrid enterprises have introduced
mandatory part time work or ‘adminigtretive leave and workers may be required to take days
or even months off, frequently without pay. Reduced shiftsin, eg, the textile industry which
employs amainly female labour force, are often a precursor to unemployment (Fong, 1993).

Work undertaken a home has traditionaly been afesture of the informa labour sector, but it
is now increasingly associated with modern patterns of production in arange of indudtries.
Thus, for example, homeworkersin Y orkshire, England, assemble components of dectric
blanket switches for a subcontractor of a German firm, who ships the completed switches
back to Germany (Drew et d., 1995). As identified by the European Union, the category of
'homeworker' includes not only the salf-employed but employees whose formd agreements
with their employersinclude reference to home working. Across the Community, 5.2 per
cent of women workers and 4,7 per cent of male workers were working a home (Eurodtat,
1995).

Figure2.3



2. Women' s Representation in the Workforce 14

In Portugal, women working from home are concentrated in agriculture; in Spain the
footwear and clothing industry accounts for many such home workers, elsewhere the work is
largely the provision of services.

Women and unemployment

Data on unemployment are of uneven quaity and are seldom comparable between countries,
where populations are heavily dependent on subs stence agriculture unemployment itsdf is
difficult to define. Those datawhich are available, such as informetion on the countries of the
European Union, suggest that unemployment rates for women are frequently, though not
universdly, higher than those of men. Any reported unemployment rates for women ae
probably under-estimates as more women than men become discouraged from seeking work
- especidly those who have been unemployed for along time- and drop out of the labour
force.
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Table2.1 Timeusein three southern Asian countries, 1989/92

Hours per Total work
Hours per week of economic activity week of hours
Paid Subssence Totd housawork per week
Bangladesh Ages5+
Women 14 8 22 3 53
Men <] 3 41 5 46
India Ages 18+
Women 2 7 35 A 69
Men 3 4 47 10 57
Nepd Ages 15+
Women 18 17 35 L 77
Men 2 12 41 15 56
Sourcet UN, 1995

Table 2.2 Percentage distribution of the female and male labour force by industrial

sector, 1994

Female labour force Malelabour force
Developed regions Agriculture  Industry Savices  Agriculture Industry Savices
Eastern Europe 17 35 48 2 45 35
Western Europe and other 7 20 73 7 43 50
developed
Africa
Northern Africa 25 29 46 27 3 40
b-Saharan Africa 75 5 20 61 15 23
Latin America and Caribbean
Central America 7 19 74 a1 PA] 36
South America 10 14 76 7 2 45
Caribbean 11 12 77 PA] 2 49
Asiaand Pacific
Eagtern Asa 35 29 36 2 A 37
South-eastern Asia 12 16 12 a7 19 34
Southern Asia 55 25 20 59 14 27
Central Asa 33 20 a7 A 31 35
Western Asia 23 15 61 19 B 48
Ocesnia 21 13 66 27 2 a4

Source: UN, 1995
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Table 2.3 Percentage digtribution of the female and male labour force by major
occupational group, 1970 and 1990

Per centage distribution of thelabour for ce, each sex

Professiond and Production
technicd; and transport
adminigrative  Clericd, sdesand Agriculture workers
and manageid savice and related and labourers
1970 1990 1970 1990 1940 190 1970 1990
Women

Developed regions 13 23 49 48 14 8 20 15
Northern Africaand western Asia P:3) 21 26 35 37 27 9 9
Qb-Saharan Africa 5 6 27 23 A 53 7 9
Latin Americaand Caribbean 13 15 54 55 11 5 15 14
Eastern and south-eastern Asia 8 9 31 38 <] ) 20 14
Southern Asia 4 11 8 12 &b 4 21 19
Oceania 16 17 22 37 58 2 3 13

Men
Developed regions 13 20 20 22 15 9 48 43
Northern Africaand western Asia 7 11 25 29 24 18 38 35
Qb-Saharan Africa 4 5 14 14 48 0 28 21
Latin Americaand Caribbean 6 11 16 25 4 2 27 36
Eagtern and southreastern Asia 7 9 25 23 K7 37 29 29
Southern Asia 2 5 10 20 73 0 13 26
Oceania 7 13 9 15 67 74 17 28

Source: UN, 1995
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Table 2.4 Economically active women by industry.
Zambia (1980) and Chile (1982) (numbersin thousands)

Industry divison Zambia (a) Chile(b)

no. % Nno. %
Totd economicaly active 394.3 100 959.5 100
Agriculture, hunting, forestry, fishing 2713 68.8 20.7 22
Mining and quarrying 25 07 22 0.2
Manufacturing industry 10.2 26 103 10.7
Electricity, gas, water supply 0.3 0 19 0.2
Congtruction 05 01 41 04
Wholesde and retail trade, restaurants, hotels 419 106 1605 16.7
Transport, storage, communications 25 07 15.6 16
Finance, insurance, red estate, business services 5 13 7] 33
Community, personal and socid services 445 11.3 5173 53.9
Not adequately described 154 39 102.2 10.8
(a) women aged 12+ years  (b) women aged 15+ years
Source: UN, 1992
Table2.5 Economically active women classified by occupation
and gtatus. Sri Lanka, 1981 (numbersin thousands)
Occupational category Employer Own account Employee Unpaid family Total

wor ker wor ker

Professiond, technicd & related 03 13 114.3 0.2 116.1
Adminigretive & managerid 02 0.2 29 0 33
Clericd & related 03 01 57.6 0.1 58.1
Ses 08 9.6 128 09 241
Sarvices 06 27 406 13 452
Agricultural, hunting, fishing, 28 879 3299 359 456.6
forestry
Productionand  trangport 21 121 1264 12 141.8
Not adequately described - -- - - 257
Total 73 115.7 707.6 40.2 870.8
Per cent 08 133 813 46 100

Source: UN, 1992
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Table 2.6 Percentage of economically active (working or looking for job) women in
Canada (1986), Zimbabwe (1982), Tunida (1984) and Jordan (1979)

Agegroup Canada Zimbabwe Tunisia Jordan
1519 456 46.8 252 34
20-24 80.9 50.9 381 157
2529 75.7 485 294 135
30-24 71.7 50.2 236 8.7
3539 724 513 19 5.2
4044 72.0 52.6 14.6 33
4549 67.1 52.3 129 24
50-54 579 50.6 116 2
5559 447 50.7 9.8 18
60-64 275 3L7(d) 44 11
(& age group 60 and over

Source: UN, 1992
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Table 2.7 Percentage distribution of informal sector employment in selected
countries by type of industry, 1984/92

Per centage distribution of
informal sector employment

Industry Transport Savices

Africa

Burundi 45 2 53
Congo 30 3 67
Egypt 39 15 46
Gambia 20 3 77
Mali 38 1 61
Zambia 24 1 75
Latin Americaand Caribbean

Brazil 17 6 77
CostaRica 26 2 72
Honduras 31 3 66
Jamaica 22 5 74
Mexico 15 7 78
Uruguay 30 4 66
Venezuda 21 15 64
Asaand Pecific

Fiji 26 16 59
Indonesia 22 6 72
Iraq 28 22 50
Korea, Republic of 21 5 74
Mdaysa 22 6 72
Qatar 24 10 65
Syrian Arab Republic 13 5 82
Thailand 23 13 65
Turkey 31 17 62

Source: Compiled from nationa studies by L ourdes Ferran as consultant
to the Satigticd Divison of the United Nations Secretariat

Source: UN, 1995
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Figure2.1 Women’sshare of the adult labour force, 1970 and 19902
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Sources: For 1970, prepared by the Statistical Division of the United Nations Secretariat from estimated
economically active population in Economically Active Population - Estimates, 1950-1980, Projections,
1985-2025, six volumes (Geneva, International Labour Office, 1986); for 1990, prepared by the
Statistical Division from ILO, Year Book of Labour Statistics, various years up to 1993(Geneva) and
national census and survey reports.

* and other developed regions

a Estimates for 1990 based on national population census and survey data as reported by countries and
not adjusted for comparability to internationally recommended definitions. Covers fewer countries than
the ILO estimates for 1970.

b Figuresfor 1970 include ILO estimates for States succeeding the former USSR.

Source: UN, 1992
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Figure 2.2: Labour force participation rates of boys
and girls 10-14 yearsold, 1990
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Source: International Labour Office, Bulletin of Labour Statistics, 1993, No.3. Based
on data compiled by ILO from censuses and surveysin 124 countries

Per centage distribution of economically active boys and girls
under 15 years of age by sector, 1990

Girls Boys
Agriculture, hunting, forestry, and fishing 80.1 74.6
Mining and quarrying 05 05
Manufacturing 115 86
Electricity, gas and water 01 0.0
Construction 01 12
Wholesde & retall, rest., hotels 21 7.2
Transport, storage and communication 0.0 0.7
Financing, insur., redl edtat e, busin. serv. 0.0 0.2
Community, social and persond services 50 5.6
Activities not adequately defined 06 0.8
Total 100.0 100.0

Source: International Labour Office, Bulletin of Labour Satistics, 1993, No.3. Based on data from 19 countries

Source: UN, 1995
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Figure 2.3 Peoplewho usually work at home, as a per centage of all
working people, by sex, 1992
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B-Belgium, DK-Denmark, D-Germany , GR-Greece, E-Spain, F-France, IRL-Ireland, I-Italy,
L-Luxemborg, NL-Netherlands, P-Portugal, UK-United Kingdom



3. UNDERSTANDING OCCUPATIONAL DISEASE IN WOMEN
WORKERS

Professor Karen Messing
Universite du Quebec a Montreal

Dr Jeanne Mager Stellman
Columbia School of Public Health

Recognising and understanding the rel ationships between hedth hazards on the job and
development of disease in both men and women workersis chdlenging for many methodologica
and practical reasons. Many occupationa diseases and disorders are chronic, meaning that they
take long years of exposure to manifest themselves. Mogt are multifactorid in origin, so that non-
occupationd risk factors may aso play an important role in causing or exacerbating them.
Exposures may not be completely identified and they may change well before the disease
becomes apparent. The numbers of workers expased may be insufficient for any rdationship to
be 'established datisticaly or even suspected.

Recognisng and understanding women's occupationd hedlth hazards has, in addition, been
impeded by the nation that women'sjobs are 'safe. If hedth problems are identified among
women workers, too often they are atributed to unfitness for the job, to hormonal factors or to
the likelihood that women will just be complaining without red cause. Specid attention must be
given to research methods and practices that can reved risks to the hedlth of women workers.

Appropriate indicators must be found for the hazards in women's jobs. These do not stand out
when examining compensated work accidents and injuries, the usud indicators of occupationd
hedlth problems. Men have from three to ten times more compensated industrial accidents and
illnesses per worker than women (Pines et d., 1992; Robinson, 1989; Wagener and Winn, 1991;
Lauring, 1991). Some of this excessisareault of the fact that women and men do not have the
same job didributions, when comparisons are made within the same industry, sometimes women
have more accidents than men, sometimes fewer.  Women average more industrid disease than
men (Messng and Boutin, in press), and their problems may be underestimated since many
industrial diseases go unrecognised. It is easy to recognise that aleg broken in the workplaceis an
occupationd problem but an dlergy or inflammation thet develops more dowly is not readily
associated with the job (Kraut, 1994; Michde, 1993). Women'sillness and injury rates may aso
be artificidly lowered by atechnica factor. Because women tend to work fewer hours than men
at paid jobs, accident rates of women gppear lower when, asis
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usud, the rates are caculated per worker rather than per hour worked. Of 14 studies comparing
women and men, only two gave information on person-hours worked (Messing et ., 1994).

The mgjor reason it is necessary to devel op specific tools for research into women's occupationa
hedlth problems is thet the labour force is il very much divided by sex, so women and men do
very different work and are exposed to different risks. In order for men and women to be evenly
distributed across the job market, about three quarters of women would have to change jobs
(David, 1986). A recent sudy of workersin North Caroling, U.SA., puts thisfigure a 76 per
cent, even higher than that for racid segregation: 55 per cent (Tomaskovic-Devey, 1993). Despite
condderable progressin integrating women into the labour force, women are il found in jobs
where employment conditions are rdatively unfavourable. This sexud division of labour affects
women's hedth in at least Sx ways.

1) Women'sjobs have specific characteridtics (repetition, monotony, satic effort, multiple
smultaneous respongbilities) which may lead over time to changesin physica and menta
hedth;

2) Spaces, equipment and schedules designed in rlation to the average mae body and lifestyle
may cause problems for women,

3) Occupationd segregation may result in hedlth risks for women and men by causing task
fragmentation, thereby increasing repetition and monotony;

4) Sex-based job assgnment may be vaunted as protecting the hedlth of both sexes and thus
digract from more effective occupationd hedth promotion practices,

5) Discrimination againg women is stressful in and of itself and may affect menta hedlth;

6) Part-timeworkers are excluded from many hedth-promoting benefits such as adequate sick
leave and maternity leave.

Recent years have seen an increase in the number of women in the labour force and public hedth
practitioners, workers and scientists are garting to include women's concerns in their occupationa
hedlth activities. Methodologica questions are emerging, such as how to andyse data by gender;
how to take into account the different life paiterns of women and men; how to identify hedlth
problems which arise in women's traditional work and for which strategies may not have been
developed. Related socid issues arise and must also be dedlt with, such as how to make sure
that recognition of health hazards in women's work does not lead to denid of employment
opportunities for women; should men and women be digtributed in a more random way across
employment categories or is each gender more 'suited’ to a specific type of work?

Problems in data collection and analysis

Problems in data collection can preclude women from being studied. For example, a Canadian
sudy of the effects of agriculturd exposures was forced to diminate women since only the
husband of afarming family wasidentified as afarmer in most provincia records (Semenciew et
d., 1993). Also, many desath certificates have not contained information on women's professon, in
part because once awoman has retired she may be consdered to be a housewife. Women's jobs
may not be studied because they work in very smal workplaces which are not easy to study one
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by one. A priority for research in women's (and men's) occupationd hedth is establishment of
appropriate data bases.

Exclusion of women from studies

In the past, women were excluded from studies of occupationa heglth. Greenberg and Dement
(1994) found alarge excess of sudies of occupationd dissase involving only maes. A well-
documented example isthe field of occupationa cancer. Of 1233 cancer sudies published in
1971-1990 in the eight mgjor occupationd hedlth journds, only 14 per cent presented andyses of
data on white women and only 10 per cent on non-white women (Zahm et d., 1994). Part of the
reason for exclusion is the choice of jobs for study: miners, refinery workers and foundry workers
are dmost aways men.

These exclusons cregte a circular Stuation where there is evidence of hedth problems only
among men, leading to a reluctance to study women because of an impression that not many
women get occupationa disease. One consequence is that workers are studied asif they were all
men. For example, Greenberg and Dement (op cit) describe the numerous biologica differences
between women and men that can affect their responses to toxic chemicas. These have not
usualy been taken into account in standardsetting and exposure assessment.

Validation of research instruments

Research ingtruments and standards which have been derived with al-mae populations have
sometimes been used without further vaidation on femae populaions. An exampleisthe well-
known Karasek questionnaire on job demands (Hall, 1989) or strength testing done by procedures
vaidated on mae populaions (Messng and Stevenson, 1996). Occupationd prestige scales and
socid class scaes are often used which use the husband's job to ascribe a score to the wife
(Blishen et d., 1987). This causes problems when data on hedlth are adjusted for socid class,
snce some socid class influences on hedth may be mediated through common familyrevenue
dependent factors such as nutrition and others may be specific to the individud Stuation such as
education-rel ated health-protective behavior.

The sexual division of labour

When analysing data, there has sometimes been confusion between mae- and female-specific
hedlth problems and effects of the sexud divison of |abour. Women and men are not distributed
a random over the |abor force, but are segregated into specific indudtrid sectors and into femae-
majority jobs within these sectors. Women are more concentrated into afew professons, with
about one-third employed as secretaries and clerks, generdly in five office work professons,
induding secretary, bookkeeper, information clerk (Stellman, 1994). Women are d o over-
represented in servicesjobs, in particular in persond service professons, including cleaners,
waltresses, hairdressers and in the caring professions, including teachers, nurses, socia workers.
They are underrepresented in manufacturing and resource generation and are not uniformly
digtributed within those sectors, but can be found in specific factories and parts of factories. In the
clothing industry, women are sewing machine operators making women's clothes, while men's
coats are usualy sawn by men. Cutters are dmost dways men while pressers are sometimes
women. In the auto industry, women sew seet covers and men inddl engines. Thedivisonin
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jobs with a manua component usudly follows a pattern. On assembly lines, men are found a the
beginning and the end, women in the middle where their production is pushed by the person who
furnishes them with materias and pulled by the person ahead waiting for them to finish. If they
work too dowly, pieces pile up and the surrounding workers suffer.

Thereisaso verticd segregation in the job market. It is much more common for mento bein
positions of higher prestige and authority. Women are three times as likely as men to work part-
time and three times as likely to be temporary workers. Also, women are more gpt to work in
amadl workplaces employing less than 20 workers (White, 1993).

Perhaps even more surprising than the extent of mae-female job segregation isthat of task
Segregation. Mde cleaners may mop and femae cleaners dust (Messing et d., 1996). Women
and men with the same job titles can have very different exposures, afact which hasimplications
for epidemiologicd research. For example, mde and femd e gardeners may have different
exposures to pedticides where women do more planting and weeding and men do more pruning
(Messing et d., 1994).

The fact that women and men are treated differently in the workplace makesiit ingppropriate to
consder that women and men with the same jab title have the same working conditions. In hedlth
research, using job title as a proxy for exposure may introduce inaccuracy and bias according to
the gender of the worker. Hsairi et d. (1992) used expert estimates derived from job titlesto
classfy workersin 13,568 jobs as exposed or not exposed to dust. Workers reports of their own
exposure and s=f-reports of symptoms of dust exposure (difficulty bresthing, asthma) were
correlated with experts ratings. Self-reports of symptoms were better correlated with self-
reports of exposure than with experts estimates of exposure. Expert estimates were significantly
closer to men's sAf -reports than women's. The authors interpret these results asimplying a
'better perception’ of exposure by the men, but it is aso possble that experts estimates of
exposure according to job title are based on experience with mae job-holders.

Gender insensitivity and oversensitivity

Descriptors representing the place of people in society (gender, race, class) pose aspecid
problem for epidemiologica research. They may include higher probabilities of some biologica
characterigtics (hormona status, blood groups, nutritional status) but they also represent
probabilities of different occupationa exposures. If researchers Smply adjust (‘contral’) their
andyses for gender, or if they include gender as a variable dong with other exposure varigbles,
the effects of genderspecific exposures may disappear from sight. For example, al the sudies of
capa tunnd syndrome cited in amgor review article were adjusted for gender (Hagberg, 1992),
even though it has been shown that gender is not related to carpd tunnd syndromeif
anthropometric measurements related to wrist anatomy and physiology are taken into account
(Stetson et d., 1992). Adjusting or treating gender as an independent variable would be
aopropriate only if gender were an independent determinant of poor hedlth reports: for example if
women were weaker or  complained more than men, or if the heath effects had an important
independent contribution from sex hormones or other biologica differences.

