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Abstract

Objectives To assess the relationship between paid work,
family characteristics and health status in Central American
workers; and to examine whether patterns of association
differ by gender and informal or formal employment.
Methods Cross-sectional study of 8680 non-agricultural
workers, based on the First Central American Survey of
Working Conditions and Health (2011). Main explicative
variables were paid working hours, marital status, caring for
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children, and caring for people with functional diversity or ill.
Using Poisson regression models, adjusted prevalence ratios of
poor self-perceived and mental health were calculated by sex
and social security coverage (proxy of informal employment).
Results A clear pattern of association was observed for
women in informal employment who were previously
married, had care responsibilities, long working hours, or
part-time work for both self-perceived and mental health.
No other patterns were found.

Conclusions Our results show health inequalities related to
unpaid care work and paid work that depend on the inter-
action between gender and informal employment. To
reduce these inequalities suitable policies should consider
both the labor (increasing social security coverage) and
domestic spheres (co-responsibility of care).

Keywords Informal employment - Gender -
Family characteristics - Care - Social factors -
Central America

Introduction

Informal employment is one of the most important forms of
labor market participation in low- and middle-income
countries like those of Central America (ILO 2011), and is
a key but seldom studied social determinant of health
(Marmot et al. 2008). Labor markets in these countries are
largely sustained by informal employment arrangements,
where work is not regulated nor are workers protected by
labor regulation and social security (ILO 2013). In Span-
ish-speaking Central American countries (Costa Rica, El
Salvador, Guatemala, Honduras, Nicaragua and Panama),
more than 60 % of non-agricultural workers are in informal
employment, with a higher proportion of women than men
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(ILO 2011). For example, according to ILO, 39 and 72 %
of workers in non-agricultural informal employment in
2010 were women and 30 and 60 % were men in Costa
Rica and El Salvador, respectively. Informal employment
has been a way for many women to enter the labor market
given there are fewer barriers to access and greater possi-
bilities for combining employment and family demands
(Beneria 2001).

In Spanish-speaking Central American countries (here-
after Central America), the social organization of care is
highly familist, mainly conducted in households and lar-
gely by women, with minimum co-responsibility from their
male partners, the state or the market (Lexartza Artza
2012). Despite the dramatic transformation of family
structures in the past decades, this social organization of
care persists. Until the 1970s, nuclear families (father,
mother, and several children) with a traditional model of
gender division of labor (men as breadwinners and women
as caregivers) were predominant. Currently, this model
represents only about one-third of families in the region,
with an increase in other types of families including
nuclear dual-earner families with children, nuclear families
without children, or households headed by women (Ariza
and De Olivera 2004). These transformations in family
structure are not considered in the design of public policy
in the region, which seldom considers the domestic and
family sphere, overloading women and generating or
aggravating gender inequalities (Arriagada 2009). Conse-
quently, when women combine employment and family
responsibilities their total workload is much higher than for
men. Moreover, the gender division of labor determines
that while women devote more time to unpaid care work
than to paid work, it is the opposite in men (Rodriguez
Enriquez 2007).

Many studies find employed women (including those
with family responsibilities) have better health than those
who perform full-time unpaid care work. Despite this, the
work conflict resulting from combining employment and
unpaid care work can negatively impact their health status
(Buvinic et al. 2002; Arcas et al. 2013). Studies in Spain,
which also has a highly familist model, show a consistent
relationship between family demands and several health
outcomes primarily among working women (Artazcoz
et al. 2001, 2004). In contrast, family demands in countries
with traditional family models can damage men’s health
in situations of family financial stress because of their role
as breadwinners (Artazcoz et al. 2013).

