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Abstract

This paper was prepared for the Employment 
Conditions and Health Inequalities Knowledge 
Network (EMCONET), part of the WHO Com-
mission on the Social Determinants of Health. 
We describe the Brazilian context of employment 
conditions, labor conditions and health, their 
characteristics and causal relationships. The so-
cial, political and economic factors that influ-
ence these relationships are also presented with 
an emphasis on social inequalities, and how 
they are reproduced within the labor market and 
thereby affect the health and wellbeing of work-
ers. A literature review was conducted in SciELO, 
LILACS, Google and Google Scholar, MEDLINE 
and the CAPES Brazilian thesis database. We 
observed that there are more workers operating 
in the informal sector than in the formal sector 
and these former have no social insurance or any 
other social benefits. Work conditions and health 
are poor in both informal and formal enterprises 
since health and safety labor norms are not effec-
tive. The involvement of social movements and 
labor unions in the elaboration and manage-
ment of workers’ health polices and programs 
with universal coverage, is a promising initiative 
that is underway nationwide.

Occupational Health; Working Conditions; Job 
Market; Health Inequalities

Introduction

Work is a central element of an individual’s life 
and is the main reference for determining pat-
terns of identity and sociability, political activi-
ties, family life, access to economic resources 
and opportunities for achieving good health and 
wellbeing 1,2.

Technological and management changes are 
reshaping labor patterns in Brazil as the economy 
had changed from being based on mining and 
agriculture to an industrialized economy focused 
on manufacturing and services. These changes 
have had social and economic consequences 
that are evident in the steady growth of the in-
formal economy and informal employment, low 
wages, job insecurity, and social inequities. This 
model of development has been coupled with 
poor working conditions and increasing damage 
to the environment. Poverty and work-related ill-
nesses and diseases are the main “byproducts” 
of these changes, and have themselves further 
contributed to social inequities.

The aim of this paper is to provide an over-
view of the Brazilian context, taking into consid-
eration employment regulations and labor-capi-
tal relations in the labor market, work conditions 
and their impacts on health, and how changes in 
employment conditions and the erosion of social 
welfare are reshaping social inequalities in health 
and particularly in workers’ health.
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Brazil: historical, geographical and 
demographic characteristics

Brazil is the fifth largest country in the world and 
is one of the most diverse geographic, social and 
cultural areas of the planet. The official history of 
Brazil starts in the year 1500, when Portuguese 
navigators began the occupation of a large part 
of the American continent, seeking to explore its 
natural resources and dominate its native indig-
enous tribes. After the colonial period and a short 
time as an independent kingdom from Portugal, 
Brazil became a federative republic in 1889, un-
der the government of a directly elected presi-
dent. Politically, it is made up of 26 states and the 
Federal District of Brasilia, which is the seat of the 
government, and these are further divided into a 
total of 5,564 municipalities distributed across 
five geographical regions: the north and north-
east; central-west; and south and southeast.

The population was estimated to be 
188,244,040 in 2006 and is unevenly distributed 
across an area of 8.5 million km2. The Brazilian 
population is the result of intense miscegenation 
between the Portuguese and other groups of Eu-
ropean and Asia origin, native indigenous tribes 
and Africans who, during the colonial period, 
were traded as slaves. The majority of the popu-
lation, (82%), lives in urban areas, a consequence 
of both the economic development model that 
is focused on the manufacturing and service 
industries, and of a steady but intensive flow of 
migrants from the countryside to urban centers 
during the 1950s. The demographic profile of the 
country is marked by a decline in mortality and 
fertility. Between 1940 and 1970, long-term av-
erage population growth was 2.8% per year, but 
from the year 2000 it began to decline gradually 
and reached 1.36% in 2003 3. Mortality decreased 
by 50% over the previous century and life expec-
tancy at birth doubled over the same period. In 
1900, the estimated life expectancy was 34, while 
in 2000, it was 69 4. The proportion of individu-
als aged 60 or more has increased constantly 
throughout the last century from 3% in 1900, to 
9% in 2000 5.

Scenarios: work, employment relations 
and health conditions

Brazil has a persistent problem of unequal in-
come distribution that is one of the highest in the 
world. In 2002, the highest income quintile of the 
population earned 62.7% of the country’s total 
income, while the lowest quintile received only 
3.4% 6. In spite of being the 11th ranked economy 
in the world, with an estimated income per capita 

of US$ 4,700 in 2005, Brazil still stands as the 10th 
most unequal economy in the world. The Human 
Development Index (HDI), a composite indica-
tor based on longevity, income and education, 
has increased from 1975 to 2004, and places the 
country among mid-ranking nations. In recent 
years, the Gini Index fell from 0.573 in 2002 to 
0.559 in 2005 due to a real increase in the mini-
mum wage and an expansion of social security 
protection based on cash transfer programs 7.

