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are work and care jobs for the future of decent work is an important contribution to

the ILO’s Women at Work Centenary Initiative and to the process that the ILO is un-
dertaking to guide its work for social justice as it advances into its second centenary.
The Women at Work Centenary Initiative began by examining why progress in closing
the gender gaps in the world of work had been so slow and what needed to be done for
real transformation. The data, research, analysis and surveys all led back to care work.

Care work, both paid and unpaid, is at the heart of humanity and our societies. Economies
depend on care work to survive and thrive. Across the world, women and girls are
performing more than three-quarters of the total amount of unpaid care work and two-
thirds of care workers are women. Demographic, socio-economic and environmental
transformations are increasing the demand for care workers, who are often trapped
in low quality jobs. If not addressed properly, current deficits in care work and its
quality will create a severe and unsustainable global care crisis and further increase gender
inequalities in the world of work.

Who is going to provide for the increasing care needs in the future? Under what condi-
tions will both unpaid and paid care work be provided? What policies can be put in place
to recognize, reduce and redistribute unpaid care work, create more and decent jobs for
care workers, and guarantee care workers’ representation, social dialogue and collective
bargaining? These are the questions that for the first time are addressed in a comprehen-
sive manner, based on a wealth of research and data.

A high road to care work is within our reach. The report charts a new road map of quality
care work — one in which unpaid carers can enjoy the rewards of care provision without
paying social and economic penalties; and care workers have access to decent jobs that
will set the foundation of quality care services.

The policy environment put forward to achieve good quality care work, grounded in
gender equality, is context specific but feasible. In all instances, care, macroeconomic,
social protection, labour and migration policies need to be engineered so as to yield posi-
tive outcomes both for those in need of care and those who give care, whether for pay
or not. It requires the engagement of governments, employers, workers and their organ-
izations as well as representatives of unpaid carers and care recipients. By providing a
global picture of the care economy from the angle of the world of work, this report builds
a compelling and evidence-based case for placing good quality care work as a priority in
national policy agendas. Urgent action is needed to pursue the high road to care work if
there is to be a future of work for both women and men that is decent by design.

SHAUNA OLNEY MANUELA TOMEI

Chief Director

Gender, Equality and Diversity Conditions of work and Equality
& ILOAIDS Branch Department
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EXECUTIVE SUMMARY

Care work and care jobs
for the future of decent work
.

are work, both paid and unpaid, is crucial to the future of decent work. Growing

populations, ageing societies, changing families, women’s secondary status in labour
markets and shortcomings in social policies demand urgent action on the organization
of care work from governments, employers, trade unions and individual citizens.
If not adequately addressed, current deficits in care service provision and its quality
will create a severe and unsustainable global care crisis and increase gender inequal-
ities at work.

Care work consists of two overlapping activities: direct, personal and relational care
activities, such as feeding a baby or nursing an ill partner; and indirect care activities,
such as cooking and cleaning. Unpaid care work is care work provided without a mon-
etary reward by unpaid carers. Unpaid care is considered as work and is thus a cru-
cial dimension of the world of work.! Paid care work is performed for pay or profit by
care workers. They comprise a wide range of personal service workers, such as nurses,
teachers, doctors and personal care workers. Domestic workers, who provide both di-
rect and indirect care in households, are also part of the care workforce.

The majority of the care work worldwide is undertaken by unpaid carers, mostly women
and girls from socially disadvantaged groups. Unpaid care work is a key factor in
determining both whether women enter into and stay in employment and the quality
of jobs they perform. While care work can be rewarding, when in excess and when
involving a high degree of drudgery, it hampers the economic opportunities and well-
being of unpaid carers, and diminishes their overall enjoyment of human rights.

Most care workers are women, frequently migrants and working in the informal
economy under poor conditions and for low pay. Paid care work will remain an
important future source of employment, especially for women. The relational nature of
care work limits the potential substitution of robots and other technologies for human
labour.

The conditions of unpaid care work impact how unpaid carers enter and remain in
paid work, and influence the working conditions of all care workers. This “unpaid care
work—paid work—paid care work circle” also affects gender inequalities in paid work
outside the care economy and has implications for gender equality within households
as well as for women’s and men’s ability to provide unpaid care work.
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It is in everyone’s best interests to ensure good conditions for care delivery in both its
unpaid and paid forms. Transformative policies and decent care work are crucial to en-
suring a future of work founded on social justice and promoting gender equality for all.
This will require doubling investment in the care economy, which could lead to a total
of 475 million jobs by 2030, meaning 269 million new jobs.

CARE WORK IN A CHANGING WORLD

Changes to family structures, higher care dependency ratios and changing care needs,
combined with an increase in the level of women’s employment in certain countries,
have eroded the availability of unpaid care work and resulted in an increase in the
demand for paid care work. In 2015, there were 2.1 billion people in need of care

Figure 1. Working-age population by household type (percentages) and income group, latest year

World Low-income countries

29 25 4.1

26
Middle-income countries High-income countries
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Note: See Chapter 1, figure 1.2 (90 countries).

Source: ILO calculations based on labour force and household survey microdata.
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(1.9 billion children under the age of 15, of whom 0.8 billion were under six years
of age, and 0.2 billion older persons aged at or above their healthy life expectancy).
By 2030, the number of care recipients is predicted to reach 2.3 billion, driven by an
additional 0.1 billion older persons and an additional 0.1 billion children aged 6 to
14 years.

The prevalence of severe disabilities means that an estimated 110-190 million people
with disabilities could require care or assistance throughout their entire lives.? There are
also increased demands for both paid and unpaid care work to be provided to persons
with disabilities in the home.

Households have become smaller and the traditional extended family’s role has been
substantially reduced. In 2018, nuclear families account for the highest share of the
world’s working-age population, namely 43.5 per cent, or 2.4 billion people. The same
figure for extended families accounts for almost a quarter: 24.3 per cent or 1.3 billion
people (see figure 1). Another clear expression of these changes to family forms is the
prevalence of single-headed households, which account for 5.3 per cent of the global
working-age population (300 million people). Globally, 78.4 per cent of these house-
holds are headed by women, who are increasingly shouldering the financial and child-
care responsibilities of a household without support from fathers.

Unless these additional care needs are addressed by adequate care policies, this extra
demand for paid care work — if it remains unmet — is likely to continue to constrain
women’s labour force participation, put an extra burden on care workers and further ac-
centuate gender inequalities at work.

UNPAID CARE WORK AND GENDER INEQUALITIES AT WORK

Women perform 76.2 per cent of the total amount of unpaid care work, 3.2 times
more time than men

Unpaid care work makes a substantial contribution to countries’ economies, as well as
to individual and societal well-being. Unpaid carers meet the vast majority of care needs
across the world. However, their unpaid care work remains mostly invisible, unrecog-
nized and unaccounted for in decision-making. Estimates based on time-use survey
data in 64 countries (representing 66.9 per cent of the world’s working-age population)
show that 16.4 billion hours are spent in unpaid care work every day. This is equivalent
to 2.0 billion people working 8 hours per day with no remuneration. Were such services
to be valued on the basis of an hourly minimum wage, they would amount to 9 per cent
of global GDP, which corresponds to US$11 trillion (purchasing power parity 2011).
The great majority of unpaid care work consists of household work (81.8 per cent), fol-
lowed by direct personal care (13.0 per cent) and volunteer work (5.2 per cent).

Across the world, without exception, women perform three-quarters of unpaid care
work, or 76.2 per cent of the total of hours provided. In no country in the world do men
and women provide an equal share of unpaid care work. Women dedicate on average
3.2 times more time than men to unpaid care work: 4 hours and 25 minutes per day,
against 1 hour and 23 minutes for men. Over the course of a year, this represents a total
of 201 working days (on an eight-hour basis) for women compared with 63 working
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Figure 2. Time spent daily in unpaid care work, paid work and total work, by sex, region and income group, latest year
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days for men. Women spend more time in unpaid care work than men in every region,
ranging from 1.7 times more in the Americas to 4.7 times in the Arab States. Globally,
unpaid care work is most intensive for girls and women living in middle-income coun-
tries, those married and of adult age, with lower educational achievement, resident in
rural areas, and with children under school age.

Women'’s paid work does not on its own automatically transform the gendered divi-
sion of unpaid labour. Across regions and income groups, when both work for pay
or profit and unpaid care work are accounted together, the working day is on average
longer for women (7 hours and 28 minutes) than it is for men (6 hours and 44 minutes),
despite significant country differences (see figure 2). This makes women consistent-
ly time poorer than men, even after adjusting for hours of employment. In addition,
excessive and strenuous amounts of unpaid care work can result in sub-optimal care
strategies, with detrimental consequences for care recipients such as infants, children,
persons with disabilities and older persons, as well as for the unpaid carers themselves.

Men’s contribution to unpaid care work has increased in some countries over the past
20 years. Yet, between 1997 and 2012, the gender gap in time spent in unpaid care de-
clined by only 7 minutes (from 1 hour and 49 minutes to 1 hour and 42 minutes) in the
23 countries with available time series data. At this pace, it will take 210 years (i.e. until
2228) to close the gender gap in unpaid care work in these countries. The glacial rate
of these changes calls into question the effectiveness of past and current policies in ad-
dressing the extent and division of unpaid care work over the past two decades.
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Attitudes towards the gender division of paid work and unpaid care work
are changing

Gender inequalities in the home and in employment originate in the gendered represen-
tations of productive and reproductive roles that persist across different cultures and so-
cio-economic contexts. With regional variations, the “male breadwinner” family model,
overall, remains very much ingrained within the fabric of societies, and women’s caring
role in the family continues to be central. But this is changing.

Attitudes are very positive towards women’s paid work, with 70 per cent of women and
66 per cent of men preferring that women be in paid work.> When it comes to men’s
roles, there is a growing perception that men everywhere have never been as involved as
they are today in unpaid care work. People experiencing work—family conflicts or those
who are likely to have care responsibilities in the near future — such as women, younger
people, parents in dual-earner couples and single parents — tend to hold more progressive
and gender-equal attitudes than do others.

Changes to family structures and ageing societies point to an increase in the number of
both women and men confronting a potential conflict between unpaid care work and em-
ployment. As a result, greater support for gender-egalitarian roles and their translation
into practice should be anticipated. This attitudinal and practice change is also likely to
result from transformative care policies. Indeed, as such measures become more access-
ible and of better quality, attitudes towards maternal employment and what is considered
to be an appropriate work—family arrangement are likely to favour a more egalitarian di-
vision of paid work and unpaid care work between women and men.

647 million persons of working age are outside the labour force due to family
responsibilities

Unpaid care work constitutes the main barrier to women’s participation in labour mar-
kets, while a more equal sharing of unpaid care work between men and women is
associated with higher levels of women’s labour force participation. Globally, the prin-
cipal reason given by women of working age for being outside the labour force is
unpaid care work, whereas for men it is “being in education, sick or disabled”. In 2018,
606 million women of working age have declared themselves to be unavailable for em-
ployment or not seeking a job due to unpaid care work, while only 41 million men are
inactive for the same reason. These 647 million women and men who are full-time un-
paid carers represent the largest pool of participants lost to the labour market across the
world, among whom mothers of young children are over-represented. Full-time unpaid
carers represent 41.6 per cent of the 1.4 billion inactive women worldwide compared
with only 5.8 per cent of all the 706 million inactive men (see figure 3).

Across all income groups, unpaid care work is the most widely reported reason given
for women’s inactivity in middle-income countries, with 46.7 per cent of women citing
it as compared with 6.3 per cent of men. A 2017 ILO-Gallup report found that, global-
ly, a majority of women would prefer to work at paid jobs, including those who are not
in the workforce (58 per cent), and that men agree.* This implies that a large share of
this potential labour force could be activated through universal access to care policies,
services and infrastructure.
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Figure 3. Percentage of inactive persons, by sex and main reason for being outside the labour force, latest year
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Being in employment and having family responsibilities is the norm across the world.
In 2018, there are 1.4 billion employed adults living with care dependants (0.5 billion
women and 0.9 billion men). This means that, globally, 67.7 per cent of employed adults
— mainly men — are potential unpaid carers. Household composition, however, affects
women’s and men’s labour market participation differently. There is a “labour force par-
ticipation penalty” for women with care responsibilities and a “labour force premium”
for men who live with care recipients. Compared with single women, those women who
live in extended households are 16.6 percentage points less likely to be active in the
labour market, whereas the same value for men is actually 0.5 percentage points higher,
making them more active.

Mothers of children aged 0-5 years suffer an employment penalty compared with fathers

Without exception, the amount of time dedicated by women to unpaid care work in-
creases markedly with the presence of young children in the household. This results in
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Figure 4. Employment-to-population ratios of mothers and fathers of children aged 0-5 and of non-mothers
and non-fathers of children aged 0-5, latest year
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what can be termed a “motherhood employment penalty”, which is found globally and
consistently across regions for women living with young children. In 2018, mothers
of children aged 0-5 years account for the lowest employment rates (47.6 per cent)
compared not only with fathers (87.9 per cent) and non-fathers (78.2 per cent), but
also with non-mothers of young children (54.4 per cent). This pattern contrasts with
a “fatherhood employment premium”, with fathers of young children reporting the
highest employment-to-population ratios throughout the world and across all regions
compared not only with non-fathers, but also with both non-mothers and mothers (see
figure 4).

What is more, there is only a small variation in paternal employment-to-population
ratios across regions and countries, whereas maternal employment rates vary consid-
erably. The global “parenthood employment gap” (namely, the difference between
the employment-to-population ratio for fathers and that for mothers of children aged
0-5 years) is 40.3 per cent, while it is in middle-income countries that the employ-
ment-related costs of caring for young children are the highest among women in three
income groups (almost 45 per cent). After Africa, the Europe and Central Asia region
displays the lowest parenthood employment gap, although with significant differences

‘ xxxiii



XXXiv \

CARE WORK AND CARE JOBS FOR THE FUTURE OF DECENT WORK

within the region. This reflects a differing accessibility to and quality of publicly pro-
vided care policies and services between countries.

Unpaid carers face a job quality penalty

Unpaid care work is one of the main obstacles to women moving into better qual-
ity jobs, affecting the number of hours spent by women in work for pay or profit,
their status in employment and working conditions. Adult women in employment with
family responsibilities are more likely to work shorter hours for pay or profit than adult
men and non-mothers. Globally, employed women living in households without chil-
dren under 6 years of age work on average 42.3 hours per week, compared with the
46.1 hours per week worked by men. This represents a gender gap in hours worked for
pay or profit of 3 hours and 48 minutes a week. Living with at least one young child
increases this gap to almost 5 hours (approximately one weekly hour of paid work less
for women and 18 minutes per week more for men). In all regions, the gender gap for

Figure 5. Weekly hours worked for pay or profit, by sex and number of children under 6 years of age, latest year
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hours spent in paid employment widens as the number of children increases. In total,
women working five days per week with three or more children aged under six living in
the household lose 18 hours of work for pay or profit per month, whereas no such loss
is recorded for men in the same situation. The gap between weekly hours worked by
fathers and those worked by mothers of one child under 6 years of age is the smallest
for respondents living in the Asia and the Pacific region (2 hours and 18 minutes) and
the largest for those living in Europe and Central Asia (9 hours and 12 minutes) (see fig-
ure 5). The inability to supply long hours in employment affects women’s job quality and
level of pay. Indeed, the expectation of long working hours in some male-dominated jobs
acts as a deterrent for women who are potential or actual unpaid carers, and contributes
to occupational segregation. The wage premium for working extra-long hours increases
as a result and contributes to a widening of the monthly gender pay gap.

Women with care responsibilities are also more likely to be self-employed and to work
in the informal economy, and less likely to contribute to social security. Globally, the
share of wage and salaried workers is lower among women carers (62.2 per cent) than
among women non-carers (67.8 per cent). Although wage and salaried work is of itself
no guarantee of higher job quality, this supports the hypothesis that unpaid carers have
to “transit” to jobs in self-employment in order to combine care provision with work
for pay or profit. In addition, unpaid carers tend to have worse working conditions; for
instance, women unpaid carers are more likely to be in the informal economy (62.0 per
cent) compared with their non-carer counterparts (56.8 per cent). Wage and salaried
workers with care responsibilities are also less likely to be covered by social security
than those with no such responsibilities, with 47.4 of women unpaid carers contributing
to social insurance, compared with 51.6 per cent of women who are not unpaid carers.

CARE POLICIES AND UNPAID CARE WORK

Transformative care policies yield positive health, economic and gender
equality outcomes

Inequalities in unpaid care work and in the labour force are deeply interrelated. No sub-
stantive progress can be made in achieving gender equality in the labour force until in-
equalities in unpaid care work are tackled through the effective recognition, reduction
and redistribution of unpaid care work between women and men, as well as between fam-
ilies and the State. Care policies are public policies that allocate resources to recognize,
reduce and redistribute unpaid care in the form of money, services and time. They en-
compass the direct provision of childcare and eldercare services and care-related social
protection transfers and benefits given to workers with family or care responsibilities,
unpaid carers or people who need care. They also include care-relevant infrastructure
which reduces women’s drudgery work, such as obtaining water, providing sanitation
and procuring energy. They also include labour regulations, such as leave policies and
other family-friendly working arrangements, which enable a better balance between paid
employment and unpaid care work.

These policies are transformative when they guarantee the human rights, agency and
well-being of both unpaid carers (whether in employment or not) and care recipients.
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Figure 6. Public expenditure on selected care policies as a percentage of GDP, and employment-to-population ratio
of women with care responsibilities, latest year
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Transformative care policies can yield positive health, economic and gender equality
outcomes, leading to better outcomes for children, their mothers’ employment and their
fathers’ caregiving roles, and older persons and people with disabilities. Data on public
expenditure on selected care policies show that in countries that tend to invest more in a
combination of care policies to offset the care contingencies of the working-age popula-
tion —i.e. in case of maternity, sickness or disability — the employment rates for women
unpaid carers aged 18—54 years tend to be higher than those in countries investing com-
paratively less (see figure 6). In particular, regions affording comprehensive maternity
protection and paid leave for fathers, in conjunction with a relatively generous provision
of early childhood care and education services, generally have higher average maternal
employment rates.

Gender-responsive and human rights-based care policies can also help transform the
gender division of labour in households and thus change individuals’ attitudes towards
care work. There is a positive association between national parental leave arrangements
and men’s time spent on childcare. Those countries where men spend on average at least
60 per cent of the time that women spend on unpaid care are also those where men have
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the longest duration of paid leave. These benefits are made possible by shifting part of
care work from the family and women onto the State or onto publicly subsidized market
or non-profit services.

Care policy coverage deficits impact the most disadvantaged groups

Despite the strong case for transformative care policies, large deficits in the coverage of
care policies exist across the world. In Africa, Asia and the Pacific, and the Arab States,
coverage gaps are the widest, with detrimental health and economic consequences for
people with care needs and care responsibilities (especially women), older persons, peo-
ple living with disabilities, those living with HIV, indigenous peoples, those living in
rural areas and those working in non-standard forms of employment or in the informal
economy. In Latin America and the Caribbean, although care policies are higher up on the
policy agenda, substantial deficits persist, notably in terms of access to services. Even in
high-income countries, the design and implementation of care policies does not system-
atically address those gender and social inequalities related to the division of care work
and barriers to women’s labour force participation. Overall, there remains a paucity of
gender-responsive and human rights-based policy approaches; universality is a long way
from being attained, as are adequacy and equity. The role of the State varies according to
the type of policy involved; but, primary responsibility is still lacking in many instances.

Universal access to maternity protection and leave schemes that are more egalitarian
in nature are not yet a reality. In 2016, only 42 per cent of countries (77 countries out
of 184 with available data) met the minimum standards set out in the ILO Maternity
Protection Convention, 2000 (No. 183), and 39 per cent of countries (68 countries out
of 174 with available data) did not have any statutory leave provision for fathers (either
paid or unpaid). Universal access to quality childcare services is far from being realized,
especially in low- and middle-income countries. Globally, gross enrolment rates in early
childhood education services for children under 3 years was only 18.3 per cent in 2015
and reached barely 57.0 per cent for the enrolment of children aged 3—6 in pre-primary
education. Free and compulsory pre-primary education for the duration of at least a year
exists only in 38 out of 207 countries.’

Long-term care services are close to non-existent in most African, Latin American and
Asian countries, and in only a few high-income countries does the State take a leading
role in funding long-term care services, which results in higher coverage. The effective
coverage of persons with severe disabilities receiving benefits was only about 27.8 per
cent in 2015, ranging from just 9 per cent in Asia and the Pacific to above 90 per cent in
Europe. A large number of countries (103 out of 186 with available data) do, however,
provide disability benefits, but only through contributory schemes, implying that only
employed adults, mostly men, are able to benefit from these schemes.® Access to water,
sanitation facilities and an improved quality of electricity services can lead to welfare
gains, especially for girls and women living in poor households and rural areas. However,
there are striking regional differences in access to these care-related infrastructures.

One important factor limiting a large majority of countries in their pursuit of transforma-
tive care policies is resource-constrained settings. That said, countries with similar GDP
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and socio-economic structures display different care policies and related care outcomes.
This underlines the importance of clearly defined policy priorities and a political willing-
ness to expand fiscal space in order to generate the adequate levels of resources needed
to support an expansion of care policies and reap the resultant benefits.

CARE WORKERS AND CARE EMPLOYMENT
The global care workforce comprises 249 million women and 132 million men

Care workers are the faces and hands of paid care service provision. The global care
workforce includes care workers in care sectors (education and health and social work),
care workers in other sectors, domestic workers and non-care workers in care sectors,
who support care service provision. Care employment is a significant source of employ-
ment throughout the world, particularly for women. In total, the global care workforce
numbers 381 million workers (249 million women and 132 million men). These figures
represent 11.5 per cent of total global employment, or 19.3 per cent of global female em-
ployment and 6.6 per cent of global male employment. In most places, the larger the care
workforce as a proportion of total employment, the more prevalent are women among
its numbers. Approximately two-thirds of the global care workforce are women and this
proportion rises to over three-quarters in the Americas and in Europe and Central Asia.

Most care workers are employed in education (123 million) and in health and social
work (92 million). This total of 215 million workers (143 million women and 72 mil-
lion men) represents 6.5 per cent of total global employment in 2018. Domestic workers
amount to at least 2.1 per cent of total global employment: there are 70.1 million
domestic workers employed by households across the world; of these, 49 million are
women and 21 million are men. Care workers working outside care sectors account
for 24 million workers, or 0.7 per cent of total global employment. Non-care workers
(accountants, cooks or cleaners, for example) working in care sectors account for 72 mil-
lion workers, or 2.2 per cent of total global employment.

Poor job quality for care workers leads to poor quality care work

Care workers share distinctive characteristics: in providing care they engage with care
recipients, frequently in sustained care relationships; they display a range of skills,
although these are frequently neither recognized nor remunerated; they frequently ex-
perience tensions between those they care for and the conditions in which they have to
provide care; and they are mostly women. Yet, they are not a homogenous group: there
are differences and hierarchies among care workers, including in terms of pay, condi-
tions and status.

Nurses and midwives constitute the biggest occupational group in health care, and nurs-
ing remains the most feminized of the health-care occupations. Their wages are fre-
quently too low, and nurses often resort to working multiple jobs, increasing their shifts
or taking on more overtime, practices that jeopardize care quality and adversely impact
work-life balance and retention. Personal care workers — most of them home-based —
are confronted by low wages and dire working conditions, and are likely to be exposed
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to discriminatory practices. Community health workers are frequently undertrained, un-
der-resourced and either underpaid or unpaid, and are often engaged to make up for a
shortage of health workers. Health worker migration is a feature of global health labour
markets, driven by working conditions and income differentials across countries. Skills
recognition and certification present major obstacles for migrant nurses.

Teachers’ salaries represent the largest single cost in formal education. Annual salaries
for primary and secondary teachers are in line with per capita GDP, slightly lower in
high-income countries, but higher in relatively lower-income countries. The education
sector has, however, experienced a rise in temporary and part-time jobs in recent de-
cades. Across all country income groups, the status, pay and benefits of early childhood
personnel are less favourable than those of primary teachers, which can lead to low lev-
els of job satisfaction and low retention rates.

Domestic workers experience some of the worst working conditions across the care
workforce and are particularly vulnerable to exploitation. Jobs in this sector are notori-
ously unpredictable and casual in nature, and are adversely affected by low labour and
social protection coverage. Moreover, violence at work is ubiquitous in the domestic
work sector.

Poor job quality for care workers leads to poor quality care work. This is detrimental
to the well-being of those who receive care, those who provide care, and also for un-
paid carers who have fewer options available. For example, increases in hospital nurses’
workloads will increase the risk of in-patient mortality, tight schedules rob personal care
workers of the flexibility necessary to provide the care required, and high pupil-to-teach-
er ratios are associated with lower education outcomes.

A low road to care is the prevalent care employment model around the world

Countries vary greatly in their size and level of development, as well as in their labour
markets, their migration policies and the extent of their health, education and care ser-
vices. These variations influence the levels and composition of care employment. A clus-
ter analysis of the care workforce in 99 countries identified eight distinctive models of
care employment. Some countries from the same region and with the same level of de-
velopment are grouped together, but models of care employment cut across regions and
income levels, showing that paths to care employment are diverse (see figure 7).

There are two main sources of variation between these clusters: first, the proportion
of employment in health and social work, driven by the coverage of health care and
long-term care services; and, second, the proportion of employment in domestic work,
which in many cases comprises a disproportionate number of migrant domestic workers.
Variations in education employment are less marked. They result from the combined ef-
fect of levels of coverage in primary education, which are close to universal, and similar
(and low) levels of early childhood education coverage. For instance, the care workforce
represents 27.7 per cent of total employment in countries grouped in cluster 1 (Very
high levels of employment in care sectors), whereas for countries in cluster 4.2 (Low
levels of care employment), their care workforce accounts for only 4.7 per cent of total
employment.
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Figure 7. Models of care employment
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A salient feature of cluster 3 (comprising sub-clusters 3.1, 3.2 and 3.3 in figure 7) is the
reliance on domestic workers, often linked to insufficiency of public care service pro-
vision. Domestic workers (in many cases migrant domestic workers) have become sig-
nificant in several contexts: where more affluent populations have the economic power
to outsource unpaid care work to another population group of lesser economic means;
where care-specific foreign worker programmes facilitate their recruitment and employ-
ment by private households; where public policies provide incentives and subsidies to
encourage individuals to hire care workers, as in the case of several cash-for-care pol-
icies; and where employment relationships and working conditions in private households
are, de jure or de facto, partly or completely unregulated.

This analysis indicates that policy really does matter in determining the level of employ-
ment, working conditions, pay and status of care workers. Migration policies, labour
policies and the coverage and design of health, education and care policies ultimately
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determine how care workers fare in comparison with other workers and across countries
and regions. Public provision of care services tends to improve the working conditions
and pay of care workers, whereas unregulated private provision tends to worsen them,
irrespective of the income level of the country. The existence and representativeness of
workers’ organizations covering care workers, as well as the coverage of social dialogue
mechanisms, including collective bargaining, also play an important role in determining
the pay and working conditions of care workers, as well as the voice they have in other
decisions that affect them.

A high road to care work means achieving decent work for care workers, including do-
mestic and migrant workers. Caring for care workers requires reversing these trends by
extending labour and social protection to all care workers, promoting professionalization
while avoiding de-skilling, ensuring workers’ representation and collective bargaining
and avoiding cost-saving strategies in both the private and the public care sectors that
depress wages or shorten direct care time.