An example is scientific sudies on the effects of indoor ar pollution. We searched the CISILO
data base and found twelve epidemiologica studies that related working conditions to symptoms
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thought to be rdaed to indoor ar qudity (Skov et d., 1989, 1990; Norback et d., 1990, 1990;
Hodgson et d., 1991; Harrison et d., 1992; Kdland, 1992; Mendel and Smith, 1990; Menzies et
d., 1993; Franck et d., 1993; Sterberg et d., 1995; Nelson et d., 1995). Women by and large
suffered two to four times more symptoms than men, afact that was mentioned in dmogt dl the
aticles. However, only three articles even discussed this difference in symptoms. Only
Stenberg and Wl took into account the gender divison of Iabor in such away asto dlow usto
understand why women had more symptoms. women in offices probably did more photocopying
than men, with consequent increased exposure to ozone, toners and eectrostatic effects; they
shared offices more often, resulting in more exposure to second-hand smoke and less ventilation
per person. Lack of attention to differentid exposure leaves the reader with the impression that
being femdeis a cause of the symptoms, perhaps because of weakness or psychologica
problems.

Thus, adecison must be made on whether to separate women out in occupationd hedth sudies.
Aswe have seen, women can be included in two ways: they can be part of the main group (that
is, they are no longer arbitrarily excluded, asin the past) or they can be part of one or more
subgroups that may be based on gender. The decision whether gender is a suitable criterion for
subgroup digibility depends on both the biologica plausihility for a gender-based effect, and the
availability of sufficient numbers of subgroup members to ensure adequete statistical power for
subgroup andyses to be meaningful (Angdl, 1993).

Specific health problems

Women and men do not experience the same hedlth problems in the same proportions. When
data are corrected for age, women are more gpt to suffer from arthritis, high blood pressure and
menta problems, whereas men have more heart disease and intravertebra disk disorders
(Verbrugge and Patrick, 1995; Guyon, 1996). Some of the causes of these problems may be
found in the workplace. We list here afew of the many hedth effects associated with women's
jobs whose andyses may pose problemsif specid atention is not given to meking them gender-
sengtive,
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(i) Muscul oskeletal disorders:

One of the mgor research areas in women's occupationa hedlth is probably musculoskdetd
problems (Hagberg et d., 1995) which make up the mgority of cases of compensated
occupationd diseases. Although women live longer than men, women and men in many countries
can expect to live asmilar number of yearsin good hedth (Slman, 1987). Put differently,

women spend about twice as long as men being disabled. One cause of disability is muscle and
joint problems, more often found among women.

Manipulating heavy loadsis the most commonly-studied musculoskeleta condition. Although
women in many countries do carry heavy loads (in farm work, caring for children and nursing, for
example), women's working conditions o include other, less vishle stressors: highly repetitive
work and prolonged standing, for example. In many jobs assgned to women (aswell as some
assigned to men) the work cycleis under ten seconds long and the same movements are repested
many thousands of times in a day. These movements can individudly make trivid demands on
the human body, but the enormous degree of repetition makestiny details of the work
environment assume primary importance. A chair the wrong height or a counter the wrong width
may cause constant overuse of the same tendons or joints, yet the observer may see no problem.
This explains why sewing machine operation, classed as light work, is associated with avery high
probability of disaaility (Vezinaet d., 1992). When andysing the effects of repetitive work, it is
therefore important to separate out moderately repetitive work from the highly repetitive work
done by many women (Fdlentin & d., 1996; Slversen et d., 1987).

Many women's jobs require static effort, exerted when muscles are contracted for long periods.
Thistype of effort crestes musculoskeletal and circulatory problems due to interference with
circulaion (Boitd et d., 1982; Abramson et d, 1981). Cleaning jobs (dusting high surfaces,
bending over toilets) often require this type of posture (Messing et d., 1996). Many women's jobs
in factories or services (sdes, hairdressing, tellers, cashiers) require standing for long periods of
time, resulting in back and other musculoskeleta problems. Thiskind of condraint is often
forgotten when studying musculoskeetd problems.

Women are shorter on average than men and are proportioned differently (Pheasant, 1986).
Tools and equipment are not dways available in the right dimensons for women. Therefore, even
the same tasks do not necessarily interact the same ways with men's and women's bodies, and
women may develop ways to do specific tasks which are different from those of the average
man. Lortie (1987) showed that, on average, femde hospital orderlies lifted patients differently
from men; they found ways to change lifting tasks into pushing and pulling tasks, in accordance
with differentid distribution of muscle strength. However, in arigid, repetitive sorting task, where
there was little control over task parameters and where certain dimensions of the work station
caused problems for shorter workers, women had more work accidents than men (Courville et
a., 1992).

These results support caution in using job title to estimate exposure for both gendersif the job
exposure matrix has not previoudy been vaidated separately by gender. In
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addition, it may be unwise to adjust relationships between job title and disease incidence for
gender, thus treating gender as a confounder when it may be a proxy for specific exposures.

(ii) Sress and heart disease:

Thework of Karasek (1982) and others (Johnson and Hall, 1988) has related severa workplace
variables (degree of job control, level of demand) to effects on the cardiovascular system. Hall
(1989) found thet jobs assgned to women are characterised by alow levd of decison latitude and
more likely to be stressful. The double workday is another source of sress. Adequate data on

the effects of diress on heart disease in women are not available because, unfortunately, most
scientist's who have studied heart disease by occupation have redtricted their samplesto men
(Pickering et d., 1991). Although coronary artery diseese is the most common cause of degth
among women, and more women than men report hypertension, heart disease is il thought of as
aman's problem and many studies have not been gender-sengtive.

(iii) Exclusion of problems specific to women:

Mendtrua symptoms are anong the most commonly-diagnosed disorders of women, but until
recently they were consdered to be persond, possibly neuratic (Iglesias et d., 1980). During the
mid-1980s, severd researchers suggested that menstrud symptoms might be useful for the study
of occupationd effects on reproductive hedth, as wel asindicative of hedth problemswhich
should be addressed (Mergdr and Vezina, 1985; Harlow, 1986). Parameters of the menstrud
cydewhich can be sudied in rdaion to occupation include regularity and length of cycle, length
and volume of flow, and symptoms of pain and discomfort associated with the periods. The latter
symptoms are quite common and can be studied in normd populations. Evidence is accumulating,
both on parameters of the cycle which vary with exposure and on variations among working
populations (Shortridge, 1988; Messing et d., 1992; Hatch and Friedman-Jminez, 1991, Blater
and Zidhuis, 1993).

Information is aso lacking on the relation between working conditions and age at menopause or
menopausa symptoms. Age a menopause can be an indicator of exposure to environmental
pollution, as shown by its rdationship to smoking and a possble rdaionship to carbon disulfide
exposure (Stanosz et d., 1995).

Conclusion

Thereis great intra-sex variation on virtudly every human characterigtic within the femae sex.
Studying ‘women' requires that a host of related biological and socia characterigtics be carefully
controlled if the andydsisto have any meaning a dl. Of particular concern is the possibility thet
gender-based andyses will obscure more meaningful variables and predictors of hedth-related
outcomes, such as poverty, age, lifestyle, occupation, and so on. On the other hand, if women are
not studied pecificaly, thereis a strong likelihood that occupationd factors that pose arisk for
women's hedth will not be uncovered.
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There are two ways in which occupationd mortaity is assessed: directly, by focusing on the
influences on mortaity of particular occupations and the hedlth risks associated with them.
Indirectly, by andlysng mortdity differentials by socid dasswhich, in turn, is determined by
reference to occupation. The first gpproach was taken in the classica sudies of Farr and Oglein
1864 and 1885, respectively (Fox and Goldblatt, 1982); the latter gpproach was initiated by
Stevenson (Fox, 1977). It must be emphasised, however, that in the indirect method differencesin
mortaity may have been caused not only by occupationa hazards, but dso by differences among
socid dassesin life gyle and socid environment - indluding, for indance, diet, smoking and
drinking habits, and qudity of housing.

In the countries which carry out aregular census at five-year or tentyear intervas, aquestion is
usudly asked on individuas occupation, occupationd status and the industry in which he or she
works. Smilarly, registered deaths give the deceased person's occupation. Thus, in theory at lesst,
it is possble, in countries which have a complete regigration of deeths, to derive mortdity rates
ether by occupation or by socid dass (subdivided by age and sex) for the years surrounding the
census.

The usud measure of occupational mortality isa sat of age and sex- specific mortality rates for
the particular occupationd category. However, in most instances, because of the comparatively
smdl number of degthsin the typica age range of economic activity - say 15-54 yearsfor women
- the age specific death rates are rather unstable and may fluctuate consderably from year to
year. To bypass this problem, a Stlandardized Mortdity Ratio (SVIR) isfrequently derived. By
taking the age-specific mortdity rates for al women in the workforce as sandard, and gpplying
them to the age ditribution of women in the particular occupation, the 'expected number of
desthsis obtained. A rétio of the actua - 'observed'- number of deaths and the caculated -
‘expected’ number isthe MR (the ratio is usualy multiplied by 100 for convenience). A MR
vaue larger than 100 for a particular occupeation indicates higher than average mortdlity in that
occupation; and MR below 100 indicates lower than average mortdity. The caculated MR can
be eaglly tested for datistical Sgnificance to avoid drawing concusions from non-sgnificant MR
vaues.

If the investigation of occupationd differencesin mortdity is expanded into an examination of
differentids by individua causes of degth, the age-sex-cause specific death rates are likdly to
show even greater random fluctuations, because of smal numbersin the cdls of the detalled
cross-tabulaions of desths by cause-sex-age. In such ingtances proportionate mortality ratios
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(PMRs) are often used instead of mortality rates. The Proportionate mortdity ratio isaratio of
observed degths (from a given cause) and expected degths,

number of observed degth from a given cause
PMR = x 100
number of expected deaths from that cause

The expected deaths are computed by gpplying the proportion of total deaths due to the given
cause in the generd population to the tota deathsin the occupeationa category of interest. Thus,
for instance, PMR = 300 indicates that the proportion of desths atributable to a given cause was
three times as high among the specific occupationd category as among the nationa population.

A word of caution, however: the proportionad mortdity for the cause of interest isinfluenced by
the relative frequency of other causes of deeth. The proportiond mortality ratio of suicides
among, say, agriculturd labourers may be higher than among, for ingtance, teechers not only
because suicides are more frequent among the former but because the number of deeths from
cardiovascular diseases - to take one example differs between the two occupationd groups. Asa
result, an observed excess for one cause of degth in the occupationa group may be the result of a
deficit of deaths from another cause or causes, rather than being a true increased risk from the
particular disease of interest. Thisis a serious weskness of the index and care has to be taken
when interpreting PMRS.

Whichever method of caculating occupationd mortaity measures is used, the underlying
assumption is that the information in the census and the death registry is comparable and
complete. Unfortunatdly, thisis not the case. The qudity of the information on individud's
occupation collected in the censusislikdy to deviate from that in the degth register. The census
infarmation is about the person Hill dive and islikdly to be provided by that person. The entry in
the degth regigry is based on a satement furnished by the relaives. It sometimes hagppens that
occupation is inadequatdly described or omitted dtogether in answering the census question; but
such afailure occurs much more often in filling out the death certificate. Asaresult, the
occupationd deaths rates calculated in the usud way are flawed and dmogt invariably markedly
under-estimated.

In Audrdia, for example, the 1991 population census tabulations provided distribution of persons
by occupation and age and sex. Age grouping avalablein the published tableisin broad age
groups 15-24, 25-34, 35-54 and 55 & more (ABS, n.d.). The census enumerated 3,025,220
women employed; for 178,229 (5.9 per cent) occupation was not stated a dl and for another
24,267 (0.8 per cent) it was inadequately described. In dl, for 6.7 per cent of employed women
occupation was not known. This proportion varied by age, asshownin Table4.1.

Table 4.1

Annud death gatistics give degths divided by sex, age, and occupationd category. In the
published table ‘occupation not stated' is combined together with ‘other’. The proportions of deaths
in this combined category in the three years centred on the census year were: 20.1 per cent in
1990, 19.7 per cent in 1991 and 19.2 per cent in 1992. However, the average proportion of 'not
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dated' and ‘other’ occupations in the registered desths of women of typica working age, 15-54
years, in 1990-1992 was a staggering 42.1 per cent (see Table 4.1).

Such adefect in occupation reporting in death regigtration is not exceptiond. The London Office
of Population Censuses and Surveys (OPCS) andysed the agreement between the statement of
occupationd category of women aged 15-64 in England and Waesin the 1971 census and in the
degth record of those who died during the year after the census date. Table 4.2 summarisesthe
result:

Table4.2

The margind figures show that while of the women who died in 1971, 33 per cent gave an
occupation a the 1971 census, only 21 per cent had an occupation recorded in the deeth regidter.
These figures, disconcerting as they are, disguise the fact that only for 15 per cent of deaths was
occupation recorded both in the census and in the death register (McDowall, 1983). The Situation
has not improved over time: in England and Wdesin 1979 of the 46,493 deaths of women in the
workforce aged 15-64 years, 71.9 per cent had occupation inadequately described or not stated in
the death regigter.

Hence, any cdculation of occupationa mortdity rates will under-estimate the true levels of
mortdity in al the specified occupationd categories. In the Audrdian data, the bias will be larger
in the 15-54 years age groups and in the 'totd’ than in the 55+ age group (Table 4.3) in which the
proportion of indeterminate occupation was sSimilar in the census returns and in the degth
regigraion. In addition, it hasto be kept in mind that the extent of the defective reporting of
occupdtion, in particular in the death register, may vary from one occupation to another.
Consequently, the vdidity of the differencesin occupationa mortdity rates becomes doubtful and
it may be impossible to draw any meaningful conclusions about the pattern of such differences
between occupations.

Table4.3

If one assumed that the occupations inadequately described and not sated, both in the census and
in the death regidtry, are digtributed in proportion to the known occupationd categories, one could
cdculate the mortality rates as shown in Table 4.4. In thisingtance it gppears that the highest was
mortdity of women occupied as tradespersons, the lowest seems to be mortdity of salesand
persona service workers.

Table4.4

However, as pointed out earlier, it is not advisable to attribute meaning and importance to
differentials in mortality rates in the open-ended age category 55-years and over. Smilarly, in
some occupational categories at the youngest age group the number at risk as well as the number
of deathsisvery smdl, rendering the rate ungtable. Thisis, for instance, the case of ‘'managers
and adminigrators in the age group 15-24 years. The way of circumventing this problemisto
cdculate SMR for each occupation. This has been done for the age range 15-54 years and the
results are shown in Table 4.5.

Table45
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It appears that women occupied as tradespersons and pargprofessionds have mortaity nearly 50
per cent higher than the nationd average for al working women. The other two occupationd
categories with higher than average mortdity are

professonas and managers and adminigtrators; in these cases the excess mortdity is about 20
and 12 per cent, respectively. In contrast, women in ses and persona services have the lowest
mortdity (about 30 per cent below average), followed by those working as plant and machine
operators (about 12 per cent below average). All these differentias, though, reflect redity only if
the underlying assumption - that the digtribution of the women with inadequately described or
unidentified occupations is proportionate to the digtribution of identified occupations - holds true
both in degth records and census count. Unfortunately, examination of the limited data from an
English longitudind study shown below in Table 4.6 does not encourage us to believe thet the
edimates presented in Table 4.5 are not corrupted by the assumption of the proportionate
digtribution of the 'inadequatdly described or not Sated' occupations.

Medicd and epidemiologica research on specific medica problems - such as studies on the
relationship between exposure to risk a work or medica trestment and subseguent morbidity and
mortdity - have used linkages between routine records for Satistical purposes. During the 1970s
such an gpproach was extended in Greet Britain to two nationd datisticad sources: the Nationd
Cancer Regidration Scheme and the Longitudind Study of the former Office of Population
Censuses and Surveys (OPCS-LS). The OPCS-LS was established in England and Wdesto
obtain medicd, socid and demographic datistics from a sample of the 1971 population census and
vitd regidtration records for the subsequent years. Bringing together statistical data from various
sources has at least two advantages. firdtly, it assures comparability between the occupation
gated in the census count and in the deeth registration. Secondly, it makesit possible to andyse
changesin individuas characteristics over time, that is longitudindly. This has removed one of the
serious drawbacks of cross-sectiond dudies of differentid mortdity and refined the andyss and
understanding of the mortdity differentia between various groups of the population, such as socid
classes.

Table 4.6

An investigation of occupationa mortality of women based on OPCS-LS carried out in England
focused on sdlected causes of death from 1971 to 1985 (Devis 1993). Occupation was not
tabulated as such but, rather, used to identify socid dass of individuas. The result for three
causes of death isgivenin Table 4.6. It appears that deaths from ischaemic heart disease and
cerebrovascular disease have higher than average incidence among women in socid class 1IN,
IV and V - tha is, in the manua and unskilled worker categories, than among the professonds
and managerid occupdtions. The differentid by socid classin breast cancer mortdity appearsto
be the opposite women in socid class 1V & V show lower mortaity than thosein socid class|
& IlI.

One category of hedth risk that is eader to link with work performed than the often ddlayed or
chronic effects of work is accidenta degth. The study of accidents by occupeation leads to
associations which have an obvious explanaion: motor vehicle accidents rank high for drivers of
road goods vehicles, drivers of agricultural machinery, bus, coach and taxi drivers and commercid
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travelers. Women (like men) occupied on trains, boats and arcraft have higher incidences of
other traffic accidents. Window cleaners have high rates

for fals, and mining, forestry and generd labourers have high rates for accidental desths other
than trangport accidents, poisoning and fals. In most ingtances the published Satigtics of deaths by
cause do not specify whether the accidenta deeth was associated with work or not. Thereis,
however, at least one exception: the recently released recongtruction of degth Satistics of Russa
for 1965-1993 separates accidental deaths associated with work from other accidental deeths
(Medeet d., 1996). Unfortunately, there is no distribution of accidental desths by occupation of
the deceased person available.

Table4.7

Table 4.7 presents estimates of mortdity from work related accidents in Russia for the period
1983-87. Mortdity rates for women appear to be about one tenth or less of those for menin
amog dl categories of accidents. It seems that women in Russiawere employed at jobs that are
less exposed to the risk of accidental death. Women areless dso likdly to be killed in an accident
not related to work than men (Table 4.8), dthough the differenceis not as great asin the work-
related Stuations.

Table4.8

Another well known cause of work-related health impairment is stress. Levels of sressand
dissatisfaction among workers in different occupations vary; very high levels of stress have been
found among the hedlth professondls, and in particular among women. In thisingtance, the source
of stress was sometimes the conflict between career and persond life (Firth-Cozens, 1990). One
of the extreme manifestations of the effects of Sressissuicide. Thereisonly limited information
available about suicide among men and women in various occupations; in addition, because of the
relatively smal number of cases, random variations of the indicators may be quite congderable.

A recent study of suicide by occupation in England and Wales by Kdly et d. (1995) used
proportiond mortdity ratios (PMR) as an indication of how the incidence of suicide in a particular
occupation differs from that of the whole population (see the definition of PMR earlier in this
paper). Suicides of women aged 16-59 in ten occupeations with the highest PMRs as found by the
dudy are set out in Table 4.9.

Table4.9

The smdl number of suicides in some of the categories (veterinarians, ingpectors,
physiothergpists, ambulance persons, teachers) necessitates treating the PMRs with caution. The
high risk occupeations gppear to include those with an easy access to drugs as a means of
committing suicide (veterinarians, medica practitioners, nurses, pharmacists).

Conclusions

There are many problems encountered in the study of occupationa mortdlity in generd and of
women in particular. In addition to the lack of availability of data and poor comparability of
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information from the two sources - censuses and death registers - described and illustrated above,
afew additiond caveats must be mentioned.