Economic production in Brazil is character-
ized by contrasting realities. High-tech and so-
phisticated management models are used along-
side obsolete, handmade production based on 
rudimentary labor and business organization. 
Today, the largest component of the Brazilian 
economy is represented by services (60%), while 
industry and the primary sector both account for 
around 20% 8,9.

Brazil’s economically active population (EAP) 
was estimated to be 96 million in 2005 10. Agri-
cultural workers comprise 20.6% of the active 
worker population, and 60% work in “traditional 
farming”. Approximately one million workers are 
in the mining trade, 13.5% in manufacturing, 
14.3% in commerce/retail, 20.2% in services, and 
18.4% are involved in other services 11.

During the 1990s a restructuring of the econ-
omy and globalization of the market resulted in 
great changes to the organization of labor, af-
fecting both the meaning and the reality of labor, 
job stability, wages and consequently workers’ 
health. Issues such as health conditions, social 
insurance and protection became marginal con-
cerns for Brazilian labor unions compared with 
other priorities for survival in this era of huge 
uncertainties. The rolling back of the State and 
a reduction in its participation in social policies 
including social compensation, public health, 
social assistance and occupational health insur-
ance meant that it was difficult to recognize cer-
tain rights as laid out in the Brazilian constitution 
and based on a system of Social Welfare 12.

Main characteristics of the labor market

The Brazilian labor market is presently charac-
terized by increasing informality in job contracts 
and the expansion of many forms of precari-
ous and atypical jobs: outsourcing, temporary 
or part-time jobs, piece-work and family-based 
work, as demonstrated in Figure 1.

The growth of the informal economy is as-
sociated with an expansion of the services sector 
and a retraction of manufacturing industries. In-
formal jobs are also increasing within the manu-
facturing industry itself, rising from 15% in 1991 
to over 30% in 2002. Informal workers frequently 
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have little education, reduced professional skills, 
or are part of vulnerable groups or minorities 
such as blacks, the young, the elderly and women 
13,14,15. In the lowest 40% of the income distribu-
tion, 31.7% hold informal jobs, while in the high-
est 10%, only 8% of workers have informal jobs 4.

Poverty and low wages are associated with 
informal jobs. Figure 2 shows that in the lower 
income group (40% of the income distribution) 
the proportion of informal jobs is 31.7% while in 
the highest 10% percentile, only 8% of workers 
have informal job contracts. In addition, those 
in the top ranking income group have an average 
income of R$ 2,744.30 (Brazilian Reais) and the 
poorest R$ 149.85 4. Self-employed people make 
up the highest proportion of workers with per 
capita average family income of less than half the 
minimum wage, over 32.1%, 28.6% and 25.8%, 
respectively. These categories present the lowest 
average incomes among the active population: 
R$ 272.60, R$ 355.10 and R$ 505.00, respectively, 
where the minimum wage reference is R$ 350.00. 
These data show that informal workers, in ad-
dition to having no access to legal occupational 
and social security benefits, earn less than those 
working in the formal sector 4.

Women are more affected by unemployment 
than men. In 2005, women accounted for almost 
56% of the total unemployed population, with an 
unemployment rate of 13.6%, almost twice the 
7.7% among men. Women also increased their 
presence in the EAP 16.

One of the most striking aspects of the de-
terioration of work conditions is the persistent 
exploitation of child and adolescent labor, both 
in rural and urban areas. According to the Brazil-
ian National Household Sample Survey (PNAD), 
5.5 million children aged between 5 and 17 are 
in some form of paid employment. Most of these 
children (43.7%) are involved in the agricultural 
sector 4. Child labor is also common in informal 
street markets and in the worst kinds of labor 
markets involving commercial sexual exploita-
tion, illegal drug selling trafficking 17.

Slavery is another unacceptable working 
condition that persists in Brazil, particularly in 
the agricultural and extractive industries. 25,000 
workers are estimated to be living under slave-
like conditions in Brazil 18. These workers are 
lured by job offers in distant places, where they 
are transported to work under unsafe and un-
healthy conditions usually with no regular pay-

Figure 1  

Proportion of informal jobs * in Brazil (1992-2004).

Source: Instituto Brasileiro de Geografi a e Estatística 10.