CARE JOBS AND THE FUTURE OF WORK

Investment in the care economy to achieve the SDGs means a total
of 475 million jobs by 2030

Good-quality care employment that promotes gender equality and benefits all involved
parties (care recipients, care workers and unpaid carers) is both possible and feasible.
This is demonstrated by a macroeconomic simulation study into 2030 in 45 countries,
which represents 85 per cent of global GDP and close to 60 per cent of the global popula-
tion and workforce. The combined employment in education and health and social work
in these 45 countries amounted in 2015 to approximately 206 million workers, which
represented almost 10 per cent of their total employment and corresponded to 8.7 per
cent of the combined GDP of these countries.

The simulation compares a status quo scenario with a high road scenario. The status quo
scenario assumes that care employment will change along with population and demo-
graphic transformations into 2030, but that current coverage rates, quality standards and
working conditions in care sectors will remain constant, such that existing care deficits
persist. According to this scenario, it is estimated that total sectoral employment in edu-
cation and health and social work is likely to increase by almost one-quarter to a total
of 248 million jobs by 2030. This includes 94 and 95 million care workers and 29 and
30 million non-care workers in education and health and social work, respectively. In
addition, 110 million jobs are generated in other sectors (indirect jobs). If the status quo
scenario prevails, total employment in the care economy and in other sectors will be
358 million jobs by 2030.

The high road scenario builds on relevant targets set by the Sustainable Development
Goals (SDGs) and is grounded in the ILO’s Decent Work Agenda. Simulation results
show that increasing investment in the care economy will result in a total of 475 mil-
lion jobs by 2030, that is 117 million additional new jobs over and above the status quo
scenario, or 269 million new jobs compared with the number of jobs in 2015 (see fig-
ure 8). Of these additional jobs created, 78 million would be in education and health
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Figure 8. Total care and related employment in 2015 and 2030, status quo and high road scenarios
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and social work, increasing total sectoral employment from 206 million jobs in 2015 to
326 million jobs by 2030. Early childhood care and education (39 million) and long-
term care (30 million) are the largest contributors to this job creation potential, followed
by health and social work with 9 million new jobs. The remaining 39 million additional
jobs are generated in other sectors (indirect jobs). This number represents a lower-end
estimate, since the analysis did not include induced employment effects triggered through
increased household consumption spending.

A high road scenario requires doubling current levels of investment in education,
health and social work by 2030

Under a status quo scenario, total public and private spending in care service provision
would amount to US$14.9 trillion by 2030, corresponding to 14.9 per cent of the com-
bined total projected GDP of the 45 countries in 2030. This increase from the current
8.7 per cent of GDP (as of 2015) to 14.9 per cent under the status quo scenario in 2030
is driven by demographic transformation and the associated increase in health and long-
term care costs. In other words, if investment in care service provision does not increase
by 6 percentage points of global GDP, deficits in coverage will worsen and the working
conditions of care workers will deteriorate.

Realizing the high road scenario would result in total public and private expenditures on
care service provision of US$18.4 trillion, corresponding to about 18.3 per cent of total
projected GDP of the 45 countries in 2030. In other words, meeting the SDGs in educa-
tion and health so as to close the care deficits requires additional spending corresponding
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to 3.5 percentage points of projected GDP in 2030 over and above the status quo scenario.
This additional expenditure contributes towards two objectives simultaneously: first,
meeting the coverage rates of the overall population in health care and the population
of older persons in long-term care, as set by SDG 3 (health care for all) and, second,
achieving the enrolment rates in education (from early childhood care and education
to tertiary education) in order to attain SDG 4 (education for all). In addition, this level
of expenditure ensures that these goals are achieved under conditions of decent work
for care workers, thereby contributing to the achievement of SDG 8 (decent work and
economic growth).

The required levels of expenditure in care service provision in the high road scenario
mean doubling current levels of expenditure as a proportion of GDP, and call for in-
creased public spending. At a minimum, 17.5 per cent of any additional public spending
would be recovered in the short run through fiscal revenues.

The high road to care work is feasible, but must be grounded in transformative policies
and decent work for care workers

The ILO has placed care work at the heart of the Women at Work and the Future of Work
Centenary Initiatives. The achievement of gender equality at work is also an urgent prior-
ity as a result of the adoption of SDG 5, which aims at recognizing and valuing unpaid
care work “through the provision of public services, infrastructure and social protection
policies” (target 5.4). This global commitment to gender equality has been accompanied
by a recognition of the role of the Decent Work Agenda in transforming the planet, erad-
icating extreme poverty and addressing inequalities. This has been reaffirmed by SDG 8
on full and productive employment and decent work for all women and men.

This report shows that the Triple R Framework — recognizing, reducing and redistribut-
ing unpaid care work — and the Decent Work Agenda come together to define the high
road to care work with social justice. It calls for the provision of good-quality care, bene-
fiting both unpaid carers and recipients, and providing decent work for care workers. The
high road to care work needs to be grounded in transformative measures in five main pol-
icy areas: care, macroeconomics, social protection, labour and migration. These policies
are transformative when they contribute to the recognition of the value of unpaid care
work, the reduction of the drudgery of certain forms of care work and the redistribution
of care responsibilities between women and men and between households and the State.
The policies need also to reward care workers adequately and promote their repre-
sentation, as well as that of care recipients and unpaid carers.

Figure 9 summarizes the policy recommendations and measures needed to achieve the
high road to care work in the SR Framework for Decent Care Work: recognize, reduce
and redistribute unpaid care work; reward paid care work, by promoting more and de-
cent work for care workers; and guarantee care workers’ representation, social dialogue
and collective bargaining. Each group of policy recommendations is matched by a set of
policy measures intended to help advance the high road to care work, and these measures
are guided by the ILO labour standards.
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Figure 9. The 5R Framework for Decent Care Work: Achieving a high road to care work with gender equality

Main policy areas
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Reward:
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care workers

Representation,
social dialogue

and collective bargaining
for care workers

Policy measures

Measure all forms of care work and take unpaid care work into account in
decision-making

Invest in quality care services, care policies and care-relevant infrastructure
Promote active labour market policies that support the attachment, reintegration
and progress of unpaid carers into the labour force

Enact and implement family-friendly working arrangements for all workers
Promote information and education for more gender-equal households,
workplaces and societies

Guarantee the right to universal access to quality care services

Ensure care-friendly and gender-responsive social protection systems,
including floors

Implement gender-responsive and publicly funded leave policies for all women
and men

Regulate and implement decent terms and conditions of employment and
achieve equal pay for work of equal value for all care workers

Ensure a safe, attractive and stimulating work environment for both women
and men care workers

Enact laws and implement measures to protect migrant care workers

Ensure women'’s full and effective participation and equal opportunities for
leadership at all levels of decision-making in political, economic and public life
Promote freedom of association for care workers and employers

Promote social dialogue and strengthen the right to collective bargaining in care
sectors

Promote the building of alliances between trade unions representing care workers
and civil society organizations representing care recipients and unpaid carers

Source: Authors’ illustration. See Chapter 6, figure 6.1.

The 5R Framework is a human rights-based and gender-responsive approach to public
policy. The Framework creates a virtuous circle that mitigates care-related inequalities,
addresses the barriers preventing women from entering paid work, and improves the
conditions of all care workers and, by extension, the quality of care.
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INTRODUCTION

are work, both paid and unpaid, is crucial to the future of decent work. Growing popu-

lations and ageing societies, women’s secondary status in labour markets and short-
comings in social policies all demand that urgent action on the organization of care work
be taken by governments, employers, trade unions and individual citizens. Care work is
essential for the reproduction of the future workforce, for the health and education of
the current workforce and for caring for the growing numbers of older people. Most
of the unpaid care work throughout the world is undertaken by women and is a key
factor in determining whether women can enter and stay in employment and the quality
of jobs they perform. Most care workers are women, frequently working in the informal
economy, in very poor conditions and receiving low levels of pay. Yet, paid care work
is likely to remain an important source of employment in the future, especially among
women. Decent care work is therefore central to ensuring a future of work that is found-
ed on and that promotes gender equality, for the benefit of all.

These are the reasons why care work and the care economy have been placed at the
heart of both the ILO’s Women at Work and the Future of Work Centenary Initiatives,
launched at the International Labour Conference in 2013. The aim of the Women at
Work Initiative is to understand why global progress on delivering decent work for
women has been so slow, and to address structural barriers and identify innovative path-
ways to achieving transformative gender equality. Adhering to a “status quo” scenario is
no longer a viable option. This report shows that the current distribution of unpaid care
work is a major obstacle to a future of work with gender equality at its core. It proposes
the centrality of good-quality paid employment in the care sectors in promoting a better
future of work and points to the importance of adopting a “high road” to care work. It
implies that good-quality care is provided, benefiting both care providers and recipients
and providing decent work for care workers.

The Women at Work Initiative comes during an era of challenges for the achievement
of equal opportunities and treatment between women and men, but also at a time when
the level and intensity of the debate on women’s empowerment and gender equality has
never been so high in the international agenda. The adoption of the 2030 Agenda for
Sustainable Development has positioned the achievement of gender equality at work
as an urgent priority. Sustainable Development Goal (SDG) 5, target 5.4, recognizing
and valuing unpaid care work “through the provision of public services, infrastructure
and social protection policies” becomes, for the first time, not only a target in itself,
but also a means of delivering sustainable development for all women and girls. This
global commitment to gender equality has been accompanied by a recognition of the
role of the Decent Work Agenda in transforming the planet, eradicating extreme poverty
and addressing inequalities. This has been affirmed by SDG 8 on full and productive
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employment and decent work for all women and men. Making decent work with gender
equality a pillar of the 2030 Agenda for Sustainable Development has also reinforced
the role of the ILO and its constituents in delivering a new blueprint for a second cen-
tury of decent work in 2019, in which care work and the care economy are at the centre
of transformative policies.

The Women at Work Initiative has shown that the problems facing women in the world
of work are not new, but the environment in which they are occurring is changing due
to persistent job-weak growth, the “crisis of inequalities”' and demographic, migration
and technology challenges (see the Director-General’s Report to the 2018 International
Labour Conference).> Gender gaps are closing in many countries, though only at a gla-
cial pace. This stalling of progress is a further factor in a changing environment that is
not “friendly” to women. Reversing this situation requires urgent and innovative policy
approaches. The recent ILO-Gallup report 2017° demonstrates that women everywhere,
including those who are out of the labour force, want to be able to reconcile working for
pay or profit with looking after their families. However, this aspiration is often unmet
due to the persistent presence of structural barriers, such as the unequal distribution of
care responsibilities between the women and the men within the family setting and the
absence of affordable care for children and relatives.

As women worldwide perform an unequal, and often large, amount of unpaid care
work, their availability for paid employment is constrained, as is the quality of employ-
ment they can access, thus reinforcing gender gaps in paid work. The undervaluation of
women’s unpaid care work results in the pervasive undervaluation of paid care work,
leading to lower wages and poor working conditions in the care sectors, in which women
are over-represented. In turn, these disadvantages in care occupations spill over into the
rest of the labour markets, further exacerbating gender inequalities in the world of work,
including in terms of women’s voice and representation in all spheres of life — political,
social and economic. These disadvantages also affect the positioning (or, in certain
cases, the complete absence) of care concerns in social dialogue and decision-making
processes. Getting the unpaid—paid care work equation right is therefore a necessary
condition for establishing a virtuous cycle of decent work for all.

At the threshold of the ILO’s centenary, ILO constituents are at a historic crossroads. To
create a virtuous cycle of decent work for all, it is imperative to pursue a high road to
care work, grounded in social justice. The high road to care work is based on the recog-
nition that ILO member States need to be “caring states™ and the world of work needs
to become a “caring world of work”, in line with people’s aspirations. A caring world of
work delivers good-quality care, which, in turn, is dependent on good-quality paid care
work and unpaid care work that is shared equally so that both women and men are able
to provide care and to benefit from its rewards.

Investing in good-quality care work offers multiple short- and long-term benefits for a
decent future of work: it would help to meet currently unmet or insufficiently met care
needs; it would shift care provision from unpaid to paid sectors, freeing unpaid carers,
the majority of whom are women, to take up paid employment; and it would generate a
significant number of new jobs. By 2030, the ILO estimates that a high road to care work
has the potential to create 475 million jobs in education, in health and social work and,
indirectly, in other sectors as a result of increased sectoral spending. This is 117 million



- I I INTRODUCTION

more decent jobs than those that would be created if current levels of coverage and work-
ing conditions for care workers were to persist. Building such a high road requires a re-
thinking of the current paradigm and charting a new road map to quality care work. This
is what this report seeks to do.

OBJECTIVES AND STRUCTURE OF THE REPORT

Care work and care jobs for the future of decent work provides an in-depth review of the
challenges and opportunities of integrating the care economy into labour market ana-
lyses and policy. The report explores the extent, features and intersectional inequalities
of both unpaid and paid care work and its relationship with a changing world of work. It
looks at the care economy both as a means of supporting women’s equal opportunities
and treatment at work and as an area of employment growth, with major implications for
law and policy debates concerning the future of work.

It surveys the contribution of unpaid carers within their own households, as well as in
their wider communities. It also examines the socio-economic risks linked to the endur-
ing impacts that the inability to balance work and family responsibilities has on women’s
labour force participation and access to quality employment. Closely related to the or-
ganization of unpaid care work are the working conditions of care workers around the
world — the doctors, nurses, teachers, childcare personnel and personal assistants, to
name but a few care occupations, and domestic workers. Whether there are enough care
jobs to cover future care needs, and whether the employment generated will comprise
decent jobs, are crucial aspects of establishing a high road to care work and defining the
factors that will determine the future of work.

Chapter 1 begins by defining care work and the care economy in light of the adoption
of Resolution I of the 19th International Conference of Labour Statisticians (ICLS). It
portrays the main features of care provision, which comprises a triad of parties — care
recipients, unpaid carers (whether in employment or not) and care workers. The chap-
ter explains how the gendered nature of care work is the root cause of its economic un-
dervaluation, exposes the limited role that technologies can ultimately play in replacing
human interaction in care provision and highlights the need to challenge the standard
definition of labour productivity as a precondition to achieving quality care. It explains
why and how care work matters for the current and future world of work, in the context
of ongoing socio-economic, demographic and environmental megatrends. Finally, it re-
views how care work and related policies are positioned within international and nation-
al policy frameworks and emphasizes the importance of tackling care work issues within
a conducive policy environment.

Chapter 2 defines and reviews the magnitude, nature and value of unpaid care work,
in terms of the volume of hours involved and the number and characteristics of unpaid
carers. It discusses measurement issues and points to the complementary role of labour
force and time-use surveys, following the recent updating of the international standards
on work statistics and the international classification of activities for time use. An inter-
sectional analysis of gender care gaps and related trends is presented, based on a com-
prehensive database of 67 time-use surveys. The impact of unpaid care work on gender
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inequalities at work is assessed, with a focus on labour force participation, hours worked
and job quality, drawing on the analysis of almost 90 labour force and other household
surveys. The role of social attitudes towards women’s and men’s paid work and unpaid
care work in shaping and entrenching gender inequalities in the labour force is also high-
lighted in the chapter.

Chapter 3 discusses the role of transformative care policies, specifically measures to
address and transform inequalities in both unpaid care work and paid work by recog-
nizing, reducing and redistributing the burden of unpaid care work. It presents the core
principles and the main elements of transformative care policies, which comprise leave
policies, care services, social protection cash benefits related to care, family-friendly
working arrangements and the care infrastructure. The chapter highlights the role of
transformative care policies in leading to better outcomes for children, mothers’ employ-
ment and fathers’ caregiving role, as well as for older people and people with disabilities.
The chapter also presents women’s and men’s attitudes towards selected care policies
and relates them to current care policy provisions.

Chapter 4 takes a closer look at the magnitude and characteristics of the care workforce,
based on almost 100 labour force and household surveys. It presents global and region-
al estimates of the care workforce, by sex, and analyses its sectoral composition, with
a focus on selected care occupations. The chapter then presents a comprehensive coun-
try-based cluster analysis that shows how the extent of care service provision and the
prevailing policy environment define the working conditions of care workers. The clus-
ters show variations within and between regions that inform the main determinants of
job quality, regardless of the level of development.

Chapter 5 investigates the role of the care economy in future job creation. Based on an
input—output methodology for 45 countries throughout the world, the chapter provides
estimates of job creation with decent work in care employment, taking into account
future demographic projections. It explores and compares the results of both a status quo
scenario, based on the continuation of current trends in care service coverage and work-
ing conditions of care workers, and a high road to care work scenario, modelled on the
achievement of selected SDGs.

The final chapter presents a series of policy recommendations based on ILO standards
and country experiences across the world. These policy recommendations lay out the
high road to care work, in which decent care work contributes to a better future of work
for all.

NOTES

1 Alejo Vazquez Pimentel, Macias Aymar and Lawson, 2018.
2 ILO, 2018a.

3 ILO and Gallup, 2017.

4 Tronto, 2015; ILO 2015f.



Care work and care jobs:
What they are and why they matter

KEY MESSAGES

Care work is at the heart of humanity, as all human beings are dependent on care to survive and thrive. Care work
can be paid or unpaid.

As established by 2013 labour statistics definitions, unpaid care is work. Unpaid carers provide care, support
and household work within households or in the community, with no monetary reward. Virtually all adults will be
unpaid carers at some stage during their life cycle.

Providing unpaid care work is a rewarding experience, but it can also have adverse effects on unpaid carers’
economic opportunities, well-being and overall enjoyment of human rights.

Care workers perform care work for profit or pay and deliver health, social and education services. Domestic
workers provide care services in households. The care economy is the sum of all forms of care work.

Good quality care requires good conditions of care delivery in both its paid and unpaid forms. The relational nature
of care work limits the potential to substitute robots and other technologies for human labour.

Changes in family structures, unfavourable care dependency ratios and changing care needs, combined with the
increase in the level of women’s employment in certain countries, result in an erosion of the availability of unpaid
care work, and therefore in increased demand for paid care work.

If not adequately addressed, deficits in care service provision and its quality will expand, exacerbating the global
care crisis and further accentuating gender inequalities at work.

The inclusion of target 5.4 on unpaid care work in the SDGs is a recognition of the valuable contribution of this
work to achieving all the SDGs and to individual and societal well-being.

The Triple R Framework — recognizing, reducing and redistributing unpaid care work — and the Decent Work
Agenda come together to define the high road to care work. It implies that good-quality care is provided, benefiting
both care providers and recipients and providing decent work for care workers.
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m Care policies, macroeconomic, social protection, labour and migration policies work cohesively to provide a con-
ducive policy environment for advancing decent care work, enabling the recognition, redistribution and, where
necessary, the reduction of unpaid care work, as well as promoting the representation of, and decent work for,
care workers.

1.1. DEFINING CARE WORK AND THE CARE ECONOMY

Care is at the heart of humanity. All human beings are dependent on care, as both re-
cipients and providers. Care is necessary for the existence and reproduction of societies
and the workforce and for the overall well-being of every individual. The very essence
of having independent and autonomous citizens as well as productive workers relies on
the provision of care.

In line with the literature, in this report care work is broadly defined as consisting of
activities and relations involved in meeting the physical, psychological and emotion-
al needs of adults and children, old and young, frail and able-bodied.! Newborns and
young people, older persons, the sick and those with disabilities, and even healthy adults,
have physical, psychological, cognitive and emotional needs and require varying de-
grees of protection, care or support. This report is grounded on a comprehensive defini-
tion of care work that covers the entire care spectrum and includes the activities involved
in social reproduction.?

Care activities are comprised of two broad kinds. First, those that consist of direct, face-
to-face, personal care activities (sometimes referred to as “nurturing” or “relational”
care),’ such as feeding a baby, nursing a sick partner, helping an older person to take a
bath, carrying out health check-ups or teaching young children. Second, those involving
indirect care activities, which do not entail face-to-face personal care, such as cleaning,
cooking, doing the laundry and other household maintenance tasks (sometimes referred
to as “non-relational care” or “household work™), that provide the preconditions for per-
sonal caregiving.* These two types of care activities cannot be separated from each other,
and they frequently overlap in practice, both in households and in institutions.

Care work always takes place within a care relationship, between a caregiver and a care
receiver? —between mother and child, nurse and patient, domestic worker and client, son
and ailing father. Motives for caring include love and affection, duty and responsibility,
and social and family pressure, as well as pecuniary reward when care is provided for
profit or pay. A care relationship also has a resource dimension or financial component
— someone is incurring costs to provide care. This is evident when there is payment for
the caregiver’s time and effort, such as salaries for care workers or paid leave for carers.
Costs can also be non-monetary, in terms of the opportunities to engage in employment
and the types of jobs that unpaid carers are able to access (see Chapter 2).

Indeed, care work can be paid or unpaid. Unpaid care work is caring for persons or un-
dertaking housework without any explicit monetary compensation. The majority of un-
paid care work in nearly all societies takes place within households, most often provided
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by women and girls. But unpaid carers also care for people outside their families, such as
friends, neighbours and community members, and within a variety of institutions (pub-
lic, market-based, non-profit) on a voluntary basis.

Paid care work is care work performed for profit or pay® within a range of settings, such
as private households (as in the case of domestic workers)’, and public or private hos-
pitals, clinics, nursing homes, schools and other care establishments. Care workers may
be in an employment relationship where the employer is a private individual or house-
hold, a public agency, a private for-profit enterprise or a private non-profit organization,
or they may be working on their own account (self-employed).

Unpaid carers

Women provide the vast majority of unpaid care work in terms of number of hours and
they also represent the majority of unpaid carers around the world. Unpaid care provid-
ers or “unpaid carers”® are persons who provide unpaid care or support to members of
their own household, of other households or of the community who have care or sup-
port needs, in the context of familial, community or other prior affective relationships.’
Unpaid carers are found in all societies, including those with an extensive welfare state
or in which the market has socialized or monetized various aspects of care. Unpaid forms
of care provision might sometimes be supported by social protection benefits or allow-
ances, as in the case of a “cash-for-care” transfer aimed at offsetting earnings losses or
at recognizing the contribution of unpaid carers, as presented in Chapter 3. Individuals
perform unpaid care work irrespective of whether they participate in the labour force —
but this inevitably has impacts on the terms and conditions of that participation. Virtually
all adults (and, in some cases, children) are or will be unpaid carers at some stage during
their life cycle.

As discussed in Chapter 2, a review of 89 labour force surveys estimates that there are
approximately 2.3 billion potential unpaid carers (1.2 billion women, 1.1 billion men);'°
specifically, adult women and men in the world who live in households with at least one
child under 15 years old, a frail older person or a person with a severe disability or long-
term illness. However, not all potential unpaid carers provide unpaid care work. The
amount and intensity of unpaid care provision varies significantly according to cultural
settings, carers’ characteristics and socio-economic conditions. Family formation and
structure are also a significant factor, in particular the number and type of family mem-
bers who have care or support needs and the extent to which these are mitigated by effec-
tive care policies.!' For instance, in Africa, the most common profile of unpaid carers is
that of a woman aged between 15 and 54 years old, with few economic resources, several
children, a low level of education and, often, health problems or disabilities, who simul-
taneously works for pay or profit, mostly in the informal economy, and receives little or
no formal care support.'? In high-income countries, an unpaid carer is typically a wom-
an aged between 25 and 54 years old, often a single mother living with one or two chil-
dren, who benefits from some forms of care polices but who relies mainly on part-time
work for pay or profit to meet her family’s care needs. As discussed in Chapter 2, unpaid
carers cover the large majority of global care needs, often with adverse effects on their
own economic opportunities and well-being as well as those of care recipients.
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Care workers

Care workers include a wide range of workers who differ in terms of education, skills,
sector and pay: from university professors, doctors and dentists at one end of the spec-
trum, to childcare workers and personal care workers at the other.!* Care workers in care
occupations deliver health, social and education services, with the support of other work-
ers, such as managers, accountants, technicians and office workers labouring in the same
hospital or school. While not classified as care workers, their work is integral to the pro-
vision of care services. For this reason, the report considers them to be part of the care
economy and all occupations in the “health and social work™ and “education” sectors as
forming part of the care workforce.'

Care workers also include domestic workers. As providers of personal and household
services in private homes, domestic workers are an essential part of the care workforce.
According to ILO definitions, domestic workers are those workers in an employment
relationship working in or for a private household or households. Rather than
defining domestic work according to tasks, the distinguishing feature of domestic work
is the workplace.' Typically, domestic workers clean, cook and perform other household
chores that are essential to personal care, in addition to providing direct care for children,
older and disabled persons.

As explained in detail in Chapter 4, there are 215 million care workers in care sectors (in
health and social work and in education) and 70.1 million domestic workers in the world
today. When workers supporting care provision are added, the global care workforce
reaches 381 million, or 11.5 per cent of total global employment.

Women make up 65 per cent of the global care workforce. This proportion is higher
among care workers in care occupations (66 per cent) and among domestic workers
(70 per cent).'® The global male care workforce represents 6.6 per cent of global male
employment while the equivalent proportion for women is almost three times that fig-
ure, at 19.3 per cent. The gender stereotyping of unpaid care work, and the association
of care with women’s “natural” inclinations and “innate” abilities, rather than with skills
acquired through formal education or training, lies behind the high level of feminization
of care employment. Not only does this imply that employment in care occupations and
sectors is a significant source of labour demand for women, it also indicates that improv-
ing working conditions and pay for the care workforce as a whole will have a direct posi-
tive impact on the working conditions and pay of a large number of women.

1.1.1. Care work and the new statistical definition of “work”

Resolution I adopted by the 19th International Conference of Labour Statisticians (ICLS)
on “statistics of work, employment and labour underutilization” introduces a “conceptu-
ally revolutionary definition” of work (see box 1.1)."” This definition includes, but tran-
scends, work for pay or profit and comprises “any activity performed by persons of any
sex and age to produce goods or to provide services for use by others or for own use”.
The introduction of the last phrase, “for use by others or for own use”, marks the de-
cisive change, as it recognizes as work the production of goods and services provided in
the home for other household members and for personal use. Indeed, the new concept of
“work” is aligned with the 2008 System of National Accounts (SNA) general production
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Box 1.1. The ICLS definition of forms of work

“Work comprises any activity performed by persons of any sex and age to produce goods or to provide services for use
by others or for own use.” To allow for separate measurement for meeting different objectives, Resolution | identifies
the following “five mutually exclusive forms of work”:

1.

o &~ D

own-use production work, comprising production of goods and services for own final use;

employment work, comprising work performed for others in exchange for pay or profit;

unpaid trainee work, comprising work performed for others without pay to acquire workplace experience or skills;
volunteer work, comprising non-compulsory work performed for others without pay;

ther work activities (not defined in this Resolution).'

Source: ILO, 2013d.

boundary in order to include productive activities, such as production of services for own
final use as well as volunteer work in households producing services.? Furthermore, the
new standards define the concept of work irrespective of its formal or informal character
or the legality of the activity.

In line with the standards adopted by the 19th ICLS, care work can be performed for pay
or profit (care employment) or can be unpaid (as either unpaid care work, volunteer care
work or unpaid trainee care work, see table 1.1). This definition focuses on the labour
process involved in providing care services®' rather than the intended final destination
of the service provision (household/family or market) or the physical location where the
service is provided (private or public sphere).”? The care economy is the sum of all forms
of care work. It therefore comprises both unpaid carers and care workers.

1.1.2. The unpaid care work-paid work—paid care work circle

The conditions under which both paid and unpaid care work are performed influence
each other and also have a bearing on paid work outside the care economy. This is re-
ferred to as the “unpaid care work—paid work—paid care work circle”.” Depending on
how these components relate to each other, inequalities, particularly gender inequalities,

may worsen or diminish.