Mortdlity is not the best indicator of occupationd hedlth risk. A worker who displays symptoms
of illness that may be related to the working conditions and environment is often transferred to
less exposed, lighter or dtogether different work. If he/she dies, the occupation registered will be
the more recent one, not the occupation which may have been reated to higher illness and,
eventudly, death.

Anacther problem in studying the occupationd mortdity of women in particular isther tendency to
move in and out of occupations, especidly during various sages of the family life cyde, and thus
to have less exposure to any one occupation. Many women leave the workforce when they start
afamily, and return - often severd years later - when, for ingance, the youngest child starts going
to school or leaves home. In other cases family breakdown by divorce may be the reason for
returning to the workforce. Very often the woman returning to the workforce after years at
home finds that her former qudifications and skills may not be now recognised and that she may

have to accept alower qudity (less paying) job.

Some part of the mortdity difference between working and nonworking men and women is due
to the hedlthy worker effect those with jobs (including those actively seeking job) are, on average,
hedlthier than those without. The effect gppears to be stronger for women than for men. In
particular, married women who suffer from chronic illness are less likely to be in gainful
employment than hedthy women. Since the mortdity of the sick is higher than of the hedlthy,
sdlection may have an effect on mortaity differentids.

In the preceding sections the great advantages of longitudind studies of occupationd mortaity and
differentids, and of the practice of record linking were pointed out. It is rather regrettable that
such sudies as the English OPCS-LS are not replicated in other countries. Admittedly, record
linkage raises questions about the confidentidity of the informeation collected for one purpose and,
by data linking, used for another god. Thisis frequently astumbling block which preventsthe
introduction of record linkage in many countries - Audralia being one of them - despite the lack of
evidence that the assurances given to the public about protection of confidentidity by the data
processing authorities have ever been violated.
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Table4.1 Proportion of working women whose occupation wasinadequately described
or not stated. Australia, 1991 census and deathsregistered in 1990-1992

Source 15-24 2534 3554 55+ Total
Census 1991 6.4 58 6.4 130 6.7
Deaths 1990-1992 370 373 439 127 196
Source: ABS, n.d.

Table4.2 Comparison of stated occupational category of women, 1971 Census and
death registration: England and Wales

Death registration

% with occupation % with no Tota
1971 Census stated occupation stated
percentage with 15 18 3
occupation stated
percentage with no 6 61 67
occupation stated
Totd 21 79 100

Source McDowadll, 1983

Table 4.3 Mortality of women by occupation. Australia 1990-1992 Aver age annual
mortality rates per 1,000 women

Occupation 1524 2534 35-54 55+ Totd
Managers/adminigtrators 0.65 034 110 34.58 5.58
Professonds 0.39 041 122 64.78 4.06
Para-professonas 044 058 145 78.69 5.05
Tradespersons 0.60 0.66 135 175.66 1171
Clerks 0.29 0.40 0.89 32.00 258
Sdesand persond service workers 0.26 0.33 0.63 3335 180
Plant and machine operators and
drivers 0.28 0.22 092 83.78 6.05
Labourers and related workers 0.46 049 0.78 33.90 3.56
Inadequately described and not sated

284 4.05 11.07 44.70 12.33

Source: ABSn.d.
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Table 4.4. Adjusted mortality rates by occupation and age (rates per 1,000 women)
Augtralia 1990-1992

occupational category 1524 2534 35-54 55+ Total

managers & administrators 0.97 052 184 A 6.51
professonds 058 0.62 204 65. 474
para-professonas 0.65 0.87 242 79. 5.89
tradespersons 0.90 0.99 2.26 178.1 1366
derks 043 0.61 150 3245 3.00
sdes & persond services 0.38 050 106 33.82 210
plant & machine operators 035 033 155 84.95 7.06
& drivers

labourers & related workers 0.68 0.73 130 34.37 4.15
al 0.49 0.63 162 46. 4.22

bold = maximum vaue; itdics = minimum vaue
Source: ABS, n.d.

Table4.5 Standardised Mortality Ratios of women in the workforcein agerange 15-
54 yearsduring the period 1990-1992: Australia

total deaths 95% confidence
occupational category expected observed SMR interval
managers & adminigtrators 828.2 9284 1121 92.6-107.4
professonds 1327.8 1598.7 1204 94.0-106.0
para-professonas 720.8 10554 146.4 91.0-109.0
tradespersons 3176 4749 1495 86.3-113.7
derks 26219 2430.7 92.7 96.2-103.8
sdes & persond services 1756.8 12392 705 96.0-104.0
plant & machine operators & drivers 267.8 235.0 871.7 88.6-111.4
labourers & related workers 11539 10328 895 94.4-105.
dl 8995.0 8995.0 100.0

Source: ABS, n.d.
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Table4.6 Standardised mortality ratios (SMR) for women by social class, occupation

and selected causes of death. England and Wales, 1971-1985.

Social Class
Agein 1971 Observed
Period All [&11 1IN Y V&V Other deaths
I schaemic heart disease | CD-9 410-414
3544 1971-5 100 64 58 I:) 143 242 15
1976-80 100 44 438 13 107 0 37
1981-5 100 73 82 86 125 I6) 53
observed deaths 20 8 46 29 2 105
4559 1971-5 100 52 65 115 104 139 180
1976-80 100 61 69 107 133 109 333
1981-5 100 78 78 105 118 124 534
observed deaths 185 92 423 340 57 1097
Cerebrovascular disease (1CD-9 530-438)
3544 1971-5 100 85 0 105 17 0 17
1976-80 100 35 9% 109 144 403 31
1981-5 100 42 0 134 158 128 A
observed desths 11 3 3 26 4 82
45-59 1971-5 100 63 53 103 108 161 9%5
1976-80 100 71 A 86 % 89 139
1981-5 100 69 9 104 118 87 216
observed desths 82 48 167 132 21 450
Malignant neoplasm of breast (1CD-9 174)
3544 1971-5 100 91 125 130 31 128 31
1976-80 100 60 164 114 % 113 72
1981-5 100 115 132 86 93 109 82
observed deaths 46 27 I6) 32 5 185
45-59 1971-5 100 109 123 &4 93 93 130
1976-80 100 97 125 102 65 122 164
1981-5 100 108 65 116 73 83 160
observed deaths 123 54 172 87 18 454

Source: Devis (1993)
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Table4.7 Work related accidents: Russia 1983-1987
(average annual rates per 100,000)

Number Mortality rate
code description femdes males femdes mdes
CD-162 motor vehicle accidents 974 12803 053 6.58
CD-164 other traffic accidents 648 5266 0.35 271
CD-167 accidenta poisoning 156 1576 0.08 0.81
CD-170 accidentd fall 343 4159 0.19 214
CD-172 accidents dueto fire 307 2367 0.17 122
CD-174 drowning 9%5 1810 0.05 0.93
CD-177 by firearms 12 A3 0.01 0.18
CD-179 by dectric current 191 4891 0.10 252
CD-180 other principaly dueto work 822 10427 045 5.36
CD-182 other related to work 872 10080 047 518
al work related accidents 4420 53722 241 29.24

Source Medeet d., 1996

Table 4.8 Mortality from accidentsnot related to work.
Russia 1983-1987

Number (a) Mortality rate (b)
code description mdes  femdes mdes femdes
CD-160 motor vehicle accidents 44508 10157 17.82 334
CD-161 involving pedestrian 35757 16143 1431 531
CD-163 other traffic accidents 23896 8535 957 281
CD-165 acohol poisoning 80454 23550 3220 7.75
CD-166 other accidenta poisoning 45211 17157 1810 5.64
CD-169 accidentd fdl 20476 11746 8.20 3.86
CD-171 accidents dueto fire 14086 7317 5.64 241
CD-173 drowning 57849 10372 23.16 341
CD-175 inhdetion of aforeign object 19475 6549 7.80 215
CD-176 accidents by firearms 1619 159 0.65 0.05
CD-178 accidents by dectricd current 6511 1359 261 045
CD-168+CD181 other accidents 58598 24035 2346 791
al accidents unrelated to work 408440 137079 16349 45.09

() tota desths 1983-1987
(b) average annua desth rate per 100,000 population aged 15+ years
Source: Medeet d., 1996
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Table4.9 Proportional Mortality Rations (PMR) of women aged 16-59 in theten
occupational categorieswith the highest incidence of suicide. England and Wales,
1982-87 and 1988-92.

Number of suicides PMR

Occupation 1982-87 1988-92 1982-87 1988-92

government inspectors (a) 4 3 458 365
veterinarians 2 3 415 3387
medical practitioners 27 25 47 322
pharmecists 10 4 270 141
physiotherapists 9 3 248 9
ambulance women 2 3 234 402
hedlth professonadsn.ec. (b) 2 7 220 81
literary and artistic professons 51 12 173 112
teechersin higher education 16 7 171 74
Nurses 286 247 149 14
al occupations 6,536 4,651 na na

(& includes environmentd hedlth officers, building inspectors, satutory inspectors (factories,
public utilities, trading gandards, Customs & Excise officers, immigration officers).

(b) n.ec. = not esewhere classified; this group includes dispenang opticians, chiropodists, medicd
technicians, dentd auxiliaries and thergpids.

Source: Kely et d.(1995)
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Introduction

For reasons dready discussed, the occupationd hedth problems of women have been frequently
unquantified and largdly invisble. Asaresult, this chapter isinevitably impressonigtic; it cannot
present a comprehensive report of the occupationa health hazards to which women are subject,
neither can it document the extent of any particular hedth problems that are described here.
Nevertheless, the concluson of aWorld Bank study of women in India (1996) that ‘Indian
women encounter hedth hazardsin virtudly al their occupations islikdy to have generd
application.

Another World Bank report (1995) described Indonesids weak enforcement of |abour laws as
resulting in less than desirable conditions for working women - violations of labour contracts,
exposure to dangerous subgtances, high noise levels, physicaly exhaudting and repetitious tasks,
and vulnerability to sexud harassment especidly in the rgpidly-expanding indudtrid sector. In the
informa sector, long working hours and unhedlthy working conditions were noted.

Such data as have been collected suggest that a Ssmilar statement could be made about
occupaiond hedth hazards for women across the less developed countries, and that women in
the wedlthier nations sill face substantid hazards

The risks to health which women face, even when occupations which women undertake are
superficidly smilar, are not necessarily identicd and of equa sgnificance everywhere. The
specific circumstances of women'swork in particular countries and cultures mean that women
are not necessarily undertaking identica tasks, and may not be exposed to Smilar types of risks.
Thus, for example, one study of gender and work (Sirisambhand et d., 1987) in Thal villages
examined the contribution of men and women to the cultivation of castor beans, cotton and
vegetables. The study found that while men and women were equdly likely to undertake
insecticide praying of cotton, women undertook alesser share of the spraying of vegetables.
Fertiliser was applied more by women than men to both cotton and vegetables. In another study,
of rice-growing in the Philippines (Banson-Bautista and Dungo, 1987) women were not reported
to gpply fertiliser a all.

According to aWHO report on women's hedlth in Central and Eastern Europe (1994),
occupationd diseases develop mainly in women between the ages of 31 and 50, with between 11
and 20 years of work of exposure to the particular hazard. Future rates of cancers, skin diseasss,
stress-related conditions and diseases of the muscles and joints depend on actions - or neglect -
NOW.
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Interactive health hazards

The same report emphasi ses the interactive and synergistic nature of hedlth hazards. Thus poor
sanitation, inadequate

water supply and garbage disposd, heavy indoor ar pollution and crowding cregte serious and
interactive hedth risks to the poor. Indoor air pollution contributes to acute respiratory diseases,
chronic lung disease, cancer and adverse pregnancy outcomes, while crowding increases
respiratory infections and frequency of persond violence.

Smilarly, in Chile, asurvey (Diaz Bar et d., 1994) of femae fruit pickers, and workersin the
fisheries and garment indudtries - dl doing seasond, short-term work found three main causes of
hedth problems workdtation design (eg posture, ergonomics); hoise, ar and surface pollution;
dress and fatigue. Varicose veins, swollen legs and feet, and back, neck and shoulder pain were
the most common complaints, especidly from the firg two industries in which women stand dl
day and have few bregksto Stretch. The effects were compounded in women who had smal
children and a heavy housawork burden.

For convenience, the following discusson of women's occupational morbidity categorisesthe
conditionsinto various groups. However, it should continualy be remembered that many women
will be exposed to multiple hedth risks whase impact should not be considered in isolation.

The epidemiology of occupational morbidity

One of the few countries for which there are reasonably comprehensve satistics, a least for
women in the paid workforce, isthe former Federa Republic of Germany, which hasalong
tradition of State-supported hedth insurance.

Table5.1

According to Table 5.1, German women are mogt likely to clam sickness leave from work for
respiratory diseases, followed by leave due to musculo-skeletd disorders. There are notable
differences, however, in the duration of illheglth between the two conditions, with musculo-
skeletd disordersresulting in an average absence from work of 26 days, compared with 10 days
for those suffering with respiratory problems. The impact of musculoskeleta disorders can dso
be assessed from the women who take early retirement from work because of continuing ill-
hedith.

Table5.2

Nearly 31 per cent of al such early retirements result from hedlth impairment due to musculo-
skeletd problems. Psychiatric problems account for a further fifth of early retirements amongst
German women, with diseases of the circulatory system (including strokes and heart attacks) in
third place, dosdy followed by neoplasms. Whileit is not possble to identify any spedific
occupdtiond contribution to these conditions, it seems probable that the individud'swork isa
factor in thefirst two -musculo-skeletd and psychiatric problems - at least.

Infectious and parasitic diseases
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In India, most women are employed in the informal sector and the mgority - poor rurd women -
work in agriculture. Long hours spent in water while weeding and transplanting rice, which here
is essentidly afemde occupation, increases susceptibility to vagind infections, infectious and
parasitic diseases, and insect bites. Rurd women in Pakistan are dso described (WHO, nd) as
being affected by parasitic and other infections, tetanus and heat exhaugtion.

Toxic chemicals and carcinogens

The WHO report on women's hedlth in Eastern and Central Europe identifies exposure to
pesticidesin agricultural work as perhaps the greatest occupationd hedlth risk to women, because
of their preponderance in labour-intensve manua work in the fields and hence exposure to heavy
doses of pedticides in the soil and surface water as wdll as the products they handle. Direct and
concentrated exposure to dangerous chemicals while picking and processng crops presents
serious threats to the women themselves and to their foetuses.

A culturd tradition of usng smoky cod in domestic cooking in parts of Chinais believed to
contribute to very high rates of lung cancer amongst women in those communities (Mumford,
1987).

Industries which process coir, jute and cashew nuts, or involve cotton, tea or rubber, aswell as
the textile indudtry, expose women to toxic chemicas and physica stress.

Limiting her study to industries employing at least 25000 women in the United States in 1992,
Stdiman (1994) identified every industry in which the more than 5000 toxic substances contained
inthe US Nationd Library of Medicine's Hazardous Substances Data Base were used. The
extracted data st was a0 used to determine indusiries in which known and suspected human
carcinogens identified by the Internationa Agency for Cancer Research could be found, and
some of their industrid uses. She depicted awide range of occupations and indudtriesin which
women might have been exposed to carcinogens and concluded that ‘women are, indeed,
employed in hazardous occupations.

Respiratory problems

One dudy of rurd kitchensin Indiafound concentrations of pollutants averaging 100 timesthe
levels acceptable to WHO; in another Indian study, women's exposure to cooking fumes was
cdculated as equivadent to smoking 20 packs of cigarettes aday (World Bank, 1996). Hedth
impairments for the rurd women of Pakistan are dso identified asincluding respiratory infections
and tuberculogs, linked to smoke and dust levels. Indian women home workers who earn an
incomeralling bidis (aform of loca cigarette) are exposed to tobacco dust and susceptible to
problems which include tuberculoss and asthma as well as other dlergies, backache and
rheumatic complaints.

Domestic smoke, combined with the inhaation of Slica particles whilst hand-grinding maize
between rocks, has been linked (Grobbdaar and Baterman, 1991) to aform of pneumoconiosis
observed in rurd Southern African women. The condition, termed Transke slicoss, is seen
amongst women in their fifth decade, after many years of exposure. The totdl respirable dust
concentrations during maize
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grinding gpproached those of the dugtiest mining activities and often exceeded the recommended
indudrid time-weighted averages. In addition, average smoke concentrations during cooking far
exceeded those permitted in indudtry.

Silicoss has dso been diagnosed in Sweden amongst women working in potteries (Gerhardsson
and Ahlmark, 1985). As another WHO report points out (Sms, 1994), many women in the
developing countries make their own pots or are engaged in ceramics work and pottery indudtries.
The designation of slicoss as a'mde disease, coupled with the long latency period, enhances the
risk of it remaining undiagnosed in women, especialy where the women arerurd and living in
developing countries.

Ninety-eight per cent of al meat wrappersin the meat processing and packing indudiry in the
USA in the 1970s were women. Prevalent amongst them was 'mesat wrappers asthma, as well
as the more obvious risks of accidents and animal transmitted infections (WOHRC, 1979)

Skin allergies and diseases

Skin dlergies and diseases are reported amongst the Pakistani women of Sindh who work asfish
processors, and as hairdressers, beauticians, brickmakers and fieldworkers. Smilar problems
were aso reported by Chilean fisheries workers and fruit-pickers.

Musculo-skeletal disorders

Fruit pickersin Chile report repetitive motion injury and associated tendonitis. Indian women
working in agriculture suffer arthritis and rheumatism, with back pain and ogtecarthritic
complaints aso common. Women in the carpet industry suffer ankyloses and chronic posturd
defects which may result in difficult pregnancies or even gterility. Indian women workersin the
garment and embroidery industry complain of chronic back pain and eye problems due to poor
workplace conditions and lighting.

Audrdian Worker's Compensation data (Worksafe Audtrdia, 1994) show that over 40 per cent
of clams by women came from the community services sector, which includes the hedth
industry, education, museum and library services as wel as welfare and rdligious indtitutions. The
hedlth industry was respongible for more than three fifths of the cases in the community services
sector, with nurses and ward hel pers being the most affected occupationa groups. Three out of
every five casesinvolved sprains or srains, especidly to the back or arms.

Women in Bulgaria, undertaking heavy manua work involving repetitive monotonous maotions
with high force demands or sustained gtatic contractions were found (Draganova and
Kamenova, 1996) to be vulnerable to musculo-skeletal diseases - tendonitistenosynovitis
neurovascular dystonia and neck tenson syndrome. In the garment industry  in Canada, musculo-
skeleta problems were associated with duration of employment in piecework (Messing, 1996).

One progpective study of packersin a chocolate factory (Veersted and Westgaard, 1993) found
thet 17 out of 30 developed dearly indicated pain of the trapezoid muscle within the firgt year of
work. On average, it took from 23 weeks for theillness to progress from identified symptomsto
cinicadly confirmed trapezius mydgia
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Gynaecological problems

The women of Kibweze, amargina area of Kenya, have been reported (Ferguson, 1986) as
more susceptible than men to chronic disabilities between the ages of 20 and 39. Gynaecologicd
conditions, and genera body pains, were the mgor complaints. Women in that age group make
more than half of dl trips undertaken by the community to collect water, on average carrying 20-
25 kg loads over 3.5 kilometres once or two times each day on rough ground in temperatures of
up to 40 degrees C. Many are pregnant or breastfeeding.