Most studies of the relationship between health and the
combination of employment, family, and domestic work
were conducted in high-income countries. These have
different gender, labor market, and family policies than
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low- and middle-income countries, where informal
employment is a key feature of labor markets. A recent
study from Central America—based on the same survey
used in this research—showed that workers in informal
employment had a poorer health status than workers in
formal employment (Lopez-Ruiz et al. 2015). It also found
that lacking social security coverage (as a dimension of
informality) was the strongest predictor of the association
with poor health. Other studies in Latin America have also
shown that workers in informal employment are more
likely to report poor health status (Santana et al. 1997,
Sales and Santana 2003; Ludermir and Lewis 2003, 2005;
Giatti et al. 2008a, b). However, some studies were done
exclusively in men (Giatti et al. 2008b) or women (Santana
et al. 1997; Sales and Santana 2003), did not stratify by sex
(Ludermir and Lewis 2003; Giatti et al. 2008a), or simply
adjusted for family characteristics and/or unpaid care work
(Santana et al. 1997; Ludermir and Lewis 2003, 2005;
Giatti et al. 2008a). None of these studies examined the
interaction between informal employment, marital status,
and unpaid care work.

Although informal employment and family characteris-
tics are important independent determinants of workers’
health, we found no studies analyzing their interaction.
Accordingly, the aims of this study were to assess the
relationship between paid work and family characteristics
(marital status and unpaid care work) and the health status
of Central American workers; and to examine whether
patterns of association differ by gender and informal or
formal employment.

Methods
Data

Data were collected during the First Central American
Survey of Working Conditions and Health of 2011, a cross-
sectional study of a nationally representative sample of the
occupied workforce (n = 12,024) aged >18 years. The
study was performed in Costa Rica, El Salvador, Guate-
mala, Honduras, Nicaragua, and Panama (Benavides et al.
2014). Agricultural activities were excluded because of the
complexity of distinguishing between subsistence agricul-
ture and informal agricultural activities (ILO 2013). Also,
employers with >5 employees were excluded because of
an insufficient number of cases. Employers with <5
employees were included as a proxy of employers working
in the informal sector (ILO 2013). The final study sample
consisted of 8680 Central American workers engaged in
non-agricultural activities (49 % of women).
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Variables

Self-perceived health was dichotomized into good self-
perceived health (combining very good, good, and fair
responses) and poor self-perceived health status (poor and
very poor). Mental health status was measured using a
version of the General Health Questionnaire (12-item
version) translated and adapted to Central American
Spanish. Following the recommended threshold score for a
few Latin American countries (Goldberg et al. 1997),
mental health was dichotomized into good (score <4) and
poor (score >4) mental health.

The main explicative variables were those related to
paid and family characteristics. For paid work, we used
weekly paid working hours grouped into three cate-
gories; <30 h (part-time), 30-48 h (full-time), or >48 h
(long working hours). For family characteristics, we
analyzed marital status (married or with a partner; sin-
gle; or separated, divorced, or widowed); number of
children aged <15 years requiring care (none, 1, 2, or
>3), and whether care for people with functional
diversity or ill (yes or no). This last variable was
measured by asking how many people with any dis-
ability or who were ill were under the respondent’s care.
We use the term “functional diversity” following a new
paradigm that tries to overcome the negative connota-
tions of the disability term and its implications (Patston
2007).

The covariates were employment status (employee, self-
employed, or employer with <5 employees), type of con-
tract (written, oral or no contract, or not applicable),
country, age (18-30 years, 31-50 years, or >50 years), and
occupation (management, scientific technicians or profes-
sionals; support technicians or professionals or clerical
workers; service workers and vendors; or unskilled work-
ers). Finally, the analysis was stratified by sex and by social
security coverage (yes or no) as a proxy of formal/informal
employment (ILO 2013).

Statistical analysis

Descriptive statistics including prevalence of both health
outcomes across categories of the main study variables
were performed. Poisson regression models with robust
variance were used to obtain prevalence ratios (PR) and
95 % confidence intervals (CI) of poor self-perceived
health and poor mental health. Analyses were stratified by
sex and social security coverage to determine whether the
observed associations differed between women and men,
working in formal or informal employment. All analyses
were adjusted for the covariates and included sampling
weights for the Central American region (Benavides et al.
2014).