The unequal, and often large, amount of unpaid care work carried out mainly by women
and girls from socially disadvantaged groups constrains both their availability to undertake
paid employment and the type and quality of jobs they can access. This is particularly the
case when there are no accessible, affordable and quality care options offered by the State,
the market or the non-profit sector. Indeed, the lack of adequate care options is one of the
main barriers to female labour force participation (Chapter 2). But the disproportionate
burden of unpaid care work also impacts the number of hours spent in paid work, result-
ing in a “motherhood employment penalty”, as elaborated in Chapter 2, which also affects
unpaid carers’ pay and income.?* This set of unfavourable conditions has further conse-
quences: creating gender gaps in savings and assets, placing further restraints on women’s
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decision-making power within households, restraining their access to social protection
(including old-age pensions)* and, ultimately, limiting their overall enjoyment of human
rights.”” Moreover, unpaid care work reduces women’s and other unpaid care providers’
ability to exercise their “voice” in decision-making processes and limits their access to ex-
isting and potential mechanisms of representation and collective action processes.*

Providing care can be a rewarding experience and the majority of women and men — both
unpaid carers and care workers — consider it a privilege to spend time experiencing the
emotional and relational aspects of direct care for children, parents or other care recipients.
However, the fact that a significant proportion of care work in all societies involves routine
housework, and often drudgery (see Chapter 2), is unequally distributed between women
and men and is provided on an unpaid basis renders invisible the substantial costs that its
provision entails for those who provide it. These costs result in physical effort, emotional
strain, monetary obligations, time poverty,* lost opportunities and foregone earnings — all
factors that are potentially impoverishing for both care providers and recipients.*

The undervaluation of unpaid care work also leads to lower wages and a deterioration of
working conditions in care sectors, in which women are largely over-represented. Care
workers themselves have care needs that often go unmet, due to their low wages and long
working hours.

The availability and quality of care services are directly related to the levels of employ-
ment and the working conditions of care workers, and affect the supply of labour,
particularly that of women. As most women (and only some men) have direct caring
responsibilities at some point in their lives, a lack of acceptable care services impacts
severely on gender equality, both in the labour market and in their unpaid contributions
to care.’' In the relationship between paid care work and unpaid care work, the unpaid
care work—paid work—paid care work connection comes full circle (see figure 1.1).

Figure 1.1. The “unpaid care work—paid work—paid care work circle”

Levels and distribution Gender equality
of unpaid care work impact in the labour market, including
the conditions in which unpaid in women'’s participation,
carers enter and remain Unpaid employment and working
in paid work,_and |nf|lfe_nce care work conditions also imply positive
working conditions outcomes for care

of care workers. recipients.

Paid
care work

Care workers
in adequate numbers and working conditions
contribute directly to gender equality
in the world of work and to redistribute unpaid

. . care work.
Source: Authors’ illustration.
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1.1.3. The quality of care work

The conditions of employment of care workers (in both the private and the public sec-
tors), and the conditions in which care is provided on an unpaid basis, affect the quality
of care services, and therefore the well-being of care recipients — unpaid carers, care
workers and care recipients are the three parties directly concerned with the issue of
quality care work.>*

Care recipients and unpaid carers have an interest in finding the best quality care for
themselves and/or their relatives. In particular, in the case of persons living with dis-
abilities, including frail older persons, the unity of interests between the providers and
recipients of care* emerges from the recognition that all individuals are reliant on care
and that care should be the basis of social rights and entitlements.** From this perspec-
tive, quality care means, among other things, access to affordably priced care services,
provided by care workers with the necessary skills. From a disability rights perspec-
tive, the focus on “independent living” as a means of allowing people with disabilities
to achieve maximum independence and control over their own lives, as well as repre-
sentation, has been an essential element of quality care.*® This principle emphasizes
the exercise of choice and control for persons with disabilities and, in general, for all
adult care recipients, as a means to enhance their independence, inclusion and partici-
pation in society.

Unpaid carers, either persons in employment or outside the labour force, constitute one
of the parties in the quality of care debates. It is only relatively recently that societies
have moved beyond taking their unpaid care work for granted and begun to recognize,
reduce and redistribute the contribution made by unpaid carers.* In all societies, the ma-
jority of unpaid carers are women, and most of them are themselves in employment, as
“workers with family responsibilities”.%’

The needs and circumstances of care workers providing care services have rarely been
considered in relation to the quality of care, yet they are an integral element. In the same
way that care recipients have concerns about standards of care, exercising choice and en-
suring continuity and security in receiving care, care workers also have concerns. These
primarily relate to the relationships in which they become involved when caring, the
contractual arrangements and working conditions under which they provide care, their
capacity for association, representation and collective agency and, not least, their own
needs and interests as individuals and unpaid carers themselves.

Because of the specific nature of care work, good quality care is extremely labour inten-
sive. Thus, standard notions of labour productivity — which, in its simplest terms, would
equate to persons cared for per care worker — may not only be irrelevant, but could even
be detrimental to quality care. The difficulty — if not impossibility — of increasing the
productivity of care workers without compromising the quality of the output is indeed
one of the distinctive features of care work.*® Another factor is the relational aspects of
care work, which, among other things, limit the potential to substitute robots and other
technologies for human labour. This has implications for the work burden and its effects
on the quality of care. A nurse having to deal with many more patients will simply not
be able to provide the same quality of care to all of them that having a smaller number
of patients permits. Early childhood learning is often closely related to the degree of at-
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tention that a child receives from the caregiver/teacher, and there is now a large body of
evidence that reinforces the importance of high staff-to-child ratios in early childhood
education.”

In addition, since caregiving also has emotional and psychological aspects, overwork of
caregivers not only reduces the quality of care provision but may even give rise to im-
patience or irritation or neglect on the part of the caregiver. This may result in harm to
the recipient, whether the recipient is an infant or small child, a frail older person, a sick
person or a person with severe disabilities, or even a healthy adult with a specific care
requirement. It is, therefore, in the best interests of society to ensure good conditions of
care delivery in both its paid and unpaid forms.

The cost of quality care can be in tension with care service affordability. Since care ser-
vices are inherently labour intensive and labour remuneration makes up the largest share
of care costs, paying higher wages to care workers could threaten people’s access to care
services. Rising costs of care might be beyond the capacity (or acceptable threshold) of
those who need care, or of the unpaid carers or entities that pay for the care. This is a key
concern in a context of austerity policies, which have reduced public spending on educa-
tion, health and care services. When care services become unaffordable, care recipients
and their unpaid carers are likely to opt for care provision on the informal market, hiring
workers who do not enjoy effective labour protections, and who will therefore work in
more adverse conditions for lower pay.

In turn, low-quality public care services will be used only by those who have no alterna-
tive. If the only available and affordable care services are of poor quality, once families
can earn enough so that not all family members need to be in employment, women will
again drop out of the labour market, reduce their working hours or find their own infor-
mal solutions to their care responsibilities, reproducing poor labour market conditions
and uncertain care provision quality. Poor quality care provision will therefore fail to
contribute to changing gender norms, to improving the quality of women’s employment
or producing sustainable reductions in gender employment gaps.*°

1.2. CARE WORK IN A CHANGING WORLD

Care work, both paid and unpaid, is of vital importance to the world of work. ILO mem-
ber States are facing increasing pressures on their employment and social protection sys-
tems as a result of globalization, technology, jobless growth, poor quality employment
and climate change, as well as deficits in care service provision for young, sick, disabled
and older people.*! A number of global socio-economic, demographic and environmen-
tal trends indicate that these deficits in care service provision will expand, exacerbating
the global care crisis. These megatrends have positioned care work as an increasingly
crucial topic in their political agendas.*

These developments are affecting the viability and sustainability of care patterns based
on the centrality of families (mostly women and girls) and communities as the main
care providers. They are also affecting how care is distributed across the social spectrum
and the life cycle, and the impact this has on health and well-being as well as individ-
uals’ participation in family life, the world of work and the public sphere.* These trends
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and patterns are prompting a call for urgent action to address the way that care work is
distributed and organized. For example, the emergence and expansion of a new mid-
dle class across the global South, increasingly characterized by dual-earner households,
means that care provision is becoming an area of growing concern. In Latin America, the
number of people within the middle class was equal to those living in poverty in 2009.*
Estimates indicate that, across the world, the middle class will increase from 1.8 billion
in 2009 to 3.2 billion in 2020 and 4.9 billion in 2030.% This “fragile middle”, for whom
care costs can prove to be impoverishing, are making better and more affordable social
services the focus of their political demands.*

1.2.1. A transforming world of work

Labour markets

Over the past few decades, changes in the labour markets have affected the provision of
both unpaid and paid care work. Processes of feminization and informalization of the
labour market, the impact of migration and the changing features of occupational segre-
gation, which are resulting in a narrowing of the spectrum of sectors and occupations in
which women work, illustrate how the gender dynamics of employment have been trans-
forming over time and in different geographical locations.*” In many respects, globaliza-
tion and the reorganization of production into global value chains and export processing
zones have created new and better jobs in terms of contracts, pay and social security cover-
age.”® However, globalization has also been associated with growing levels of income
inequality and the exacerbation of existing forms of deprivation and insecurity, which
are also attributable to unmet care needs.*

As a result of the changing economic context, many women have taken up paid em-
ployment, some have postponed marriage, with the consequent risk of reduced fertility,
while experiencing increased autonomy and greater visibility and participation in the
public sphere. In the event of economic crises, all household members — female or male,
young or old — may have to take on paid work to compensate for job losses and augment
household incomes. In poorer countries, men’s unemployment and poverty have forced
many women to assume the main breadwinning roles, without any form of state support
to cover the unpaid care work that they have to forgo.

Policy efforts to improve women’s rights were matched by an overall increase in women'’s
participation in the labour market over the past century. While the gender participa-
tion gap narrowed in most regions, participation has remained low in the Arab States,
Northern Africa and Southern Asia. Globally, the gender employment gap has reduced
by only 0.6 percentage points since 1995. In 2018, the female employment-to-popula-
tion ratio is 45.6 per cent compared to almost 71.2 per cent for men, with women’s op-
portunities to work for pay or profit remaining 25.6 percentage points lower than those
of men.”

The increase in the level of women’s employment in certain countries, although pro-
viding some women with rights and a means of economic empowerment and social
integration, has not been matched by an overall improvement in job quality. This shift
into paid work has not necessarily translated into “equality as consistency”, in terms
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of decent work, equal pay for work of equal value and recognition and valuing of
all forms of work performed by women.’! Even in those regions where the level
of women’s wage employment has increased, it is often characterized by low pay,
temporary contracts, poor working conditions and low-status jobs.> These patterns
of women’s employment have also been linked to increased tensions in the social
reproduction of individuals, families and societies, resulting in less time for unpaid
housework and personal care.>

Climate change

Climate change and other phenomena, such as desertification, deforestation, natural dis-
asters, persistent drought and extreme weather events,** add to the current challenge of
achieving decent jobs, gender equality and sustainable development.” Rural women,
children, older people and indigenous peoples are particularly affected, and in multiple
ways, by climate change, including care-related impacts. Their unpaid care work in-
creases as a result of the additional household drudgery, and deteriorating health of fam-
ily members requires them to provide more direct care.>®

Climate change exacerbates the distress experienced in rural areas, especially by girls
and women, due to the lack of physical infrastructure. This situation is particularly
applicable to indigenous peoples, 80 per cent of whom live in Asia and the Pacific, a
region vulnerable to climate change. For instance, water scarcity can force indigenous
women to walk greater distances in search of water. This means that not only do women
have less time available for paid employment, but that they are also more vulnera-
ble to sexual harassment while collecting water miles away from their communal vil-
lages.’” Heavier workloads leave less time for women to care for their children or for
participating in social activities.®® In South Africa, for example, many women spend
two hours a day on fuel collection and about one hour on water collection. As climate
change reduces crop yields, limits the availability of wood and increases water scar-
city, the burden of these natural resource dependent activities is likely to increase for
women.” When forced to migrate or to find alternative income-generating activities to
their traditional ones, indigenous women are often exposed to social and economic ex-
clusion, exploitation, gender-based violence and human rights violations.®® They also
tend to be concentrated in occupations with poor working conditions, labour rights and
social protection, including domestic work.®! They may also face inadequate access to
training and skills, weak market linkages and discrimination in both formal and infor-
mal labour markets.*

Climate change also impacts the health of the population, and particularly that of chil-
dren as well as sick and older persons. This creates an additional burden for women
and girls, who have to care for their sick family members, and also affects their educa-
tion and income-generating opportunities.®* Children’s health is often affected by the
direct impact of disasters, especially following periods of drought, as is the case in Ho
Chi Minh City (Viet Nam), where, during high-tide periods, a majority of children ex-
perience increased health problems.® In sub-Saharan Africa, weather shocks result in
children from low-income households having lower-quality nutrition which, coupled
with a lack of access to medical interventions, has long-term negative impacts on their
development.®
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The globalization of care work

The trends noted above have accelerated increases in the costs of care provision, especially
in countries with an ageing population. This has encouraged governments to introduce care-
related cash benefits to offset the cost of care provided in the home, which is increasingly
being preferred over institutional care. The retrenchment, or the long-standing inadequacy,
of public spending on care policies in many countries has also resulted in greater emphasis
being placed on the privatization of care, which has transferred more of the responsibility for
unpaid care work provision to the family, the market and the voluntary sector.®

One impact of the trend towards women spending less time on unpaid care work has been
the expansion of care service provision, particularly in more affluent countries, where fe-
male migrants increasingly fill the demand for care jobs. Migrant care workers taking on
roles as domestic workers, childminders, nurses or doctors are mostly women migrating
from low- and even middle-income countries. Migrant care workers frequently leave their
own children with the children’s father or other relatives, or employ a domestic helper them-
selves — often another internal or international migrant — in what has been termed “global

care chains”.’

1.2.2. Changing demographics and care needs

Family structures

The prominence of unpaid care work as a structural barrier to gender equality at work is
also related to the fact that households too have changed. The ongoing transformation of
the nuclear family model, which formerly comprised a married heterosexual couple with
children, has made more common what has been defined as “globalizing models of fam-
ily”. This process has seen the proliferation of family forms and living arrangements that
are not built on social obligation, but which are increasingly chosen and based on mutual
consent.®® This trend can be observed both in high-income countries and across the global
South. Family ties and structures have changed: households have become smaller and the
number of extended families living under one roof has decreased; more families are head-
ed by single parents; women marry later and bear fewer children in an increasing number
of countries. These transformations, coupled with an increase in women’s labour force
participation, result in an erosion of the availability of unpaid care work and therefore
in increased care responsibilities for women, potentially exacerbating tensions with their
paid employment.

In 2018, individuals living in nuclear families accounted for the highest share of the world’s
working age population — 43.5 per cent, or 2.4 billion people (see figure 1.2). Nuclear fam-
ilies represent the largest reservoir of the working age population across all regions and
income groups, with the exception of the Arab States, where almost equally large propor-
tions of people live in extended and nuclear households (42.9 and 43.2 per cent, respect-
ively). Even in Africa, 48.9 per cent of those aged 15 and older live in nuclear families,
showing the extent to which the traditional extended family’s role has been undermined.
For instance, in African middle-income countries, such as Egypt (67.2 per cent) and Tunisia
(66.3 per cent), the population aged 15 and older is more likely to live in nuclear families
than in extended families. In these countries, individuals living in extended families ac-
count for less than 10 per cent of the working age population.
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Figure 1.2. Working age population by household type, latest year (percentages)
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Europe and Central Asia: 83 per cent (34); Low-income countries: 66 per cent (14); Middle-income countries: 86 per cent (44); High-income countries: 71 per cent
(32). See Appendix A.2, table A.2.1 for country-level data and Appendix A.7, table A.7.1 for survey year.

Source: ILO calculations based on labour force and household survey microdata.
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Nonetheless, 24.3 per cent of the global working age population does live in extended
households, representing some 1.3 billion people (see box 1.2), mainly in low-income
countries, where the possibility of sharing care responsibilities, assets and consumption
with family members makes this type of household more appealing. For instance, in
Afghanistan, the Gambia, and Mali, which are low-income countries affected by con-
flict,® the share of the working age population living in extended households is the high-
est in the world, with a prevalence of over 40 per cent. In Eastern and Southern Asia,
the prevalence of extended families is very much the result of the religious influence
of the Confucian ethic, norms of patriarchy and filial obligation, even though marriage

Box 1.2. Older persons co-residing with children

Gallup World Poll data for 161 countries (2006—12) show that, globally, approximately 27.4 per cent of older persons
(aged over 65 years old) live with children under 15 years old. In lower-income countries, grandparents often co-reside
with their grandchildren. In Africa, 71.0 per cent of people over 65 years old live with children under 15 years old, while
this proportion is 52.6 per cent in South Asia and 42.0 per cent in the Middle East (figure 1.3).

Figure 1.3. Proportion of older persons, aged over 65, living with children under 15 years old, 2006—12
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Note: Country groups are based on Gallup World Poll (2006—12). The World estimate is derived from simple average of regional estimates. 161 countries.

Source: Authors, based on Deaton and Stone, 2014.

Childcare provision by co-residential grandparents is also widespread in East Asia. For example, in China, 45.0 per cent
of grandparents co-reside with children aged 0—6 years old, showing a strong sense of structural solidarity between
generations (Chen et al., 2011). Grandparents’ extensive involvement in childcare provision is due to cultural tradition,
limited state support for older people and children, the low age of retirement and large-scale migration of rural working
age adults in search of better job opportunities.

Source: Deaton and Stone, 2014, based on Gallup World Poll (2006—12).
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rates have declined in the past two to three decades, especially among tertiary educated
women.” Evidence for the Republic of Korea suggests that expectations regarding the
care and support of parents are changing, especially among women. Women are, in fact,
consistently less likely than men to consider that their older parents should be supported
by the family and more likely to agree that they should be supported by the Government
and the wider community.”!

The level of population aged 15 and older living in extended households decreases as
income rises, moving from 28.0 per cent in middle-income countries to a mere 4.5 per
cent in high-income countries. The opposite trend is observed in households that com-
prise single individuals (single) and couples only (household head plus spouse nucleus).
Individuals living in these households account for, respectively, 2.6 and 3.5 per cent of
people aged 15 and older in low-income countries, while they represent, respectively,
15.7 and 25.4 per cent of the working age population in high-income countries.

Globally in 2018, 636 million people aged 15 and older are living in households which
comprise only married or partnered individuals without dependants (household head
plus spouse nucleus, 11.2 per cent), while single individuals (individuals living on their
own) represent 277 million people (4.9 per cent) (figure 1.2). The highest share of single
individuals is found among European countries, with a prevalence of more than 25 per
cent of people aged over 15 years old in Denmark (27.0) and Norway (27.4), declining
almost to zero in some low-income countries.

One clear expression of these changes in family forms is the increasing prevalence of
lone parenthood. It is estimated that 320 million children live in single-parent house-
holds.” Single-headed households are home to 5.3 per cent of the global working age
population (representing 300 million people); 78.4 per cent of which are headed by a
woman (see figure 1.4). This means that 235 million women globally are single mothers
or act as the only childcare provider in the household, compared to 65 million single
fathers. This pattern is maintained across regions and income groups. Women’s
single household headship is particularly significant in the Americas (84.2 per cent) and
in Africa (83.5 per cent). Asia and the Pacific has the lowest share of population living
in single-headed households with a female head, at 74.2 per cent. This result is driv-
en by China (representing 35.9 per cent of the regional working age population) where
64.0 per cent of the population aged over 15 living in single-headed households has a
woman head, the third lowest estimate in the world.

In the United States, in 2016, about 23 per cent of all children under the age of 18 lived
with their mothers alone, compared to 4 per cent living with fathers alone.” The factors
influencing lone parenthood differ between regions. For instance, in Europe and Central
Asia, 8.3 per cent of the working age population lives in single-headed households;
these figures are driven by the increase in the number of separations and divorces.” In
Africa (7.8 per cent), lone parenthood tends to be related to the high costs associated
with marriage, extensive structural unemployment and high levels of labour migration.
This is particularly the case in Southern Africa, where women are increasingly shoul-
dering the financial burden as well as childcare responsibilities without the support of
fathers, although social support from kin, especially grandmothers, is frequently avail-
able.” Globally, 5.5 per cent of the world’s working age population (or 309 million
people) is living in single-headed households with kin or non-kin, while in countries
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Figure 1.4. Working age population living in single-headed households, by sex of the household head,
latest year (percentages)
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Note: Age group 15 and older. Global, regional and income group estimates weighted by the working-age population. Percentage of working age population and
number of countries: World: 82 per cent (90); Africa: 70 per cent (24); Americas: 88 per cent (13); Arab States: 43 per cent (3); Asia and the Pacific: 84 per cent (16);
Europe and Central Asia: 83 per cent (34); Low-income countries: 66 per cent (14); Middle-income countries: 86 per cent (44); High-income countries: 71 per cent
(32). See Appendix A.2, table A.2.2 for country-level data and Appendix A.7, table A.7.1 for survey year.

Source: ILO calculations based on labour force and household survey microdata.
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with a high prevalence of HIV, such as Botswana, Namibia and South Africa, the share
rises above 20 per cent due to the higher mortality rates among household heads or their
spouses (see Appendix 2, table A.2.1).

There is also the phenomenon of “transnational families”. These result from cross-
border and internal migration and include an increasing number of women seeking em-
ployment abroad or in urban areas of their own country and leaving their children behind.
These trends also challenge the idea of family being located in one place, and point to the
existence of global (international) and national (urban—rural) “care chains”.”® Migration
movements to access better job opportunities, and the consequent “brain drain” and
“care drain”, also result in fewer adult caregivers being available and the need to find al-
ternative solutions.”’ Girl children, adolescent girls and older women, particularly those
from the largest and lower-income families, often have no choice but to become care-
givers and share the burden of unpaid care work in their families. However, this is often
at the expense of their own education and labour market participation opportunities (see
section 2.1.4 in Chapter 2, and Chapter 4).7

Dependency patterns

In 2015, there were 906 million persons aged 60 years old and over in the world: by
2030, this number will be 1.4 billion, of whom 292 million will be aged above the
healthy life expectancy age at 60 years old.” With ageing societies in numerous coun-
tries, the unfavourable dependency ratios (that is, high shares of the non-working popu-
lation in relation to the working population) create pressure on welfare states, since a
diminishing share of the population must finance an ever-increasing number of depend-
ants. Women’s labour force participation is not only a trigger for higher demand for paid
care, but also provides a way to address the unfavourable dependency ratios and labour
shortages in some countries.

People in need of care are defined as children under the age of 15 and older persons at
or above the healthy life expectancy age at 60 years old. Potential care providers are de-
fined as adults between the ages of 15 and the healthy life expectancy minus 6 years of
age. According to these definitions, in 2015 there were 2.1 billion people in need
of care (1.9 billion children under the age of 15, among whom 0.8 billion were under
6 years old, and 0.2 billion older persons) and almost 5.1 billion potential care providers
(specifically, adults living with at least one person in need of care). Between 2015 and
2030, the share of potential care providers is projected to increase by 17.9 per cent,
reaching 6.0 billion, while the number of care receivers will increase by 8.1 per cent,
reaching 2.3 billion (2.0 billion children under the age of 15, among whom 0.8 bil-
lion will be under 6 years old, and 0.3 billion older persons). These projections show
that, although the care dependency ratio will decrease by 4.1 percentage points between
2015 and 2030, the absolute number of care recipients will be higher in 2030, driven
by an unchanged absolute number of children aged 0-5 years old (0.8 billion) and an
additional 0.1 billion older persons. Unless the situation is addressed by adequate care
policies, this extra demand for care is likely to continue to constrain women’s labour
force participation and further accentuate gender inequalities at work (see Chapter 2).

Globally, the current demand for care comes mainly from children aged 0-14 years
old (who represented 90.0 per cent of total dependants in 2015), while older persons
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make up only a small share of dependants (10.0 per cent of the total in 2015). In 2030,
87.3 per cent of dependants will be aged 0—14 years old, while 12.7 per cent will be older
persons. The global total care dependency ratio® was 52.1 per cent in 2000 and, since
then, has decreased to 44.3 per cent in 2015 (see figure 1.5). In other words, for every four
persons who are likely to be care-dependent, there are about ten persons who can
potentially care for them. The care dependency ratio is projected to further decrease to
40.2 per cent by 2030. This is mainly related to the projected continuing decrease
of fertility in middle- and low-income countries.?! In particular, the care dependency
ratio for children aged 0—14 years old is projected to decrease from 48.3 per cent in 2000
to 35.4 per cent in 2030. However, over the same period, the care dependency ratio for
older persons is forecast to increase by 1 percentage point, reaching 4.8 per cent in 2030,
reflecting the expected increase in longevity of the global population, due to improved
living standards and better access to health care.®

High-income countries register the largest dependency ratios for older persons
(6.9 per cent in 2015), compared to middle- (3.7 per cent) and low-income countries
(2.6 per cent) (figure 1.5). In contrast, in low-income countries almost the entirety of
the dependency ratio comprises individuals under the age of 15, predominantly children
under 6 years old (representing 35.7 per cent in 2015). Globally, the dependency ratio for
children under the age of 15 accounted for 40.1 per cent in 2015, a trend which is largely
explained by the high care demand in the Arab States and in Africa, which has a
particularly high fertility rate (i.e. 4.71 in the period 2010-15).%* When childhood
dependency ratios are decomposed, the largest shares are represented by children
between the ages of 0-2 years old, with 18.5 per cent in low-income countries in 2015,
compared to just 8.2 per cent in middle-income and only 4.4 per cent in high-income
countries. Care for infant children is particularly demanding, requiring almost constant
supervision, which leaves little time for caregivers to engage in other activities.®
Similar country group differences exist for the care dependency ratios for children aged
3-5 years old. This group also requires intensive caregiving, especially since only a
minority of countries provide free access to pre-primary education, which implies that
alternative care solutions have to be arranged (see Chapter 3).% The large care demand
imposed by very young children, combined with poor quality and inaccessible child-
care services, is likely to have a negative impact on the employment rates and working
conditions of their mothers, who may face a trade-off between working, often in the
informal economy, and providing care. Further negative impacts of a high dependency
ratio include child labour and girl children’s limited access to education due to the fact
that they have to take on household chores and care responsibilities for younger siblings,
as documented in many developing countries (see Chapter 2).%

A contrasting pattern emerges in Europe and Central Asia, a region characterized by
an older population, where the world’s smallest childhood dependency ratios and larg-
est older person dependency ratios are found. In fact, in countries like Norway and
Denmark, the care dependency ratio for children under the age of 15 is 24.1 and 22.8 per
cent, respectively (compared to 40.1 per cent globally), while the care dependency ratio
for older persons is 6.3 per cent in Norway and 7.3 per cent in Denmark, compared to
4.1 per cent globally in 2015). In contrast, in Burkina Faso and Uganda, the childhood
and older persons’ dependency ratios are 86.8 and 2.0 per cent, respectively, for the
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Figure 1.5. Care dependency ratios, 2000, 2015 and 2030 (percentages)
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former, and 96.2 and 1.8 per cent, respectively, for the latter. In Zimbabwe and Lesotho,
two countries with a high prevalence of HIV, the care dependency ratios are 76.1 and
62.3 per cent, respectively. In fact, the spread of HIV may increase the ratio by reducing
the number of potential care providers, as seems to be the case in Zimbabwe.

The prevalence of severe disabilities adds to the workload of care providers. Severe dis-
abilities affect 2.7 per cent of the global population aged 15 to 59 years old,*” with figures
ranging between 2.6 per cent in the Americas and 3.3 per cent in Africa. Approximately
5 per cent of children, 10 per cent of working age adults and up to 50 per cent of older
people are disabled.®® There are no reliable data on the exact number of people with dis-
abilities who require support and assistance in their daily lives. The WHO/World Bank
World Report on Disability 201 1 estimated that, while there were one billion people with
disabilities in the world, only 110-190 million had very significant impairments. In ad-
dition, policies such as “ageing in place” for older persons and “de-institutionalization”
of persons with disabilities, especially those with mental disabilities, have increased the
demand for both paid and unpaid care work provided in the homes of frail older persons
and those with severe disabilities and their families. One result of this process is that a
large share of paid care work takes place in the private realm, increasing its invisibility
and putting additional strain on the working and living conditions of both care workers
and care recipients (see Chapters 3 and 4).%

In debates about care, disability is often overlooked, due to the emphasis on care pro-
vision for children and older persons. There are approximately twice as many children
as people with disabilities in the world, representing more than one-third of the global
population.” The preponderance of children and older persons, who require care for
limited periods, possibly obscures the specific needs of persons with disabilities. In fact,
some people with a disability require care or assistance throughout their whole lives.
Moreover, where arguments for investing in care provision focus mainly on achieving a
productive return for society (by, for example, enabling mothers and carers to enter paid
employment), this can result in other policy objectives being overlooked, such as the
employability of older persons or people with intellectual impairments, who might be
deemed to lack productive potential.’!