Long working hours, anaemia, manutrition and frequent childbeearing exacerbate the occupetiond
hedlth problems in many countries. Indian women, for example, typicaly work until late in their
pregnancies, with no specid provisonsfor rest or food. Water in Pakistan has frequently to be
carried long distances over difficult terrain and thisis linked to increased rates of miscarriage.
Pregnant farmworkers in China face traditiond pressures which mean they may continue to
work in the fields when their medica condition or stage of pregnancy make this unwise (Yan

Renying et d, na).
Accidents and injuries

Among Indian women aged 18-39 hospitdised for fractures, most resulted from work-rel ated
accidents. Authors suggest various contributory factors, including: work done by young girlswhich
involves stooping or carrying heavy loads (detrimenta to bone integrity); early and continuous
nutritional deprivation contributing to asteoporos's, and work carried out by adult women which
requires Stting, standing or stooping for long periods of time and thet is dangerous, or badly pad or
both. In Pakigan, rurd women risk accidenta injuries and snakehite.

Fals, burns and dectrica shocks combine to make the home the most common place of
accidents in developed as well as developing countries. Vulnerability to eectrocution may be
particularly high in developing country neighbourhoods where bundies of dectric cables are often
exposed, or where dectricity isillegdly diverted for use. In countries where cooking is carried out
on an open fire, women are especidly at risk of burns (Kane, 1985). In addition, muscle and bone
injuries induding dipped discs and torn ligaments from heavy loads often result from household
work and childcare.

A further type of injury adso affects women in their everyday work especialy in countries like
Cambodiawhere, as the result of conflict, there is a shortage of ablebodied men to labour in the
fields. In Cambodiadone it is estimated by the Red Cross that over 300 people are injured or
killed by landmines each month. Landmines have the capacity to kill or maim long &fter war ends.
in Poland, 15 million mines laid during World War 11 were cleared between 1945 and 1977, but
over the same period 4000 Poles were killed and 9000 maimed by mines.

Exhaustion and stress

The propendty to suffer occupation-reaed accident or injury is affected not only by the inherent
risks of the work itsalf, but by the individud's ability to control or avoid those risks; an dbility
which may well be reduced by factors like stress or exhaugtion. A study of hedth and work in
Barcdona, Spain (Ajuntament de Barcelona, 1992) found that the average number of hours of
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degp amongst workers was 6.5 hours, with no significant differences between men and women
or by age. However, when various occupationa groupings were anaysed, workersin the hoted
and domestic service industries showed higher percentages of people who dept less than seven
hours, amongst women the proportion degp-deprived rose to dmost two-fifths.

Although no serious long-term hedlth effects were found amongst women dectronic shift-
workersin Singapore, certain types of shift warker reported degp problems, tiredness, indigestion
and headaches. These women were involved in 12-hour rotating, and 8-hour weekly rotating,
shifts (Chan, 1994).

Occupational risks in the home

Within the home, avariety of household products, from sogps and detergents to paint removers,
can be the cause of dermatitis or dlergies. Common cleaning substances, such as bleaches,
ammonia and various cleaning fluids containing solvents, may cause irritation of eyes and lungs,
give off poisonous gases when comhbined with each other, and - in the case of deaning solvents -
are suspected carcinogens. Household pesticides can result in serious poisoning and nerve
damage. Repetitive injuries like tenosynovitis and burstis are frequent in the home, too: indeed,
bursitis used to be described as 'housemaid's knee (WOHRC, 1979).

Women domestic servants are frequently unskilled and temporary or casud workers; in some
countries, they include a high proportion of immigrants. Poor pay, a heavy workload which
demands consderable flexibility, and long working hours often intengfy the hedlth hazards. Hedth
impairments include damage to the spine, shoulder and arms as well as skin problems (Spannhake
and Elsner, 1991).
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Violence against women

Physica violenceisamgor contributor to women's hedth risks, whether withinthehomeorina
forma workplace. A recent Audtrdian survey of women's safety (ABS, 1996) discovered a
sgnificantly higher incidence of violence and sexud assault upon women than was previoudy
thought. More than seven in every 100 women had experienced some form of violence during the
preceding 12 months. Amongst those women physicaly assaulted by a man who was not their
partner, 35.4 per cent were attacked at home and 16.4 per cent at work. Comparable figures for
sexud assault by anon-partner were 55.5 attacked a home and 8.2 per cent at work.

Not hushands, or even men, aone are responsible for violence towards women: mothers-in-law
or other relatives may aso participate in the abuse, epecialy where the woman marries out of
her natdl family. The physicd suffering, and the misery, experienced by so many women across
different cultures has been documented (?? 1996) as resulting in substance abuse, edting and
deeping disorders, physica trauma/soreness’bruising, traumatised or unwanted pregnancies,
sexudly tranamitted diseases and skeletd muscle tenson, as well as suicide. Physicd violence
may culminate in murder, as exemplified by the burning of infertile or otherwise 'unsatisfactory’
spousesin India

Case Study: Vietnam
Martha Morrow, Nguyen Thi Thom, Jo-Anne Rayner Smith

Mogt Vietnamese women work in agriculture, and consequently are exposed to
particular hardships and risks. Long working hours, heavy manud |abour in the aosence
of even intermediate technology and inadequiate nutrition al take atoll on the hedth of
rurd women over the lifespan. Studies have found that rural women report increasing
levds of illhedth as they age. Women in agriculture are exposed to contaminants from
fertilisars and pesticides, musculo-keleld strains of heavy manud |abour, gynaecological
infections from standing in water, maaria, trachomaand other eye diseases, skin and
interna diseases.

Studiesin agriculturd and tea growing areas found high levels of improper Sorage and
excessve concentrations of pesticides, and evidence of pesticide poisoning in up to 57.7
per cent of screened workers. Accidentd injury is common, with women accounting for
85 per cent of those injured doing farming work in Nam Ninh digtrict in 1986; the
proportion in 1961 was only 75.5 per cent. Frequent childbirth isthe norm in rurd aress,
it isreported that 75 - 80 per cent of women continue to work as usud until the time of
birth.

Women employed as road builders and in congruction dso undertake physicdly taxing
and sometimes dangerous work. Exposure to toxic fumes and melanosis

(continued next page)
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Case Study: Vietnam (continued)

are common among asphdting workers. A study of tar sprayers working in theMinistry
of Trangport and Communication found worksite temperatures were 4-5 degrees C.
higher than the open air and hydrocarbide gases were 2-3 times higher than accepted
sandards. Over 30 per cent of the women had irregular periods and 23 per cent had
abortion with sepsis or premature ddliveries. Nearly haf had darkened skin disease.

Work in industry is accompanied by a number of risks. A review of conditions between
1984 and 1994 carried out by the Nationd Inditute of Occupationd and Environmentd
Hedlth found inadequate systems for ventilation, control of toxic fumes and temperature
in workplaces for both maes and females. Workers often sweated excessvedy (in
microclimates 3-5 degrees C. higher than dlowed) and ate insufficiently to cover cdorie
expenditure. Those working in cold storage were likdly to suffer from digestive,
circulaory, skin and arthritic conditions. Others were exposed to dangerous chemicals
(between 2 and 100 times recommended limits) and dugt with a high silica content, thus
risking sllicosis. Noise leves exceeding the threshold limit (above 90 dBA a severd
worksites) caused headaches, increased accidents, illnesses and hearing loss. Employees
in older textile plants were exposed to high levels of respirable dust (up to 83 per cent of
total dust concentrations). A listing of occupationd diseases affecting women included
slicogs (chemica production), lead contamination (battery production), benzene
contamination (paints, plagtics and printing), hearing loss, skin discolouration, respiratory
disease, miscarriage and birth defects.

Other work environments were found to have particular risks. For example, astudy on
conditions for microcomputer workers reveded excessve leves of carbon dioxide and
noise, together with sensori-nervous and musculo-skeletd strains. Thoseworking in
radiologicad units (sex not specified, but likely to include women) were sometimes
exposd to excessve radiation.

A survey of women working as weavers found poor working environments, with
excessve noise, heat and dugt; high work intengty and repetitive movements were
probably related to early retirement of these workers, who lose their capacity within 15
to 20 years.

Women undertaking routine household chores are dso potentidly at risk. Poorly
ventilated kitchens, where cod and wood-smoke are the norm, are aworrying source of
inhaed particles for women.

from: Women's Health Profile: Vietham WHO Regional Office for the Western Pacific.
Manila, 1995
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Table5.1 Sicknessleave of employed women, 1993 (Federal Association of Company
Health Insurance Funds)

average duration

frequency in days
(per 1,000 insured)

al cases 13724 221
musculo-scdletd disorders 2119 26.2
cardiovascular disesses 63.3 221
respiratory diseases 4215 100
digetive system diseases 1794 9.0
psychiatric disorders 370 333

Source: Statigtics of the Federation of German Pension Insurance Companies
and of the Federd Indtitute of Occupationd Safety and Hedlth

Table5.2 Early retirement due to reduced ear ning capacity following iliness

Disease Number Per cent
infective and parasitic 64 0.64
neoplasms 13532 1244
endocrine, nutrition, immune system 3,136 2.88
blood and bloodforming organs 190 017
psychiatric diseases 24,055 2211
nervous system 7,210 6.63
circulatory system 14,568 13.39
respiratory system 3,463 318
digedtive system 2,418 222
genito-urinary system 1,105 102
complications of pregnancy 31 0.03
skin 459 042
skeleto-muscular system 32,710 30.07
congenitd anomalies 905 0.83
diseases origineting in perinatal period 40 004
inadequately described conditions 2,044 1.88
injuries and poisonings 2118 195
undiagnosed cases 119 011
total 108,797 100.00

Source: VDR Statigtik, 1995
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Introduction

The relative heath benefits for women of paid work and traditiona roles have been the focus
of much controversy. Theimpact of paid work on women's hedth - especidly mentd hedlth
and wdl-baing - has been, and continues to be, extensvely sudied; the lack of consensusin
research findings reflects methodologicd problems (such as heterogenaty of sample groups)
and, often, smpligtic research design. The comparison of women with and without dependent
children, for example, often assumes that the burden of childcare is the same whether there is
one child or 9x shlings, and whether the children are toddlers or adolescents (Kane, 1991).

A further difficulty isthat of disentangling the various strands - behaviourd, environmenta,
socio-economic and o on - which contribute to individud hedth. In a populaion sudy of the
adult Norwegian populaion, Dahl (1994) found that among socioeconomic variables affecting
hedlth, occupationd status stood out as the most important predictor of ill hedth. However, the
occupationa class of women's hushands significantly and universdly corrdated to ill hedth
more than when women were classfied according to their own occupation. This suggests that
women'sill hedth is more strongly related to their off-work living conditions than to their
working conditions and that their living conditions till depend on their husband' s dass

Marriage, work and health

Marriage has long been recognised to have a protective effect upon the hedlth - induding
mentd hedth - of men, while both community-based and trestment studies clearly showed
that more married women than married men had mentd ill-heglth problems. Gove and Tudor
(1973) argued that because of the roles women occupy in western society, women are more
likely than men to have emationd problems.

Mg or reasons proposed were that: 1) men have two sources of gratification - work and family
- whereas women have only one - family; 2) raisng children and kegping house is frudrating;
3) therole of housawife is rdatively ungructured and invisble; 4) when a married woman
works sheisin aless satisfactory position than the married male; 5) expectations confronting
women are unclear and diffuse.

In a population sudy of mid-aged Massachusetts women followed for five years, McKinlay et
a (1990) found thet sdlf-assessed hedlth, redtricted activity and new chronic conditions were
related primarily to employment status and only secondarily to stress caused by spouse.
Working women were |ess likely to report worse hedlth, restricted activity days or new chronic
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conditions. Among women who were not employed, those reporting wor se health were most
often those whose husbhands were a source of stress.

InaUK community-based study of 259 respondents, Cochrane and Stopes-Roe (1981) found
that the lack of paid employment for women outside the home was amgor predictor of
symptom levels, especidly depresson (p < 0.01). These results are compatible with the
suggestion of Brown and Harris (1978) and others that employment affords a protection
againg depression for women in much the same way that it does for men. Marita satus was
not related to psychologica symptom scores on any of the scalesin this sudy. The study adso
found higher symptom scores for women whose husbands were unemployed.

In aUS population study, Rass and Bird (1994) found that housawork increased women's
depression levels but did not appear to affect depression levels of men. However women's
leve of activity varied between undertaking haf and al of the housework while men’svaried
between none and hdf of the totd housawork. Thusit may not have been that housework isin
itsdf intringcally ungratifying but that alack of shared respongibility increased the sense of
inequity. The study found that shared housawork, which meant less than 60 per cent, was not
psychologicaly damaging and may have the hedth benfits of al types of physicd activity.

Ross et d (1983) tested the hypothes's that in societies which vaue the family and the
woman'srole in the home, psychologicd distresslevels of married men and women will be
more Smilar. These authors used a questionnaire to compare an Anglo-American community
with a Mexican community. The gap in psychologica digtress levels of married men and
women was lessin Mexican culture than in Anglo culture. However education and the wife's
participation in the labour force affected maritd satisfaction, which in turn affected the leve of
psychologica didress. Education increased marita satisfaction whereas paid employment
decreased it. The wifé's employment decreased her psychologicd distress directly in both
cultures.

Physica hedth aswdl as menta well-being appear to be rdated to pad employment. A
populaion sample from Germany found that women who gave up employment and became
full time homemeakers had adverse changes to cholesterol. Thus employment may exert a
beneficid influence on coronary risk in women (Haertd et d, 1992). Thesefindings were dso
confirmed in USA dudies (KritzSiversen et d, 1992). The longitudind US nationd hedlth
and nutrition prospective survey (Reviere & Ebergtein, 1992) found that women who |eft the
labour force and women who were homemakers were at relatively high risk of coronary
disease.

Differentials in paid employment.

In aUS populaion sudy, Ross and Bird (1994) found that men were significantly more likely
to be employed than women and if employed, to work full time, to have higher household
income and less economic hardship and to do a sgnificantly lower proportion of household
labour. Men'’ s objective advantages in paid work and households were reflected in their
subjective experience. Men found their work significantly more rewarding than did women and
had sgnificantly lower distress levels than women.
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Theseindicators of gender inequdity and its socid and psychological corrdaes negetively
affected percaived hedth. Together, sex differencesin labour and in leisure time physicd
activity explained alarge part of women's worse hedlth over the life course. The authors
concluded that if women had the same levels of equality at home and a work and of leisure
time physicd activity as men, their perceived health would equa and then surpass men’s by
late middle-age.

However, awide variety of studies show sgnificant menta and physica hedth differences that
favour employed versus non-employed women (Barouche et d 1987). Contrary to the belief
that the more high powered awoman's career, the more dangerousiit isto her well-being, the
advantages are gregter for women in occupations of higher status. Although being employed is
beneficid even to women in low-leve jobs, viewing oneswork as a career rether than ajob is
associated with greater work satisfaction and less role conflict. The workplace appears more
often than not to offer such benefit as chdlenge, control, structure, positive feedback, and sdf
esteem and to provide avaued set of socid ties. Specific conditions may increase the
sressfulness of employment and reduce its positive effects. These include negative job
conditions and difficult family Stuations (very young children, large number of children, being a
single parent, primary respongbility for family work).

Motherhood and employment

Russo (1990) in her review noted that parenthood, particularly when children are young,
increases the symptoms of psychologica distress for women whether or not they work outside
the home and these symptoms gppear to increase with the number of children living in the
home. Whether or not employment brings mental health costs or benefits to women depends
subgtantialy on husband's attitudes, and satisfaction with child care. For employed mothers, if
childcare was ble and husbands shared in it, depression rates were low. In contradt,
employed mothers without accessible child care and with sole responsihbility for childcare hed
extremely high depresson levels. For non-employed wives, children increased depression levels
(Ross & Mirowsky 1988).

A Swedish sudy of 1500 mae and femae white collar workers aged 30-60 found that
workload increased considerably more for women when the number of children increased.
Women could reduce their workload to levels exhibited by men by working part time but only if
the number of children did not exceed two. This enormous workload for women did not last
throughout life but peaked between the ages of 30 and 40 years when demands from the
family were at their greatest and career development was critical. After the age of 40, life
became more organised, the total workload dropped as demands from the family decreased,
there was less conflict between professonad and family duties and women felt more
edtablished in their professon.

There was ds0 adifference in time use. For men, use of time can be divided into orderly, solid,
large, digtinct time blocks for deegp, work outsde the home, leisure and work a home. Even
the time that men spend with children generdly has adistinct block. In contrast, women tend to
take a zigzag paitern of everyday activities with frequent interruptions. This especidly applies
for women with young children.
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Multiple roles and health

These differing patterns are evident in neuroendocrine correlates of stress. For example, a
study undertaken at the VVolvo manufacturing plant in Sweden, showed that during the working
day the gtresslevels of both male and female managers were elevated to the same degree.
However, after the day at work there was dramatic divergence in gress levels, male
managers relaxed and the adrendin level s decreased, whereas female managers exhibited
increased levels of noradrendin. In addition, the study showed that lunch times were more
relaxing for mae managers than for femae managers. This finding that women managers stay
in'high gear may be awarning sgnd of possible long-term hedth consegquences. Changing
work patterns had meant that women have adopted smilar levels of sressto those of ther
male counterparts while retaining sengtivity to stress induced by traditiondl female areas of
responghility. Women unwind more dowly than men after work, partly due to the unequd
divison of |labour & home.

Frankenhauser (1994) too notes that with changing gender roles, there has been a convergence
of attitudes of women and men to demandsin work Stuation. \WWomen entering traditionaly
mae professona domains (engineers, lawyers, bus drivers) exhibit stress responses previoudy
consdered to be typicd of men only. Aswall, in Stuationsinvolving femde areas of
respongbility (eg. taking a child to hospital) mothers experienced greater stress than fathers.
Thus, women's double role may result in double stress.

Underlying the theory that multiple roles cause stress was a “scarcity hypothesis: in other
words, the expectation that roles drain energy and that women would have insufficient energy
for greedy family roles and paid employment. A competing hypothesisis the “expanson
hypothesis which emphasises the privileges of multiple roles in terms of the effects of rewards
such as sdf-esteem, recognition, prestige and financid remuneration (Barnett 1993). Other
research supports the expangon hypothesis for women as wdl as men and reports a postive
association between the number of roles a person (woman or man) occupies and psychologica
well-being (Thoits 1983). Numerous studies show positive effects of multiple role involvement
on women's and men's physical and mental well-being. Concern about negetive effects of
multiple rolesis abating because of increasing evidence that for women as wel as men, the
more roles one occupies, the grester the chances of being physcaly hedthier, more satisfied
with life and less depressed.

Role qudity is now thought to be amore significant predictor of stress and well-being than is
role occupancy per se. Some roles and role combinations may be more beneficid than others
(Barnett 1993). Rosenfield (1989) proposed that role overload causes grester symptoms for the
same reasons as low power: through lowering an individua's sense of persond control. Thus
employment may trade one source of low control for another. Persona control may aso
explan differencesin symptomatology by socid class.

Parry and Shapiro (1986) found that in the case of working class women, working outsde the
home was associated with less depression where there was good socid support, but more
depression where there was not good support.



6. Paid Work, Gender and Health 54

Women'sfamily roles, generdly the role of mother, are both low in control and high in demand
- that is, high gtrain roles. Indeed, the role of mother may be women's primary source of dress,
and work roles may buffer family stress. Only the role of mother (not that of wife or pad
worker) was related to the experience of role strain - that is, role overload and role conflict
(Barnett & Baruch 1985).

Unemployment.