Results

There were more women (69 %) and men (66 %) working
without social security coverage (informal employment)
than with social security coverage (formal employment).
Women in informal employment were older than women in
formal employment. Among formal workers, almost 90 %
were employees. Among informal workers, >25 % were
employers with <5 employees, and 50 % of women and
42 % of men were self-employed. Among employees,
about three-fourths of informal workers had either an oral
or no contract. Women in informal employment were
mostly vendors or service workers (69 %); men in the same
situation were mostly in unskilled occupations (57 %).
Among formal workers, men were mostly unskilled
workers (42 %), whereas most women were in technical or
professional occupations (34 %) (Table 1).

Around 40 % of women and men in informal employ-
ment worked long hours compared to 23 % of women and
34 % of men in formal employment. They also worked
part-time more frequently than formal workers. Regarding
marital status and unpaid care work, >50 % of the popu-
lation was married or living with a partner and reported not
performing unpaid care work (Table 1).

Overall prevalence of poor health

The prevalence of poor health outcomes was systematically
higher among women than men and those in informal than
in formal employment. Whereas 25 and 24 % of women in
formal employment reported poor self-perceived health
and poor mental health, respectively, these prevalences
increased to 37 and 32 % for women in informal
employment, respectively (Table 2). Similarly, men in
formal employment had a lower prevalence of poor self-
perceived health and poor mental health (19 and 21 %,
respectively) than those in informal employment (31 and
29 %, respectively) (Table 3).

Paid working hours and health

Among women in informal employment, the highest
prevalence of poor self-perceived and poor mental health
was found for those working part-time (45 and 40 %,
respectively) or working long hours (41 and 33 %,
respectively). Women who worked part time in informal
employment were significantly more likely to report poor
self-perceived and mental health than those working full-
time. The same pattern was found for long working hours
in those engaged in informal employment, which was
associated with poor self-perceived health (PR: 1.15, 95 %
CI: 1.03-1.29) and poor mental health (PR: 1.35, 95 % CI:
1.18-1.55) (Table 2).
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Table 1 General description of the population by social security coverage and by sex. Central America, 2011

‘Women

Men

Social security
coverage (30.7 %)*

No social security
coverage (69.3 %)

Social security
coverage (33.9 %)

No social security
coverage (66.1 %)

n % n % n % n %
Age
18-30 years 580 44.7 1197 40.9 595 40.2 1121 38.4
31-50 years 575 443 1261 43.1 671 453 1235 433
More than 50 years 143 11.0 469 16.0 215 14.5 527 18.4
Occupation®
Management, scientific technicians, or 245 18.8 73 2.5 146 99 39 1.3
professionals
Support technicians or professionals 441 34.0 147 5.0 302 20.4 148 5.0
or clerical workers
Services workers or vendors 299 23.1 2041 69.8 412 27.8 1085 36.4
Unskilled workers 313 24.1 665 22.7 619 419 1611 574
Employment status
Employee 1156 89.1 707 24.2 1289 87.0 855 28.9
Self-employed 89 6.8 1467 50.1 115 7.8 1219 422
Employer with fewer than five 53 4.1 753 25.7 77 5.2 809 29.0
employees
Type of contract (for employees)*
Written 984 85.7 183 26.2 1085 84.8 186 222
Oral or without contract 164 14.3 517 73.8 195 15.2 659 77.8
Paid working hours®
Fewer than 30 h 145 11.5 481 17.3 86 6.1 291 10.8
3048 h 829 65.7 1196 43.0 845 60.1 1306 484
More than 48 h 288 22.8 1104 39.7 476 33.8 1116 40.8
Marital status®
Married or with a partner 698 53.8 1735 59.7 1001 68.0 1909 66.7
Single 465 359 894 30.8 397 27.0 814 28.2
Separated, divorced, or widowed 134 10.3 279 9.6 74 5.0 142 5.1
Caring for children®
None 811 64.4 1742 61.6 1073 75.3 2100 75.9
1 214 17.0 468 16.5 159 11.2 244 8.7
2 167 133 395 14.0 127 8.9 241 8.9
3 or more 67 53 223 7.9 66 4.6 180 6.5
Caring people with functional
diversity or who were ill*
No 1187 95.5 2701 96.5 1383 98.3 2711 98.5
Yes 56 4.5 97 35 23 1.7 40 1.5
Total 1298 100.0 2927 100.0 1481 100.0 2883 100.0