1.3. CARE WORK, THE 2030 AGENDA FOR SUSTAINABLE DEVELOPMENT
AND DECENT WORK

SDG 5 to “Achieve gender equality and empower all women and girls”, includes target
5.4: “Recognize and value unpaid care and domestic work through the provision of pub-
lic services, infrastructure and social protection policies and the promotion of shared re-
sponsibility within the household and the family as nationally appropriate.”>

This target recognizes that work comprises more than paid employment, and that unpaid
care work makes a valuable contribution to individual and societal well-being. The in-
clusion of this target under SDG 5 also recognizes the current imbalance in the division
of unpaid care work between women and men, and the fact that specific policies will
be needed to support the delivery of this target, in a manner that is consistent with the
cultural and economic realities of different countries. Furthermore, achieving target 5.4
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Box 1.3. The Triple R Framework revisited: Recognizing, reducing and redistributing unpaid care work
and rewarding and representing care workers

The Triple R Framework — recognizing, reducing and redistributing unpaid care and domestic work — expands the call
made in the Beijing Platform for Action for recognition and valuation, typically interpreted as measurement, by includ-
ing a concrete economic justice dimension. “Recognizing” unpaid care work involves bringing to an end society’s
habitual practice of taking it for granted and challenging the social norms and gender stereotypes that undervalue it
and make it invisible in policy design and implementation. “Reducing” unpaid care work means shortening the time
devoted to such work when it involves drudgery, primarily by improving infrastructure. “Redistributing” unpaid care
work means changing its distribution between women and men, but also between households and society as a whole.

The Triple R Framework inspired the agreed conclusions of the Commission on the Status of Women in 2016, which
state that governments should undertake all appropriate measures to recognize, reduce and redistribute unpaid care
work “by prioritizing social protection policies, including accessible and affordable quality social services, and care
services for children, persons with disabilities, older persons, persons living with HIV and AIDS and all others in need
of care, and promote the equal sharing of responsibilities between women and men”.

In 2017, the agreed recommendations of the UN High-Level Panel on Women’s Economic Empowerment (UNHLP) on
unpaid care work underlined the Triple R Framework and recognized the role of the Decent Work Agenda in shaping
care policies, calling for paid care work to “be decent work, with adequate wages, equal pay for work of equal value,
decent working conditions, formalization, social security coverage, occupational safety and health regulations, self-
care, professional training and professionalization, and freedom of association”. Achieving these objectives requires
the establishment of a system of appropriate “reward” and “representation” of care workers.

Sources: UN Women, 1995; UN Women, 2016; UNHLP, 2017.

“through the provision of public services, infrastructure and social protection policies”
entails simultaneously contributing to the achievement of several other SDGs; in particu-
lar, SDG 3 on health, SDG 4 on education and SDG 8 on decent work (see box 1.4).

Target 5.4 is inspired by the Triple R Framework — recognizing, reducing and redistrib-
uting unpaid care work — which summarizes the transformative approach to care policies
(see box 1.3).”

The recognition that the care economy extends beyond unpaid care work and also com-
prises paid care work has prompted renewed interest in care workers in international cir-
cles.® The UNHLP, of which the ILO Director-General was a member, in their second
report

recognizes the imperative to formalize and promote quality paid care work: child
care, aged care, health care, education and domestic work must be recognised as
critical sectors of the economy that contribute to human development and gender
equality, and hence wages, skills, and labour rights must be respected accordingly.
This is crucially important in contexts where there is a growing informal market for
care, and where migrant and home country workers are drawn into contingent and
precarious forms of work in the care economy that is not covered by effective labour
and social protections, national labour law and legislation, and adequate migration
policies, and sometimes not even recognized as work.”

B
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Box 1.4. The contribution of a high road to care work towards achieving the SDGs
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Goal 1 (End poverty in all its forms everywhere): Calls for the implementation of “nationally
appropriate social protection systems and measures for all, including floors”, in relation to, among
other issues, maternity, children, persons with disabilities and older persons (1.3). Social protection
contributes to decreasing out-of-pocket care-related expenses and can thereby help to reduce the
proportion of people living in poverty (1.2).

Goal 2 (End hunger, achieve food security and improved nutrition and promote sustainable
agriculture): Access to public food programmes for children enrolled in early childhood education
services, as well as in primary and secondary education, will contribute to ensuring access to safe,
nutritious and sufficient food all year round (2.1). In addition, access to better basic and improved
infrastructure, such as that relating to water, sanitation and electricity, can support the engagement
of rural women, women working in agriculture and indigenous women in agricultural or other gain-
ful activities (2.3).

Goal 3 (Ensure healthy lives and promote well-being for all at all ages): Better access to ma-
ternity protection will reduce the maternal mortality ratio (3.1) and preventable deaths of newborns
(3.2); better access to care services and universal health coverage, including long-term care, will
improve the health of all, including people living with HIV or AIDS, people with disabilities and older
persons (3.8).

Goal 4 (Ensure inclusive and equitable quality education and promote lifelong learning op-
portunities for all): Improve access for all girls and boys to quality early childhood care and
education (ECCE) services so that they are ready for primary education (4.2); ensure access to
free, equitable and quality primary and secondary education (4.1); and to affordable and quality
technical, vocational and tertiary education (4.3); as well as guaranteeing facilities that are child,
disability and gender sensitive (4.a) and increase the supply of qualified teachers (4.c) in regions
where they are most lacking.

Goal 5 (Achieve gender equality and empower all women and girls): Public care services,
social protection and improved infrastructure will reduce drudgery in unpaid care work and contri-
bute to recognizing, redistributing and valuing unpaid care and domestic work (5.4). By shifting
some of the burden of care work from the household to the State, market or non-profit sector, as
well as from women to men within the household, these care policies will also contribute to pro-
moting women’s full and effective participation, and equal opportunities for leadership, in political,
economic and public life (5.5). Care policies will contribute overall to both women’s equal rights to
economic resources (5.a) and to the adoption of sound policies that promote gender equality and
the empowerment of all women and girls (5.c).

Goal 6 (Ensure availability and sustainable management of water and sanitation for all):
Universal and equitable access to safe and affordable drinking water (6.1) will enable a reduction of
drudgery for girls and women, who bear a disproportionate burden of unpaid household work, while
access to adequate and equitable sanitation and hygiene (6.2) will benefit all, especially women
and people with disabilities who face greater obstacles and risks.
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Goal 8 (Promote sustained, inclusive and sustainable economic growth, full and productive
employment and decent work for all): Active labour market policies, such as public works pro-
grammes, that take into account the care obligations of participants, can contribute to the creation
of decent jobs (8.3), including among rural women and others from disadvantaged backgrounds.
By giving support to unpaid carers through the provision of care services and by generating de-

EESE’&W.!‘.%‘#PH cent care jobs, care policies and services expand the care workforce, sustaining the demand for
women'’s (and men’s) employment and contributing to full and productive employment for all (8.5).
Collective bargaining and increased organization of all care workers, including migrant and do-
mestic workers, can also help to achieve decent work for all and equal pay for work of equal value
(8.5). Better state regulation and the formalization of informal care workers will also contribute to
the protection of labour rights and promote safe and secure working environments for all workers,
in particular women migrants and those in precarious employment (8.8). Access to financial ser-
vices is also key to ensuring that women are empowered and households can afford decent care
services (8.10).

Goal 9 (Build resilient infrastructure, promote inclusive and sustainable industrialization
and foster innovation): The development of care-related infrastructure, as well as care services
that offer decent care jobs, will contribute to developing quality, reliable, sustainable and resilient
infrastructure to support economic development and human well-being (9.1).

Goal 10 (Reduce inequality within and among countries): Universal access to social protection
cash benefits related to care and care services will support income growth among the bottom 40
1 I‘.fé'u'ﬂfﬂms per cent of the population (10.1) and promote the social, economic and political inclusion of all,

g irrespective of age, sex, disability, race, ethnicity, origin, religion or economic or other status (10.2).
6 Fiscal, wage and social protection policies for care workers and unpaid carers will contribute to
ensuring equal opportunities and reducing inequalities of outcome (10.3) and progressively achieve

greater equality (10.4).

pP— Goal 17 (Strengthen the means of implementation and revitalize the Global Partnership
17 fwtiecons for Sustainable Development): Macroeconomic policies that aim to invest in the provision
@ of care infrastructures, public care services and care jobs are linked to the strengthening of
domestic resource mobilization to improve domestic capacity for tax and other revenue col-

lection (17.1).

Source: United Nations General Assembly, 2015a.
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Furthermore, the report recommends “ensuring that organizations representing all work-
ers, including care workers, and women’s rights organizations, can represent their needs
and concerns in decision-making fora in the workplace, the community and in the policy
arena ... to guarantee that ... paid and unpaid carers have a voice in establishing quality
care and decent conditions of work™.%

Building on the UNHLP report, the Commission on the Status of Women highlights in
its 2017 agreed conclusions that investment in health and social sectors “could enhance
women’s economic empowerment and transform unpaid and informal care roles into
decent work by improving their working conditions and wages and by creating opportun-
ities for their economic empowerment through skills enhancement and career advance-
ment”.?” The Commission also agrees to “[p]romote decent paid care and domestic work
for women and men in the public and private sectors by providing social protection, safe
working conditions and equal pay for equal work or work of equal value, thereby facil-
itating the transition of informal workers, including those engaged in informal paid care
and domestic work, into the formal economy”.”

The growing visibility of care work in the international agenda on gender equality en-
riches the understanding of the relationship between paid and unpaid care and household
work.” It brings a new and more nuanced focus to issues such as the gender segmen-
tation of labour markets and women’s migration, while supporting political alliances
between care workers and care recipients.!” Underpay, overwork and, in general, dif-
ficult working conditions are associated with bad quality care, to the detriment of both
care workers and care recipients. The international focus on care work also helps to ar-
ticulate claims for scaling up direct public investment in care (see Chapter 5).

The decent work approach to care work is grounded on the ILO Decent Work Agenda,
which draws on the ILO Constitution (1919) and a broad range of international labour
standards and declarations. By incorporating the international tripartite consensus, the
decent work approach to care work provides a comprehensive framework to supplement
the Triple R Framework and substantiate it. The four pillars of the Decent Work Agenda
— employment creation, social protection, rights at work and social dialogue, with gen-
der equality as a cross-cutting objective — and the Triple R Framework come together to
form a SR Framework for Decent Care Work, which provides guidance for defining and
advancing transformative care policies and decent work for care workers (see box 1.5).
By embedding these labour and human rights in national legislation and policies, and by
supporting them through effective implementation, States stand a better chance of deliv-
ering on SDGs 5.4, 3, 4 and 8 and thus pursuing a high road to care work.

1.4. DECENT CARE WORK: A FRAMEWORK FOR POLICY ACTION

Policy action is crucial to achieving quality care work, setting out a virtuous cycle of rec-
ognition, reduction and redistribution of unpaid care work and promoting decent work-
ing conditions and representation for all care workers, thus paving the way to a high road
to care work. The ways in which policies interact define a society’s road to care work,
i.e. who provides care, the quality of care provision and the working conditions of care
workers.

B
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Box 1.5. Care-related international labour standards

International labour standards are interrelated and interdependent instruments. Taken together, they provide a
framework that can advance transformative gender equality and promote good-quality care work. They address the
structural barriers faced by individuals — mainly women — with care needs and responsibilities and provide guidance
for achieving decent work for all. It is therefore of paramount importance that all 187 ILO member States promote
the ratification and effective implementation of care-related international labour standards, which are of particular
relevance for care work and care workers. These include the fundamental Conventions on freedom of association and
collective bargaining (C087 and C098); on eliminating child labour (C138 and C182) and on non-discrimination and pay
equity (C100 and C111). A number of Conventions and Recommendations focus on care policies, such as maternity
protection (C183), social security minimum standards (C102) and social protection floors (R202), and measures to
support workers with family responsibilities, such as childcare and long-term care, parental leave and family-friendly
working arrangements (C156); part-time work (C175) and working time (C030 and C047). Other instruments and guide-
lines aim to make decent work a reality for all workers, including those from socially disadvantaged groups, such as
migrant workers (C143), workers with disabilities (C159), indigenous and tribal peoples (C169), home workers (C177),
workers in cooperatives (R193), workers living with HIV (R200), workers in the informal economy (R204) and possible
future international standards on violence in the world of work. A further group of instruments comprises those tar-
geting care workers, including domestic workers (C189) and nursing personnel (C149), as well as ILO and UNESCO
recommendations on teachers and ILO guidelines on childcare personnel. Table A.1.1 in Appendix A.1 provides an
overview of the key provisions of care-related international labour standards, showing that, apart from the funda-
mental Conventions, which have been largely ratified by all countries, overall, countries in Europe and in the Americas
are more likely to have ratified the rest, compared to countries in Africa, Asia and the Pacific and the Arab States.

Sources: Table A.1.1 in Appendix A.1; ILO, 2013c; ILO and UNESCO, 2016.

Figure 1.6 presents the policy areas that affect the provision of both paid and unpaid
care work. Care policies, macroeconomic, social protection, labour and migration pol-
icies work cohesively to provide a conducive policy environment to advancing decent
care work, enabling the recognition, redistribution and, where necessary, the reduction
of unpaid care work, as well as promoting the representation of, and decent work for,
care workers.

Care policies are public policies that allocate resources in the form of money (includ-
ing income), services or time to caregivers or people who need care.'”! As illustrated
in Chapter 3, they include leave policies (e.g. parental leave), care services (e.g. early
childhood development and care), care-related social transfers (e.g. childcare grants),
family-friendly work arrangements (e.g. teleworking and flexitime) and infrastructure
(e.g. sanitation and delivery of water to homes). Care policies ensure the well-being of
societies and are a crucial factor in addressing the issue of unpaid care work and mitigat-
ing inequalities faced by people with high levels of care needs and/or people typically
providing care on an unpaid basis (see Chapter 2).!%?

Macroeconomic policies, such as fiscal, monetary and trade policies, shape women’s and
men’s opportunities in paid employment and the resources available for policies aimed
at reducing gender inequalities.'® Maximizing fiscal space expands the resources avail-
able to fund care policies and reduce and redistribute unpaid care work. If focused on

[»
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Figure 1.6. A conducive policy environment for a high road to care work
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employment creation (and not on narrow targets, such as inflation control), monetary
policy can support the expansion of overall employment, bringing with it the expan-
sion of care employment and removing downward pressure on wages for care workers
(Chapter 4). The expansion of care services has been justified in macroeconomic terms
with both “supply side” and “demand side” arguments. On the supply side, care service
provision is favoured for its potential to increase women’s labour force participation and
to support future human capital development through children’s education.'™ On the de-
mand side, those who champion the macroeconomic effects of an expansion in public
care services in developed and developing countries'® emphasize the aspect of care ser-
vice provision as an “investment”, because it leads to the creation of comparatively bet-
ter quality jobs and makes a vital contribution to human capital creation (Chapter 5).'%

Social protection policies provide the key policy and regulatory frameworks and insti-
tutions that govern care responsibilities. They influence the support for care recipients,
the situation of unpaid carers, whether in employment or not, and the ways in which
care work is provided. Social protection systems define what type of care is most appro-
priate and desirable, who should provide care (through the public, private or voluntary
sectors), who should pay for it (through contributory, non-contributory or employer li-
ability systems; by universal or means-tested benefits), whether the provision is covered
via services or payments (such as cash-for-care, personal independent payments) and
the nature and levels of, and conditionalities attached to, carer benefits/compensations.
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One specific dimension of social protection systems is the treatment of childcare provi-
sion and the public policies that are in place to provide (or support) childcare provision.
These cover the nature of public and private childcare services and the extent of their
availability, the existence of policies that facilitate parents’ involvement in both direct
care and paid employment, such as paid maternity, paternity and parental leaves, and the
existence of cash allowances or subsidies that help families to purchase childcare or to
employ a care worker. These policies determine whether care is provided by full-time
unpaid carers (family members, mostly mothers, providing full-time childcare) or by un-
paid carers who combine care provision with employment (see Chapters 2 and 3).

Labour policies, including labour protection policies and labour regulations, regulate
workers’ and employers’ rights and obligations at the macro level; institutions and or-
ganizations, including private enterprises, cooperatives and other social and solidarity
economy enterprises, at the meso level; and formal and informal employment arrange-
ments, relations and practices at the micro level. Labour policies provide opportunities,
or present challenges, for unpaid carers, as well as persons with disabilities, taking up
or returning to paid work. Labour protection policies clarify the rights, entitlements and
obligations of parties to the employment relationship, including for all workers and em-
ployers in the care economy. They set out labour standards, such as working conditions,
wages (including pay equity), working time arrangements (including overtime compen-
sation) and access to redress mechanisms, as well as measures to facilitate the transition
from the informal to the formal economy. Sectoral policies contribute to defining the pos-
ition of care workers in the labour market, across different care-related sectors, includ-
ing health and social work, education and domestic work. Labour policies also create
opportunities for employment and can enhance labour market inclusion of all groups in
society (Chapters 4 and 6). Other key dimensions are fundamental governance principles
and rights at work, freedom of association and collective bargaining of care workers
(including those in the informal economy) and unpaid carers, as well as providing a
context of non-discrimination and protection from violence and harassment. Labour pol-
icies also determine fundamental “civil rights”, such as accessibility policies for people
with disabilities.

Migration policies are the rules governing exit and entrance into a country, quotas and
special arrangements for particular groups of people, settlement and naturalization
rights, as well as employment, social, political and civil rights accorded to migrants.
Migration policies determine the nature and the sustainability of the care workforce by
defining how long migrant care workers can stay, their residential status and the possi-
bility of family reunion; whether skilled care workers are favoured over low-skilled care
workers; whether credentials, skills and qualifications are recognized across borders;
and whether fair recruitment policies are in place, among others issues.'”” Migration
policies can address gender, race and class inequalities in both sending and destination
countries. The degree to which care policies dovetail with the macroeconomic, social
protection, migration and labour polices of destination countries determines the role of
migrant women and men in the care economy and the conditions in which they work and
provide care services.

Figure 1.7 lays out both the analytical and the policy frameworks of this report. It pres-
ents the relationship between the five main policy areas that comprise the conducive
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policy environment (left-hand column blocks) to address the unpaid care work—paid
work—paid care work circle (central chart) and the policy recommendations reflecting
the desired outcomes in the SRs Framework, modelled on both the SDGs and the Decent
Work Agenda. These policy recommendations provide the foundation for the high road
to care work for a future of decent work. They offer the means of achieving decent care
work by: recognizing, reducing and redistributing unpaid care work; promoting more
and decent work for care workers; and guaranteeing care workers’ representation, social
dialogue and collective bargaining rights (right-hand column blocks).

This report follows the structure of these analytical and policy frameworks with the aim
of unpacking and analysing their interconnections, understanding the role of policies in
shaping them and laying out the high road to care work. Chapter 2 analyses the links
between unpaid care work and paid work, showing how the inequalities in unpaid care
work feed into gender inequalities in employment. Chapter 3 analyses the gaps in care
policies and their effects in the perpetuation of gender inequalities at work and other
detrimental outcomes which specifically impact care recipients. Chapter 4 considers the
paid work—paid care work connection, revealing the effect that the insufficient supply
of care workers and decent work deficits in paid care work have on the labour market. It
also closes the circle of connections, exploring how the conditions of unpaid care work
provision also impact on the working conditions of care workers. Chapter 5 shows the
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potential scope of job creation in the care sectors, and the crucial role that decent care
jobs will play in the future of decent work. Finally, Chapter 6 presents the policy recom-
mendations and measures that provide the pillars for the achievement of a high road to
care through decent work, to guide transformative action by ILO constituents.
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CHAPTER 2

Unpaid care work
and gender inequalities at work
.

KEY MESSAGES

m Unpaid care work makes a substantial contribution to countries’ economies, as well as to individual and societal
well-being. Unpaid carers meet the large majority of care needs across the world. This unpaid care work remains,
however, mostly invisible and unrecognized, and is not accounted for in decision-making.

m Internationally-harmonized definitions and comparable statistics on unpaid care work, captured by both labour
force and time-use surveys, afford an effective measurement of unpaid care work as a new form of “work”, and
thereby enable its recognition and inclusion in national policies.

m Across the world, without exception, women perform the majority of unpaid care work, namely 76.2 per cent of the
total of hours provided. In no country in the world do men and women provide an equal share of unpaid care work.

m Women’s paid work does not on its own automatically transform the gendered division of unpaid labour. Indeed,
when both work for pay or profit and unpaid care work are accounted together, the working day for women is
longer than it is for men, despite significant country differences. This makes women consistently time poorer than
men, even after adjusting for hours of employment.

m Disparities in the gendered division of unpaid care work and paid work are the result of household composition
and deeply-rooted inequalities based on sex, income, age, education and residence. Women and girls living in
low-income countries, in rural areas, with a low income and education provide a disproportionate share of unpaid
care work.

m Excessive and strenuous amounts of unpaid care work can result in sub-optimal care strategies, with detrimental
consequences for care recipients such as infants, children, persons with disabilities and older persons, as well as
for the unpaid carers themselves.

m Men have never been more involved in family life than they are at present; indeed, their contribution to unpaid care
work has in some countries increased over the past 20 years. Yet, the gender gap in unpaid care work is closing
at an almost imperceptible rate among those few countries with available time series data. At this glacial pace of
change, it is likely to take around 210 years (i.e. not until 2228) to close the gender gap in unpaid care work in
these countries.

m Being in employment and having family responsibilities is the norm across the world. In 2018, there were 1.4 bil-
lion employed persons — mainly men — living with care dependants. Household composition, however, differently
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affects women’s and men’s labour market participation. Compared with single women, those women who live in
extended households are 16.6 percentage points less likely to be active in the labour market, whereas the same
value for men is actually 0.5 percentage points higher, making them more active.

m Globally, the principal reason given by women of working age for being outside the labour force was unpaid care
work, whereas for men it was “being in education, sick or disabled”. In 2018, there are 647 million full-time un-
paid carers worldwide. They represent the largest pool of participants lost to the labour market across the world.
Of these, 606 million were women.

m Without exception, the amount of time dedicated by women to unpaid care work increases markedly with the
presence of young children in a household. This results in what can be termed a “motherhood employment penal-
ty”, which is found consistently across all regions for women living with young children and is particularly marked
in middle-income countries. This contrasts with a “fatherhood employment premium”, with fathers reporting the
highest employment-to-population ratios compared not only with non-fathers, but also with both non-mothers
and mothers.

m Unpaid care work is one of the main obstacles to women moving into better quality jobs. Women with children
under six years of age work shorter hours for pay or profit than men and non-mothers. Women with care responsi-
bilities are also more likely to be self-employed and to work in the informal economy, and less likely to contribute
to social security.

m Gender inequalities in the home and in employment originate in the gendered representations of the productive
and reproductive roles of men and women that persist across different cultures and socio-economic contexts.

m As family structure and life circumstances change and care policies, services and infrastructure become more
accessible and of a better quality, attitudes towards maternal employment and what is considered to be an appro-
priate work—family arrangement are likely to favour a more egalitarian division of paid work and unpaid care work
between women and men.

m Inequalities in unpaid care work and inequalities in the labour force are deeply interrelated. No substantive pro-
gress can be made in achieving gender equality in the labour force before inequalities in unpaid care work are
first tackled through the effective recognition, reduction and redistribution of unpaid care work between women
and men, as well as between families and the state.

U npaid care work can be very rewarding for its provider and highly beneficial for

its recipients. It is also indispensable to human well-being and the development of
people’s capabilities. Who provides that care and how it is delivered has, however, import-
ant implications for individual and societal well-being, which includes equality in the
home and at the workplace. Furthermore, the gender division of unpaid care work deter-
mines the quantity and quality of women’s paid employment.'

Unpaid care work distribution shows not only that far more women than men perform
this type of work — and for longer hours — but that, among women themselves, some
spend significantly more time engaged in unpaid care work than others.> Moreover, the
provision of unpaid care mirrors disadvantages based on gender, class, race and location,
disability and HIV and AIDS status, and nationality, among others.?

By deploying an intersectional lens, this chapter is able to present the socio-demograph-
ic, economic and gender disparities that apply to the division of unpaid care work and

B
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paid work — two components of the “care circle” (see Chapter 1). It goes on to show
how these disparities are the result of household composition and deeply-rooted inequal-
ities, based on sex, class, origin, education and location of work.* The objective is to
analyse persisting inequalities in the labour force using as an entry point the domain of
non-market work, namely those activities performed within the 2008 System of National
Accounts (SNA) general production boundary (see table 1.1 in Chapter 1). To this end,
three approaches are taken, based on different, but nonetheless complementary, data
sources and indicators. These are, first, the volume of hours spent in unpaid care work,
as measured by 67 time-use surveys; second, taking key labour market indicators disag-
gregated by “household composition” as a proxy for the extent and distribution of unpaid
care work as captured by approximately 90 labour force surveys; and third, surveying
women’s and men’s attitudes concerning the division of paid and unpaid care work re-
sulting from prevailing social norms, as captured by available attitudinal data.

This chapter is divided into three sections. The first section draws on time-use data to
define unpaid care work and review its magnitude, nature and value. It additionally ex-
amines trends in respect of the main inequalities in the provision of unpaid care work
over recent decades. The second section builds on an analysis of labour force data in
order to assess the magnitude and labour market characteristics of unpaid carers. What
is revealed is the extent to which the presence of care dependants in a household results
in multiple employment-related penalties for a large majority of women. The third and
final section considers how social norms shape the attitudes of both women and men
towards the division of paid and unpaid care work which perpetuate stubborn gender
inequalities at work.

2.1. UNPAID CARE WORK AND ITS PROVIDERS

In societies everywhere, the majority of unpaid care work has traditionally been pro-
vided without pay by the family or household, based on kinship and family relations.
Women typically spend disproportionately more time in unpaid care work than men, ir-
respective of location, class and culture.’ The “men as breadwinners”—“women as care-
givers” model remains the dominant, normative construct for gender relations globally,
whereby the principal role of men is to engage in paid work and provide food and shel-
ter, and that of women is to care for and nurture the family. This is despite high or else
rising rates of labour market participation by women. As a result, women who work for
pay are commonly said to work a “second shift” or experience a “double day”, one at

home and one at work.

There are, nonetheless, variations in the patterns of time allocation in unpaid care work.
Women living in tightly-knit rural communities may get assistance from other women
family members; conversely, recent migrants to urban areas may find they have reduced
access to such forms of informal assistance. Rural women might have to spend more
time on household chores in the absence of piped water and electricity compared with
their urban counterparts. Where public policies support childcare (for instance, by pro-
viding paid parental leave and public créches) or older person care, women may be able
to utilize these in order to reduce the time they devote to some unpaid care tasks (see
Chapter 3). Relatively high-earning women in developing countries often do less unpaid

[
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care work than their low-earning counterparts through the purchase of substitutes for
the time they would otherwise have devoted to housework or childcare (for instance,
through the hire of a domestic worker or nanny, or to pay for children to join a creche).
By contrast, low-earning women typically have less financial flexibility and, in the ab-
sence of public or affordable care substitutes, are constrained to work a “double shift”.