Unemployment has been shown to be a contributing factor in increased rates of suicide among
women, as wel as men, during the period 1974-1986, when mgor risesin both unemployment
and suicide occurred in many Western nations (Pritchard 1990). Pregnant women and mothers
of young children who are unemployed aso have higher rates of anxiety and depression than
employed women (Brown & Harris 1978, Ngman 1983).

Unemployment has an adverse effect on health, demonstrable even when socid class, poverty,
age and pre-exising morbidity are adjusted for (Wilson & Waker 1993). Women are less
affected by enforced unemployment, but families are put a greater risk of physicd illness,
psychologica stress and family breskdown. Women in unsatisfying jols scored worse on
psychologicad measures than those who were unemployed (Tiggermann & Winefidd 1991).
Depression was more common among unemployed men and women and their spouses and the
anticipation of job loss had an adverse psychologicd effect on men and their families,

Conclusion

There would appear to be sufficient evidence from research to date to encourage women to
continue paid employment outsde the home after marriage and childbearing. Recognition by
society of the beneficid effects of paid work on women's menta health may lead to increased
gtructura support for working parents, in terms of adequate and affordable child care and
flexibility of work hours. Societd change may aso assigt to change the atitudes of mae
partners and fathers. Increased instrumental and emationa support by mae partners would
help maximise the potentid beneficia effects of work outside the home for women.
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Gender-related division of labour in households

Household has been defined as 'the bundle of relationships in asociety through which reproductive
activities are organised’ (Kaaber, 1991). The term 'reproductive includes not just biologicd, but
aso socid, reproduction: the maintenance of the well-being of those individuds located within the
boundaries of the household.

The nature of women's domestic work, the conditions under which it is performed, and the
relations of degpendency and inequdity that often underlieit, can dl limit women's potentid for
positive menta and physica hedlth. Women may aso be responsible for the production of food
and other items to meet thair families needs, aswell as carrying out avariety of economic
activities to earn extraincome. Even when they take on paid work, most women retain
respongbility for domestic labour.

All over the world women are more likely than men to be homeworkers, to be salf-employed or
to work in smdl unregulated businesses, and are less likely to be members of trade unions. Much
of the recent expansion of the female paid labour force has taken place anong married women
with children, who fit their hours around their children's needs and their domestic responsibilities,
often leaving little time for themsdves. (Morris, 1990; UN, 1991)

Female-headed households

Women's contribution to the household economy is greatest among female heads of household,
and their proportion has been increasing snce the 1970s. Femae household headsin 1990 made
up between 20 per cent and 46 per cent of dl households in 174 countries sudied (UNDP, 1991).
Fema e-headed households in every country are swelling the ranks of the poor. Estimates indicate
women as the sole breadwinners in one-fourth to one-third of the world's households. What is
more, a least one-fourth of other households rely on femae earnings for more than 50 per cent of
totd income (Agarwa et d., 1990).

Onein five African households has awoman as its head. In southern Africamore than two in
evay five householdsis headed by afemde; in the USA onethird of households are managed by
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women done. In the Dominican Republic, the number of female-headed families has doubled to
21 per cent over the last decade.

Women's excessive workload

UN studies of 31 countries show women working 10 to 30 per cent more hours than men. Two
thirds of women'swork is unpaid, unvaued and has traditionally been invisble (UN, 1995).
Housework gill remains a predominantly femae

respongibility. In the United States women now spend about 30 hours aweek on domestic tasks
compared with 15 hours for men, while western European women spend 31 hours and men 11
hours (UN, 1991).

Data from the African and Asian regions indicate that on average, women work &t least 12 hours
longer each week than men (UN, 1991). In many countries women are engaged in subsistence
agriculture, growing and then processing the food. Fud is usualy collected in the form of
firewood; water is collected from alocd source rather than piped to the house. Research has
shown that for some women water collection depletes more than a quarter of the energy gained
from ther dally food intake (Rodda, 1991). Throughout the world women are carrying loads as
great as 35 kilograms for distances of up to 10 kilometres. In many of the poorest countries,
between 60 and 90 hours aweek of hard labour are required to maintain minima living sandards
in the face of economic recesson.

These averages conced the particularly heavy burden of poor women with young children and
few resources. The number of women on or below the poverty line has increased draméticdly in
most developing countries over the past two decades.

Gender gaps in nutrition

The physicd impact of women's heavy workload is compounded by gender differences in access
to nutrition. While both sexes may be damaged by lack of food, women are soecidly vulneraole,
largely because of their specia needs associated with the biologica processes of reproduction.
Mengtruation, pregnancy and lactation dl increase women's need for protein, vitamins and
minerds. Worldwide, 450 million women are undernourished compared with 400 million men
(PNUD ?). Women with anaemia (iron deficiency) total 458 million compared with 238 million
men.

At the household level, gender biasin the dlocation of resources usudly begins a birth. In rurd
Bangladesh, for example, manutrition was found to be dmost three times more common among
girls than among boys (Bhatia, 1985, Chen et d., 1981). Among forty-five developing countries
for which recent data are available, there are only two where mortaity rates for girls ages oneto
four are not higher than of boys (UNICEF 1986).

Girlsamog inevitably receive insufficient nourishment for the energy they expend in daily chores,
not to mention for proper growth and development. Thus a nutritiona gender gap often develops
in early childhood. In most countries with an overal life expectancy of less than 60 years, girls
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have a higher mortality rate then boys and discriminatory practices make a contribution to this
paitern (Wadron, 1987).

Gender and psychological health

Nutritiond discrimination is just one aspect of awider discrimination againgt girls and women. At
its mogt extreme, thisis visblein 'missng’ girl babies and femae mortdity rates. In Indias Punjab
State, girls aged two to four die at nearly twice the rate of boys. The pressure to bear sonsis so
great in India, Chinaand Koreathat women have begun using amniocentesis and ultrasound as
sex-sdlection devices to selectively abort femae foetuses. In alarge Bombay hospitd it was
found that 95.5 percent of foetuses identified as fema e were aborted (Ramanamma, 1990).

It isimportant to recognise the psychologica effects of these practices. Women and girls get
messages about their own vaue from the way in which they are treated by others. Consstent
experiencesin discrimingtion are likely to lead to diminished sdf-worth and a " culture of female
sacrifice” that continuoudy reproduces preferentid treatment for males. Thus girls may be
viewed as adrain on household income and receive less hedlth care as wdll as less education:
their ability to undertake both domestic and other work may be compromised, and their choice of

occupation limited by gender biasin their upbringing.
Domestic violence

Domedtic violence is a public hedth issue on aglobd scde. The 1993 World Devel opment
Report indicated that rape and domestic violence together account for about 5 per cent of the total
disease burden of women aged 15-44 in developing countries and 19 percent in developed
countries. Four million American women are battered each year. Between 21 and 30 per cent of
US women will be beaten by a partner a least oncein ther lives. Studies suggest that one out of
every five Colombian women has been beaten by a partner; in Chile the proportion is dlaimed to
be 80 per cent, and in San Salvador 57 per cent. In Norway 25 percent of fema e gynaecology
patients have been physicaly or sexualy abused by their mates. In Papua New Guinea, 60 per
cent of women may have been victims of wife abuse. In Kenya, 42 per cent of women are
edimated to have been beaten regularly by their husbands. In India, one study found that 22
percent of women with higher cast husbands were beaten.

It is clear that a Significant proportion of the women who live with men have their hedth
diminished or even destroyed by violence. Pregnancy often appears to be a precipitating factor.
However, emotiond violence is much more common than physica abuse and probably has the
longest lasting effects. A number of studies have indicated that about athird of battered women
suffer mgor depressions and some go on to abuse dcohol or drugs. One out of every four suicide
attempts by women are preceded by abuse.

The relaionship between domestic violence and homicide, however, may be even more profound.
In Bangladesh, for example, assassination of wives by husbands is believed to account for around
haf of al murders. In Canada 62 per cert of women murdered in 1987 died as aresult of
domestic violence. And in Papua New Guines, dmost three-fourths of women murdered were
killed by their husbands. In Spain, one women aweek is murdered by her lover or husband.
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Studies from avariety of cultures confirm that when women kill men, it is often in saif-defense,
usualy after years of persstent and escdating abuse. In the United States, as esawhere, a
woman is more likely to be assaulted, rgped or killed by a mde partner than by any other assailant
(Browne & Williams, 1989).

Economic recession, a new burden

Theimpact of the economic recesson has been devadtating for poor women: asharp fdl inred
wages combined with risng unemployment; the unequa burden that the risng cogt of living
imposes on women; and the reductions in public spending for services on which women rely,
highlight exiging structures of femae subordination and exploitation.

The great mgority of sngle and married women aso maintain that their families could not survive
without their wages, suggesting that their wages are not supplementary but are making an
essentid contribution to the family income. For households under extreme poverty or a
subsistence levels, the pressure to concentrate on the most urgent needs implies a continuous
neglect of other expenses such as home upkeep. The restructuring of daily life generates changes
in purchasing habits, such as shopping in cheaper markets, and incresses domestic work: for
example, cooking, fixing, mending and sewing & home (Benerias & Feldman, 1992).

Occupational hazards of household work

Domedtic accidents are rdatively common especidly among older women. In developing
countries data on domestic accidents are extremely sparse, but it is clear from the nature of the
work that here too they are amgjor risk. Damp and dilgpidated houses require extra labour to
keep them clean, and dampness gppears to be linked to increased levels of asthma, and other
respiratory diseases (Hyndman, 1990; McCarthy et d., 1985). Femde agiculturd workers are
subject to hazards that dso affect men, such as poisoning from pesticides and chemicd fertilisers.
They are at high risk for backache, postural defects and infectious and paragitic diseases
(Chetterjee, 1991).

Looking after ahome and its inhabitants may aso bring women into contact with a variety of
toxic chemicasthat are largely unregulated and often inadequately tested, such as deaning fluids,
bleach, detergents, insecticides and pesticides. The average household in the USA contains some
250 chemicdsthat are toxic enough to necessitate medicd attention if ingested (Rosenberg,
1984). Women describe mogt of their household tasks as monotonous, boring and repetitive - the
very characterigtics that occupationd psychologists have shown to be most stressful for waged
workers. Thelittle satisfaction from their routine tasks which many women get is exacerbated by
the lack of vaue awarded to domestic work by the wider society. In fact 70 percent of British
housawives expressed themsdves as 'dissatisfied' with their lives (Oakey, 1974).

Psychological hazards of household work

Theredity of dally child care can be bath physicaly and emotiondly demanding, especidly in
societies when thereis little support from partner, friends or kin. Research in anumber of
countries has suggested that a high proportion of women suffer Sgnificant physica problemsin
the weeks and months after childbirth (Romito 1990,). Many commented on the conflict between
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child care and housawork. For others the mgor problem was the isolation often imposed by child
care and the lack of opportunity for sgnificant relationships with other adults,

In some societies the role of mother-in-law and grandmoather is a much vaued one, offering
women greater autonomy than at any other point in their lives. However for others the
experience may be devadtating if their identity has been vested in motherhood and their socid and
economic environment offers few options for growth or development. Under these
circumstances depression and other menta health problems may well result.

About 15 percent of women of working age in the UK are caring full-time for someone who is
sck, dderly or disabled. As aresult many lose much of their independence, sometimesto the
detriment of their own hedth.

Role conflict in the household

In recent decades, the mgority of women in industrialised countries, and an increasing number of
women in the developing world, have joined the paid work force. Neverthdess traditional gender
role patterns dill largely persg, particularly with regard to home and family respongibilities. In the
early ningties Lundberg et d. investigated the total workload (TWL) of men and women and its
psychologicd correlates. TWL - aterm proposed by Kahn (1991) - encompasses paid and unpad
forms of productive activity and denotes ‘any activity that adds to the stock or flow of vaued
goods and services. Thus a person's TWL includes not only regular employment and overtime at
work but aso household chores, child care, care of ederly or Sck relatives, work in voluntary
organisations, unions, and so on.

Inastudy by Gutek et d. (1991) work-family conflict was found to be related to the total amount
of time spent in paid and unpaid work. Another important agpect of TWL isthe responsihility for
those unpaid duties. Stress and inter-role conflicts are not caused only by the number of hoursin
different activities, but dso by having the main responsibility for seeing to it thet each of the tasks
gets done. One study (Frankenhaeuser et d., 1989), asked participants whether they or their
partner carried the main respongbility for each of the various unpaid duties in the household. An
important finding was thet not only do
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women white collar workers employed full time have a greater total workload and experience
more sress and role conflicts than men, but this gender difference increases systematically with
the number of children living a& home.

Despite women's high educationd levels and increasing engagement in the paid work force, they
dill have the main responsibility for household and child care. Consequently, women report
congderably more gress and role conflicts as well as more hours in unpaid productive activities
than do men, which possibly contributes to long-term stress-rdated hedth problems
(Frankenhaeuser et d., 1991). Because hushands did not recognise the significance of the unpaid
work, and thus of the conflicting dams upon women, their estimations of their wivesrole
conflict were sgnificantly lower than the levels reported by the women themselves (Wortman et
d., 1990). Thelives of married women workers with young children require them to face
conflicting role demands and time shortages on aregular basis (Wortman et d., 1991). For the
mgority of working men, blood pressure fdls on going home in the evening, but working mothers
blood pressure does not fal when they go home.

Future strategies

Generdly spesking, women's involvement in campaigns relaing to occupationd hedth and safety
issues has been limited. Many are employed in smdl workplaces, in the "informa" sector of the
economy; mos are occupied solely or partialy within the home. Where trade unions do exist they
have usualy been made dominated, paying little atention to the specific concerns of women.

In response to this Stuation many women have developed new strategies, more gppropriate to
their circumstances than the traditiona one of trade union bargaining. Most have been more
broadly based, involving extensve research to identify hitherto invisble hazards in predominantly
female occupations such as those described a the Congress of Women, Work, Hedth
(Barcdona 1996). The Saf Employed Women's Association (SEWA) has combined research
into occupationa hedth with organising a sdf-hep network and is gaining recognition for women
in nationd legidation and dso in persuading the trade union movement and the Internationa
Labour Organisation to take up the cause of homeworkers,

The new drategies dso recognise that ressarch must explicitly incorporate women's unpaid
housework in the conceptudisation and measurement of women'swork activities. Similarly,
traditiona occupations such as farming must dso be explicitly defined as work activity, given the
importance of the informa economy and therefore of informa jobs for women.

We know that socid support is an essentia dement in the promotion and maintenance of physica
and mental hedth. Women play a centra part in providing that support to those around them but
too often they are denied it themsdalves. Women should promote a broader definition of women's
hedlth which encompasses the full length of their lives, the full range of their activities, and dl the
discomforts and illnesses they face.
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Migration for marriage

In many traditiond cultures the clear mgority of al those who migrate a least once in their lives
are women: marrying out of their natal village into a husband's family group. Ware (1981) drew
atention to this neglected area of migration study more than a decade ago, pointing out thet little is
known about the ways in which women's lives are influenced by knowing throughout childhood
that they will haveto leave, aswdl as by having to adjust to a new life with anew family ina
new place.

Out-marriage is frequently associated with alow status of women. The bride earns her
(somewhat limited) entitlement to food and shdlter by providing labour and bearing children,
especidly sons, for her husband's family; it is not unreasonable to describe her hedth risks as
occupationa hazards. In such societies, girl children may suffer neglect; discrimination in nutrition;
and are likely to receive less hedth care and education. By the time they come to marry and
migrate, their hedth status may adready have been compromised.

Marriage in this environment is traditiondly early; childbearing begins at ayoung age and
pregnancies are frequent; so too is reproductive-rdaed ill hedth. Smultaneoudy, the young bride
is expected to take over much of the household work from other femaes, especidly from the
mother-in-law. Thus, in atypicd study from Bangladesh (Cain et d. 1979), the totd hours
worked by daughters-in-law were amost double those of the mother in the household. Hence,
these young women are amongst the most vulnerable to the various agriculturd and domestic
occupationd hedlth hazards (including violence) which have been described in earlier chapters.

The young womean has little autonomy: indeed, Dyson and Moore (1983) argued that the further
the distance she migrates from her natal family, the greater her dependence. There are
differences across societies in the type as well as the amount of socid control exerted over the
young woman, S0 that in one Indian survey (Basu, 1996), for example, only saven per cent of
women under age 30 in Uttar Pradesh could decide on asck child's trestment, while just over
haf of those in Tamil Nadu could do so. Nevertheess, the ability to act - evento assst asick
child - is, for many women in both groups, formidably condrained: it is likdy (though the question
is never asked) thet their ability to make decisons for their own hedth is sill more limited.

Migration for work

Y oung women, including those who are married, may aso migrate done in order to get work.
Some move within their own country, typicaly to the dities. Limited opportunities and lack of
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family support may lead them into progtitution or some form of sexud barter; in East Africa,
young girls provide sex for money to help support them and pay for their education (Orubuloye et
d., 1999).

Commonly, young women find unskilled and poorly paid work. With the relaxation during the
early 1980s of controls on movement in Ching, for example, large numbers of women from the
poorer rura areas found work as maids and childmindersin urban households. Their presence
exacerbating dready over-crowded conditions, they dept in passages or on the kitchen floor, and
worked long hours for wages which were insufficient to guarantee any hedth care. Some
complained of physica and sexud abuse.

Other women, whether single or married, travel abroad to find work especidly within Asig,
where according to the UN (1995), there is a uniquely high proportion of young femae workers
among migrants. These women come predominantly from Indonesia, the Philippines, Sri Lanka
and Thailand, and work largdly in the service sector epedidly in ail-rich western Asian countries.

Some never reech their destination: some 5000 Indonesian migrants, both women and men, are
edimated to have drowned between 1990 and 1995 trying to reach Mdaysain overcrowded
boats which were never desgned for open seas (Jones. 1996). Both legd and illegd migrants can
face inhumane working conditions and physical ause, aswdl as withholding of wages, on the
part of their employers. Isolaion is a particular problem. Almogt athird of Sri Lankan women
working in West Asian countries reported that they had no contact with rdatives or friends, while
others maintained communication only by throwing letters over awal or giving letters and
cassettes to street cleaners who acted as messengers (Eelens, 1995).

In some ingtances - amongst migrant workers from the Philippines, for example - the women
may be trained schoolteachers, or have other professond qudifications: they are prepared to
work abroad as maids because of the low level of wages within their country, and abject family
poverty. They may suffer from manutrition or other hedth impairments linked to poverty; in
addition, thair sense of sdf-worth may be affected by the perceived decline in datus.

Daughters of migrants, especidly of women migrants, are frequently compelled to drop out of
school to undertake the childcare and household tasks their mothers used to perform. Too early
adoption of the adult role may create gtress; in addition, it has been suggested (Edlens, 1995) that
young teenage girls lacking maternd supervison are more vulnerable to sexud exploitation.
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Migration with a family

Not dl women migrants are on their own: many - perhagps the mgority - move as part of a
family. While the threat of sexud abuse is reduced, other chalenges may include isolation from
family and friends, and language barriers which not only add to londiness but may prevent the
women from understanding health messages or negotiating the hedth system. However, asthe
UN has pointed out (1995), the invighility of women in migration data makesiit difficult to
ascertain anything about them.

Health of international migrants

In generd, however, the hedth of internationd migrantsis better than that of both the sending and
the recalving population. Two aspects of selectivity operate to produce this result. Host countries
are sdective about the people they are prepared to admit, and usualy demand evidence of good
hedlth. In addition, migrants themsdves may be particularly energetic and resilient in ther
willingness to risk the new.