* There are 91 missing values for social security coverage, 3 for occupation, 34 for type of contract, 426 for paid working hours, 47 for marital
status, 312 for caring children and 391 for caring people with functional diversity or who were ill

A similar pattern was found among men in informal
employment, with the highest prevalence of poor self-
perceived health in men working part time or long
hours. However, poor mental health was more
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prevalent among those working full-time. Nevertheless,
almost all associations with poor health were non-sig-
nificant and showed an unclear pattern of association

(Table 3).
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Marital status and health

Over half of women in informal employment who were
separated, divorced, or widowed (previously married)
reported poor self-perceived health. Among this subgroup
of women, there was a statistically significant association
with poor self-perceived health (PR: 1.18, 95 % CI:
1.03-1.35) and poor mental health (PR: 1.41, 95 % CI:
1.19-1.68) compared to those who were currently married
or cohabitating (Table 2).

On the contrary, among men in informal employment
the prevalence of poor mental health was higher among
married or cohabiting and single men (29 %), whereas a
higher prevalence of poor self-perceived health was found
among those previously married (35 %). However, there
was no consistent pattern of association for men in infor-
mal or formal employment (Table 3).

Unpaid care work and health

Women in informal employment, who cared for >3
children, as well as those caring for people with func-
tional diversity or ill, exhibited a higher prevalence of
poor self-perceived health status (50 and 60 %, respec-
tively). A statistically significant association was found
for women in informal employment. Those who cared for
>3 children were more likely to report poor self-per-
ceived health (PR: 1.30, 95 % CI: 1.10-1.54), and those
who cared for two children had poorer mental health (PR:
1.19, 95 % CI: 1.01-1.41) compared to those who did not
care for any children. Also women in informal employ-
ment who cared for people with functional diversity or ill
had significantly worse self-perceived and mental health
(Table 2).

There was a gradient of poor mental health among men
in informal employment who cared for children, with a
significantly higher prevalence among those caring for >2
children. There were no associations with poor self-per-
ceived health, irrespective of their employment situation
(Table 3).

Discussion

This study contributes to the scarce knowledge about
gender inequalities in health that are related to family
characteristics and paid working hours among workers in
formal and informal employment. To our knowledge, this
is the first study addressing gender inequalities in health
related to the combination of paid and unpaid care work
among workers in non-agricultural informal employment.
It provides plausible evidence of health inequalities related
to unpaid care work and paid work in Central America.

While men did not exhibit a consistent pattern of associa-
tion, women in informal employment showed positive and
strong associations between unpaid care work, marital
status, paid working hours, and both poor self-perceived
health and mental health.

The most important finding is that the associations are
mostly limited to women in informal employment. This
could be explained to a great extent by the possibly forced
nature of informal employment among women with family
responsibilities, coupled with the work overload for women
combining paid and unpaid care work. Our results are
consistent with other studies reporting that the combination
of paid work and unpaid care work (in general and
specifically for the care of children or people with func-
tional diversity or ill) is associated with poor health
primarily among women (Buvinic et al. 2002; Artazcoz
et al. 2004, 2014; Garcia-Calvente et al. 2004).

Choice of informal employment and family
responsibilities

In the conventional model of labor markets, informal
employment is due to labor market segmentation such that
those working informally do so against their will. However,
emerging evidence suggests that a share of informal
employment is voluntarily chosen and may offer specific
benefits and opportunities to certain individuals or groups
(Giinther and Launov 2012). Although pay and job security
are important values of employment, they are not the only
ones. This study estimated that around 45 % of informal
employment within the entire informal sector is involun-
tary. Nevertheless, these studies did not include a gender
perspective.