* Definition of informality: (workers without formal contracts + self-employed workers)/(protected workers + workers without 

formal contracts + self-employed workers).
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ment and with restrictions placed on their free-
doms. Their debts grow and they are unable to 
free themselves without outside help.

The agro-business has been growing fast over 
the last three decades, representing a large pro-
portion of GNP, however rural workers remain a 
significant proportion of the working poor in Bra-
zil. The concentration of land ownership among 
few landowners and large areas of nonproductive 
rural properties, with few job opportunities has 
led to migration flows to urban areas. The Movi-
mento dos Sem Terra (Landless People’s Move-
ment) is a powerful group of displaced, jobless 
rural workers that struggle for changes in land 
tenure polices and legislation that would allow 
for a more equitable distribution of land, access 
to credit and technology, and a fairer structure to 
the retail market 19.

In addition, informal workers are not eligible 
to social security benefits and legal labor rights. 
They are forced to deal with poor work condi-
tions, a lack of safety and health protection and 
are exposed to poor work environments.

A brief overview of workers’ health

The Brazilian labor market is characterized by 
increasingly adverse, unregulated and unpro-
tected jobs, and unemployment. Further, there 
is a knowledge gap about how these conditions 
affect the health status of workers and health-
related inequalities.

A study carried out by Gonçalves 20 demon-
strated that the self reported health status of un-
employed individuals is worse that that reported 
by the employed. She demonstrated that Brazil-
ian males that are unemployment but not cov-
ered by social protection have immediate and de-
layed effects on their health, even after taking into 
consideration age, schooling and race. In spite of 
their worse health indicators, men with informal 
jobs or those who are unemployed reported that 
they used health services less, and medical visits 
in particular. The author also observed that living 
in a household with an unemployed person or 
someone with an unregulated job led to a dete-
rioration of the self reported health status of all 
other residents.

It is important to take into consideration that 
there is evidence of an epidemiological transi-
tion in Brazil, characterized by a continuous 
decrease in infectious disease related mortality 
and an increase in non-transmittable, chronic 
diseases and violent deaths, which also play an 
important role in workers’ health. The nature of 
work-related diseases and injuries is a mixture of 
old occupational diseases that are already con-
trolled in developed countries, such as silicosis, 
pneumoconiosis, lead poisoning, asbestosis, 
and asbestos-related mesothelioma; and “new” 
work-related diseases such as musculoskeletal 
disorders (like carpal tunnel syndrome and oth-
ers), dermatitis caused by solar radiation and 
chemical substances, and stress-related disor-

Figure 2  

Proportion of workers with average income below half and above double the minimum wage. Brazil, 2002.

Source: Instituto Brasileiro de Geografi a e Estatística 10.
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ders like burn-out, among others. The combina-
tion of old-fashioned and new forms of work ar-
rangements implies higher levels of exposure to 
chemical and physical hazards, repetitive tasks, 
or long standing use of force, awkward postures, 
exposure to psychosocial stress and psychosocial 
factors, causing temporary and long-term dis-
ability and suffering 21.

External causes, injuries and poisoning to-
gether represent the fourth highest cause of death 
(12.6%), ranking highest among the 5 to 39 age 
range. Among people aged between 15 and 19 
this group of causes accounts for approximately 
80% of all deaths. Homicides rank first among all 
external causes of death, accounting for nearly 
30%. Among them traffic accidents increased 
rapidly until the mid 1980s then showed a slight 
decrease up to 1990. In 1995, a total of 255,000 ac-
cidents with victims were registered, correspond-
ing to 321,000 affected people and 25,513 deaths. 
Most of these deaths are known to be work re-
lated although they are often underreported 5.

Since poor work conditions are shared by 
both informal and formal workers several empir-
ical studies failed to demonstrate less favorable 
occupational health indicators among informal 
workers as compared to formally hired workers 
for non-fatal occupational accidents 22.

During the last 20 years there has been a 
steady decline in the numbers of fatal work-relat-
ed accidents 21. This trend has been interpreted 
as being the result of an increase in participation 
in the services sector, of the migration of formal 
workers towards the informal economy, and of 
changes in the reporting system, since there is 
no evidence that effective actions for prevention 
have taken place across Brazil 23,24.