Evidence from Audrdia (Y oung, 1986), among other countries, isthat the better hedth levels - at
least, as measured by mortdity - of migrants converge towards the levels of the loca population
as migrants adopt locd nutritiona and other behaviour. The convergence is gradud, and migrant
mortdity profilesin the early yearsin their new country reflect, to some extent, conditions more
typica of their country of origin than of the recipient country. The differentias are sldom large,
but may lead to somerisk of delayed diagnosis when a migrant's particular hedlth problem - such
asaparticular type of carcinoma- isless common in the host country.

Mortdity data, though, are not necessarily a particularly good indicator of day-to-day occupationa
hedth risks, as earlier chapters have shown. Migrant women are to be found disproportionatdly in
low-paid and poorly-unionised factories where they may experience inadequate lighting, ventilation
and safety precautions. They are dso concentrated in the non-formal sector where, for example,
women street vendors or legflet distributors may face exposure to sunburn and melanomas:
working conditions amongst such women are seldom studied. Women migrants are dso
digoroportionately employed in home work and paid - but poorly - by the piece; they often work
very long hours and the pressure increases the risk of accidenta injuries from, eg, sewing
machines.

Refugees

Not al migrant women leave their homes by choice: some are refugees, often from Stuaionsin
which the breskdown of law and order has lft them vulnerable to violence including rape,
involuntary progtitution and physica assault during pregnancy. The experiences they have
undergone leave some women severdly traumatised. Manutrition and epidemics are dso
common consequences of socid and economic breskdown; pregnant and lactating women, in
particular, may be especidly affected in such Stuaions. Complications of pregnancy and ddivery
are the leading causes of death amongst refugee women (UNHCR, 1995).

Women who stay home
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Where women are not the migrants, but the people left at home while the men go away to look
for work, they face an increased burden of household and - in rurd areas agricultura tasks. The
Economic Commission for Africastates smply that 'rura women's work doubles when men
migrate to the aities (Ware, 1981). Thisinvolves not only working for longer hours but, very
often, undertaking additiona heavy work, or tasks for which they have never acquired kills for
example, Turkish women have been reported as driving the tractor during their husband's
absence, and Y emeni women as participating in farming activities, such as ploughing, traditionaly
reserved for men (MakinwaAdebusoye, 1993). The hazards of accident and injury are thus
increased.

In countries like Tokelau and Tuvau, where there are 25 per cent fewer men than women in the
working ages, not even alibera transmisson of remittances back home can fully compensate for
their loss. Thisis especidly marked in agriculture, and it is thought (Kane and Lucas, 1985) that
thislack of adult maes to work the fields may provide a partid explanation for the nutritiond
problems in much of the Pacific.

The problems of women left behind by migrant spouses are not confined to developing countries.
A report on women's hedlth in the former Eastern European countries and the newly-emerging
gates (WHO 1994) noted the burdens placed on women who were Ieft in charge of households
with extremely limited resources and children who were often ill. The emigration of hedth care
personnel, and the reductions in socid benfits in those countries, intensfy the hardships.

Those who are |eft at home are dso vulnerable to the health hazards which returning migrants
bring with them. Tuberculosis is perhaps the most obvious example of a disease which the
migrant islikely to pick up in amine, or an urban dum, and pass to family members and others on
going home. The wives of migrant men are particularly at risk from sexualy transmitted diseases
and from HIV/AIDS which a partner has acquired while working e sewhere. In sub-Saharan
Africa, HIV/AIDS is tranamitted by people who work aong the roads, especialy the mgor
highways, just asin earlier times West Africa's caravan routes were characterised by high levels
of STDs and impaired fertility (Orubuloye et d., 1994)



9. REPRODUCTIVE HEALTH AND OCCUPATIONAL HAZARDS
AMONG WOMEN WORKERS

Dr Irene Figa-Talamanca, Associate Professor
Occupational Health, University of Rome ‘La Sapienza’

Introduction

Unlike other work-related pethologies, the structural and functiond differences between the male
and the fema e reproductive system determine differences in the way environmental and
occupationa hazards may effect the reproductive hedlth of male and femae workers and ther
offgpring. Some environmenta and occupationd hazards, such asionisng radiation, may damage
the human germ cdlls and are therefore of concern for both the male and the fema e worker,
while others may be specificaly hazardous to the mae reproductive system (high temperatures
are an example), or to the female reproductive system and the offspring.

The femae reproductive system is not necessarily more vulnerable to toxic agents, but rather the
effects of these agents may be different from those observed on maes for a number of reasons:

?7? women possess their germ cdls from birth, and these may be more susceptible to some toxic
substances than the cells of the rest of the body;

?7? reproductive hedth in the femde involves a complex hormond equilibrium, which can be
eadly digupted by externd agents with possible damage to the woman hersdlf and to the

offspring;

?? findly, the foetusis usudly more vulnerable to those environmenta and occupationd agents
which can penetrate through the placentd barrier (Scidla, 1992).

Concern for the reproductive hedlth of women workers has increased in recent years as
researchersidentify more and more environmenta and occupationa exposures potentidly
hazardous to reproduction, and as the number of women entering the labour force, including those
in unsafe and unhedlthy professons, isincreasing in both developing and developed countries. In
developing countries, where unhedthy industries and environmenta contaminants have often been
exported from the indudtrialised world, these new hedth risks are added to the traditiona
reproductive risks of women. In fact infection-rdaed infertility and infant mortdity are
aggravated by exposure to chemica and physica pollutants. Low birth weight and preméturity,
widespread problems in undernourished populaions, can be exacerbated by heavy and stressful
work and long working hours which are typica anong women in the newly industriaised
countries.

An exampleisarecent sudy from China showing that women occupationaly exposed to
radiation, chemicals, pesticides and noise had an increased risk for dl negative reproductive
outcomes (Zhang et d. 1992). Another example isthe case of exposure to pesticides, massvely
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diffused in the developing world. Their use without gppropriate preventive measures conditutes
an additiond risk for agricultura women workers and their infants.

In this chapter we discuss the evidence on negetive reproductive effects associated with
environmentd (and especialy occupationd) exposures among working women. This evidence
comes, for the most part, from experimenta studies and from epidemiologica research conducted
in indudtridised countries, where working conditions are relatively good, and where the rules about
environmenta exposure are stringent. The few studies conducted thus far in developing countries
are probably thetip of an iceberg, warning us about the importance of this emerging hedlth
problem of women workers.

The types of negative reproductive outcomes that have been examined in occupationd settings
include effects on the mengtrud, ovulatory and hormond patterns, with consequences for the
fertility of couples and fecundability of women; and effects on the pregnancy outcome, such as
the increased risk of foetd loss, prematurity, low birth weight, and congenital defects and disease
in the offgoring.

Effects of workplace exposures on reproductive function, fecundability and
fertility of women

The mengtrud cycle can be disrupted by strenuous physical work, with manifestations of
dysmenorrhoea, amenorrhoea, anovulatory cycles and reduction in fertility. Severd sudies have
shown the effects of physicadly demanding and stressful work both in developing countries
(agriculture, industry, etc.) and developed countries (service sector, air transport, nursing, the
armed forces etc. (Figa-Taamanca and Hatch, 1994). A study among Chinese textile workers
for example showed that sdif-reported occupationa stress was associated with dysmenorrhoes,
much more frequent among the women with elevated work stress.

Chemicd agents present in unhealthy work environments are aso known to affect ovarian
function. In the pharmaceuticd indudtry, for ingtance, exposure to hormones and akylating agents
causes mengtrud disorders to women workers. Women involved in the production and gpplication
of pesticides (ha ogenated hydrocarbons and organophosphates) have aso reported andogous
problems. Expaosure to heavy metds such as lead, mercury and cadmium in the metamechanic
industry have aso been shown to cause abnorma menses and amenorrhoea. Exposure to these
metasis not exclusve to the indudtrid setting. Thus, one study showed that the ability of dentd
assistants to conceive may be hampered if they do not take appropriate preventive measures to
protect themsalves from exposure to mercury used in the dental andgams. Solvents, such as
benzene, stirene, carbon disulfide, forma dehyde have aso been associated with menstrud and
ovarian function disturbances and reduction of fertility.

Environmentd noise and uncomfortable microdimatic conditions (too hot or too cold) prevaling in
the food industry where many women workers are employed have aso been found to be
associated with dysmenorrhoea, hormona disturbances and reduced fertility (Paul, 1993).

Many of the interferences with hormona balance due to occupationd exposures have, as a net
result, the reduction of the fecundity of women, which may manifest itself with delaysin
conceiving adesired pregnancy. This has been observed in connection with exposure of women
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to tobacco smoking, aswell asto anumber of chemica occupationd hazards. Researchersin the
Finnish Indtitute of Occupationa Hedlth, for example, showed that women exposed to solvents
(amost dways within the ‘acceptable occupationa exposure levels) often had to wait much
longer in order to concalve than those not exposed.

The solvents were those used in indudtry, in dry cleaning and in |aboratory work, such as styrene,
xylene, toluene, trichloroethylene, tetrachloroethylene. Although the delay in conception may be
viewed as a non-serious public hedth problem, its occurrenceisasignd of interference with, and
fallure of, reproductive function which cannot be overlooked.

Table9.1

Effects of workplace exposure on the pregnancy and offspring of women
workers

Work exposure of the mother in the post-conception period can cause arange of negative effects
on the offgoring, ranging from early foetd death and miscarriage to prematurity, madeve opment,
low birth weight, congenita defects and even childhood cancer.

In recent years, increasing evidence has accumulated linking spontaneous abortion to
environmenta and occupationa factors. Among the exposures identified as potentia causes of
gpontaneous abortion the following may be mentioned:

i) Solvents and organic pollutants

Many solvents are among the toxic substances routingly used at work and a home. They
penetrate rgpidly by inhdation or through the skin into the organism, and they can dso pass
through the placentato the foetus. Methylene chloride, trichloroethylene and xylene, for example,
have been found in human foetd tissue, and many other solvents can cause developmentd toxic
effects and teratogenicity.

Laboratory workers, dental and pharmacy assstants, industria workers, and especidly dry
cleaning shop workers (tetrachloroethylene), have a higher risk of spontaneous abortion than
unexposed control groups. Anaogous results have been obtained in severd recent sudiesin the
semiconductor industry (Schenker, 1995).

Evidence about the teratogenic potentia of organic pollutants comes from environmenta
catastrophes, where pregnant women were exposed to specific compounds. Thiswas, for
example, the case with methylmercury, first recognised as afoeta neurotoxicant in Minameata
and later in Iran. A dmilar caseisthat of mass intoxication by the ingestion of rice contaminated
by polychlorinated biphenyls in Japan. The exposed foetuses presented growth delay and
dructurd anomdies.

ii) Pesticides
Exposure to pesticides is agrowing concern for human hedth. The problem is particularly
important in developing countries where the mgority of the agricultura Iabour force is made up of

women. There are afew reports on spontaneous abortion and pesticide exposure from developing
countries. One such study was reported from the state of AndhraPradesh in India (Ritaet d.,
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1987), and one from Colombia (Restrepo et d., 1990). The former study observed both men and
women praying mixtures of pesticides in vineyards. The abortion rate anongst women in this
group was very high (44 per cent) when compared to the non exposed (8 per cent). The
Colombian study was based on interviews with women employed in floriculture usng a
heterogeneous mix of pesticides. Here too the risk among the exposed (both mothers and fathers)
was higher for spontaneous abortion, aswell as for prematurity and for birth defects.

Table9.2

Severd other studies suggest an association between some types of birth defects (for example,
orofacid dlefts, limb reduction, centrd nervous system defects) and occupationd exposuresto
pesticides. One source of data about the teratogenicity of chlorinated pesticides, in particular
2,45T and TCDD (dioxin) refersto rura Viethamese populations exposed during the war. Other
evidence comes from animd studies. However, a present this association is not consdered
established and future research, both in laboratory animals and in human populations, is needed.

Exposures associated with the health professions

Paradoxica asit may appear, hedth professonds are often exposed to many different hazardsin
their workplace. These hazards include anaesthetic gases, cytogtatic medicines, disnfectants,
radiation, shift and night work, lifting of weights etc.

Operating room personnd were amongst the first groups to be studied from the point of view of
reproductive hedth. Although not al the studies which indicated negetive reproductive effects
among operating room personnd are now consdered reliable, some negative effects (in particular
reductionsin fertility, the incidence of spontaneous abortion and birth defects) were consgtently
demondtrated in connection with anaesthetic gas exposure. The results of the various studies -
evenif not dwaysvdid - certainly contributed to improvements in making operating rooms a
safer place for both workers and patients.

Antineoplagtic drugs too have been shown to increase the risk of birth defects and spontaneous
abortion. Again, not dl findings are conggtent, and not al nurses are exposed, even if they handle
such drugs. However what is known is sufficient to dictate maximum protection for the staff
involved.

There are many physica and ergonomic factors in the hedth care setting which have been
associated with an increased risk of spontaneous abortion, including eectromagnetic fidld waves,
physica and mentd stress and shiftwork, but here too the results are not clear cut. Nonetheless,
again preventive measures are indicated even when the research results are uncertain.

Physical agents and work with VDTs

Among physcd agents, ionising radiation is the hedth hazard best known and controlled from the
point of view of reproductive heglth. Exposure in pregnancy is regulated by internationdly
accepted drict rules. Initslatest recommendations the Internationad Commisson on Rediologicd
Protection (ICRP) set the maximum alowable dose during pregnancy below 1 mSv. In generd,
exposures in the workplace are far below those expected to harm the ovaries or the foetus, and
there are no recent studies on thisissue.
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However, new technologies have introduced new types of exposures to physical agents such as
video terminas. Up until about ten years ago, there was no information about the possble effects
of thistype of work on reproduction. Because of public concern, the United States Nationd
Indtitute of

Occupationd Safety and Hedlth conducted a large study among tel ephone operators. The results
showed no association between their work with VDTs and spontaneous abortion. An analogous
study was conducted in Finland for smilar reasons. Again the results were mostly negative.
From the many studies that followed, the overal evidence suggests that work with VDTs
nowadays does not condiitute arisk to the reproductive hedlth of women and their children.

Heavy workload and postural factors

Thefirg large sudy on the role of workload on pregnancy was conducted in Montred and was
based on data from over 30,000 women (McDondd et d., 1988). Conditions which gppeared to
contribute most to spontaneous abortion and low birth weight were long working hours (more
than 40 hours'week), physical effort and lifting heavy objects. Thislast factor has been confirmed
by other more recent studies, which have aso identified frequent bending and chronic abdomina
pressure as potentidly condtituting arisk, of late abortions in particular.

Physica labour of the mother has long been known to be arisk factor not only for spontaneous
abortion, but dso for low birth weight and premature birth of the infant. Recent sudies have
examined more subtle work exposures such as posture, shift work and working hours. French
investigators (Mamelle and Munoz, 1987) have developed a ussful scale for measuring
occupdiond ergonomic factorsin pregnancy, which includes five parameters. posture, working
with amachine, physicd exertion, mentd dress, and
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generd environmentd dress. Each item is scored as high (value 1), or low (vaue 0), and the sum
of the five scores can be used to predict the risk that awoman may have a premature or low
birth weight baby.

Low birth weight is dso rdlated to chemica work exposures, and thisis not surprising given its
well known association with tobacco smoking. Chemica exposures which have been shown to
be associated with low birth weight include polychlorinated biphenyls, work in the metd and
eectricd indugtry, organic solvents and pesticides (Nurminen, 1995).

The possibility that materna occupationa expasures might be related to cancer in the offgpring
has aso been invedtigated in a number of sudies. The hypothesisis based dmog exclusively on
experimental anima sudies (transplacental cancerogenesis). The only human evidenceisin
relation with a drug (DES)which, administered in pregnancy, caused a number of cancer casesin
the offspring. Thus far, studies conducted to ascertain such an effect among women (and men)
exposad occupationdly to a variety of risks are not conclusive Savitz, 1990).

Some studies have shown getigtical associations between some childhood cancers (especidly
cancer of the brain and leukemia) and professiond exposure to some chemicals (solvents,
pesticides, fertilisers, PCB etc.) but the causal link between these exposures and childhood
cancer is not consdered established.

Prevention and Policy

This brief overview has shown that at present there are many documented occupationa
reproductive hazards for women that should be placed under control, and others for which
further research is needed.

All countries have specific legidation amed a protecting the pregnant worker and the foetus.
Following the Internationa Labour Organisation directives, maternity protection laws provide for
maternity leave before and after parturition and regulate the conditions under which awoman
qudifies for maternity benefits and is pratected from dismissal. Many countries also have
legidation about the remova of pregnant women from hazardous tasks accompanied by more or
less equitable job security measures.

It should however be remembered that unreasonable 'overprotection’ of women may be both
scientificadly unsound (men as well as women are often vulnerable to the same hazards), as well
as disadvantageous to the economic well-being of women. An example of a'protective policy
damaging women was the so-cdled foetd protection’ policy adopted by some North American
indudriesin the 1980s, whereby women of the reproductive age were given the option of ether
derilisation or unemployment. The United States Supreme Court put an end to this discriminatory
practice, on the basis of the legd and ethical principle that the workplace should be safe for dll
workers, including pregnant women.

Important stepsin this direction have been taken by the European Union, which has recently
developed uniform directives for the protection of women workers, and for the labling of
chemicas for reproductive toxicity. The next step is to reach an internationa agreement about the
classfication of reproductive hazards, and on the precautions to be taken for the protection of the
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reproductive hedth of both women and men. Such agreement should include a commitment on
the part of the industriaised countries to discontinue the exportation of hazardous indudtria
processes to the developing world, and rules smilar to those in the west to sefeguard the hedlth of
working men and women in the developing world.
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Table9.1 Exposureto organic solvents and reduction in fecundability among female
workersin Finland

% reduction in fecundability

Solvent among the highly exposed
Tetrachloroethylene 31
Trichloroethylene 39
Toluene 29
Aromatic hydrocarbons 19
Aliphatic hydrocarbons 37
Ha ogenated hydrocarbons 47
Miscellaneous solvents 30
Any solvent exposure 56

Source: (modified) Sdlmen et d., 1995

Table9.2 Oddsratio for various pregnancy outcomes before and after work in
floriculturein Colombia

Exposuregroup
Pregnancy outcome Femaeworkers Maeworkers
Spontaneous abortion 22 18
Prematurity 18 28
Stillbirth 09 0.9
Birth defects 14 15

Source: Restrepo et d., 1990 (modified).
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The extent of care-giving

Women across the world have traditiondly been dlocated the maor responghility for providing
careto theinfirm and the dderly, especidly within afamily. Few women, a some gagein their
lives, escape the prospect of assisting and nursing asick or disabled child, partner, parent or other
relative, whether those relatives are natal or acquired through marriage. Some such episodes are
short-term; many others, however, involve long-term demanding care for those who are suffering
profound and severe handicap.

Contrary to what is sometimes believed, family care for those who need help because of disability
is the predominant type of care in indudtriaised aswell as developing countries. An Audraian
survey of caring in families (ABS, 1995) reported that even where the handicap was profound or
severe, two thirds of those involved lived in afamily. One quarter of those who had a profound
handicap, which meant that they required help with some basic living activity, were aged 60 or
above.

The same survey found that, amongst the principa carers - those with the mgor responsibility for
looking after ill or disabled family members - two-thirds were women. Women of al ageswere
amog invariably the principa carers of a child with handicaps. Depending upon the woman's age,
women were twice to three times more likely than men to be the principle care-giver for a
parent; they were aso about twice as likely as a man to be caring for other family members or
friends. Only where it was a gpouse who needed care did the numbers of mae principa carers
gpproach - and, in the case of maes over age 60 - exceed those of female carers.