While the choice of informality is likely to be voluntary
for many men, it could be involuntary for many women
since they may be pressured to work in informal employ-
ment because of their care responsibilities. For example, in
countries such as those in Central America where public
and private co-responsibility for care is lacking (Lexartza
Artza 2012), women with care responsibilities use infor-
mality to insert themselves into the labor market.
Informality provides them with a paid job with flexibility,
autonomy, and often, a work location close to home
(Cassirer and Addati 2007), enabling them to combine paid
and unpaid care work (Beneria 2001). In the slums of
Guatemala City, 40 % of mothers working in informal
employment and caring for their children reported they
preferred informal employment because of the lack of
available childcare, since they would be unable to take
their children with them to their workplace if they were
formally employed (Cassirer and Addati 2007). In Costa
Rica, women reported that family responsibilities were
their main reason for working in domestic or other informal
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employment because of the flexibility it provided in
working hours (Cassirer and Addati 2007).

Interestingly, in our study, while around two-thirds of
women in informal employment with care responsibilities
reported that their work schedule was flexible and of their
choice, this decreased to 20 % in women with formal
employment. Additionally, >50 % of these women
declared that their home was their main workplace (results
not shown).

Yet, this presumed choice requires reflection. As noted,
women with care responsibilities are likely under pressure
to choose work in informal employment because of their
caregiver role, which is socially imposed and individually
assumed. Thus, they select this role over better quality jobs
or the mere possibility of seeking other jobs with better
conditions. In contrast, men may be more likely to choose
informal employment because of the better employment
and working conditions (Jiitting et al. 2008).

Family constraints may force women into informal
employment, which is usually characterized by poor
employment and working conditions, precariousness, and
poverty, which could lead to extreme social exclusion
(Sauma 2003; Carr and Chen 2004). In turn, informal
employment is also associated with poor health status
(Santana et al. 1997; Sales and Santana 2003; Ludermir
and Lewis 2003, 2005; Giatti et al. 2008a, b). Coupled with
its possibly forced nature and the double burden of work
(Artazcoz et al. 2014), this combination might explain the
poorer health among women in informal employment with
care responsibilities versus men, but also of women in
informal employment without those responsibilities.

Informal employment and poverty

Poverty can also play an important role in explaining the
poor health outcomes observed among women in informal
employment with care responsibilities. Around two-thirds
of these women earned <301$PPP/month compared to one-
third of women in formal employment with care respon-
sibilities (results not shown). The low income among those
women could put them in a situation of economic vulner-
ability, which is associated with poor health status
(Menéndez et al. 2007).

Additionally, income insecurity is higher in the informal
than the formal sector, because social and labor protections
are lacking (Lund and Srinivas 2000). Workers in informal
employment have no access to social benefits such as
sickness absence, forcing them to work for as long as they
are able when sick. Conversely, women in formal
employment have all these social benefits and in addition
may afford to hire domestic work, thus reducing their total
workload (Batthyany et al. 2015). Consequently, their
health would be less affected. It is important to note that
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most domestic employment is performed by women in
informal employment, with high levels of precariousness,
and lack of social protections (ILO 2010).

Informal employment and working hours

Some studies report that long working hours are related to
poor health outcomes, primarily when people are forced
into them because of economic vulnerability and accept
poor working conditions (Artazcoz et al. 2009, 2013). In
our study, >50 % of women in informal employment with
long working hours had people who depended on them
economically, and around 43 % worked >20 h/week in
domestic work (12 % > 40 h/week) (results not shown).
These women had low salaries (almost 70 % earned
<301$PPP/month) so they may actually be forced into
long paid working hours to increase their household
income.

Coupled with this, the total workload may further limit
women’s time for themselves, including leisure time and
resting hours to recover from paid and unpaid work. A
study in Bolivia showed that women in a situation of
poverty (mostly indigenous) had no leisure time, but when
they did, they used it to do more paid work to increase their
household income (Beneria 2008). Another issue to con-
sider is that precarious jobs and economic insecurity
translate into precarious lives and poor living conditions
(Beneria 2001). The time spend doing unpaid domestic
work is directly associated with household and living
conditions (poor household conditions mean a greater
burden of domestic work) (Rodriguez Enriquez 2007).
Therefore, women in informal employment are most likely
combining long paid and unpaid working hours, potentially
leading to a worse health status.