Between 2000 and 2002, the National Social 
Insurance Institute (INSS) recognized 58,978 cas-
es of work-related diseases, but a large number of 
cases remains unknown. National statistics and 
epidemiological data are still relatively scant and 
of poor quality. The Brazilian Ministry of Social 
Security releases annual reports but they are lim-
ited to formal workers, who make up only 23% of 
eligible workers, while even public officers and 
the military are excluded. According to official 
data, in 2005 approximately 2,700 workers died 
and 491,000 were unable to work and received 
compensation benefits because of occupational 
injuries.

New cases of silicosis are appearing in spite of 
national efforts to eradicate this disease 25. Me-
sothelioma and other asbestos-related respira-
tory diseases are appearing in heath statistics 26. 
Work-related asthma is becoming a highly fre-
quent respiratory disease, in spite of scarce rec-
ognition of them among physicians 27. Work-

related musculoskeletal disorders (WMSDS) are 
the leading cause of work-related diseases 28. 
Mental disorders due to exposure to mercury, 
lead, manganese or organic solvents are com-
mon. Non-organic mental disorders are recog-
nized as a leading occupational health problem 
resulting from organizational structures and in-
terpersonal relationships at work 29, shift work 
30, and traumatic events. Noise-induced hearing 
loss (NIHL) is a highly prevalent work-related 
disabling disease 31. Among rural workers, the 
incidence of work-related injuries seems to be 
higher than the estimates reported in urban ar-
eas. Fehlberg 32 estimated an incidence of 11% 
of occupational accidents among farm workers, 
in a southern state of the country. The increas-
ing growth of pesticide consumption in Brazil led 
the country to be the world’s fourth ranked user. 
Faria et al. 33 estimated a 2.2/100,000 incidence of 
acute poisonings among farm workers during the 
period 2001-2002.

It is worth noting that, regardless of the 
prominence of the informal economy in Brazil, 
a few studies have addressed the impact of these 
conditions on health or workers’ health. Some 
studies are descriptive and have no reference 
group which limits conclusions, and epidemio-
logic surveys have been developed only in spe-
cific areas, meaning that they are not sufficient 
to draw a real picture of such a diverse country. 
Official statistics are limited because of large lev-
els of underreporting of fatal or non-fatal cases 
of occupational diseases and accidents and the 
poor quality of occupational or industrial trade 
registrations, particularly for informal work-
ers. Further studies are needed to advance the 
Brazilian List of Work-Related Diseases regard-
ing work-related disorders currently classified 
as “unemployment and special adverse working 
conditions and labor relationships”, in the 10th 
Revision of the International Classification of 
Diseases (Z56). It is also necessary to stimulate 
the inclusion of employment relations in the cen-
sus data or in nationwide systematic studies such 
as PNAD, and encourage research on the effects 
of employment relations and work conditions on 
health, and specifically on health inequities, be-
yond the limits of occupational-related diseases 
and accidents.

Political responses

Brazilian Constitutional Rights include the right 
to work, the fairness of work relations, the equi-
table distribution of products and profits, good 
health and safety conditions in the workplace, re-
duced environmental impact, actions concern-
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ing health promotion, disease prevention and 
rehabilitation and social security.

Labor legislation guarantees protection 
against arbitrary or unjustified dismissal, unem-
ployment compensation and a minimum wage. 
Other elements guaranteed under law include a 
bonus of one month’s salary at the end of each 
year;  a working day of no more than eight hours 
or 44 hours per week, along with a weekly day of 
rest, preferably on Sundays, four weeks annual 
paid leave, paid retirement, and paid maternity 
and sick leave. Workers also have the right to work 
in healthy and safe environments, and for those 
obliged to be in unhealthy or dangerous roles 
an additional bonus is granted. Unemployment 
benefits cover former workers who have held a 
formal job within the previous six months, and 
whose dismissal was not due to crime or miscon-
duct (justa causa). But, the great problem is that 
workers covered by these regulations represent 
less than 40% of the EAP.

The Brazilian Ministry of Labor and Employ-
ment has been acting directly over slave-like 
situations through its Special Mobile Inspection 
Group. In order to carry out more permanent 
actions, the Brazilian government created a Na-
tional Plan for the Eradication of Slave Work 34, 
for which responsibility is shared among the ex-
ecutive, legislative and judiciary powers, as well 
as the Public Ministry, and civil society and inter-
national groups.

To fight against child labor, the federal gov-
ernment launched the Child Labor Eradication 
Program (PETI) in 1996. The program assisted 
over 800,000 children. It is estimated that the 
child labor rate in Brazil decreased from 13.7% in 
1995 to 8.2% in 2002 35.