Multiple responsibilities

Being aprincipd provider of care is seldom the sole responghility of the caregiver; in the
Audrdian survey, about a quarter of dl principa carers were parents living in a household with
dependent children who needed their routine care - while dso having the main respongbility of
caring for another, handicapped, person.

Caring and employment

The responshility of providing care may continue for many years, and may severdy limit
opportunities to pursue employment, recregtiond or educationd activities. Labour force
participation rates, in the Austrdian survey, were lower anongst principa carers than amongst
the population as awhole: women who were principd carers, however, had even lower
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participation rates than male carers. Thus some of the occupational hedlth problems associated
with being a carer may be exacerbated by, or even be primarily the result of poverty.

Nevertheess, sudies in Europe (Phillips, 1996) suggest thet athird of those people who are
employed are caring for an adult, mainly an older person. The 'typicad employee in such
circumstances will be femae, married and between 40 and 50 years of age. Amongst the hedlth
problems faced by employees who are dso carers, tiredness, guilt and worry aswell as physicd
conditions like back problems were common. The use of vacation and sick leave by the worker to
provide additiond care exacerbated the problems amongst some employees.

Even when the caring role has ceased, the possibility of employment may be reduced for those
who have been out of the workforce for a number of years. Four fifths of the Audtrdian carers
who wished to re-enter the workforce believed that limited experience or education, and their age,
would make it difficult for them to find ajob. They may well be correct: another sudy, of the
long-term effects of caregiving, reported that those who had been carers for more than 10 years
were generdly lesslikely to bein ajob. Women carers who do have jobs, ether full-time or part-
time, of course face the challenge of multiple rolesin a particularly acute form.

For many women, particularly in Africa, the AIDS epidemic has brought additiond concerns.
AIDS patients are predominantly cared for by femae reatives, who may experience tenson
from, and reduced contact with, neighbours. Some of the women carers have had to give up or
reduce their income-earning activities, so that they too become a burden on their families.
Caegivers have, increasingly, to support both children and old people, as the epidemic depletes
the ranks of young and middle-aged adults (Cadwell e d., 1994).

Health problems of carers

Principa carers, in particular, are likely to experience a number of other problems which affect
their health. Those reported in the Audraian survey included interrupted deep, loss of contact
with friends and srains on family relationships and - amongst principa carers of partners or
children - increased stress-related illness, worry, depression, anxiety, anger or lack of energy.

The care professionals

Further ingghtsinto the occupationa hedlth Stuation of carers can be gleaned from a survey of
home help and persond care workers employed in the United Kingdom (NUPE, 1993). Under
the auspices of loca government, these workers provide domestic and persond assistance to
clients; most were employed as casud workers with very low pay scales. Low pay and low
datus are frequently encountered in the forma care sector, which predominantly employs
women.

Over one third of those who responded to the NUPE survey had received no training of any kind,
and fewer than haf had been trained to lift people safdly, dthough tasks which involve ahigh risk
of back injury are known to include bathing people, helping them on and off commodes or in and
out of bed aswedl aslifting or carrying ether people or heavy loads. Where - asin thisingtance -
the occupationd hedth risks of paid carers are given little attention, the risks amongst unpaid
caesarelikey to beignored dtogether.
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Health problems amongst professional carers

Although nurses are more likely to have been given training in such tasks, they remain vulnerable
- asan earlier chapter has dready indicated - to back and arm injuries, especidly sprains and
grains. An expert assessment of occupationa hedlth risks in Spain (Ajuntament de Barcelona,
1992) d s identified muscular conditions as a continuing problem amongst hedth workers. In
addition, the experts identified other heelth risks for health workers as being the danger of
contamination (from both live agents and such things as radiaion, solvents and medicines); menta
dresses, and long working hours, rotating shifts and night work.

When the Spanish hedth workers themsdlves were asked to identify their own perceptions of
hedlth problems associated with their occupation, their greatest concern wasthe risk of infection,
followed by the physica effort - and frequently uncomfortable postures - which their work
involved. Insufficient saff, and insufficient holidays, together with night work and roteting shifts,
were further sources of stress.

Thesefindings are amplified by astudy of sressin health occupations (Heim, 1992) which found
that stress was more pronounced amongst health workers other than physicians and more among
women than men, partly because of the dua workload of family care and professona worker.
The types of dress suffered by hedth workers rdated to their close involvement with patients,
workload and lack of independence. The occupationd hedlth problems of carers thus appear to be
amilar whether or not the carer is paid for the work.
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Introduction

The very notion of 'sex work' is controversd: it may be judged immord or subjected to
theoretical critique by those who argue that in sdlling sex awoman sells hersdf and that sex work
is therefore dways an indtitutiona and persond abuse of those women who take part in it
(Jeffreys, 1995).

But for many thousands if not millions of women, sex work is an occupation. While there are no
globa estimates of the number of women sex workers, the number isvery large. Up to hdf a
million women have been esimated to work in sex work in Thailand done (Bloor, 1995) and the
numbers are growing ragpidly in countries like China and Eastern Europe where socia change has
permitted the sudden development of sex work on alarge scae (Pan, 1996; Bolvary and Vacziz,
1996). Crosshorder sex work, especidly involving women from Centrd and Eastern Europe, is
aso on the increase (WHO, 1994).

How are we to understand the diversity facing health issues of this vast number of women
engaged in sex work around the globe?

Sex work and its hedth issues cannot be understood as a unitary globd phenomenon. Sex work is
characterisad by diversty of organisation and practices both across and within societies: the
practices and problems engaged in by workersin the developed West are different to those of the
developing world; women in different countries within those regions face different issues and
within countries, women in the different sectors of sex work are differently circumstanced.

But despite diversity of organisation, practice and context, the mgor questions that need answers
for the understanding of the occupationd hedth of women sex workers are genera and of globa
relevance:

To what extent are women able to practice the occupation under circumstances of their own
choosing?

To what extent are women able to protect themselves from any adverse consequences of
engaging in sex work?

The answers to these questions have to be sophidticated. A congderation of the occupationa
hedlth of women in sax work has to consder the power relations within which sex workers
operate. Freedom of choice is an empty phrase when women are effectively disempowered by
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persond psychologica factors or ignorance of the hedth consequences of behaviours, or by
gructural factors such as economic, socid or legidative condraints.

Condderation of the adverse consequences of sex work has to be equally complex. Recent
surveys and research on sex work have tended to focus on sex workers potentid for the
transmisson of HIV or other sexudly transmissible diseases (Bloor, 1995; Day, 1988,
McKeganey, 1994) and more is therefore known about the sexud hedlth of sex workers than of
their broader physica or menta hedlth. In generd terms the mgjor hazards to sexua hedth are
sexudly transmissible diseases and resultant mortality, infertility and gynaecological problems;
hazards to physica hedth relate to occupationd exposure to violence and problems resulting from
drug and acohol use; mentd hedth hazards arise from stigma and powerlessness and include low
Hf-esteem, psychologica problems and increased risk taking. The areas of physical and menta
hedlth hazards remain in particular need of research.

The developed world of the West

Nearly ten years ago an editorid review in the journd ‘AIDS pointed to the graduad
professonaising of sex work in the West (Day, 1988). Careful in-depth research carried out by
Sophie Day and her collaborators pointed to the persond dtrategies employed by women to
demarcate their commercid sex exchanges aswork, primarily by usng condoms, in contrast to
non-commercia contacts where asasymbol of intimacy, condoms were not worn (Day and
Ward, 1990). Since then, much research has shown this pattern of high condom use with
commercid partners and low condom use with private partners to be characteristic of sex
workers throughout the West.

As condom use is characteridicaly high in western sex work, consequent infection with HIV and
other sexudly transmissible diseasesis low (McKeganey, 1994). Neverthel ess condom use is not
invariable and the reasons for this are incompletely known. There are some investigations that
suggest the persond characteristics of sex workers play apart in their condom use
(Vanwesenbeeck et d, 1994), but probably more important are the characterigtics and the
leverage of the other actors who congtrain sex work, most notably customers of sex workers but
aso those who manage or orchedtrate the circumstances of sex work such as brothe owners,
pimps and police

Research in these areas is only beginning but dready commentators have pointed out that sex
work isa'strategic rdationship' in that it is a gte for goecific techniques of power. When sex
workers are in control and able to seize the interactiond initiative in the sexud exchange, condoms
are used; when clients are in control condoms are not used. As a recent survey of HIV
transmisson argues "Where unsafe sex is occurring it isin response to the wishes of clients not
progtitutes, and reflects the client's domination of the encounter' (Bloor, 1995).

Thisisnot to argue that in the West most encounters between sex workers and clients are
violently or even explicitly contested. A Dutch study of alarge number of clients has suggested
that most men consder themsdves 'consistent condom users (Vanwesenbeeck et d., 1994).
However recent in-depth work among such men in New Zedand revedls them to abjure
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responghility and initiative for condom use and rather to acquiesce in worker control (Plumridge
etd., 1997).

It is evident that sex workersin the West sl continuoudy have to seek strategies for control of
their working lives but understanding of the contexts that most empower thisisincomplete.
Whether progtitution is best legdised, decrimindised or legdly circumscribed continues to be
debated. In al jurisdictions, some sex workers do not fare well in terms of sexua hedlth. Those
involved with injecting drug use may be less able to indst on safer sex (de Graef et d., 1995) with
consequently more HIV and other infections (Bloor, 1995). Those from minority immigrant or
indigenous groups are often those with the poorest hedlth (de Graef et d., 1992; Paschane et d.,
1996); and those with poorest living conditions and resources give 'less priority to hedth’' (Serre,
1996).

Violence remains alittle researched issue in the lives of sex workers. While media reports may
meake this sensationd, research on the topic indicates that for many sex workersviolenceis
routine. A British Columbia study of street working women showed 77 per cent had experienced
violence & work in the last Sx months, about 60 per cent of the women had been sexudly
assaulted, about 50 per cent had been beaten by a cusomer and 14 per cent had been robbed.
About one third of the women had turned to the police while working, but only 11 per cent
indicated police 'did agood job'; haf found police treated them disrespectfully (Lowman and
Fraser, 1995).

It isclear that different regimes of policing have differentia effects (Larsen, 1996), but the
impacts of legidation on sex worker hedlth are far from fully understood. The highly varied
legidative regimes that exist in Austrdian states present the opportunity to better understand the
rel ationships between legidation and sex worker autonomy and hedth. It seems a present that
legdisation may not be without its drawbacks: while women inlegd brothels are reported to have
good sexud hedth (Pyett et d., 1996), those in sectors operating outsde legd regime are highly
vulnerable to adversity induding risk of deeth and physicd injury (Neave 1994).

Even in circumstances where violence and coercion is not a mgor problem, the menta hedth of
women can be affected by sex work. There are reports of women being emotionaly numbed or
worse by the routine of sex in which they engage (Day and Ward, 1990; Hoigard and Fingted,
1992) but such reports are not universal. There are reports of women who get a least amodicum
of pleasure from their work (Perkins, 1994; Vanwesenbeeck et d., 1994), and some progtitutes
rights organisations have argued that sex work could potentidly be an active expression of
women's sexudity:

'Prodtitution is marked in the present socid context by power imbaances: gender, dass and recid
inequdlities that sructure society are played out in prodtitution. ....Rights groups contend thet if
progtitutes were enfranchised and progtitution decriminalised then the means for actuaizing the
new proditute identity on a collective basis would bein place (Bdll, 1994)

In redlity however, organisations of sex workersin the West continue to lobby and organise for
better socid, political and legd frameworks to empower women in the sex industry. They are
not dways successful (van der Podl, 1995).
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The developing world

In generd it is known that in some countries of the developing world, sex work has played an
important role in the transmission of HIV infection. Infection rates have been reported to have
increased dramatically among sex workers in some countries. In some parts of Indiainfection
rates among sex workers are reported to have increased from one per cent in 1986 to 38 per cent
by 1994 (Bloor, 1995). A globa survey of HIV infection rates among sex workers published that
year presented infection rates as high as 62 per cent in some African cities and over 40 per cent
in Thailand (McKeganey 1994).

The persond hedth implications of these aggregate figures can only be imagined, but no doubt the
circumstances of sex work that underpin these figures are often grim: there are reports of
enforced prodtitution, trafficked women, financid indenture tantamount to davery and children
recruited into progtitution with consequent life-long physicd and menta damage. Limited research
is done on such abuses: it is nat only difficult, but potentialy dangerous. Research that does exist
reveds circumstances of degradation that must have profound impacts on the hedth of sex
working women. Women sold into sex work in Bombay have been reported to live ther livesin
single rooms where they rear their children, cook, clean and service their customers (Thanckar
and Nigudkar, 1994). In parts of South America, the forgotten continent' of the HIV/AIDS
epidemic, sax worker women are reported to work in deplorable conditions (Cornman, 1996).

But the picture is by no means uniformly hopeess or grim. HIV and other sexudly transamissible
dissases are not high in al parts of Africa. In some parts of Indiawomen whose work has
traditiondly been progtitution have managed to retain dmost complete control of their working
lives and have been ableto ingst on amost 100 per cert condom use by their customers (Bhatt
and Baltes, 1994). In other countries, the health of women varies with the sector in which they
work. In Thailand for ingance, women in brothels and massage parlours have been able to secure
much higher levels of condom use than women who work from disguised venues such as
restaurants where sexua servicing is not explicit (Komatsu et d., 1996).

Sex work in developing countriesis often characterised by socid didocation. For ingance in
China the number of sex workersisincreasing rapidly and women are reported to be unable to
protect themsalves from the violence and demands for unsafe and unprotected sex from their
customers (Pan, 1996). In Liberia, in the wake of war and military encampments vulnergble
children have entered sex work, with adverse consequences for their sexua hedlth (Elliot, 1996).
On the other hand, sex work in other parts of the developing world have long traditions which
may be either beneficid or adverse to the hedth of women engaged in it. In some parts of Africa,
sex work isindigtinguishable from forms of marriage. It may be highly variable even within a
locdity: sex work is reported to be practiced quite differently by different triba groupsin even one
city (Bloor, 1995). But tradition may highly stigmatise sex work. In Turkey for ingtance sex
workers are explicitly stigmatised and denigrated (Sunar, 1996). In countries where legidators
attempt to develop new regimes to control sex work, the results may be disastrous for sex
workers. In Argentina, the implementation of punitive measures againgt sex workers have driven
sex workers away from interventions and agencies that assist their hedlth; it is clamed that this
legidation will contribute to the spread of AIDS and the persond misery and ill-hedth of sex
workers (Vazquez, 1996).
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The picture of sex work in the developing world is thus highly complex and much remains unclear
about the effects of socid tradition and didocation, and legidative regimes and implementation.

Sex tourism is ds0 a phenomenon of sex work in developing countries, often on amassve scae.
Some two million sex tourigs ayear are estimated to visit Thailand done (Bloor, 1995), but sex
tourism takes place in other countries of Asa, Latin and South America and eastern Europe. The
effects of sex tourism are not clear and may not be unitary. Some reports indicate that the
women can serve their own ends by catering to foreigners (Day, 1988), others that their mae
customers have dmost unlimited power to secure even the unsafest forms of sex (O'Connell-
Davidson. 1996; O'Connell-Davidson and Brace, 1996). Much remains to be understood about
sex tourism.

Conclusions

The occupationa health of women in sex work varies with the meanings, customs and contexts
of sex work in their local area. The most crucia determinant of their hedth however, isthe
degree of control they have over their working lives. In agenerd way it is clear thet the
interventions and contexts that enable women in sex work to control their working lives are better
protection for their hedlth as sex workers - and better protection for those who buy their sexua
sarvices. However, despite this generd understanding a greet ded more information and
knowledge is needed about the specific contexts of sex work.

A combingtion of innovative methodologies and freedom from mord or culturd judgement will be
necessary to illuminate these contexts and decide how best to protect the hedlth of sex workersin
an occupation that is both globdly diverse and continuoudy subject to dynamic change. Western
perceptions may colour understanding and misrepresent non-western practices, inflexible or
narrowly focussed research techniques may fail to illuminate the complexity of the issues. While
urvey investigations can reved information about sexud activity and its Satistical co-factors
relating to disease and morbidity, more than thisis needed. We need a better knowledge of how
persond, socid, economic and legidative contexts congrain sex workers.  Only then will we
comprehend occupational health issues and solutions.
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Case Studies. Sex workersin Melbourne, Victoria
Priscilla M Pyett, Centre for the Study of STDs, La Trobe University,
Melbourne

1: Brothel Worker

Margo was 34 years old and a sngle mother living with her two children. She had
worked intermittently as a sex worker for six years and had become increasingly reliant
on the money she could earn from regular shift work. She was now working three
shiftsaweek in alicensed brothd. The main problems with the way she worked were
that she was not paid unless she had any clients and the long shifts were often boring,
particularly when custom was dow.

Margo had recently broken up with her partner, Dave, after coming to the conclusion
that it wasimpossble to maintain a private relaionship while doing sex work. Dave
had become more and more moody and difficult, refusing to dlow her to make any
mention of work. She suspected that he was jedous of the sex she had with clients,
dthough Margo did not fed that the sex she had with dlients was anything like the sex
she had with Dave. For one thing, Dave refused to use condoms and because she
aways used condoms at work, Margo felt she was safe with Dave. It was often
difficult for her because Dave could be sexudly demanding when she came home
from work. While she would long for some affection from Dave &fter along shift, she
was not S0 keen to have sex so close to working. This became a source of many bitter
arguments between them.

Margo had not told her family or friends that she was a sex worker and she hoped her
children would never know. It was particularly stressful not being able to talk about
work with Dave since he was one of the few people who knew what sort of work she
did. She trusted one neighbour and had given this woman's phone number to the
children's school and after-schoal care as she did not want to be contacted at the
brothel. When Margo or one of the children was sck, she could not go to work and had
to go without pay.

Margo got on well with the brothd manager and liked the way the brothe was run.
The other workers were friendly and the management supported safe sex practices.
When the women noticed that some clients began to expect sex without a condom,
they suspected that one of the other workers was offering unprotected sex. Margo was
very relieved when this worker |eft the brothel. Condoms and lubricant were supplied
by the management and the brothel carried a Safe House endorsement from the
Progtitutes Collective. Margo had attended safe sex workshops and was confident that
she could protect hersdf from STDs. She dways examined the clients as part of the
massage sarvice and would not provide a sexud service if she suspected the dlient had
an STD. Margo would cdl in another worker and together they would advise the client
to seek medicd atention. If the client was difficult or threatened to be violent, the
workers would cdl the manager immediately and the client would be removed.
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Case Studies: Sex workersin Melbourne, Victoria (continued)

2: Street Worker

Danni was 17 years old and had been working on the streets for 18 months. She had
been sexudly abused by her step-father and was made award of state when she was
seven. She had lived in numerous foster-homes and ran away from the last one when
she was abused again. For ashort time she lived in a state hostd where she was
befriended by another young woman who encouraged her to try sex work. Together
they would escape from the hostel at night and return in the early hours of the morning.
Although Danni hated the work, she wanted to be able to save enough money to be
able to rent aflat with her friend.