2.1.1. Definitions and measurement

The traditional separation between economic and “non-economic” work has resulted
in the marginalization, undervaluation and privatization of non-market work, especial-
ly those activities associated with motherhood and care. These “non-economic” activ-
ities have been placed outside the productive sphere and, consequently, the “realm of
work”.% As described in Chapter 1, the adoption of Resolution I on “statistics of work,
employment and labour underutilization” by the 19th International Conference of
Labour Statisticians (ICLS) (2013) established a new concept of “work™ (see table 1.1,
Chapter 1). Prior to the adoption of this Resolution, no international labour statistical
standards existed with which to define the own-use provision of services as work, or to
define volunteer work either. This meant that such work as unpaid caregiving services
and unpaid domestic services for one’s own household and family members, or unpaid
volunteer work, was not measured in a consistent way, even when captured by labour
force surveys. The change introduced by the 19th ICLS is ground-breaking, since it em-
phasizes that work can be said to be performed in any kind of economic unit, including
that of the household and the community.” It thus recognizes as work services not pro-
vided in the context of market transactions. This is an important recognition of how vital
the “own-use production of services” and its unpaid providers are to the functioning of
any economy.

As defined in Chapter 1, unpaid care work is non-remunerated work carried out to sus-
tain the well-being, health and maintenance of other individuals in a household or the
community, and it includes both direct and indirect care (i.e. routine housework).® Box
2.1 provides a definition of unpaid care and household work, based on the newly adopted
and harmonized international statistical definition of work and the forms of work. This
framework is now also evident in the revised International Classification of Activities for
Time Use Statistics (ICATUS 2016) and will facilitate the production of meaningful and
comparable statistics on time use across countries and over time.’

In providing guidance on the measurement of work, the 19th ICLS Resolution I empha-
sizes the complementary function of labour force surveys — the household surveys best
suited for the collection of statistics on the labour force and work (including own-use
production work) — and specialized household instruments, such as time-use surveys.
Time-use surveys are considered “a main source of statistics on participation and time
spent in own-use production work and volunteer work for purposes of individual, house-
hold and macroeconomic level analyses™.'’ Labour force and time-use surveys are both
relevant for the production of statistics and indicators on two essential and complemen-
tary dimensions related to unpaid care work: first, the magnitude and characteristics of
the population of working age engaged in unpaid forms of work (i.e. in own-use pro-
duction work, unpaid trainee work or volunteer work), as measured by headcounts and

4_0|
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Box 2.1. Definitions of unpaid care work in the 19th ICLS Resolution | and the ICATUS 2016 in parallel

In this report unpaid care work refers to the own-use provision of services, to volunteer work in households providing
care services for other households and to unpaid trainee care work, as laid out in the 19th ICLS Resolution | (see
figure 1.1 in Chapter 1). It excludes those productive activities falling under “own-use production of goods” (such
as the manufacturing of goods for own use, the fetching of wood or water, subsistence farming) and “for profit”
employment (such as contributing family work, e.g. working in a family business without receipt of a wage or salary)."

Accordingly, people accounted as engaged in the own-use provision of services are those of working age who, during
a short reference period, performed any of the following activities:

m household accounting and management, purchasing and/or transporting goods;
B preparing and/or serving meals, disposing of household waste and recycling;
W cleaning, decorating and maintaining one’s own dwelling or premises, durables and other goods, and gardening;

m childcare and instruction, transporting and caring for older persons, dependant or other household members and
domestic animals or pets, etc.

ICATUS 2016 is consistent with the 19th ICLS Resolution | and identifies several “productive activities outside the SNA
production boundary, but within the general production boundary”."? These activities reflect the above list of unpaid
care services and comprise:

i.  Unpaid domestic services for household and family members, including:
e food and meals management and preparation;
e cleaning and maintenance of own dwelling and surroundings;
e do-it-yourself decoration, maintenance and repair;
e care and maintenance of textiles and footwear;
e household management for own final use;
e petcare;
e shopping for own household and family members;

e travelling, moving, transporting or accompanying goods or persons related to unpaid domestic services for
household and family members; and

e other unpaid domestic services for household and family members.

ii. Unpaid caregiving services for household and family members, including:
e childcare and instruction;
e care for dependent adults;
e help for non-dependent adult household and family members;

e ftravelling and accompanying goods or persons related to unpaid caregiving services for household and family
members; and

e other activities related to unpaid caregiving services for household and family members.

Source: Authors, based on ILO, 2013d and UN, 2017a.
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participation rate indicators; second, the working time spent engaged in these unpaid ac-
tivities, as measured by indicators of the volume of work (i.e. hours actually worked), in
accordance with the international statistical standards on working time.'?

Methodology for the surveys is based on the use of either detailed time diaries or stylized
interview questions designed to record how respondents among the working age allo-
cate their time to the different activities performed during one or more 24-hour days for
a given reference period.'* These are particularly appropriate as a method for capturing
unpaid care work activities performed simultaneously, such as childcare and housework,
or intermittently, for instance, breastfeeding or attending upon a sick family member.
They are a potentially useful source from which to develop estimates of total working
time that cover all these different forms of work, and to assess and refine the quality of
estimates of employment and volume of work derived from other household surveys. !

It should be noted here that analysts have highlighted problems with the harmonization
and comparability of time-use data. For instance, classification of activities in some
countries does not separate childcare from adult care, fetching water from travel time.
Also, because data on neither volunteer work nor time spent in paid work is gathered
regularly, or with a consistent granularity, it cannot be used for comparative purposes.
While diaries are considered the best method for measuring unpaid activities, this re-
cording method is not systematically implemented in every region (Latin America, for
example), a factor which necessarily jeopardizes cross-country comparisons. The peri-
odicity of data is also problematic, since time-use surveys are not consistently adminis-
tered over time and some of the only available country data are out of date. Importantly,
a sex-disaggregation of time-use data published by national statistical reports is often
unavailable, something which affects the quality of gender analysis.'® The adoption of
ICATUS 2016 is expected to address some of these challenges. In any event, time-use
surveys remain the standard method for measuring the volume of unpaid care work and
its patterns and differences within and between households.!”

Labour force surveys are also evolving to reflect the concepts and guidance provided by
the 19th ICLS Resolution I. They serve as the main source of information for capturing
the general patterns of participation by the population in the labour market and are in-
creasingly used as a source for statistics on participation in unpaid forms of work. In ad-
dition, they are an important tool for highlighting the linkages between unpaid work, in
all its forms, and labour market performance. To this end, short add-on modules or sup-
plements on the own-use provision of services, unpaid trainee work and volunteer work,
based on diary methodologies or retrospective questions, can be attached to labour force
survey questionnaires on a periodic or continuous basis and become an effective means
for measuring unpaid care work.'® Recently, the ILO initiated methodological work to
test alternative approaches to the measurement of participation and time spent in own-
use provision of services through household surveys. Approaches employing stylized
retrospective questions were tested for their direct inclusion in labour force surveys or
related household surveys."’

The relevance of unpaid care work to the Sustainable Development Goal (SDG) frame-
work as monitored by the SDG target 5.4 (see Chapter 1), as well as recent developments
in the alignment of work statistics with time-use definitions, promise an improvement
in the measurement and thus the recognition of unpaid care work. This will be possible
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through the development of internationally harmonized and comparable statistics on un-
paid care services captured by both labour force and time-use surveys. This approach has
the potential to support a better understanding of the role played by unpaid care work not
only in determining gender inequalities within paid employment, but also in reinforcing
a broad range of other inequalities within the labour force. An effective measurement of
unpaid care work would therefore help improve both the design and the implementation
of economic, social and labour market policies (see Chapter 6).

2.1.2. The magnitude, nature and value of unpaid care work

The magnitude of unpaid care work

As indicated in the 19th ICLS Resolution I, the magnitude of unpaid care provision can
be assessed in terms of both volume of working hours and number of unpaid carers.
Estimates based on time-use data (various years) for 64 countries with time-use data on
both paid work and unpaid care work, representing 66.9 per cent of world’s working age
population,” show that time spent in unpaid care work (own-use provision of services)
accounted for 16.4 billion hours per day, with women contributing more than three-
fourths (76.2 per cent) of the total (see section 2.1.3). This is equivalent to 2.0 billion
people working on a full-time basis (i.e. 40 hours per week) without pay.

The time spent by women in unpaid care work varies enormously across countries, rang-
ing from a maximum of 345 minutes per day (or, nearly a quarter of a full 24-hour day)
for Iraq to a minimum of 168 minutes per day (or 2 hours and 48 minutes) in Taiwan,
China (see figure 2.1).The median value for 67 countries with time-use data on unpaid
care work is represented by Austria and Germany, where women’s unpaid care work
is 269 minutes (4 hours and 29 minutes, or 18.7 per cent of a 24-hour day). Men’s un-
paid care work ranges from 200 minutes (3 hours and 20 minutes, or 13.9 per cent of a
24-hour day) in Moldova to only 18 minutes in Cambodia, with a median value of
110 minutes (1 hour and 50 minutes) in Qatar. The gap between the maximum and the
minimum values is a factor of 11. On average, men spent 83 minutes in unpaid care work
while women spent 265 minutes, more than three times the time spent by men.?!

The nature of unpaid care work

Figure 2.1 presents the three main categories of unpaid care work disaggregated using
available time-use surveys. These comprise of the following: housework (domestic ser-
vices for own final use within the household, indirect care); caregiving services to house-
hold members (direct care); and volunteer work (community care services and help to
other households, both direct and indirect care). On average, 81.8 per cent of unpaid
care work consists of routine household work, measured as primary activity. Provision
of direct care to family members represented 13.0 per cent of the total, compared with
5.2 per cent for volunteer work. The relatively lower prevalence of direct care is linked to
the fact that care dependants were not present in all households. In fact, in 2018, there are
3.3 billion people of working age who had no care responsibilities; 1.7 billion of these
were men and 1.6 billion women (see section 2.2). There is also a methodological issue
related to the fact that in time-use surveys care work is often performed simultaneously

|T



- I I CARE WORK AND CARE JOBS FOR THE FUTURE OF DECENT WORK

Figure 2.1. Time spent in the three main categories of unpaid care work, based on primary activity, by sex, latest year

Panel a. Women

Iraq 300 45 345
Peru 258 ] il 339
Turkey 234 41 55 330
Moldova, Republic of 270 34 26 330
Tunisia 288 32 @ 326
Albania 270 43 i 314
Armenia 266 46 312
Algeria 282 30 312
Australia 239 64 &l 311
Uruguay 222 68 Il 309
Lithuania 267 26 15 Rl
Iran, Islamic Republic of 305 2 307
Italy 286 il 305
Portugal 258 23 PAI 302
Serbia 266 25 10 elol
Panama 201 85 15 el
Morocco 300 300
Bulgaria 267 16 15 JPer]
India 297 297
Poland 243 39 el 295
Occupied Palestinian Territory 217 59 il 293
Ethiopia 28il 47 13 e
Mongolia 232 54 Z 290
Pakistan 231 55 il 287
Slovenia 251 O 286
Ireland 185 94 /d 286
Mauritius 229 44 7 277
Latvia 239 24 i 277
Greece 229 28 POl 277
Kyrgyzstan 250 POlE 275
Oman 274 274
Ecuador 273 273
Germany 227 27 il 269
Austria 222 39 &l 269
Hungary 240 28 268
United States 187 42 35 264
Romania 264 264
Spain 211 36 il 263
Estonia 217 31 il 261
Canada 194 39 24 257
Argentina 183 58 il 257
Netherlands 191 42 21 254
Japan 222 VA 254
New Zealand 199 48 247
Kazakhstan 246 246
Denmark 197 85 il 243
Mali 241 241
Sweden 203 37 240
Tanzania, United Republic of 196 41 il 238
China 203 CIE 237
France 201 31 234
United Kingdom 180 32 POl 232
Norway 188 42 230
South Africa 195 ZEIE 229
El Salvador 136 49 43 228
The former Yugoslav Republic of Macedonia 201 PPl 224
Madagascar 187 PR 222
Benin 189 32 221
Ghana 155 53 2l 220
Belgium 186 214
Cameroon 170 38 7 212
Finland 178 PYAlE 211
Qatar 199 199
Korea, Republic of 146 40 Z 188
Cambodia 188 188
Thailand 139 31 € 173
Taiwan, China 168 168
I T T T T T 1
0 60 120 180 240 300 360

Minutes per day

B Domestic services for own final use within the household B Caregiving services to household members
B Community services and help to other households
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Panel b. Men

Moldova, Republic of 169 8l 23 200
Sweden 168 26 194
Denmark 151 20 15 WG]
Norway 149 31 180
Australia 130 27 Bl 172
Canada 131 18 21 170
Estonia 144 11 14 iG]

United States 122 19 27 168
Lithuania 141 CIEFA 166
Slovenia 145 NS 166
Bulgaria 142 CIEEE 164
Germany 137 IOEVA 164

Poland 127 15 15 WY
France 130 I 148
Serbia 126 NP 148
Austria 118 19 O WKl
Latvia 126 PN 143
New Zealand 122 e 141
Finland 121 N 139
Mongolia 111 PO 139
Peru 101 26 N 136
Netherlands 95 19 19 KK
Uruguay 38 B85 ife] 133
Belgium 117 N 132
United Kingdom 101 I 131
Ireland 91 29 el 129
Panama 97 Pl 128
Hungary 114 2 127
Spain 93 AR 126
Ethiopia 87 8 30 125
Romania 125 125
Oman 115 115
Kazakhstan 111 111
Qatar 110 110
Italy 97 il 108
Greece 31 14 12 plerg
Kyrgyzstan 32 IR 100
South Africa 38 E 98
China 80 8 94
Argentina 66 PP 93
Turkey 45 5 37 87
The former Yugoslav Republic of Macedonia 71 ld 85
Ecuador 78 78
Iran, Islamic Republic of 75 2 77
Japan 63 8 6 g
Portugal 61 [Nl 77
Cameroon 58 N 74
Mauritius 56 N 73
Ghana 40 11 17 NG
Tanzania, United Republic of 52 8 64
Armenia 54 Ml 63
Irag [ Zl 56
Thailand 44 i@ 56
Occupied Palestinian Territory 85 FIEER 55
Algeria 42 2 54
Tunisia 42 W 54
Albania 45 @ 52
Madagascar 36 [l 51
El Salvador  |F/HHl 28 43
Morocco 43 43
Benin 39 42
Taiwan, China 41 41
Korea, Republic of 27 2 39
India Bil 31
Pakistan AR 28
Mali 21 21
Cambodia e 18 : ‘ |
T T T
0 60 120 180 240 300

Minutes per day

B Domestic services for own final use within the household B Caregiving services to household members
B Community services and help to other households

Note: Age group: 15 and older. 67 countries. See Appendix A.3, table A.3.1 for country-level data and Appendix A.7, table A.7.2 for survey year.

Source: ILO calculations based on Charmes, forthcoming.
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with other housework and thus tends to be categorized as a secondary or tertiary activity,
resulting in an underestimation of “direct care”.?? The high prevalence rate for household
work emphasizes the importance of “indirect care” as something necessary for all adults.

Figure 2.2 illustrates that in the case of Cambodia it is predominantly women who per-
form all the caring and household services (a total of 86.0 per cent of women compared
with 54.3 per cent of men). Women’s participation in cooking, cleaning, shopping and
direct care is consistently higher than men’s. The category of “household repairs” is the
one exception, with 9.3 per cent of men performing this activity compared with 1.8 per
cent of women. This gender segregation in unpaid care activities reflects a set of social
norms and perceptions regarding a “natural” household division of labour that is com-
mon to countries other than Cambodia, irrespective of national and household income
level (see also section 2.1.3). Men’s unpaid care work tends typically to concentrate on
“masculine” activities, such as house repairs, when their total share of unpaid care work
is low. Cambodia, for instance, displays the second lowest rate of unpaid care work un-
dertaken by men among 67 countries, accounting for only 8.7 per cent of the total (see
figure 2.7).

The significance and nature of unpaid care work (both direct and indirect) tend to vary
across countries according to per capita income and are particularly substantial and
strenuous in nature in lower-income countries, especially so for women and children
living in rural areas (see also section 2.1.4). As discussed in Chapter 1, this is related to
a lack of basic services and infrastructure, such as an adequate access to a water supply,

Figure 2.2. Own-use providers of services, by sex and activity cluster, Cambodia, 2010
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sanitation, financial services, electricity, roads, safe transportation, time-saving technol-
ogy, education, health care and other social protection and care policies and services.?
Population structure, family composition and size, and cultural norms that influence
the gender division of labour, are additional important factors (see also sections 2.1.4
and 2.1.5).

HIV and other health epidemics also contribute to an increase in the provision of unpaid
care work, especially in those countries with a high HIV prevalence. Women are being
pushed out of the workforce, especially in agriculture, in order to care for the sick and
dying.** A 2018 ILO report estimates that the additional amount of unpaid care work re-
quired to meet the needs of those individuals partially or completely unable to work be-
cause of AIDS symptoms is likely to represent between 30,000 and 70,000 people-years
in 2020.% Globally, this additional volume of unpaid care work would be equivalent to
around 40,000 people unable to participate in paid work by 2020 because of the demand
for unpaid care work due to AIDS.*

When looking at time spent on childcare alone, a recent Gallup Work Poll based on data
drawn from 46 countries reveals that the time women and men reported as having spent
on childcare varied considerably (figure 2.3). This is seen to be the case even in coun-
tries with an equivalent level of development; a finding which points to the role played
in this by care policies (see Chapter 3). Time spent in childcare ranged from a high of
6 hours and 34 minutes per day in Qatar to only 59 minutes daily in the Congo. Overall,
women continue to perform the largest share of the childcare — on average, three times
more than men.

The value of unpaid care work

The magnitude of unpaid care work is enormous and often compensates for a lack
of public expenditure on care services and infrastructure. It represents a transfer of
resources from women (and very few men) to society and the economy.?”’” Despite its
contribution, unpaid care work is excluded from the main measurement of national
wealth as calculated by Gross Domestic Product (GDP). This results in an underestima-
tion of overall economic activity, as well as a down-playing of the value of individual,
family and overall societal well-being. This was highlighted by the Commission on the
Measurement of Economic Performance and Social Progress,”® when it stated that “GDP
is aninadequate metric to gauge well-being over time particularly in its economic, environ-
mental, and social dimensions”, the reasons given including the fact that it excludes
those services produced by unpaid care work.

The United Nations System of National Accounts (SNA)? established criteria for com-
piling economic information to feed into the calculation of GDP and other macroeco-
nomic aggregates. The SNA 2008 lists as reasons for not including unpaid care work
within the SNA production boundary “the relative isolation and independence of these
activities from markets, the extreme difficulty of making economically meaningful esti-
mates of their values, and the adverse effects it would have on the usefulness of the ac-
counts for policy purposes and the analysis of markets and market disequilibria”.*® This
merits analysis. First, unpaid care work and paid work are fundamentally connected;
they are not independent of one another (see Chapter 1). When women enter the labour
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Figure 2.3. Minutes spent daily on childcare by sex, latest year
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force, GDP by definition goes up, while the concomitant reduction in unpaid care work
is unaccounted for. This does not, of course, mean that women should not therefore enter
the labour force; but the consequent reduction in unpaid care work has to be replaced ei-
ther by other unpaid or paid care work in order for total well-being to remain unaffected
— a dimension currently not captured in economic aggregates. A similar argument can be
made when cut-backs in government funding for public services increase the demand for
unpaid care work, which again is a dimension invariably unaccounted for. The increase
in “efficiency” often argued for in such cases is artificial in so far as it can have a nega-
tive effect if the care is not then provided at all or if carers have to take time off paid work
in order to care for others. Moreover, in failing to recognize that unpaid care work is an
investment in future generations, total investment is underestimated (see Chapter 6).%!

Various methods exist for assigning an economic value to unpaid care work beyond its
intrinsic individual and societal value, and thereby make it visible.*> Input evaluation
methods attribute a monetary value to time devoted to unpaid care work by using as
time—cost one of the following options: (a) the market wage of the person performing the
unpaid work; (b) the average earnings (or minimum wage) for all people participating
in the economy (known as opportunity cost approaches); (c) the average wage paid to a
domestic worker; or (d) the average wage paid for each unpaid task as though the house-
hold had employed a specialist care worker (for instance, a cook, a nurse, a teacher, etc.)
to do it (known as replacement cost approaches).** Output evaluation instead attributes
a market-worth value to the public good resulting from unpaid care work (for instance,
healthy children and adults, nutritious food, clean houses, etc.).**

In 1995, the UN Beijing Conference on Women adopted a recommendation to improve
data collection on unpaid work and to develop methods for valuing such work for its
presentation in satellite or other official accounts, which are separate from but consistent
with GDP accounts.*® Progress in time-use data collection and in valuation methods pro-
vide the information base to calculate Household Sector Satellite Accounts (HSA), with
which to measure and quantify the value of the output of unpaid and household work (or
household production) outside GDP but within the SNA* General production bound-
ary.’” The construction of satellite accounts — currently available across a broad range of
countries in every region — has afforded a better assessment of and greater visibility for
the economic value of unpaid care work and its gendered nature, as aggregate macroeco-
nomic variables.*

Estimates of the value of unpaid care work

ILO estimates founded on data from 53 countries representing 63.5 per cent of the glo-
bal working age population show that unpaid care work would amount to 9.0 per cent
of global GDP were a monetary value given to the hours devoted to its provision, based
on the hourly minimum wage (opportunity cost approach).*® This represents a total of
11 trillion of US$ purchasing power parity (PPP) 2011. The value of women’s unpaid
care work represents 6.6 per cent of global GDP, or US$8 trillion, while men’s contribu-
tion accounts for 2.4 per cent of global GDP, or US$3 trillion. Figure 2.4 illustrates that
the value of unpaid care work ranges from 2.1 per cent of GDP in Kyrgyzstan to 41.3 per
cent in Australia,** with a median value around 10 per cent. This estimation suggests
that in several countries the value of unpaid care work exceeds the respective values of
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Figure 2.4. Value of unpaid care work as a percentage of GDP, US$ PPP 2011, by sex, latest year
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manufacturing, commerce, transportation and other key market sectors.*! The value of
unpaid care work represents a lower share of GDP in middle- and low-income countries
due to lower minimum wages.

The contribution of unpaid carers

The value of unpaid care work can be further gauged by considering the reward and
self-fulfilment that unpaid carers experience from providing care — an important dimen-
sion of this relational activity. It can also be assessed in terms of the necessary contribu-
tion made by unpaid carers in responding to care needs, which benefits care recipients
(see Chapter 1). Globally, unpaid carers fulfil the majority of the global care need, often
to the detriment of their economic opportunities and personal well-being as well as that
of care recipients. There are large variations between countries with regard to the extent
to which families rely on unpaid care providers.

As discussed in Chapters 1, 3 and 4, the availability of care policies, infrastructure and
services, as well as cultural values, are all key determinants of the distribution of unpaid
care work.** Data on 31 developing countries show that care arrangements relying solely
on the provision of unpaid care work are the most widespread. More specifically, 39 per
cent of employed women with children under the age of six (44 per cent of which were
on low income and 29 per cent on high income) were the most frequent main care pro-
viders while working for pay or profit. This suggests that women may be experiencing
a high overload in having to balance caregiving with their productive and remunerative
economic activities when access to childcare services is lacking.** Other relatives (26 per
cent), girl children (around 12 per cent, but only 3 per cent of boy children), neighbours
or friends (5 per cent) followed in the list of the most frequent unpaid carers. Only 11 per
cent reported that children were cared for either within organized childcare, by a domes-
tic or hired worker, or by their partner.*

In high-income countries, unpaid carers provide substantial support also. Data from
30 high-income countries show that, on average, 25.0 per cent of children aged
0-2 years were cared for by non-parent unpaid caregivers for at least one hour during
a typical week in 2014, including by grandparents, or other relatives, friends or neigh-
bours (see figure 2.5).* The demand on unpaid child carers was even slightly higher
among 3-5-year-olds, with an average of 26.9 per cent receiving non-parental unpaid
care. Among 6—12-year-olds who attended compulsory school, the use of unpaid carers
decreased but was still 19.6 per cent on average, reflecting the limited access to formal
care services outside school hours in many countries.* Across all age groups, the low-
est proportion of children relying on unpaid childcare was found in the Nordic countries
(with the exception of Iceland). This is in line with the comprehensive care policies and
care services provided in these countries (see also Chapter 3).*” The amount of support
provided by unpaid carers also varied between countries, depending on the age group of
the child, but overall it was substantial: children were taken care of by unpaid carers for,
on average, between 11 (for the 6-12-year-old age group) and 17 hours per week (for
the 0—2-year-old age group).

Grandparents — and grandmothers in particular — provide substantial unpaid care across
the world (see section 2.1.4). Data from 11 European countries show that around 50 per
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Figure 2.5. Proportion of children cared for by unpaid carers (non-parents) for at least one hour during a typical week,
by age group, 2014
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cent of grandparents occasionally provided some type of childcare, and that 12.5 per
cent provided extensive care, that is care on a daily basis for at least 15 hours per week.*
Grandparental childcare is most widespread among low-income families and strongly
related to the mother’s status in employment. The likelihood of grandmothers providing
extensive childcare is 1.54 times higher than that for grandfathers.* While caregiving
is associated with positive health outcomes for grandparents, data does show that pro-
viding extensive childcare is correlated with depressive symptoms for grandmothers.>
Gallup World Poll data also suggests that older persons living with grandchildren tend to
have poorer emotional well-being, especially so in high-income countries, due to feel-
ings of stress, anger and worry.”! In countries with a high HIV prevalence, especially
those in East and Southern Africa, grandmothers are often allocated the care of orphaned
grandchildren or provide care to grandchildren when the parents are unable to provide
this service due to ill health. In 2016, an estimated 16.5 million children had lost one or
both parents to an AIDS-related cause. More than 80 per cent of these children (13.8 mil-
lion) lived in sub-Saharan Africa. A large number of them may subsequently be cared for
by their grandmothers.>?

Because of economic necessity, poor working conditions, limited support networks and
a lack of access to affordable childcare, parents may have no other choice than to rely
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on their older children to provide childcare to younger siblings (see section 2.1.4) or
else to leave them unattended.” Data from 53 mainly low- and middle-income countries
(2005-13) show that, on average, 20 per cent of children under five years old were
without adult care for at least one hour in any given week, during which time they were
either left on their own or in the care of a sibling under the age of ten. This represents
35.5 million children — or more under-fives than there are in the whole of Europe. The
proportion is even higher when looking at low-income countries, where 46 per cent of
under-fives are without adequate supervision.>* Such a lack of adequate supervision may
not only result in injury or worse, but may also adversely affect a child’s development
(see Chapter 3).%

The unpaid childcare arrangements described can be considered to represent sub-optimal
care strategies for both care recipients and unpaid carers with detrimental consequences,
especially for women and girls, the main providers of childcare within the household
(see Chapter 1). As the next sections will show, the addition of hours of unpaid care work
to hours spent in paid work results in extremely intense, time-impoverishing workloads.
Women with such workloads have less time available for recreation or even a minimum
period of rest. Recent research shows that time poverty among employed persons is
significant in each of the seven countries reviewed, ranging from 38 per cent in Ghana
to 52 per cent in the United Republic of Tanzania. Women are consistently more time
poor than men, even after controlling for hours of employment, since they bear a dis-
proportionate share of unpaid care work> (see section 2.1.3). Time poverty can lead to
income poverty when women and households are unable to generate enough income to
buy replacements for some of their unpaid care work, be these in the form of purchased
care services, employed domestic workers, or improvements in household infrastructure.
When this is the case, some of the necessary unpaid care work is simply not provided,
and the long and intensive hours of unpaid care work turn mostly into drudgery and be-
come detrimental to the well-being of women and their families.