The Brazilian Ministry of Health has been 
implementing a set of actions with the purpose 
of applying the Health Act of 1990 which makes 
the Brazilian Unified National Health System 
(SUS), responsible for workers’ health surveil-
lance, health and medical care, and health 
promotion. The National Workers’ Health Care 
Network (RENAST) was launched in 2003 and 
nowadays is the key strategy for health policy 
among workers. RENAST is a hierarchical health 
care network comprising the administrative 
arms of federal (Ministry of Health), state (State 
Secretariats) and municipal (Municipal Secre-
tariats) governments. It involves partnerships 
between various ministries and civil society for 
planning, setting priorities, and making budget-
ary decisions 36.

In 2004, the Brazil National Health Council 
launched the Third National Workers’ Health 
Conference (CNST3) developed jointly by the 
ministries of Health, Labor and Social Security 

aimed to develop an integrated federal policy for 
workers’ health that involved government insti-
tutions, labor unions, health professionals, social 
movements, academic representatives and other 
relevant stakeholders. The CNST3 final product 
was an agenda defining priorities and guidelines 
over three main priorities: workers’ health; sus-
tainable development; and social participation 
in planning and management of occupational 
health care.

Changes in the labor market structure have 
been affecting the Brazilian social security sys-
tem. In 2004, the proportion of tax-payers in the 
social security system was 40.6% of the EAP. This 
problem has been addressed by the Brazilian 
Ministry of Social Security through several ac-
tions, including the creation of alternative forms 
that include workers from the informal economy 
based on a subsidized quota for self-employed 
workers.

The creation of the Brazilian Ministry of So-
cial Development in January 2004 led to a sig-
nificant increase in the budget for social protec-
tion. Since 2000, programs for money transfers, 
food and nutritional safety, social assistance and 
inclusion in the labor market have been imple-
mented, with a substantial expansion of coverage 
of the social assistance network. In May 2006, the 
Family Compensation Program included 9.2 mil-
lion families enrolled, accounting for 83.2% of 
the protected poor families in Brazil 37.

Some of the problems regarding the Social 
Security model are: administrative inefficiency; 
financial problems and large debts; a concentra-
tion of protected workers amongst the middle 
classes and the exclusion of low income and poor 
social groups; and the impacts of regressive dis-
tribution. Although unemployment rates have 
increased, the eligibility for unemployment-
compensation has not been expanded 38.

Final remarks

Equity concerns about workers’ health are highly 
valued and deserve a high priority in any so-
cial policy agenda. However, it seems that most 
“traditional” approaches to occupational and 
safety promotion and protection have not been 
enough, so far, to reduce the increasing gaps in 
this field. So, innovative and “non-convention-
al” approaches must be explored and taken into 
consideration. The complexity of the problem of 
workers’ health requires the participation of a va-
riety of actors at both national and international 
levels, particularly in the context of globalization, 
with a special focus required for reaching unem-
ployed or underemployed workers that are not 
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protected by private or public Health Insurance 
and Workers’ Compensation schemes.

Workers play a fundamental role in the trans-
formation of this reality. It is necessary to cre-

ate mechanisms to facilitate participation and to 
improve information and democratic forums to 
guarantee social justice, equity and peace.

Resumo

Este trabalho descreve aspectos das condições de traba-
lho e emprego e suas relações com a saúde, no contexto 
brasileiro, enfatizando as desigualdades sociais rela-
cionadas com a inserção no mercado de trabalho, ten-
do sido desenvolvido como contribuição ao documento 
da rede “Employment Conditions and Health Inequa-
lities Knowledge Network (EMCONET) – WHO Com-
mission on Social Determinants of Health”. A pesquisa 
bibliográfica foi realizada no SciELO, LILACS, Goo-
gle, Google Scholar, MEDLINE e no banco de teses da 
CAPES. No Brasil, o número de trabalhadores inseridos 
no setor informal supera o daqueles no setor formal. 
As informações sobre adoecimento e morte relaciona-
dos ao trabalho não estão disponíveis para o conjunto 
da população economicamente ativa. As condições de 
trabalho e saúde são ruins em ambos os grupos e, ape-
sar do complexo arcabouço legal referente à proteção 
dos trabalhadores e de avanços setoriais, as políticas 
públicas permanecem fragmentadas, apresentam bai-
xa cobertura e pouca eficácia. O crescente envolvimen-
to do movimento social e de sindicatos de trabalha-
dores na elaboração e gestão de políticas e programas 
de saúde sinaliza um processo promissor em curso no 
país. 

Saúde do Trabalhador; Condições de Trabalho; Merca-
do de Trabalho
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