On the other hand, part-time employment is associated
with working women who have family responsibilities. In
low- and middle-income countries, not only do women
have a higher proportion of part-time work than men,
informal employment is more frequent among female part-
time workers (Fagan et al. 2014). Much of part-time work
is involuntary. Those who seek part-time work due to
economic and family responsibilities often end up in
informal employment because there are practically no
opportunities in the formal economy. In fact, a study car-
ried out in Honduras found that part-time work was seen as
a “luxury consumption” for many women, principally
those in poverty, because they could not afford to work
only a few hours (Lopez Béo et al. 2010).

In our study, >50 % of women performing informal
part-time work had people who depended on them eco-
nomically (results not shown). Therefore, women in
informal employment may work part-time involuntarily
because of their family constraints, which restricts their
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choices and forces them into informal employment, and
causes them to accept or remain in less desirable jobs with
poorer job quality (Cassirer and Addati 2007; Lopez Bdo
et al. 2010). Furthermore, the relationship between part-
time work, working and employment conditions, and
health status depends, among other factors, on gender and
on the voluntary or forced nature of this kind of work. This,
in turn, depends on the employment offered by companies,
labor regulations, and the existence of public care services
among other variables (Bartoll et al. 2014).

Informal employment and marital status

Another finding that may be explained by economic
vulnerability is the poor health of separated, divorced, or
widowed women in informal employment, over half of
whom had people who depended economically on them
(results not shown). In fact, the proportion of single-
parent households headed by women in poverty situa-
tions is >60 % in some Central American countries
(Ariza and De Olivera 2004). Economic vulnerability
coupled with the lack of public care services and the
work overload of lacking a partner could tie these
women to informal employment, leaving them without
any form of social security and worse health (Artazcoz
et al. 2014). Another related mechanism that could be
operating is financial stress, which is usually associated
to men in the breadwinner role. Nevertheless, these
women must assume both the caregiver and breadwinner
roles, and this could negatively affect their health (Ar-
tazcoz et al. 2009).

Limitations

This study has several limitations that should be consid-
ered. The questionnaire items on care are quite ambiguous
so the interpretation of the questions and its answer by
women and men may differ because of gender roles. For
example, “;cudntos menores de 15 afios atiende o cuida
usted?”. In Spanish, the verbs “atender” and “cuidar”
could have different connotations. For most women, who
may be assuming a caregiver role, this question might be a
better approximation to their unpaid care work. In contrast,
men may understand it as if they live or are responsible for
children, but not as if they really assume their care.
Moreover, the family relationship with the person who is
cared for was not known, although we can assume that
most were family members. Finally, because of the cross-
sectional nature of the study, the results could be affected
by reverse causality whereby people with poorer health
status are more likely to work in informal employment.
However, our results are consistent with the previous
literature.

Conclusions

Our study results provide plausible evidence of health
inequalities related to unpaid care work and informal paid
work among women in countries with high levels of
informal employment, and a highly familist organization of
care. The wide social vulnerability that affects women with
care responsibilities may force them into informal
employment. Several mechanisms may link this to poor
health such as poverty, precarious working and living
conditions, long and part-time working hours, and financial
insecurity, requiring further research. This not only affects
their health, but also generates health inequalities between
women and men and between women performing informal
and formal employment. Paid work and unpaid care work
are two completely interconnected spheres that should not
be examined separately. Labor market organization is
closely related to the social organization of care, making it
impossible to influence one without affecting the other. To
change the unfair organization of both spheres, improve the
health of all workers, women and men in informal and
formal employment, and reduce inequalities, both labor
and care policies—that are usually planned and managed
by different policies and authorities—should be consid-
ered. Two such policy entry points are increasing social
security coverage in the labor sphere, and co-responsibility
of care in the domestic sphere.
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