2.1.3. Gender care gaps in unpaid care work provision

Across the world, without exception, women perform the majority of unpaid care work,
namely 76.2 per cent of the total amount provided. In contrast, men’s average contri-
bution to total unpaid care work accounts for not even a quarter of the total amount.
Globally, women dedicate, on average, 3.2 times more hours than men to unpaid care
work: 4 hours and 25 minutes (265 minutes) per day against 1 hour and 23 minutes
for men (83 minutes). On average, over the course of a year, this represents a total of
201 working days (based on an 8-hour working day) for women and 63 working days
for men.

Global estimates

This conspicuous gender gap in unpaid care work has two main effects. First, women
account for just over one third (36.3 per cent) of the total amount of paid work, or only
43.1 per cent of the time spent by men on the same activity: 3 hours and 3 minutes
(183 minutes) for women per day against 5 hours and 21 minutes (321 minutes) for men.
The gender gap in unpaid care work closely mirrors the gender gap in work for pay or
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Figure 2.6. Gender distribution of paid work, unpaid care work and total work among working age respondents:
World average, by sex, latest year
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tion. See Appendix A.3, table A.3.1 for country-level data and Appendix A.7, table A.7.2 for survey year.

Source: ILO calculations based on Charmes, forthcoming.

profit. Second, the total working hours per day for women (7 hours and 28 minutes) is
higher than that for men (6 hours and 44 minutes), when both forms of work are taken
into account (i.e. work for pay or profit and unpaid care work). This represents a gender
gap in total daily working time of 44 minutes (see figure 2.6).

Figure 2.7 illustrates the gap that needs to be closed in order to achieve gender parity in
the division of unpaid care work between women and men.”’ In no country in the world
do men and women provide an equal share of unpaid care work. However, Northern
European countries come closest to gender parity, with men performing over 40 per
cent of the total volume of unpaid care work. In Sweden, Norway and Denmark, men
perform, respectively, 44.7, 43.9 and 43.4 per cent of the total, followed by Canada,
Finland and Estonia (each over 39 per cent). At the other end of the scale, men in Mali,
Cambodia, Pakistan and India provide less than 10 per cent of the total unpaid care work
(8.0, 8.7, 8.9 and 9.5 per cent, respectively).

Regional estimates

In every region, women spend more time in unpaid care work than men, ranging from
1.7 times more in the Americas, 2.1 times more in Europe and Central Asia, 3.4 more
in Africa, 4.1 times more in Asia and the Pacific, to up to 4.7 times more in the Arab
States (figure 2.8). As a result, in every region, women dedicate less time than men to
paid work: the paid work women—men ratio ranges from 0.16 in the Arab States, 0.56 in
Europe and Central Asia, 0.57 in Africa and in Asia and the Pacific, and up to 0.65 in the
Americas. What is more, women are working more hours than men when unpaid care
work and paid work are added together. The women—men ratio of total work (paid and



- I I CHAPTER 2. UNPAID CARE WORK AND GENDER INEQUALITIES AT WORK

Figure 2.7. Share of total unpaid care work, by sex, latest year

Sweden
Norway
Denmark
Canada

Finland

Estonia

United States
France

Belgium
Germany
Moldova, Republic of
Slovenia

New Zealand
United Kingdom
Australia

Qatar

Bulgaria

Austria
Lithuania
Poland
Netherlands
Latvia

Serbia
Mongolia

Spain

Hungary
Romania
Kazakhstan
Ireland

Uruguay
Ethiopia

South Africa
Panama

Oman

Peru

China

Greece

The former Yugoslav Republic of Macedonia
Kyrgyzstan
Argentina

Italy

Cameroon
Thailand

Ghana

Japan

Ecuador
Tanzania, United Republic of
Turkey
Mauritius
Portugal

Iran, Islamic Republic of
Taiwan, China
Madagascar
Korea, Republic of
Armenia

Benin

El Salvador
Occupied Palestinian Territory
Algeria

Tunisia

Albania

Iraq

Morocco

India

Pakistan
Cambodia

Mali

0 10 20 30 40 50 60 70 80 90 100
Percentages

B Men MW The gap that needs to be closed to reach gender equality B Women

Note: Age group: 15 and older. 67 countries. See Appendix A.3, table A.3.1 for country level data and Appendix A.7, table A.7.2 for survey year.

Source: ILO calculations based on Charmes, forthcoming.

55



56

CARE WORK AND CARE JOBS FOR THE FUTURE OF DECENT WORK

Figure 2.8. Time spent daily in unpaid care work, paid work and total work, by sex, by region and by income group,

latest year
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unpaid) ranges from 1.05 in the Americas, 1.11 in Asia and the Pacific and Europe and
Central Asia, 1.19 in Africa, up to 1.25 in the Arab States. In seven out of 64 countries,
men spend more hours per day in paid and unpaid work combined, with 80 minutes in
Thailand, the greatest difference. In all other countries, women work longer hours than
men on average, with the gap exceeding 1 hour and 30 minutes per day in nine countries
and over two hours in Albania, Madagascar, Mali and the Occupied Palestinian Territory.

The Arab States is the region of the world characterized as having the lowest partici-
pation rate for women and men in paid work (36 minutes and 3 hours 42 minutes per
day, respectively) and the second lowest regional participation for men in unpaid care
work, 1 hour and 10 minutes (see figure 2.8). In Asia and the Pacific, men perform the
lowest share of unpaid care work of all regions (1 hour and 4 minutes), with 28 minutes
in Pakistan (or 8.0 per cent of men’s total working time) and only 31 minutes in India
(7.9 per cent). The Americas region has one of the most egalitarian of the distributions,
with women’s contribution to paid work accounting for 39.5 per cent of the total working
time and men’s share of unpaid care work representing 36.6 per cent. It is in Europe and
Central Asia that men perform the highest share of unpaid care work of all regions. Their
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participation in unpaid care work represents 36.7 per cent of their total time in both paid
and unpaid care work. Country-level shares of unpaid care work for this region range
from 16.8 per cent in Albania to more than 45 per cent in Belgium, Bulgaria, Denmark,
Estonia and the Republic of Moldova.

Income group estimates

The substantial differences in the relative contributions of women and men to both unpaid
and paid care work vary according to country income (figure 2.8). The time spent daily
by women in paid work is the highest in low-income countries (3 hours and 13 minutes),
followed by middle-income countries (3 hours and 12 minutes) and then high-income
countries (2 hours and 34 minutes). This could be a result of the fact that most women
are waged and salaried workers in high-income countries, whereas a high proportion of
women are own-account or (unpaid) contributing family workers in their family’s farm
or business in low- and middle-income countries.”® Low GDP per capita also serves to
push women into participating in work for pay or profit (see figure 2.19 and discussion).

When it comes to total work, women in middle-income countries have, on average,
the longest working day (7 hours and 40 minutes), while this total is lowest in high-in-
come countries (6 hours and 51 minutes). This represents a difference of almost an hour
(49 minutes) between the two groups. It is in low-income countries, however, that the
gender gap is most striking: women work in total 77 minutes more than men, against
48 minutes more in middle-income and 27 minutes more in high-income countries.

GDP per capita only partly explains these gender gaps. It is in middle-income coun-
tries that women spend the longest hours in unpaid care work (4 hours and 27 min-
utes), followed by low-income (4 hours and 22 minutes) and then high-income countries
(4 and 17 minutes). These income-group differences are very small, however, and within
a ten-minute range. This is even though in higher-income countries household chores are
far more capital intensive, and therefore less time-demanding. On the other side, men’s
total amount of unpaid care work is the highest in high-income countries (2 hours and
15 minutes) compared with 1 hour and 29 minutes in low-income countries (represented
by only five African countries) and 1 hour and 6 minutes in middle-income countries,
with a difference of more than one hour per day between the first and the third group (or
0.5 times).

The apparent paradox found in high-income countries, namely relatively higher levels
of unpaid care work (and lower levels of paid work) despite higher per capita wealth,
could be explained by the nature of unpaid care work for both men and women. Across
high-income countries, available data show that couples without children tend to share
unpaid care work more equally than similarly-aged couples with children. It is the pres-
ence of children below school age that typically increases women’s share of unpaid care
work. Even when both partners work full-time, gender parity in the provision of both
household work and childcare remains an exception, while the gender gap in childcare
provision decreases with the presence of older children in the family.” Fathers spend
a higher proportion of their total childcare time in “quality time”, namely interactive
care (including reading, playing and helping children with homework) than mothers. On
the other hand, women dedicate a larger proportion of their childcare time to physical
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care and supervision, while spending more time overall in childcare, including “quality
29 60

time”.
Research has explored the role played by women’s labour force participation in reduc-
ing the gender gap in unpaid care work. The results of an Oxfam research project (2014)
in Colombia, Ethiopia, the Philippines, Uganda and Zimbabwe show that in each of
these countries women spend between 10 and 44 minutes less on primary unpaid care
work for every extra hour of paid work they do; but paid work does not significantly
reduce the time women spend on secondary care work and the supervision of depend-
ants.®' Other studies suggest that a reduction in women’s unpaid work is not equivalent
to their share of time spent in paid work, resulting in an overall increase in workload
for employed women. In fact, for every additional 10 per cent increase in the share of
women in the labour force relative to men, the women—men ratio of unpaid care work
falls by around 8 percentage points.®* As further developed below, this suggests that
women’s paid work alone does not automatically transform the gendered division of
unpaid labour and that, moreover, women engage in paid forms of work compatible
with their caregiving responsibilities, often part-time work, self-employment and work
in the informal economy. Greater gender equality at work appears, instead, to be closely
linked to a more equal division of unpaid care work between women and men in the
household because of transformative care and labour market policies and attitudinal
change (see Chapter 3).

Figure 2.9 illustrates that a more equal sharing of unpaid care work between men and
women is associated with higher levels of women’s labour force participation. The

Figure 2.9. Relationship between the gender gap in unpaid care work and women’s labour force participation, latest year
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correlation between women’s labour force participation and closing the gender gap in
unpaid care work is strong.®® Similar findings show that in more egalitarian countries,
including the Nordic countries as well as Australia and Canada, women continue to do
more unpaid care work, but the related gender gap is less than one hour, women display
high employment rates and the gender gaps in labour force participation are smaller.

2.1.4. The intersection of gender and other inequalities in unpaid care work provision

The gender gaps observed in time use across regions and countries can be explained and
amplified depending on several other socio-economic factors and individual characteris-
tics. Time-use survey reports have been progressively — albeit partially — able to elucidate
these factors and characteristics, among which are the following: rural/urban residence,
age group, education level, marital status and the presence of children and other family
members needing care or support within the household.** Other important dimensions to
consider include ethnicity, sexual orientation and gender identity, disability, migration
and HIV status, all of which intersect with gender and influence the allocation of time
and the resultant inequalities within the labour market.

Rural and urban residence

Overall, rural residence® increases the demand for unpaid care work, especially among
women and girls, and is an important determinant of women’s non-participation in work
for pay or profit.®¢ Although considerable gender gaps remain, figure 2.10 shows that
in almost every country surveyed unpaid care work is usually less time-consuming in
urban areas because of better access to basic infrastructure, labour-saving devices and
processed food. There are two exceptions, however: India and Madagascar. In these
countries women’s unpaid care work is found to be, on the contrary, more time-consum-
ing in urban than in rural areas. Like the women, men in Madagascar devote less time
to unpaid care work in rural areas than they do in cities, due to a higher level of engage-
ment in paid work.®” This is also the case in other countries such as Algeria, Benin,
Cambodia, Cameroon, El Salvador, Ghana, Mali, Mongolia and Uruguay.

In rural areas, a tremendous amount of time and physical effort can be devoted to the
own-use production of goods, involving for example the processing of food products and
the fetching of water and wood.®® In 2015, 263 million people spent over 30 minutes per
round trip to collect water.®” In sub-Saharan Africa, 71 per cent of the task of collect-
ing water for households falls upon women and girls.” Women residing in rural areas
spend more time fetching water and collecting firewood than their urban counterparts,
namely around six times more in Ethiopia, five times more in Benin and three times
more in Madagascar. Men devote considerably less time than women to fetching water,
around four times less in both rural Benin and rural Ethiopia, and three times less in
rural Madagascar. In Benin, Ethiopia and the United Republic of Tanzania though, men
spend relatively more time in fetching firewood, which is regarded there as a male activ-
ity. Since fetching firewood can be undertaken for sale in the market, this could explain
the inverse gender distribution in these three countries.”!
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Age

The patterns of unpaid care work vary across the life cycle. Adult women and men, usu-
ally from the working age population, spend more time not only in paid work, but also
in unpaid care work, than both their younger and older counterparts. This would support
the hypothesis that there is an inverse U-shaped relationship between age and time spent
in unpaid care work, and it is in middle age that people, especially women, devote the
greatest amount of their time to care.”” Exceptions to this are Ethiopia, Ghana, and the
United Republic of Tanzania, where young women spend more or almost as much time
in unpaid care work than adult women (figure 2.11).

Older adults

Overall, the number of hours spent by women in unpaid care work declines with old age,
although the contribution of older women remains high, and nearly equivalent to that of
working age women in some countries (Argentina, Greece, Norway, for example). In
Belgium, Italy and Japan, women in old age spend more time in unpaid care work than
their working age adult counterparts. Ageing populations are part of the explanation
for this finding. Moreover, it is a common practice in these countries (among others)
for grandparents to make an increased contribution to childcare, especially where pub-
lic or private services are either lacking or else insufficient to meet demand. Regarding
men’s unpaid care work, the most striking feature that emerges from figure 2.11 is that
in all countries men strongly increase time spent in unpaid care work in adult age. The
explanations for this same finding for women in this age group remain valid for men.
One exception to this general pattern is the United Republic of Tanzania, where
young women provide the highest level of unpaid care work compared to their older
counterparts. Older men also display high participation in unpaid care work in some
circumstances. For instance, intersectional analysis of time use in rural China shows
that, after controlling for age and ethnicity, older adults perform extra unpaid care work
when prime-age adults migrate or when over 70-year-old adults and young children are
present in the household.”

Children

Children are significant unpaid care work providers, especially in the Africa and Asia
and the Pacific regions. The ILO report Global estimates of child labour (2017n) as-
sessed the magnitude of unpaid care work (household chores) performed by children,
and found that approximately 800 million children aged between 5-17 years perform
some unpaid care services for their households. Similar to the finding for adults, gen-
der patterns mark the distribution of this unpaid work across all age groups and in every
weekly hour range.

Approximately 54 million boys and girls aged 5-14 years perform “excessive hours” of
unpaid care work, namely at least 21 hours or more per week. This is the threshold be-
yond which initial exploratory research indicates that household chores start to negative-
ly affect a child’s ability to successfully take part in education. Sixty-three per cent of
this total are girls and 37 per cent boys (see figure 2.12). Nearly seven million children
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Figure 2.11. Time spent in unpaid care work, by age group,’™ latest year
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Figure 2.12. Proportion of children performing unpaid care work (household chores), by sex, age range and hours
per week, 2016
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aged 5-14 years work extremely long hours, that is, 43 hours or more per week. When
household chores are performed in addition to work for pay or profit, children shoulder
a double duty. Approximately one quarter of children work at least 21 hours per week,
with girls being over-represented in this group. The gender gap is seen to increase ac-
cording to a child’s age. In fact, 35 million adolescents aged 15—17 years perform unpaid
care services for at least 21 hours per week in their own households, 73 per cent of whom
are girls and 27 per cent boys.”

That children are given a significant role in supporting unpaid care work in the house-
hold is illustrated by time-use data from Colombia, Mexico, Peru and Uruguay. As
shown below, while living with young children means more unpaid care work in the
household, especially for mothers, the presence of children aged 13—18 years is, con-
versely, negatively associated with unpaid household work. This confirms a contribut-
ing role for this age group, especially when these children are girls, a finding that points
to an intergenerational transmission of traditional gender roles.”® Time-use data (2012)
collected from two villages in the United Republic of Tanzania show that, on average,
around 12 hours per week per child aged 10-17 years and per mother were allocated to
fetching water, implying a reduction in the time available to younger children for school
and play.”” Children are also essential caregivers for other family members who are sick
or disabled. In some sub-Saharan countries, children — mainly girls and young women
— whose parents are affected by HIV find themselves taking on a caring role for their
younger siblings.”
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Figure 2.13. Time spent in unpaid care work, by educational level” and by sex, latest year
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Education

Level of education is another important determinant of time spent in unpaid care work
provision, with opposite effects on women as opposed to men. The more educated women
are the less time they devote to unpaid care work, whereas the higher the level of men’s
education the more time they spend on unpaid care work. In eight out of 18 countries
with available data, the time women spend in unpaid care work declines with the attain-
ment of higher levels of education. This pattern is reflected in an increase of their time
in paid work as their educational level increases (see section 2.2). In Argentina, how-
ever, the time spent by women in unpaid care work decreases by 30 minutes for those
with a secondary education, only then to increase again for those with a tertiary
education back up to the same value as for women with a primary education (4 hours and
30 minutes).

As regards the time spent by men in unpaid care work, in five out of 18 countries longer
hours are associated with a higher educational level (figure 2.13). This is the case in
Benin, Belgium, Cameroon, China and the United Republic of Tanzania. In Algeria,
Albania, India, Tunisia and Turkey a similar pattern applies when only secondary
and tertiary education are taken into account. In Argentina, Ethiopia, Greece, Serbia
and Uruguay, the reverse situation can be observed: the more educated the men, the less
the amount of time they devote to unpaid care work.

Marital status

Marital status® and presence of children in the household are powerful indicators for
measuring the extent to which intra-household dynamics affect the division of unpaid
care labour. As figure 2.14 illustrates, married women experience a dramatic increase in
the volume of unpaid care work they are required to provide, making family formation
a key determinant of high-intensity unpaid care work. For instance, married women’s
unpaid care work doubles in Algeria and Tunisia compared with that of single women
(from 3 hours and 16 minutes per day rising to seven hours for married women), like-
wise in China (from 2 hours and 13 minutes up to 4 hours and 8 minutes), and triples
in Turkey (from 2 hours and 25 minutes up to 6 hours and 34 minutes). This increase is
also significant in Uruguay: from 2 hours and 33 minutes of unpaid care work for single
women up to 6 hours and 16 minutes for married women. Overall, men’s participation in
household services likewise increases when married, for example, in China and Turkey.
However, this increase is not as dramatic as it is for women in eight out of the 13 coun-
tries shown in the figure.

Presence of children

Without exception, the amount of time women dedicate to unpaid care work increases
notably with the presence of children in a household,®" in particular children under five
years old (figure 2.15). It more than doubles for women living with at least one young
child in Finland (from 2 hours and 45 minutes up to 6 hours and 15 minutes more per
day) and triples in the United Kingdom (adding an additional 4 hours and 6 minutes
per day). In these two countries, Finland and the United Kingdom, men likewise in-
crease their unpaid care work dramatically (by 1 hour and 41 minutes and 1 hour and
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Figure 2.14. Time spent in unpaid care work, by sex and marital status, latest year
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Figure 2.15. Time spent in unpaid care work by sex, presence and age of children in the household, latest year
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39 minutes, respectively). Such an increase for men is absent in South Africa or else far
more modest in other countries: 3 minutes in Ghana, 6 in Algeria, 36 in Ethiopia and up
to 65 minutes in China. Indeed, men’s unpaid care work even declines in Albania with
the presence of a young child.
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Time-use microdata analysis in Colombia, Mexico, Peru and Uruguay confirms that the
presence of children aged 0-5 years has a significant association with time spent on un-
paid care work — especially for mothers,* when compared with individuals not living
with children.® In rural China, the presence of household members over 70 years of age
also serves to increase the unpaid care time spent by prime-age women, as well as that of
older women and men. However, the increase in caregiving due to the presence of older
persons is much lower than that related to the presence of pre-school-age children, the
latter equating to three times more unpaid care time for women than for men. Having
more adults aged between 16 and 70 in the household typically reduces women’s work
time (both paid and unpaid), except when prime-age and older men are present. Their
presence, in fact, increases the time older women spend in both income-generating ac-
tivities and unpaid care work.

2.1.5. Trends in gender gaps in the provision of unpaid care work

Among the 72 countries with time-use data available, less than half (23 countries, most-
ly higher-income) have repeated a time-use survey once or more.* Despite this irregular
periodicity, available data show that, over time, the gender difference in time spent on
unpaid care work has only slightly narrowed and women continue to provide the major-
ity of unpaid care work. This limits women’s capacity to increase their hours in paid, for-
mal and waged and salaried work. This is evident from the limited increase in women’s
employment rates of only 2.8 percentage points globally from 1997 to 2012.3¢

Over the past 15 years (from 1997 to 2012), population-weighted averages for 23 coun-
tries (representing 17.3 per cent of the world’s working age population) present an al-
most unchanged pattern in the division of unpaid care work. Women’s time spent in
unpaid care work has decreased only slightly, from 4 hours and 23 minutes (equivalent
to 63.0 per cent of the total) down to 4 hours and 8 minutes (62.8 per cent). This fall of
15 minutes represents a decrease in the share of unpaid care work carried out by women
of 0.2 percentage points over 15 years (see figure 2.16, panel a).

Over the same period, men’s unpaid care work did not increase, but instead diminished
by on average 8 minutes (from 2 hours and 35 minutes, down to 2 hours and 27 minutes).
The resultant gender gap in unpaid care fell slightly from 1 hour and 49 minutes circa
1997 to 1 hour and 42 minutes circa 2012, representing a total reduction of only seven
minutes. At this pace, based on a linear extrapolation from available data, it is likely to
take around 210 years (i.e. until 2228) to close the gender gap in unpaid care work in
these countries. What could be characterized as the glacial rate of this change calls into
question the effectiveness of past and current policies in addressing the extent and divi-
sion of unpaid care work over the past two decades (see Chapter 3).

In 2012, women performed on average 32.5 per cent of total paid work in the 23 coun-
tries for which data is available (see figure 2.16, panel b). This represents an average
increase of 10 minutes (or 8.6 percentage points) over 15 years, from 1 hour and 56 min-
utes per day in 1997 up to 2 hours and 6 minutes in 2012. During the same period, men’s
paid work registered a fall of on average 15 minutes (see below). When both paid and
unpaid care work are accounted for, women were spending less time working, with a fall
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Figure 2.16. Trends in time spent in unpaid care work and paid work, by sex, 1997 and 2012
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of 5 minutes over the past 15 years, compared with a larger decrease of 23 minutes for
men. Overall, women contributed to 47.9 per cent of total work in 2012, compared with
46.9 per cent in 1997.

Country disparities in trends for women and men provide a more detailed picture and
highlight the impact made by the 2008 global economic and financial crisis on paid and
unpaid care work. In 16 out of the 23 countries, time spent by women in unpaid care
work has gradually declined, registering the highest yearly change in minutes per week
spent in unpaid care work in Turkey, followed by Estonia, Norway, France and Germany
with an annual decline of 2.6 minutes per week (see figure 2.17). There has been a steady
decline in women’s unpaid care work in high-income countries. However, in Estonia,
Italy and Spain, women’s unpaid care work continues to be above four hours per day. In
the remaining eight countries where trend data is available, women’s unpaid care work
has increased, most notably in Japan, but also in Benin, South Africa and the United
Republic of Tanzania. This has occurred irrespective of a small increase in men’s share
of unpaid care work in Australia, Belgium, Italy, Japan, New Zealand, Norway, Spain,
South Africa, Sweden and the United Kingdom (see figure 2.17).

In Canada between 2005 and 2010 there was an increase in unpaid care work among
women (+5 minutes) and especially among men (+14 minutes) due to the economic
crisis. Canadian time-use data (2010) show that becoming unemployed is a greater dis-
advantage for women, who on average increased the time spent on unpaid care work
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Figure 2.17. Annual change in minutes per day spent in unpaid care work, by sex, 1997 and 2012
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by four times than that observed for men.®” Following the recovery from the crisis, the
pre-crisis downward trend in the hours spent in unpaid care work has resumed even
more decisively, especially among women.®® In the United States, the time spent by
men in paid work fell by 26 minutes between 2008 and 2010.% It was found that fathers
in the United States provide more childcare when the overall unemployment rate rises
above 6 per cent. This is especially the case in those households where the mother’s paid
work increases.” Women’s, and to some extent men’s, provision of unpaid care work in-
creased as a result of high unemployment, but then decreased once the effects of the cri-
sis phased out. This pattern points to the significant role that unpaid care work provision
and gender norms play in shaping household strategies for coping with the increased
hardship during the recession.”

With regard to men, over the past 50 years there has been an across-the-board increase in
the contribution made by fathers to both childcare and household work in some European
countries, as well as in Australia, Canada, Israel and the United States.” Figure 2.17
shows Norway and Italy displaying the highest increase in the contribution of men to un-
paid care work (55 and 30 minutes, respectively), similar to Sweden (18 minutes). South
Africa is the only middle-income country to have experienced such an increase in men’s
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provision of unpaid care work (15 minutes). More recently, a greater contribution to un-
paid care work has been a particularly significant feature among younger, highly edu-
cated men in countries with a very low fertility rate, such as Germany, Italy and Spain.”
This rise has been less significant in Spain, which had moved from 1 hour and 59 min-
utes per day in the early 2000s to 2 hours and 8 minutes per day by 2010.

Nevertheless, this slow progress towards intra-household gender relations becoming
more egalitarian in some countries® has been mitigated by a slowdown, or “levelling
off”’, in men’s contribution to unpaid care work between the late 1990s to early 2000s
and the 2009-15 period. This trend has been evident in countries such as Australia,
Belgium, Canada, Japan and the United States.”> An actual decline in the contribution
made by men to unpaid care work has occurred in other countries, namely Thailand
(48 minutes), France (48 minutes), Finland (26 minutes), Benin (23 minutes), Republic
of Korea (21 minutes) and Germany (11 minutes) (see figure 2.17).

Some explanatory factors

Despite some positive signs, the persistent extent of unpaid care work and its gender seg-
regation have over the past 20 years remained important obstacles to a swifter conver-
gence towards, first, households that are more egalitarian and, second, to greater gender
equality in the labour market as a result (see the next section).”® Although women have
increased their share of paid work, gender roles persist within the home where women
continue to assume the primary role in providing direct care and in routine housework,
even in dual-earning households.”” The gradual reduction in the gender gap in unpaid
care work in some countries has been driven primarily by a reduction in the time spent
by women on housework; at the same time, over the past 50 years, the time spent by
women on childcare has been seen to increase in some high-income countries.”® As il-
lustrated in figure 2.9, the relationship between women’s labour force participation and
their share of unpaid care work is not a linear one. Women, in fact, add unpaid care work
to their time spent in paid work, in effect working a “second shift” of unpaid care work.”
Lower-income, rural and less educated women living with small children usually do
even more hours of unpaid care work than their higher-income, urban and more educat-
ed women counterparts.