She began using drugs to help her get through the nights and forget about the sexud
acts she had to perform. Danni hated having any kind of sex without a condom but
sometimes she ran out of condoms and would try to get away with doing only oral sex.
She worried about STDs and felt sure she would end up catching something. Because
she was too young to be able to rent aroom hersdf, Danni just let the dlients take her
wherever they chose. She usudly performed the service in the dient's car, but
sometimes let the man take her to a hotd room. Sometimes the effects of the drugs
meant that she was not in control and she cannot be sure what happened with some of
her clients.

Every night she was afraid she ‘would end up killed or dead' but dthough she tried to
asxss aclient before she got into his car, sherdied on her indtincts and just hoped she
would be safe. She had been punched and kicked by one man who had wanted sex
without a condom, and another had held a knife to her throat before he threw her out of
the car without paying her. Danni had never reported these assaults to the police
because she was afraid she would be prosecuted and fined for soliciting.

Her drug habit was taking more and more of her money and even when she had
worked five or Sx nights aweek she had not been able to accumulate any savings. For
afew months she lived with her dedler and was exchanging sex for drugs but she was
kicked out when he was busted by the police. Since then Danni had been moving
between cris's accommodation, backpacker hostels, motels, hotels and sguats. Because
of her irregular lifestyle and working hours, she found it difficult to establish routines or
eat regular medls. She relied on fast foods and dept when and where she could. It was
not uncommon for her to redise it was two days since her last med. She often feds
severdly depressed but has no-one other than awelfare worker to turn to for support.
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Dr Kaisa Kauppinen
Finnish Institute of Occupational Health

A good work environment requires not only the dimination of hedlth hazards a work, but aso
that health and well-being be actively promoted. More research and better Satistics are needed to
describe the risks and psychosocid conditions faced by women at work. One such emerging risk
factor is sexud harassment.

Sexud harassment, or unwanted sexud attention or sexudlymotivated behaviour thet
embarrasses afemae worker, is not anew phenomenon, but it is only recently that the business
world, unions, and individua workplaces have sarted to teke it serioudy. The term first cameinto
use around 1974. Since then, the discovery of sexud harassment in the workplace has received
consderable attention. During the 1980s there was a growing awareness that sexuad harassment
was awidespread problem (Rubengtein, 1992; World Bank, 1994).

Sexud harassment isredly a new name describing an old problem. There has been atendency to
'slence its exisence, and not until recently was a common terminology invented to describeit.
Today, thereisagrowing body of empirica research documenting the incidence of sexud
harassment at work. The expert report carried out on behdf of the European Commission (1993)
found that sexua harassment is a serious problem for many working women in the European
Community. Research in its member gates, including Germany, France, the Netherlands and
Denmark has proven that sexud harassment at work is not an isolated phenomenon affecting a
few individua women. On the contrary, it is clear that for millions of women in the European
Community, sexud harassment is an unpleasant and unwanted part of their daily working lives.

Definitions of sexual harassment

Sexud harassment is a complex socid problem, and there isno sngle and precise definition for it.
Since sexud harassment is a subjective experience, drawing a line between harassment and a
friendly encounter or flirting is not dways easy. However, certain objective characterisations
have been formulated based on new research evidence. The legidation againgt sexud harassment
is basad on these definitions and formulations.

A generdly accepted view (shared by the European Commission, among others) isthat sexua
harassment means unwanted conduct of a sexua nature, or other conduct based on sex affecting
the dignity and well-being of women (and men) at work. The essentia character of sexud
harassment isthat it is unwanted and unwelcome by the recipient. What digtinguishes sexud
harassment from friendly sexud behaviour or flirtation is that
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it isnot mutud; it is not welcome, it offends, and it threatens. Sexualy unwel come behaviour
makes the affected person fed uncomfortable and uneasy a work (Rubengtein, 1988; Vaux,
1993).

The European Commission (Wilson, 1995) lists sexuad harassment into five categories:
?? Nonverbd (eg. pin-ups, leering, whistling and suggestive gestures)

?? Physicd (e.g. unnecessary touching)

?? Verba (eg. unwecome sexud advances, propositions or innuendo)

?7? Intimidation (e.g. offensive comments about dress, appearance, or performance)
?? Sexud blackmall.

Sexua harassment can take many forms. It may involve physical contact as when someoneis
patted, stroked, or held againgt their will. Being pinched, squeezed, grabbed, groped, and more
serious sexud assaults dl condtitute physical sexua harassment. It may be verba or
psychologicd: garing, leering, Sanding too dose for comfort, being followed, threstening body
postures, sexud remarks or taunting, olbscene gestures or jokes, explicit conversations about sex
which cause offence, as wdl as subtle or explicit pressure for sexud activity. Non-verba
harassment refers to the display of sexudly suggestive pictures, sexist caendars, objects or
written materids, whigtling, looking (‘devator look’) or making suggestive gestures (Wilson, 1995).

According to various surveys, verba abuse or verbaly suggestive comments (such asjokes,
emotiond come-ons) are the most frequent forms of harassment, followed by non-verbd
harassment (touching, following, leering), and rdaiond or sexud pressures. This order pergst in
Spite of large differences among these surveys. verba comments are the most frequent forms of
harassment, followed by sexud podturing (e.g. leaning, following), sexud touching, sexud bribery,
and sexud assault (Rubengtein, 1992; Gruber et d., 1966).

There are differences in men's and women's perceptions and interpretations of sexua
harassment. Women are more likely to define behaviour as harassing than men, whereas men
are more likely than women to view sexud behaviour a work favourably (Gutek, 1985). A
comprehensve Finnish sudy on sexud attitudes and behaviour (Kontula & Haavio-Mannila,
1993) showed that men and women experienced sexud attention at work in different ways. Of
the men who had been objects of various kinds of sexud activity or initiaive that they had not
initiated (such as verbd harassment, jokes or teasing, sexudly suggestive gestures, pinching or
touching), haf found these activities postive and hdf offensgve. Of the women, an overwheming
mgjority found them offengve and intimidating. It would gppear that men and women view the
same stuations differently. It isimportant, however, to note that not al women and men interpret
sexud behaviour in the same way: thereis awhole range of individua variation.
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Consequences of sexual harassment

The consequences of unchalenged sexua harassment are to poison the organisationa culture,
both in the long term and on adaily basis Sexud harassment creates an intimideting, hostile and
unfriendly working atmosphere (Rubengtein, 1988; ILO 1992). Psychologicaly, sexud
harassment resultsin anxiety, tension, irritability, depresson, ingbility to concentrate, d egplessness,
fatigue, heedaches, and other manifestations of stress at work (Wilson, 1995). Thereisaso
growing evidence to suggest that women experience guilt and sdf-blame over harassment
(Nicolson 1996). Wdl-documented research has shown that sexua harassment resultsin
damaging emationd, physica and work-performance diress; it leads to absentesism, sSick leave,
being less efficient a work, or leaving the job to seek work esewhere (Commission of the
European Communities, 1993).

Sexud harassment has a direct impact on acompany's profitability and economic efficiency
when the employees productivity and motivation are reduced by having to work in acdimate in
which theindividua workers integrity is not respected. Additiona expenses are the codts of
investigaing

and defending complaints, legd codts, as wdl as the business cogt of lasing public goodwill after
negative publicity. It has been reported that sexua harassment cogis atypica Fartune 500
company approximately US$ 6.7 million each year as aresult of lowered productivity, low
morae, and increased absentesism and turnover (Wilson, 1995).

Psychodynamics of sexual harassment

Sexud harassment happens to men as well aswomen, but rardy (Gruber et d., 1996; Jarvholm,
1996). Mogt surveys have found that harassment is predominantly perpetrated by men againgt
women. Gutek (1985) has estimated that perhaps one to two per cent of men experience sexud
harassment in their working lives, which observation accords with the results found in the Nordic
gudies. Mogt vulnerable maes are young men working in femae-dominated work groups, for
example as nurses or daycare workers (Kauppinen and Lammi, 1993).

Sexua harassment points to the unequal power relations between men and women at work
(Nichols, 1993; Lorber 1994). Sexud harassment has been found to be a means by which the
more powerful control, manipulate or even humiliate persons with less power. It is dill rare for a
womean to hold the organisationa power position that would alow her to reward aman for sexud
co-operdion, or punish him for withholding it (Wilson, 1995). Sexud harassment is seldom an
atempt to initiate a sexud reaionship (it is not romantic), but rather a use of power by men
agang women (Rubengein, 1992).

Sexud harassment is disproportionately perpetuated by mae supervisors or managers upon
femde subordinates. In Britain, it is estimated that 94 per cent of the harassers are supervisors or
members of management (Wilson, 1995). It appears that sexudly offensive behaviour and
atitudes by a person in aposition of authority are more gpt to be perceived as 'severe and
threatening than those by a peer or a subordinate (Gruber et d., 1996). Thereisacorrdation
between bullying or mobbing behaviour and sexud harassment (Kauppinen Toropainen, 1993).
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The psychodynamics of sexua harassment tend to maintain an unequal power structure between
the sexes, forcing women into compliance with sexua aspects of their treditiona role (Gutek,
1985). Such behaviour defineswomen'srole as sexud object rather than as colleague. Thisis
most typically the case when women are entering formerly al-male workplaces, schools or
professons, where there is afear that prestige, Satus and sdary levels may be undermined by an
influx of women. Thus the members of the mgority gender group (maes) guard thelr territory in
the workplace or schools through sexua harassment. This type of behaviour isaimed at
undercutting women's position and work performance; the purpose is to shake women's
assertiveness and ambitions (Lorber, 1994).

Research into sexual harassment

Thereisagrowing body of empirica research on sexua harassment a work. The research
findings vary according to the group or the sample questioned, the size, levels of knowledge asto
the problem, and the precise questions asked. Sexud harassment takes place in dl sort of work
gtuationsincluding military units, government agencies, factories, hospitds, and rdigious
organisations. It can happen in the academic world too.

A survey of 776 women students at Cambridge University carried out in 1989 found that onein
ten had suffered unwanted sexud attention from academic saff, most of it mild: suggestive looks
and remarks, sexud jokes, and being 'eyed up'. However, two per cent said that the harassment
had taken the form of requests for dates or sex and unwanted kissing, touching, and grabbing
(Wilson, 1995).

Similar results have been found in Sweden (Hagman, 1988) and most recently in Finland. A
survey by the Helsinki University Equdity Officein 1995 found that seven per cent of the
academic gtaff and three per cent of the students (mostly females) reported having been sexualy
harassed during the preceding 24 months. Hirting was experienced as something positive by most
of the sudents, while typica harassment casesinvolved innuendoes and dubious jokes
(Mankkinen, 1996).

In anationd Swedish survey in 1993, two per cent of women and one per cent of men reported
sexua harassment. Sexud harassment was more common for women if they worked in
restaurants or hotels or drove abus or taxi. More than haf the women who had been harassed
had fedings of anxiety and uneasiness when they went to work. They aso reported deep
disturbance and fatigue more frequently (Jarvholm, 1996). Other Swedish Sudies have reported
somewhat higher frequencies of harassment for women. The differences are probably dueto a
combination of differencesin interview technique and definitions of harassment.

Other nationd surveys have aso reported quite widespread experience of sexua harassment
amongst women. Out of dl French men and women aged 18 and above, one-fifth had firsthand
experience of saxud harassment and nine per cent of working women had experienced highly or
moderately unpleasant Stuations. A further six per cent of women had witnessed harassment
cases. In Germany, of the women surveyed, 72 per cent had encountered Situations at work
which the mgority classfied as sexud harassment. (Commission of the European Communities,
1995). A survey by the US Merit Systems Protection Broad (1981) found that 42 per cent of
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women and 15 per cent of men reported having been sexualy harassed during the preceding 24
months. In 1987, the Labour Research Department indicated that three quarters of 157 British
workplaces reported sexud harassment (Wilson, 1995).

A naiond Finnish Sudy in 1995, based on a representative sample of the working population,
showed that five per cent of the women and two per cent of the men reported having been
sexudly harassed during the preceding 24 months. Sexud harassment was most typicd in those
workplaces where other types of persond conflicts were dso common; for example,
supervisor/subordinate conflicts, conflicts between colleagues, and conflicts between different
occupationa groups. For women, there was a sgnificant correlation between sexua harassment
and asense of sexud discrimination. VWWomen in leadership positions experienced less harassment
than women who did not have a position of authority. In addition, less educated women reported
having been sexudly harassed more often than women with better education. Women under the
age of 34 mentioned sexud harassment somewhat more often than older women.

Thetypica occupationa groups in which women encountered the most harassment were police
officers (51 per cent mentioned harassment), technicians (26 per cent), and congtruction workers
(24 per cent). The harassment came not only from colleagues but from customers or service
consumers. again female police officers (35 per cent) experienced most harassment. Those
women who experienced sexud harassment aso experienced sexud discrimination to the extent
that it had interfered with their achievement a work. The most frequently faced form of sexud
harassment involved verba remarks and teasing, while the next most frequent was touching,
brushing againgt, and grabbing. Only a few mentioned unwanted requests for dates or sex
(Hogbackaet d., 1987).

Similar results are found in the 1988 Audrdian survey by Savery and Gledhill (cited by Wilson,
1995). The most common form of harassment was jokes or conversations about women which
the respondent found offengive: 66 per cent of respondents had experienced this type of
harassment and 20 per cent had experienced it frequently. Only about two per cent had
experienced the mogt severe form of sexud harassment: an attempt by amae co-worker to
force the respondent to have sexud intercourse.

A unique sudy by Haavio-Mannila et d. (1996) found that 12 per cent of arepresentative
sample of women surveyed in St. Petersburg, Russa, in 1996 had been objects of sexualy
suggestive looks or gestures which they found offensve during the previous 24 months a work.
Five per cent had been objects of unwanted pressure to have sex. The most common form of
sexud harassment was verba harassment, involving obscenities, dubious jokes and remarks; 16
per cent of the women had been exposed to thiskind of harassment.

Some specific groups of women are particularly vulnerable to sexud harassment a work.
Research in severd European countries suggests that divorced and separated women, young
women and new entrants to the labour market, those with irregular employment contracts,
women in nonHtraditiond jobs and women from racid or ethnic minorities are digoroportionatey a
risk (Commission of the European Communities, 1993).

A smilar pattern of vulnerability gppearsin one of the very few studies conducted outsde the
Western countries. In this unique case sudy undertaken in Beijing by Le Ping (1995), sexud
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harassment was presented as a socid problem facing an increasing number of Chinese women at
work. Mogt of the harassment victims were young women between the ages of 22 and 27. The
incidents happened at offices or public places related to work. All the harassers were men, the
majority of them in aleading postion. In some cases the harasser was aforeign boss. All of the
femae victims were afraid of reprisal and unemployment as well as socid prgudice if they made
acomplant. The victims were confused and often ashamed. Therefore most of them took no
action, or had a passive atitude toward harassment (cited by Kauppinen, 1996).

Those few studies which are available from less developed countries (for example, India,
Bangladesh, and South Africa) show that sexud harassment is linked with women's
disadvantaged gatus a work and subordinated pogition in society. Sadly, women too eesily fall
victims to harassment and exploitation, due to their more vulnerable position, chegp labour, and
‘docil€ nature (Doyd, 1995). Thisis particularly true in countries where women are only
beginning to integrate fully into the labour market. Those nationd and multinationa companies
which areinvesting in less developed and rapidly indudtridisng societies have to assume more
responghility for the working conditions and the hedth and well-being of their femae workers.
(Kauppinen 1996.)

Policy implications

Sexud harassment law is rdatively new; it began its modern development in the mid-1970sin the
United States, around the same time the term 'sexud harassment' first came into use. The
concept, in alegd sense, has been exported from the United States to other countries, including
Audrdia, Canada, Japan and anumber of countries in Western Europe. Many of these countries
saw the appearance of the words 'sexud harassment' in aforma legd sensefor thefirgt timein
the 1980s or at the beginning of the 1990s, but this exported lega concept has dready been subject
to important modifications in these countries (Commission of the Economic Communities, 1993).

Sexud harassment legidation fals into two broad categories: being prohibited under avariety of
equa opportunity, and labour or labour protection, laws. In some countries, equa opportunity laws
explicitly mention sexud harassment in the text. Equa opportunity laws are normaly applicable to
both women and men, dthough the role of the laws in promoting the equdity of womenis
highlighted. Hence, both women and men are protected from sexud harassment, dthough the
protection of women is usudly stressed. The legidation ams to promote preventive action by the
employer. The employer can be seen to act againg the law when alowing sexua harassment to
happen without actively intervening to counter it.

In United Kingdom, sexud harassment is congidered to be direct discrimination under the Sex
Discrimination Act. Under sexud discrimination law it is a company's responghility to ensure dl
reasonabl e action has been taken to prevent harassment taking place at work. Employers have
respongbilities towards their employees under both common law and statute, including the Sex
Discrimination Acts, Employee Protection Acts and Hedlth and Safety Acts (Wilson, 1995).

In Finland a new toal, equdity planning, has been implemented. Adapted from the Swedish
Equdity Act which obliges employers with a least 10 employees to do equdity planning, the
Finnish Equdity Act obliges the authorities and
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employers to promote equdity purposefully and systematicaly. An employer with at least 30
employees shdl include the measures to promote equdity in an annud personnd and training plan
or initslabour safety programme. These measures should promote the opportunities of both men
and women to reconcile working life and family life and seeto it that sexua harassment does not
occur a workplaces (Minigtry Socia Affairs and Hedlth, 1996). Labour law or labour protection
legidation aso provides asgnificant dement of protection againgt sexud harassment a work.
According to labour protection legidation in various countries, employers are to show respect for
‘propriety and decency' during the employment relationship (Belgium); or are ‘respongible for an
employee's physca and mord integrity’ (Italy), or have to ensure good working conditions 'both
physicaly and mordly' (Portugd).

In harassment cases, it is often difficult to find objective proof or documentation about what has
happened. Thusit isimportant to advise people, and especialy women, how to document
harassment-related occurrence. The vast mgority of cases do not reach the ears of management
because victims are unlikely to report incidents. Victims are usudly scared about the effect a
complaint may have: they might be |abelled atrouble maker and often there are no witnesses. As
aresult many react passvely, try to ignore the harasser and keep silent.

The prevention of harassment involves giving advice and consultation, aswell as providing help
for the affected persons. It isimportant to sengtise both men and women about behaviours and
atitudes which may have implications for harassment. Men have a centrd role in cregting
harassment-free workplace culture. This depends, firstly, on the fact that women are generdly,
but not dways, the victims of harassment by men, and secondly, that men are more oftenin
positions of authority and have more influence on the workplace aamosphere. Also, as was
indicated before, sexud harassment is most typicaly perpetuated by mae supervisors or
managers upon female subordinates.

Because it gppears that men and women view the same Situation differently, educationd
programmes need to acknowledge the different understanding of the concept of harassment.
Eradicating sexud harassment involves a mgor chdlenge to attitudes.

Recently, severd such interventions and training programs have been created to sengitise both
men and women to harassment issues at work. One such attempt, in Sweden, was to cregte a
'sex-free zon€ in the workplace. The idea did not gain much acceptance and was seen as
imposing unredigtic and puritanica andards.

Inindividua workplaces, sexud harassment guiddines and educationd programmes should
acknowledge that sexua harassment is more than isolated misconduct and regard it as
discrimination. They need to refer to awhole range of harassment from subtle innuendoes to
assaults recognising that sexua harassment occurs between people who have unequa power.
Gruber et d. (1996) have created alist which presents sexua harassment types according to their
experienced severity. Thislist can be ahdpful tool regarding both documentation, sengtisation and
palicy implicationsin individua workplaces, asssting each workplace to cregte its own preventive
policy.
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