Men, especially the highly educated ones, are doing more unpaid care work, although
this is mainly masculine-defined non-routine housework (for instance, shopping, trans-
portation, house repairs, etc.) and “quality time” childcare.'® That said, the time men
devote to childcare remains low overall, compared with women,'”! but has nonetheless
risen progressively in countries such as the Netherlands, Norway and the United King-
dom since the 1960s.' Care policies, especially incentives for fathers to take parental
leave, have played an important role in promoting men’s co-sharing of childcare and im-
proving equality in the division of unpaid care work (see Chapter 3).'%

More recently, the impact of the 2008 economic crisis, conformity to gendered cultural
norms (see section 2.3), discriminatory practices at the workplace and a so-called “ceil-
ing effect” of current policies (namely, the limits to their efficacy in transforming exist-
ing inequalities in unpaid care work) might all contribute towards explaining a recent
slowing in the convergence of gender parity detected in some higher-income countries.'%
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The persistence of substantial gender gaps in other countries might also result from these
factors. Some analysts have also pointed to the effects of the growth of non-standard
work schedules (shift work, long and/or fragmented hours) within the service sector,
which have served to reinforce the traditional division of unpaid care work.!”> A more
equal division of routine housework has proven to be particularly difficult to achieve,
since an expansion of care services can reduce housework only to a marginal extent.
Routine housework and direct care, in particular, are incompatible with the unsocial and
long working hours for pay or profit undertaken particularly by men.'® Globally, a dif-
ference of 10.8 percentage points separates men and women waged and salaried work-
ers who work excessive hours (more than 48 hours per week) while over 5.5 percentage
points separates those men and women who are self-employed.'”” Excessive working
hours are most common in Eastern, Western and Central Asia, where close to half of
men and women work long hours. In Ethiopia, Jordan, Morocco, Nigeria, Pakistan, the
Philippines, Singapore and Turkey, over 40 per cent of men work more than 48 hours
per week.'®

While overall progress on the equal division of unpaid care work has to date been
limited, there exist policies in several countries that are leading to a more equal gender
division of unpaid care work. As discussed later in Chapters 3 and 6, these examples
suggest that gender parity in the division of unpaid care work could be achievable by
2030, provided that a change in the principles shaping care policies can generate a
conducive policy environment aimed at actively pursuing gender equality at home and
at work (see Chapter 1).'%”

2.2. UNPAID CARE WORK AND GENDER INEQUALITIES IN THE LABOUR FORCE

Households, families and social reproduction in the form of provision of unpaid care
work, its intensity and the inequality in its distribution, have traditionally been over-
looked in the analysis of labour market inequalities. Gender inequality in unpaid care
work is, however, the missing link that influences gender gaps in labour outcomes.'”
Applying a “care lens” to the analytical framework, in both its paid and unpaid dimen-
sions, is essential to understanding and addressing the perpetuation of gender inequal-
ities in the labour force.

The next section discusses how the unequal gender division of labour in the home shapes
gender gaps in labour force participation, the employment-to-population ratio, hours
worked and job informality. Both household structure and the presence of family depend-
ants requiring care or support have an important influence on the level of and patterns in
the participation of women and men carers and non-carers in the labour market. They,
in fact, shape women’s decision whether or not to join the labour force, as well as the
intensity (i.e. the number of hours worked) and quality of their paid work.

2.2.1. Unpaid care work as the main barrier to women’s labour force participation

In 2018, women’s labour force participation rate was 48.5 per cent compared with
75.0 per cent for men. This represents a gender gap of 26.5 percentage points.'!! These
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figures mean that globally 2.1 billion persons were outside the labour force, correspond-
ing to a total of 67.3 per cent of women of working age (over 1.4 billion) compared with
32.7 per cent of men (706 million) in the same age group. As previously discussed, the
statistical “inactivity” of women’s labour conceals their enormous contribution to so-
ciety through the provision of billions of hours of unpaid care work — a contribution
which remains invisible and unaccounted for in national statistics (see section 2.1.2).
Moreover, it serves to hide the “missing women” in labour statistics, namely those
women who work outside the home, but identify themselves as “homemakers” because
they devalue and under-report their paid work.''?

While these global averages mirror an almost unchanged gender distribution of unpaid
care work (see section 2.1.5), regional differences in women’s labour force participation
reflect not only persistent gendered cultural norms,''? but, importantly, a lack of adequate
opportunities for women to reconcile work for pay and profit with unpaid care. In regions
where the gender gap in labour force participation has been wide (for instance, in the
Arab States and Northern Africa), it has remained so. In Southern Asia and Eastern Asia,
the gap has grown even wider.'"* Along with Northern, Southern and Western Europe,
Northern America and sub-Saharan Africa, Latin America is the region where the gap in
labour force participation has narrowed the most, women’s participation rate increasing
from 40.3 per cent in 1991 to 51.5 per cent by 2018. The labour force participation rate
for women of reproductive age, which rose from 53 per cent in 1992 to 65 per cent in
2012, seems to have played an important role in this increase.''?

The following analysis provides new insights towards an understanding of these global
and regional patterns. For the first time, new microdata analysis of 89 labour force
and household surveys (covering 81.3 per cent of the global working age population)
allow an assessment to be made at the global, regional and income levels of the
extent to which the presence of dependants, used as a proxy for unpaid care work, affects
the labour market outcomes for women and men, starting with their labour force
participation. The analysis has included more than 15 million observations, from which
the household composition and the distinction between unpaid carers and non-carers, as
well as care recipients, were identified (see Chapter 1).

In 2018, there were approximately 2.3 billion''® adult women and men''” (1.2 billion

women, 1.1 billion men)''® living in households with at least one child under 15 years of
age or an older person aged at or above the country’s “healthy life expectancy”.!" This
population of “potential” unpaid carers represents 41.9 per cent of the working age popu-
lation. While living in a household with a person with a care need increases the likeli-
hood that unpaid care work will be provided, section 2.1 demonstrated that not all
potential unpaid carers provide unpaid care work. In fact, it is the intensity of the
provision of unpaid care hours, which varies substantially across gender and other
socio-economic aspects, that affects labour force outcomes.

Labour force participation of unpaid carers

This sub-section starts by assessing the distribution of unpaid carers within the labour
force, with a focus on those persons living with a care dependant who are outside the
labour force (i.e. “inactive”) and providing unpaid care work on a full-time basis. A

3
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comparison between the labour force rates for women and men shows that the presence
of children under 15 years of age or of older persons in the household has a negative
effect on women’s labour force participation (a “labour force penalty”) and a positive
effect on that for men (a “labour force premium”). The penalty is greatest for those
women living with children aged 0-5 years.

When examining the labour force gap between women carers and women non-carers,
the data show that globally 45.1 per cent of women unpaid carers are outside the labour
force compared with 42.6 per cent of those women with no direct care responsibilities
(figure 2.18). Most income groups and regions also register a penalty for women living
with care recipients. The difference between employment-to-population ratios for women
carers as opposed to women non-carers is negative and found to be highest in high-in-
come countries, with a difference of 8.0 percentage points. In these high-income coun-
tries, 27.3 per cent of women unpaid carers are outside the labour force compared with
19.4 per cent of those with no care responsibilities. At the regional level, the Americas
has the largest gap (7.4 percentage points) between the employment-to-population ratio
of women carers and non-carers, followed by Europe and Central Asia (5.8 percentage
points). For example, in Hungary, 61.9 per cent of women carers are employed com-
pared with 85.4 per cent of women non-carers, a difference of more than 20 percentage
points. Austria, the Czech Republic and Switzerland also display wide employment gaps
between women carers and women non-carers (around 20 percentage points). These are
also countries in which access to public care services is limited (see Chapters 3 and 4).

It is in middle-income countries that the largest shares are found for women outside the
labour force who are unpaid carers (50.0 per cent) and those who are not (48.1 per cent).
At the regional level, women unpaid carers are most likely to be outside the labour force
in the Arab States, where only approximately 10 women unpaid carers in a hundred are
in employment. This is the lowest figure across all regions and all income groups. In
this region, 14 women non-carers in a hundred are employed. Exceptions to the care-
related labour force penalty can, however, be found in Africa and low-income countries.
In Africa, for instance, women carers are better represented among the employed (by
2.4 percentage points more than for non-carers) and less likely to be outside the labour
force (1.0 percentage points) than non-carers (see the discussion below of figure 2.19 for
an explanation).

The labour force status of men carers and non-carers displays patterns completely op-
posite to those for women carers. In all regions and across all income groups, men in
households with dependants (unpaid carers) are consistently more likely to engage in
labour force participation (namely, they experience a “labour force premium’) compared
with those men not living with dependants. Men are more likely to be in employment
and less likely to be outside the labour force when living with children under 15 years of
age or with older persons than when not living with dependants. This confirms that the
“men as breadwinners” model continues to be the most prevalent work—family arrange-
ment throughout the world. Across the world, men unpaid carers display on average a
labour force participation rate 8.2 percentage points higher than that for men with no
such care responsibilities. Globally, only 11.6 per cent of men carers are outside the
labour force and 85 men in a hundred are employed. In addition, 19.7 per cent of men
non-carers are inactive and 75.5 per cent are in employment (see figure 2.18).

T|
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Figure 2.18. Unpaid carers and persons not living with care recipients, by sex and labour force status, latest year
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Source: ILO calculations based on labour force and household survey microdata.
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Among the three income groups surveyed, this difference in labour force participation is
the highest among middle-income countries (8.7 percentage points), where 21.0 per cent
of men without care responsibilities are outside the labour force compared with 12.3 per
cent of their carer counterparts. At the regional level, the labour force participation gap
between carers and non-carers varies from 4.5 percentage points in Africa up to 9.6 in
Asia and the Pacific. At the country level, this gap is largest in Niger (16.7 percentage
points) and smallest in the Congo (-37.6 percentage points), where men with family
responsibilities participate in the labour force to a lesser extent than those with none.

To further explain the labour participation patterns for carers and non-carers, the role
played by poverty levels in 89 countries has been reviewed. Figure 2.19 shows that the
US$1.90 poverty headcount is negatively correlated (-0.51) with the difference between
the share of women carers and women non-carers outside the labour force. There might,
in fact, be an inverted U-shaped relationship between the two. In low-income countries,
despite a lack of care services, there is a lower share of women outside the labour force
living with dependants compared with women living with no dependants. This reflects
poverty rates in these countries and the necessity of working for pay or profit in order to
meet the basic needs of the whole family. As a country develops economically and the
poverty headcount decreases, women living with children under 15 years of age and with
older persons tend to move outside the labour force at a higher rate than women without
dependants.

Figure 2.19. Gap between the share of women carers outside the labour force and women non-carers, US$1.90 a day
poverty headcount, latest year
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Figure 2.20. Women unpaid carers, by place of residence and labour force status, latest year
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Source: ILO calculations based on labour force and household survey microdata.

Being an unpaid carer is slightly more economically disadvantageous in rural areas,
where 48.4 per cent of women with dependants are outside the labour force compared
with 44.6 per cent of women who are in this situation in urban areas (Figure 2.20). Asia
and the Pacific displays the largest regional disparity between the labour force status of
rural and urban women living with dependants. In this region, rural women carers are
around 6 percentage points more likely to be outside the labour force compared with
urban women carers. This is determined mainly by China where 71.6 per cent of urban
women carers are employed as opposed to 44.4 per cent of rural women carers. China is
the country where women living in rural areas are most penalized. Women carers living
in rural areas are confronted by a gap in labour force participation of more than 15 per-
centage points in Guatemala, Mexico, Romania, Serbia and Sierra Leone, rising to over
20 percentage points in Bulgaria, Lithuania, Nicaragua and South Africa.

Furthermore, being an unpaid carer becomes more disadvantageous in accordance with
the care recipient, with young children imposing a higher labour force penalty than older
persons. The labour force penalty is, moreover, further exacerbated for those women liv-
ing with children aged 0-5 years. The labour force penalty resulting from these two dif-
ferent care recipient groups is illustrated in figure 2.21. This confirms that women with
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Figure 2.21. Impact of the presence of children under 6 years of age and older persons on labour force participation,

by sex, latest year
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Women (continued) Men (continued)
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Note: High-income countries age group is 25-54 years, middle- and low-income countries 18-54 years. Ordinary least squares regressions have been estimated
for men and women in the World and in each income group. All estimated coefficients are statistically significant, except for coefficients marked with an asterisk.
Dependent variable: labour force participation (1 if employed or unemployed, 0 if outside the labour force). Controls: presence of children under six years of age in the
household; presence of older persons in the household defined as household members aged at or above the healthy life expectancy; education level (basic or less,
intermediate, advanced, not stated); place of residence (rural or urban); country fixed effects; age group controls (grouped by five years). Robust standard errors are
specified. Percentage of working age population and number of countries: World: 81 per cent (85); Low-income countries: 66 per cent (14); Middle-income countries:
88 per cent (43); High-income countries: 60 per cent (28). See Appendix A.3, table A.3.5 panel A for regressions output, and Appendix A.7, table A.7.1 for survey year.

Source: ILO calculations based on labour force and household survey microdata.

young children are the least likely to work for pay or profit, irrespective of a number of
personal characteristics. In fact, after controlling for education, age group, place of resi-
dence, income group and using country fixed effects, the results of a linear probability
model regression show that, worldwide, the presence in the household of children aged
0-5 years reduces women’s probability of participating in the labour force by 5.9 per-
centage points, while the presence of older persons reduces the same probability by
1.6 percentage points. On the other hand, for men, the probability of being in the labour
force is positively affected by the presence of children under six years of age by 3.4 per-
centage points (“labour force premium”), although they too are negatively affected by
the presence of older persons, and to an even greater extent than women (-4.6 percent-
age points).

Women living in high-income countries are those most significantly penalized when
living with children aged 0-5 years. Indeed, they have 8.0 per cent less chance of being
in the labour force compared with women without children in the same age group. In
high-income countries, families can encounter barriers to accessing care services and
therefore a trade-off emerges between the cost of non-family childcare set against earn-
ings from paid work. This often results in women being obliged to withdraw from the
labour market because their wages are likely to be lower than those of their male partner.
In high-income countries, a decrease in women'’s participation in the presence of young
children is paralleled by an increase of 2.8 percentage points in the rate of men’s partici-
pation in the labour force, a “fatherhood labour participation premium”.
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In low-income countries, the presence of children aged 0-5 years does not influence
women’s labour force participation, while it increases the chances of being in the labour
force for men (+3.1 percentage points). With the presence of children under six years of
age, women'’s labour force participation might rise because of the lack of social protec-
tion and income. In resource-poor environments, women might have no other choice but
to either join or remain within the labour market in order to sustain their young children.
In addition, as presented in Chapter 1, in low-income countries 32.7 per cent of indi-
viduals of working age live within extended households where care responsibilities can
be shared among family members, thereby making it possible for women to remain in
the labour force. Moreover, these are countries with a high prevalence of self-employed
workers, especially own-account and contributing family workers engaged in agricul-
ture, mostly in the informal economy; a fact that allows self-employed workers to com-
bine work for pay or profit with childcare — even if not in the most satisfactory way.'?

The presence of older persons in the household is also a factor that negatively affects
women’s labour force participation, but to a lesser degree compared with the impact made
by children under six years of age. As with the presence of children aged 0-5 years, it is
most significant in high-income countries, where the reduction in women’s labour force
participation is 4.1 percentage points, followed by low-income countries (-1.9 percent-
age points) and middle-income countries (-1.4 percentage points). This result is related
to the different care dependency ratios among the two country income groups, marked by
the different sizes of the ageing population and life expectancy (see Chapter 1). Across
all unpaid carers and all income groups, however, the presence of older persons is associ-
ated with the largest fall in the participation rate among men, which again is to be found
in high-income countries (-12.4 percentage points). This could be explained by the fact
that rates of single men are highest among countries in this income group and that men
aged 25-54 in several of these countries tend to leave the parental household at a later
stage in life than do same age women; additionally, this might also be due to precarious
conditions of work (see Chapter 1). An increasing number of men are also confronted
with a trade-off between being in the labour force and caring for older parents, as elder
care is mostly private and costly (see Chapters 3 and 4).

Labour force participation and household composition'?'

Decisions about labour force participation — namely, whether or not to participate and,
if so, how many hours to dedicate to work for pay and profit — are usually made within a
family context, with the respective bargaining/power relations between spouses/partners
being an important factor (see section 2.3). Household characteristics and dynamics in
relation to the presence of other potential adult or child unpaid carers, especially women
and girls, also influence women’s and men’s labour force participation and related gen-
der gaps. It is at the outset of couple and family formation that gaps between men and
women emerge and that pre-existing ones become accentuated.'?

Compared to single women, women married or partnered or living with children are less
likely to be active in the labour market (figure 2.22). Globally, the probability of their
participation decreases by 16.6 percentage points for those women in extended house-
holds and by 16.2 percentage points for those women living in nuclear families (namely,
head of household plus spouse, with children) where the “men as breadwinners” model
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Figure 2.22. Probability of being in the labour force, by sex and household composition (compared with single),

latest year
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Source: ILO calculations based on labour force and household survey microdata.
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prevails. Women’s likelihood of being in the labour force drops by 14.7 percentage in
“nucleus” (namely, head of household plus spouse, no children) with kin households.
This points again to the breadwinning role of men who are household heads. This also
suggests that the presence of other adult women in the household offsets only partial-
ly the mother’s care responsibilities. Therefore, the presence of other adult women is
not systematically associated with a higher participation rate in the labour force for
mothers. In single-headed households with kin and in nucleus, the probability of
women joining the labour force decreases by 12.2 and 11.5 percentage points,
respectively. Unsurprisingly, the smallest reduction in women'’s labour force participation
(-4.2 percentage points) is registered for single-headed households, most of which are
headed by women. In these households, women are confronted with the necessity of
working for an income in order to sustain and ensure the livelihood of their children.

Consistent with what has been previously outlined, not being single affects men’s par-
ticipation in the labour force. The probability of joining the labour force decreases by
0.2 percentage points for men in nucleus with kin households, 76 times less the decrease
seen for women (-14.7 percentage points). Globally, men living with a spouse and no
children (in nucleus) are more likely to be in the labour force (+3.7 percentage points)
compared to singles. A “labour force premium” is also found for men living in extended
households (+0.5 percentage points) and in nuclear families (+0.4 percentage points).
These data support the “men as breadwinners”—“women as caregivers” model as well as
the hypothesized “fatherhood labour force participation premium”.

Analysis by country income groups shows that these patterns persist in high-income
countries. However, it is notable that in these countries women living with a spouse (in
nucleus) have a mere 2 percentage points less chance of participating in the labour force
compared to single women. This suggests the existence of a more egalitarian breadwin-
ning model prior to parenthood in countries in which women are more educated, mar-
riage is in decline and fertility postponed (see section 1.2). There is nonetheless a “labour
force premium” for partnered men (in nuclear families, extended households, nucleus
and nucleus with kin), who are more likely to be active than their single counterparts.
In comparison, in low-income countries, men in nucleus have only 1.8 per cent more
chances of being in the labour force compared to singles, indicating a more neutral effect
for marriage or cohabitation. Women in low-income countries, on the contrary, suffer a
“marriage penalty” that results in a fall of 13.1 percentage points in the probability of
married or partnered women either being in employment or seeking a job.

In low-income countries, the probability of non-single women and men joining the
labour force is always lower, irrespective of the type of household. Nonetheless,
for women, this effect is stronger (in terms of magnitude) than for men, and always
around -14 percentage points. The fact that results are similar for families both with and
without children suggests that what prevents women from joining the labour force might
relate as much to unpaid care work as to other structural barriers, such as social norms,
security-related issues, lack of infrastructure and income opportunities. As shown in
section 2.3, if globally the work—family balance is one of the toughest challenges facing
working women, especially in sub-Saharan Africa, unfair treatment at work (including
abuse, harassment and discrimination) is cited as the main challenge by 20 per cent of
women and men respondents, followed by work—family balance.'*
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In middle-income countries, men’s labour force participation is modestly affected by
household composition: it ranges from between +3.1 percentage points for nucleus to
-4.1 percentage points for single-headed households. However, the impact for women
of the presence of dependants in the household is even more marked than it is in low-in-
come countries: in extended households, women are almost -19.9 per cent less likely to
be in the labour force. The probability for men, in contrast, decreases by only 0.1 per-
centage points. This is the largest gender gap across all income groups. In nuclear fam-
ilies also, the probability of women being in the labour force is 19.9 percentage points
lower than it is for single women.

The effect of the higher HIV burden

In countries with a high HIV prevalence and either a lack of, or poor access to, care ser-
vices, it can be difficult to combine care duties for household members living with HIV
with work for pay or profit. A forthcoming ILO study, using demographic and health
survey microdata, has tested whether the presence of a family member living with HIV
in the household makes it more difficult for unpaid care providers to become employed,
and whether gender differences can be seen to arise. Analysis was carried out in three
countries with a generalized epidemic, Liberia, Namibia and Zambia, and restricted to
household members who are HIV negative. After controlling for several factors such as
educational achievement, place of residence, age, and using a multivariate logit model
framework, it was found that being a woman and living in a household with a family
member with HIV significantly reduces the chance of being employed.'**

The main reason for inactivity

That the presence of dependants negatively affects women’s labour market outcomes is
also confirmed by respondents to the 84 labour force and household surveys with avail-
able data reviewed. The questionnaires enabled an investigation into the reasons why re-
spondents were not participating in the labour force. They asked respondents — who were
neither in employment nor in unemployment — for the main reason why they were not
seeking employment or were not available to start employment. Although the question-
naires varied, the possible answer choices can be broadly grouped as follows: unpaid
care work responsibilities, personal reasons (in education, sick or disabled), availability
of other sources of income, labour market-related reasons, and other. The latter category
includes lack of infrastructure required in order to reach the labour market, social exclu-
sion, “does not want to work™ and “not elsewhere classified”.

Globally, the principal reason given by women of working age for being outside the
labour force was unpaid care work (41.6 per cent) whereas for men it was “being in
education, sick or disabled” (44.1 per cent). In 2018, 606 million women of working
age are outside the labour force because of family responsibilities, while only 41 mil-
lion men were inactive for the same reason. These women represent 41.6 per cent of the
1.4 billion inactive women globally compared with only 5.8 per cent of the 706 million
inactive men (see figure 2.23). These same women also constitute 28.0 per cent of the
total number of women and men of working age outside the labour force (2.1 billion).
Together, these 647 million women and men full-time unpaid carers represent the largest
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pool of participants lost to the labour market across the world, among whom mothers of
young children are over-represented. Since globally the majority of women would prefer
to work for pay or profit, including those who are not in the workforce, and men agree'*
(see section 2.3.1 below), a large share of this potential labour force could be activated
through universal access to care policies and services, as discussed in Chapter 3.

Across regions and income groups, the share of women outside the labour force by rea-
son of unpaid care work is never below 20 per cent and this is consistently cited as the
principal cause of inactivity, with the exception of high-income countries and Europe
and Central Asia. That said, even among the most advanced economies, in which care
policies and services are more accessible (see Chapter 3) and where the main reason for
both women and men being outside the labour force is either “personal” (in education,
sick or disabled) or “other sources of income”, around 20 per cent of women are report-
ed as inactive for care-related reasons. Across all income groups, unpaid care work is
the most reported main reason for women’s inactivity in middle-income countries, with
46.7 per cent of women citing it compared with 6.3 per cent of men.

At the regional level, this reason is the most prevalent one given by women in the Arab
States, with 73.3 per cent stating that they are outside the labour force for reasons relat-
ed to unpaid care work, compared with only 0.9 per cent of men. This rate is the second
highest in Asia and the Pacific, at 49.5 per cent of women as opposed to 7.1 per cent of
men. This is also the region with the highest rate of men citing care as their main reason
for inactivity.

T|

Figure 2.23. Percentage of inactive persons, by sex and main reason for being outside the labour force, latest year
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Note: Age group: 15 and older. Global, regional and income group estimates weighted by the working-age population. Percentage of working-age population and
number of countries: World: 80 per cent (84); Africa: 61 per cent (21); Americas: 87 per cent (12); Arab States: 43 per cent (3); Asia and the Pacific: 85 per cent (15);
Europe and Central Asia: 75 per cent (33); Low-income countries: 54 per cent (12); Middle-income countries: 84 per cent (40); High-income countries: 73 per cent
(32). Latest year is at least as recent as 2008, with 44.9 per cent of observations being for 2016. See Appendix A.3, table A.3.6 for country-level data and Appendix
A7, table A.7.1 for survey year.

Source: ILO calculations based on labour force and household survey microdata.

2.2.2. The employment patterns of unpaid carers

Unpaid care provision impacts the supply of labour in terms of both quantity and qual-
ity, with wage penalties related to the intensity of labour supply (number of hours spent
in work for pay or profit), the choice of occupation (status in employment, public versus
private sector, being in female-denominated sectors) and whether in the formal or the
informal economy.'** At the global level, the employment gender gap has closed by only
0.6 percentage points since 1995, which means that insufficient progress has been made
in getting women into jobs.'*” A review of 90 labour force surveys covering 82.0 per cent
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of the global working age population reveals the extent to which the presence of depend-
ants, used as a proxy for unpaid care work, affects both women’s and men’s participation
in employment and the hours worked in all jobs.

Employed with family responsibilities

Combining employment with unpaid care responsibilities is the norm across the world.
In 2018, there were 1.4 billion adults in employment with family responsibilities, that is,
“employed carers” (0.5 billion women and 0.9 billion men). This means that, globally,
60.7 per cent of employed adults'?® live with care dependants and that those employed
persons with family responsibilities are mainly men. Employed women carers (women
with care responsibilities) represent 59.7 per cent of all employed women, while em-
ployed men carers represent 61.4 per cent of employed men (figure 2.24). Africa is one
of the regions where the greatest share of employed women have care responsibilities
(85.0 per cent) due to high fertility rates combined with women’s high labour force
participation rates (see figures 2.18 and 2.19 above). On the other hand, in Europe and
Central Asia, only 46.8 per cent of employed women are carers. The analysis by income
group also confirms that as country income rises, living with a dependant reduces the
share of both women and men unpaid carers among employed adults.

Figure 2.24. Share of unpaid carers and persons not living with care recipients in the employed population,
by sex (percentages), latest year
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Note: High-income countries age group is 25-54 years, middle- and low-income countries 18-54 years. Global, regional and income group estimates weighted by
the employed population. Percentage of employed population and number of countries: World: 82 per cent (90); Africa: 72 per cent (24); Americas: 88 per cent (13);
Arab States: 34 per cent (3); Asia and the Pacific: 85 per cent (16); Europe and Central Asia: 83 per cent (34); Low-income countries: 69 per cent (14); Middle-income
countries: 87 per cent (44); High-income countries: 69 per cent (32). See Appendix 3, table A.3.7 for country level data and Appendix A.7, table A.7.1 for survey year.

Source: ILO calculations based on labour force and household survey microdata.
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Maternal employment

The previous section illustrated that living with young children entails a higher labour
force participation penalty for unpaid carers than that imposed through living with old-
er persons. This section presents the patterns that apply to maternal employment com-
pared with those for fathers, and other women and men without care responsibilities for
young children (i.e. non-mothers and non-fathers). Mothers and fathers in employment
are defined as adult women and men who are employed and live in households with at
least one child aged 0-5 years. Globally, only 47.6 per cent of mothers are employed as
opposed to 54.4 per cent of non-mothers, a participation penalty of 6.8 percentage points
(see figure 2.25 below).

Figure 2.25 illustrates that globally there is a “parenthood employment gap”'® of
40.3 percentage points which disadvantages mothers as opposed to fathers. This gap
in total employment is almost halved for non-parents (23.8 percentage points). This
suggests that, globally and consistently across regions, there is a “motherhood employ-
ment penalty”; namely, women living with children aged 0-5 years have the lowest

Figure 2.25. Employment-to-population ratios for mothers and fathers of children aged 0-5 years and non-mothers
and non-fathers of children aged 0-5, latest year
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employment rate (47.6 per cent) compared not only with fathers (87.9 per cent), but
also both non-fathers (78.2 per cent) and non-mothers (54.4 per cent). This pattern is
mirrored by a “fatherhood employment premium”, with fathers reporting the highest
employment-to-population ratios across all the regions. Overall, men’s participation in
work for pay or profit is consistently higher than women’s employment, irrespective of
the presence of young children.

Regional variations are striking, however. The parenthood employment gap is largest
in the Arab States (67.3 percentage points), where women’s employment rates, includ-
ing that for mothers (9.3 per cent), are particularly low. This is followed by Asia and
the Pacific (48.0 percentage points), the Americas (34.3 percentage points), Europe
and Central Asia (28.2 percentage points) and, lastly, Africa (21.9 percentage points),
where economic conditions push both mothers and non-mothers into paid work. In
the Americas, and especially also in Europe and Central Asia, the smaller non-parent
employment gaps (15.8 and 8.1 percentage points, respectively) compared with the par-
enthood employment gaps (34.3 and 28.2 percentage points, respectively) illustrate the
extent to which the presence of a child in the household causes the employment traject-
ories for women and men to diverge.

Figure 2.26 provides a comprehensive review of the gap between maternal and pater-
nal employment-to-population ratios by country (“the parenthood employment gap”).

Figure 2.26. Parenthood employment gap, latest year (percentage points)
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Note: High-income countries age group is 25-54 years, middle- and low-income countries is 18-54 years. The parenthood employment gap is negative in Zambia
(-1.5) and the Congo (-22.6). 89 countries.

Source: ILO calculations based on labour force and household survey microdata.
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Egypt shows the greatest difference between both sets of parents, accounting for a ma-
ternal and paternal employment gap of 18.4 and 87.4 per cent, respectively, followed
by Iraq, Jordan, India, Pakistan, Tunisia, Yemen, Turkey and Sri Lanka. In these latter
countries, the parental employment gap is above 60 percentage points. The smallest gaps
are registered in low- and middle-income African countries, such as Angola, Ghana,
Liberia, Madagascar and Togo, where the parental employment gap is below 10 percent-
age points. As discussed previously, in these countries women’s work for pay or profit
is fundamental to the household’s livelihood, especially in the presence of young chil-
dren. The gap between maternal and paternal employment is seen to reduce and shrink

in consequence.

It is interesting to note that whereas there is only a small variation in the paternal em-
ployment-to-population ratios across regions and countries, maternal employment rates
are more variable. The Europe and Central Asia region displays the second smallest
parenthood employment gaps, but a high degree of heterogeneity is observed within the
region. In this region, the parenthood employment gaps range from 61.8 and 52.6 per
cent in the Czech Republic and Hungary, respectively, down to 13.1 percentage points
in Sweden, a country where maternal employment is 78.4 per cent and paternal employ-
ment 91.5 per cent. In Portugal, this gap is even smaller and amounts to only 10.9 per-
centage points. Such heterogeneity reflects the differences in access to and the quality

Figure 2.27. Gaps in employment-to-population ratios for women living with dependants and women living
without dependants (countries displaying a mothers/non-mothers gap below the 30th percentile),
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of publicly-provided care policies and services between countries in the region (see
Chapters 3 and 4).

Figure 2.27 finds that living with small children represents a significant employment
penalty for mothers as opposed to non-mothers, and other women with family responsi-
bilities (caring for elderly or older children). From 0-5 years is the age group for which
care needs are the most demanding and where care services and leave policies are not
universally available to unpaid carers (see Chapter 3). In Hungary, the Czech Republic,
Austria, Slovakia, Estonia and Germany, the employment penalty, measured as the gap
between the employment-to-population ratio for women living with and women living
without children aged 0-5 years, is found to be the highest in the world. Among these
countries, the gap ranges from a maximum of 42.2 percentage points in Hungary to a
minimum of 27.4 percentage points in Germany.

Hours in work for pay or profit of unpaid carers

Even where women and men enter the labour force at similar rates, living in a household
with dependants alters the time-use patterns of employed carers. In addition, although
employed persons living with dependants are predominately men, it is mainly women
who are the more likely to reduce their hours in work for pay or profit (move to part-
time work), especially when in the presence of a child under six years of age. Globally,
women account for less than 40 per cent of total employment, but make up 57 per cent
of those working shorter hours and on a part-time basis. Estimates based on 100 coun-
tries find that more than one-third of employed women (34.2 per cent) work fewer than
35 hours per week compared with 23.4 per cent of employed men."** Regional vari-
ations are important in this, with gender gaps ranging from almost 29.4 percentage
points in total employment in Northern, Southern and Western Europe, 20 percentage
points or more in Central and Western Asia, in Southern Asia and in Latin America and
the Caribbean, to less than 10 percentage points in Eastern Asia and Eastern Europe.'!

Part-time work as a traditional form of non-standard employment has grown in import-
ance in recent decades. It has also become diversified in its forms, now including for ex-
ample “marginal” part-time work (involving fewer than 15 hours per week). Women are
disproportionally represented in this non-standard form of employment in the majority
of those countries with available data, including Brazil, Germany, India, Mozambique,
the Netherlands, Niger and Switzerland.'** Similarly to inactivity, the main reason for
women being over-represented in part-time work is unpaid care work. For instance, in
Europe in 2014, 27 per cent of women part-timers reported choosing this type of work
because of needing to care for children or frail adults, against only 4.2 per cent of men
part-timers giving this reason.'*

When examining the situation of employed carers and non-carers in 86 countries glo-
bally, it was found that employed women living in households with no children under
the age of six years worked on average 42.3 hours per week compared with 46.1 hours
per week worked by their men counterparts. This represents a gender gap in the hours
worked for pay or profit of 3 hours and 48 minutes per week. Figure 2.28 illustrates how
living with at least one young child increases this gender gap to almost 5 hours (approx-
imately 1 weekly hour of paid work less for women and 18 minutes per week more for
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men). In the presence of a second child, women’s time spent in paid work is almost un-
changed, while mothers of three or more children have a penalty of 4 hours and 12 min-
utes per week compared to women with no children aged 0-5 in the household. In total,
women working five days per week with three or more children aged under six living in
the household lose 18 hours of work for pay or profit per month, whereas no such loss is
recorded for men in the same situation.

The hours worked in employment vary across regions. The gap between the hours per
week worked by women and men without children under six years of age is the smallest
for respondents living in Asia and the Pacific (1 hour and 36 minutes) and the highest
for those in Europe and Central Asia (6 hours and 18 minutes). In Europe and Central
Asia, employed women who have one child work 2 hours and 30 minutes per week few-
er than women in the same age group without a child, followed by women in the Arab

Figure 2.28. Weekly hours worked for pay or profit, by sex and number of children under six years of age, latest year
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States (2 hours and 12 minutes), Africa (1 hour and 42 minutes), the Americas (24 min-
utes) and in the Asia and the Pacific region (12 minutes). The gap between weekly hours
worked by fathers and those worked by mothers of one child under 6 years of age is the
smallest for respondents living in Asia and the Pacific region (2 hours and 12 minutes)
and the largest for those living in Europe and Central Asia (9 hours and 12 minutes). This
gender gap widens as the number of children increases, reaching a maximum of almost
11 hours in households with three or more children under the age of six in Europe and
Central Asia.

Figure 2.28 is in line with the literature from high-income countries and Latin America
and the Caribbean showing that having children in the household influences the inten-
sity of women’s labour supply, using as a proxy the number of hours per week worked
by women.'* Even when women and men work in full-time employment (36 hours or
more), the average of the hours in paid employment for men is higher.'* Indeed, the
expectation of long working hours in some male-dominated jobs acts as a deterrent for
women and contributes to occupational segregation.'** Moreover, when husbands work
exceptionally long hours their wives are more likely to quit their own jobs.'¥” The wage
premium for working extra-long hours increases as a result and this contributes to the
gender pay gap."*® In Northern European countries, the reliance on a spouse’s income,
including among highly educated women, results in reductions in working time when
children arrive. It also has an influence on women choosing sectors and occupations
that afford better access to family-friendly working arrangements and have better leave
policies.'*’

2.2.3. Job quality of unpaid carers

Globally, the share of contributing family workers has decreased significantly among
women, by 17 percentage points over the past 20 years. Overall, 52.1 per cent of women
(as opposed to 51.2 per cent of men) in the labour force were in waged and salaried work,
representing an increase of 12 percentage points between 1995 and 2016. Women’s wage
employment, nonetheless, remains low in Southern Asia (19.5 per cent) and sub-Saharan
Africa (21.6 per cent), while the share of women in own-account and contributing family
work — for the most part in the informal economy — is higher than that of men in most
developing countries.'*® Waged and salaried work is in itself no guarantee of higher job
quality, since globally nearly 40 per cent of women waged and salaried workers remain
within the informal economy and do not contribute to social insurance, and consequently
are at greater risk of socio-economic vulnerability.'!

Unpaid care work is also one of the main obstacles to women moving into better jobs.
It is, in fact, one of the key determinants of women’s status in employment. To illustrate
this, figure 2.29 presents the status in employment of carers and non-carers by sex, clas-
sified using the International Classification of Status in Employment (ICSE-93). This
double comparison further highlights the penalties imposed on employed women by
care responsibilities. The share of women waged and salaried workers is lower among
carers (62.2 per cent) than among women non-carers (67.8 per cent). This supports the
hypothesis that the unpaid carers have to “transit” to jobs in self-employment in order to
combine care provision with work for pay or profit.
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Figure 2.29. Unpaid carers and persons not living with care recipients, by sex and status in employment (ICSE-93),
latest year
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Figure 2.29 shows that women with care responsibilities are 3.9 percentage points more
likely to be contributing family workers, and 1.8 percentage points more likely to be
own-account workers, compared with women with no care responsibilities. Moreover,
the likelihood of them being a contributing family worker increases to 8.7 percent-
age points compared with men non-carers. In comparison with women, men are more
likely to be employees and less likely to be contributing family workers, irrespective of
whether or not they have care responsibilities. This is true globally and across all regions
and income groups.

Regional patterns indicate that in Europe and Central Asia and in the Americas, the dif-
ference between women carers and non-carers in waged and salaried work is negative,
and equal to 3.6 and 3.4 percentage points respectively. This reflects the more inclusive
labour and social protection legislation in force in these regions (see figure 2.29). By
contrast, in Africa, 13.8 per cent of women employed carers are in waged and salaried
work compared with 25.5 per cent of women non-carers, 31.3 per cent of men carers and
42.7 per cent on men non-carers. The Arab States region follows a similar pattern, with
49.4 per cent of women employed carers who are also employees as against 74.6 per
cent of women non-carers. In low-income countries, the gap between women carers and
non-carers in waged and salaried work is very wide, with 8.4 per cent of women carers in
employment being employees compared with 19.9 per cent of women non-carers. This
gap closes as income rises, with a negative difference of only 1.5 percentage points in
high-income countries between employed women in waged and salaried work who are
carers and those who are not.

Another dimension to job quality for unpaid carers is informality. Some women workers
may decide — or may be forced — to work in the informal economy'#* or in non-standard
jobs as a work—family reconciliation strategy of last resort. Such jobs have many down-
sides, such as the exposure to occupational risks not covered by social protection em-
ployment injury compensation systems, but may at the least allow greater flexibility in
terms of the number of hours worked and the location of the activity.'* This supposition
is supported by some time-use data that distinguishes between the informality status of
workers. For instance, in Colombia, Mexico and Uruguay, workers in the informal econ-
omy tend to dedicate more hours to unpaid care work, and this association is stronger
for women than for men.'** Recently, ILO research has also highlighted the role played
by care responsibilities in women choosing to join online crowdwork; also, how these
responsibilities affect how they carry out their work and put constraints on how much
they can earn.'*

Figure 2.30 illustrates that, globally, women and men with care responsibilities are more
likely to be employed in informal arrangements than those without care responsibilities.
For women, this gap peaks at 19.1 percentage points in the Arab States, where 55.8 per
cent of women unpaid carers work in the informal economy as opposed to 36.7 per
cent of women non-carers. The informality gap between carers and non-carers falls to
2.8 percentage points in Europe and Central Asia. In low-income countries, irrespective
of whether or not women have care responsibilities, most employed carers are in infor-
mal employment (97.0 per cent of unpaid carers and 94.2 per cent of women not living
with care recipients). Conversely, in high-income countries, not only is the gap between
women carers and women non-carers the smallest (1.2 percentage points), but also the
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Figure 2.30. Unpaid carers and persons not living with care recipients, by sex and by the informal or formal nature
of main job, latest year
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Source: ILO calculations based on labour force and household survey microdata.
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Figure 2.31. Unpaid carer and persons not living with care recipients wage and salaried workers, by sex and social
security contribution, latest year
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Source: ILO calculations based on labour force and household survey microdata.
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share of women with informal jobs is the lowest: 11.7 per cent for women not living with
care recipients and 10.5 per cent for unpaid carers.

Men and women in the informal economy are excluded from benefits available to formal
waged and salaried workers, such as social security coverage. This applies also to em-
ployees in the informal sector. Women and men with care responsibilities are more like-
ly to accept employment that does not include social security benefits, as they are likely
to be in need of a job and lack other income alternatives in the short term (figure 2.31).
Globally, 47.4 per cent of women employees with care responsibilities contribute to so-
cial security, while 51.6 per cent of women without such responsibilities do so. The same
pattern is observed for men. Men in waged work with care responsibilities are less like-
ly to contribute to social security than peers with no such care duties. Both categories
of men contribute less to social security than women. In comparison with women, men
wage workers with care responsibilities are contributing less to social security, that is,
39.9 per cent of men as against 47.4 per cent of women. This is evidence of the “men as
breadwinners” model in action, as men with care duties are more likely to accept con-
tractual arrangements not requiring social security contributions, as in many cases they
are the sole income earners of the household. However, workers and their families are
at greater risk of falling into poverty when not protected by social protection schemes in
line with ILO standards (see Chapter 3).

2.3. HOW ATTITUDES AFFECT GENDER INEQUALITIES IN WOMEN’S AND MEN’S WORK

The personal decision for women and men of whether or not to engage in work for pay
or profit is a complex one and taken with reference to household, economic and societal
considerations and pressures that may serve to narrow the choices available. Individual
preferences are shaped by a personal evaluation of one’s own circumstances (e.g. edu-
cation, skills, income) and the perceived costs (e.g. a couple’s stability and the children’s
well-being) versus the benefits (e.g. income, autonomy, self-realization, etc.) associated
with entering the labour force.'*¢ Personal “preferences”, as well as women’s and men’s
opportunities and actions, are therefore a result of the socio-economic conditions and
constraints imposed on households, communities and countries.'*” Furthermore, they
are influenced by what is considered acceptable by the family, community or society
with regards to social norms and gender roles. Women and men tend to conform to so-
cial norms so as to avoid the detrimental consequences of social exclusion, insecurity
or other social sanctions, including violence and discrimination.'*® These attitudes
towards gender roles, in turn, define the intra-household division of labour, a factor which
affects women’s unequal position in the labour force, as described in section 2.2.

The attitudes of individuals towards the gender division of paid and unpaid work are
important in view of research results suggesting that attitudes and practices are closely
linked."” An ILO report in 2017 using ILO-Gallup data on attitudes towards women’s
paid work showed a significant positive relationship between women’s preferences and
their participation in the labour market, all other factors being equal." This section
explores people’s preferences towards women’s and men’s social roles as unpaid carers,
and whether and how they are expected to participate in both paid work and unpaid care
work. Based on an analysis of the most relevant world’s attitudinal data from available
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countries, this section illustrates attitudes towards women’s and mothers’ employment,
preferences with regards to work—family reconciliation strategies, and views on men’s
involvement in unpaid care and household tasks.

2.3.1. Attitudes towards women’s employment

The ILO-Gallup report (2017) provides valuable insights into women’s preference for
paid jobs, and the perceptions of individuals about women and work, the acceptability
of women having a paid job if they want one, as well as the top challenges confronting
working women and their labour market opportunities.'>' The survey was conducted in
2016 in 142 countries and territories together representing 95 per cent of the world’s
population, with nearly 149,000 respondents aged 15 years and over."> A survey ques-
tion sought to establish whether women respondents would prefer to work at a paid job,
stay at home to take care of the family and undertake housework, or do both, and what
men would prefer that women in their family do in this regard. Results reveal a very posi-
tive attitude held globally towards women being in paid work: 70 per cent of women
would prefer to be in paid work (either only working at a paid job, or combining it with
taking care of the family and doing the housework), and 66 per cent of men would prefer
that women worked in paid jobs. Looking at regional differences, it appears that a pref-
erence for women working in paid jobs is dominant in Northern, Southern and Western
Europe, where nearly nine out of ten women and men agree about this. Men in Northern
Africa and the Arab States are the least likely to prefer women to have paid jobs; indeed,
around half of them would prefer women to stay home. In Northern Africa, young men
are more likely to hold this preference than men aged over 45. This contrasts marked-
ly with the young women, among whom a majority would prefer to participate in the
workforce.'?

Two results stand out when it comes to understanding the preferences expressed regard-
ing women’s paid and unpaid work. First, that positive attitudes towards women’s paid
work are shared by a majority of those women who are currently outside the workforce
(58 per cent), and this is especially true among the youngest age group (15-29 years of
age, 67 per cent). Considering that only around a half of women worldwide are in the
workforce and the principal reason given by women of working age for being outside
the labour force was unpaid care work (see section 2.2.1), it is instructive that the major-
ity in this group of women would prefer to have a paid job. The second important result
concerns the influence that the presence of children'** has on preferences. The presence of
children under 15 years of age in the household does not significantly influence
women’s preferences regarding women being in paid work, but it does influence men’s
preferences regarding whether women should or should not work at paid jobs. Mothers
are no more likely than childless women to prefer women to stay at home and care
for the family, whereas fathers are more likely than childless men to want women to
stay home.

Further socio-economic differences are seen to exist: young single women are sig-
nificantly more likely to prefer to work in paid jobs than older women and married,
widowed, divorced or separated women. Better educated women and men (i.e. those
with a secondary education or a university degree) are more likely to prefer that
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Figure 2.32. Individual perception of the biggest challenge for women in paid jobs, 2016
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women combine work with care responsibilities. This is also the case for full-time work-
ing and unemployed women.

The ILO-Gallup report also reveals balancing work and family to be the top challenge
for women at work globally. In every region, the first or second main challenge identi-
fied, by both women and men, for women at work was the work—family balance or else
lack of affordable care, which is closely linked to the former. The largest single group of
respondents worldwide (22 per cent) considered the work—family balance to be the main
challenge for women in paid jobs (figure 2.32). Added to the lack of affordable care for
children and relatives (12 per cent of respondents), the “care-related” challenges amount
to 34 per cent. Unfair treatment at work (especially among developing economies), as
well as a lack of flexible hours, were also identified as significant challenges. Unequal
pay was also of the top challenges identified in developing economies.

The perceived challenges to women’s work outside the home vary according to women’s
life course circumstances. For instance, women with children under 15 years of age
living in the same household were found more likely than those who did not have chil-
dren to name a lack of affordable care for children and families as a top challenge. And
women who are participating in the workforce are also more likely to cite this as chal-
lenge, together with flexible hours, balancing work and family, and unequal pay. Women
aged between 30—44 years are more likely than women from other age groups to cite a
lack of affordable care for their children and families as a challenge. Women with a univer-
sity education are more likely than those with less education to name the work—family
balance as their top challenge (29 per cent) and those with a primary education or less
are more likely than those more highly educated to cite a lack of affordable care for chil-
dren and families.
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2.3.2. Attitudes towards maternal employment

A further important question concerns attitudes towards mothers’ employment, since, as
discussed in section 2.2.2, motherhood is associated with a fall in labour force participa-
tion. The World Value Survey provides an extensive long-term and worldwide dataset on
values, including themes related to gender equality and diversity, and their impact on so-
cial and political life. The latest survey was carried out in 2010-14 and had over 90,000
respondents aged 16+ years in 59 countries across all five regions, representing 73 per
cent of the world’s population.'>® Attitudes towards maternal employment were captured
by asking respondents their opinion of the following statement: “When a mother works
for pay, the children suffer.”

Results reveal divided opinions on this statement: globally, 50 per cent of men and
45 per cent of women agreed or strongly agreed with the statement, while 47 per cent of
men and 51 per cent of women disagreed or strongly disagreed.'*® This data suggests that
a belief that maternal care is what is best for children persists, but that, overall, men hold
a more conservative view regarding work—family arrangements than do women. Beliefs
such as this have, however, decreased over recent decades, as illustrated by trends in
attitudes in a subset of ten countries with time series for this same question."”” Whereas
in 1989-93, 70 per cent of respondents from these countries agreed or strongly agreed
with this statement, only 42 per cent did so more recently 20 years later (2010-14).

A more in-depth investigation into the latest data available from 2010-14 reveals that
attitudes also vary according to socio-economic characteristics, such as educational
level and labour market attachment. First, 60 per cent of those with either no education
or holding a primary level of education agreed or strongly agreed that children suffer
when mothers work, while 45 per cent of those holding a secondary level and 40 per
cent holding a tertiary degree did so, exposing up to a 20 percentage point divergence
in attitudes. Second, full-time, part-time and self-employed women are significantly
more likely than men in similar employment situations to disagree or strongly disagree
with this statement, with gender gaps of between 11 and 15 percentage points. Overall,
full-time unpaid carers are the group most likely to agree with the statement that when
women work children suffer (58 per cent) compared with their childless counterparts, who
are more likely to disagree with this statement. One further gender difference was observed:
globally, 51 per cent of fathers thought children suffered when mothers worked while
47 per cent of mothers were of the same opinion.

Beyond these individual level variations, attitudes were also seen to vary significantly
between regions. Agreement that children suffer when mothers work for pay is high-
est in the Arab States (77 per cent of men and 71 per cent of women agreed or strong-
ly agreed) and lowest in Europe and Central Asia, where 40 per cent of men and only
36 per cent of women agreed or strongly agreed. In between are the African countries
(56 per cent of men and 49 per cent of women), Asia and the Pacific (49 per cent of
men and 45 per cent of women) and the Americas (40 per cent of men and 42 per cent
of women). These regional differences in perception are associated with variations in
the gender gaps evident in labour force participation rates and the different economic
and institutional mechanisms for reconciling paid work and caring responsibilities. In
Europe and Central Asia, the region where childcare services are the most developed and
non-parental care is relatively institutionalized and widespread (see Chapter 3), the share
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of individuals with negative attitudes towards maternal employment is smaller than in
other regions, where alternatives to maternal care may be non-existent, of poor quality
or unaffordable. This suggests that care policies and services are related to people’s per-
ceptions of how family life should be organized and what roles are deemed acceptable
for mothers.'*®

2.3.3. Attitudes towards work—family balance arrangements for parents

Data from the International Social Survey Programme enables a more precise identifi-
cation of what people expect regarding how couples and families should divide paid and
unpaid care work. It also addresses perceptions as to who should be responsible for the
care of family members, such as pre-school-aged children and frail older persons.'>® This
survey was carried out between 2011-14 in 41 high- and middle-income countries and
had over 61,000 of respondents aged 15+ years.'*’ Attitudes towards care responsibilities
and how families should balance work and family responsibilities was first addressed
with a question about what people considered the ideal work—family arrangement within
a heterosexual couple. Respondents were asked: “Consider a family with a child under
school age. What, in your opinion, is the best way for them to organize their family and
work life?”

Results show that the traditional “men as breadwinners” model, where the mother does
not work for pay and the father works full-time, was preferred by 37 per cent of the total
sample (figure 2.33). A substantial proportion favoured a modified version of the “men
as breadwinners” model (34 per cent). Alternative arrangements where both work, either
full-time (11 per cent) or part-time (8 per cent), were chosen less frequently by respond-
ents. Very few respondents thought that mothers should work full-time and fathers part-
time or not at all (1 per cent of sample).

Figure 2.33. Preferred work—family arrangement (percentages), 2011-14
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The “men as breadwinners” model was especially favoured in Eastern European coun-
tries (52 per cent), Asian countries (between 45 and 55 per cent), as well as in South
Africa (51 per cent); it was least favoured in Northern, Southern and Western Europe
(23 per cent) and in Northern America (29 per cent), where a modified “men as bread-
winners”” model of father part-time or at home, mother in full-time work was favoured
by 38 and 32 per cent of respondents, respectively.

Preference for the “men as breadwinners” model varies according to an individual’s life
circumstances and whether or not they are likely to face challenges in balancing work
and family responsibilities. The traditional “men as breadwinners” arrangement is more
likely to be preferred by men (39 per cent) compared with women (35 per cent); by par-
ents (40 per cent) compared with childless respondents (31 per cent); by the oldest co-
hort aged 65+ (42 per cent) more than the younger ones (around 35 per cent); by people
in single-earner couples (45 per cent) compared with single earners not partnered (32 per
cent) and those in dual-earner couples (28 per cent); by those who had never worked for
pay (50 per cent), or who were currently not in paid work (40 per cent) compared with
those currently working (32 per cent); and, finally, by those with a primary educational
degree or none (54 per cent), compared with those with a secondary (39 per cent) or a
tertiary degree (22 per cent).

2.3.4. Attitudes towards men’s involvement in unpaid care work

Another important dimension to consider when analysing attitudes towards the gender
division of paid and unpaid care work is the extent to which men participate in unpaid
household and family activities or whether this is considered as exclusively a women’s
role. A survey conducted in 22 high- and middle-income countries (mainly urban areas)
in 2016 with over 17,000 women and men aged between 16 and 64 years respond-
ing reveals that, overall, people’s perception is that nowadays men are more involved
in unpaid work than was the case in the past (Ipsos MORI, 2017).!®! An average of
69 per cent of the sample (73 per cent of men and 64 per cent of women) agreed with the
statement “Men now have greater responsibility for the home and childcare than ever
before”.'®> Agreement was highest in middle-income countries, such as India (81 per
cent) and Indonesia (79 per cent), but was also present among several high-income
countries (Argentina, Australia, Canada, Republic of Korea, the United Kingdom and
the United States), where from 75 to 79 per cent of respondents agreed with this state-
ment. Only a minority agreed in two countries: these were Poland (49 per cent) and
the Russian Federation (39 per cent).

Another study that was carried out in 2009-12 addressed men’s involvement in un-
paid care work, specifically from the men’s perspective (International Men and Gender
Equality Survey).'®* Over 10,000 men aged 18-59 years living mainly in urban settings
in eight low- and middle-income countries participated in the survey. On family-related
topics, respondents were asked whether or not they agreed with the statement “Changing
diapers, giving kids a bath and feeding kids are mothers’ responsibility”. A large vari-
ation in the responses received was observed in different contexts, with 10 per cent
agreeing or partially agreeing with the statement in Brazil, 26 per cent in Mexico, 28 per
cent in Croatia, 46 per cent in Chile, 52 per cent in Bosnia, 53 per cent in Democratic

102



- I I CHAPTER 2. UNPAID CARE WORK AND GENDER INEQUALITIES AT WORK

Republic of Congo, 61 per cent in Rwanda and 86 per cent in India.'®* Authors observed
that the lowest-income countries had the least gender-equitable attitudes. They argued
that these differences stem from a perception in low-income countries that gender equal-
ity is being imposed externally. Moreover, in some extreme poverty contexts, a high
level of competition for resources results in less support for gender equality. In addition
to these cross-country differences, within-country distinctions were also noted, depend-
ing on the educational attainment of the respondent and their mother’s educational
attainment, as well as their fathers’ participation in domestic duties.'®® The study
concluded that boys learn and internalize specific gender norms in their home, and that
these later influence their attitudes as adult men, supporting the “exposure” or “social-
ization” hypothesis.

The strong prevalence of the “men as breadwinners” model was similarly found in a
study undertaken in 20 low- and middle-income countries,'®® based on focus groups and
interviews conducted with approximately 4,000 women and men and boys and girls.'’
Authors found a strong universality and resilience for the norms underpinning gender
roles. With very small regional and generational differences, the “good husband” was
almost entirely defined by his income-earning capacity and household authority role,
while the “good wife” was defined by her caring and nurturing role towards the children,
husband and older persons, and her domestic responsibilities, as well as her contribution
to the household income as and when needed.'®®

In Europe, attitudes towards men’s involvement in caregiving and household activities
are revealed by the Eurobarometer.'® This survey, carried out in 2014, asked almost
28,000 men and women respondents aged 15 years and above'”” whether or not they
agreed with the statement “Overall men are less competent than women to perform
household tasks”. Only 50 per cent of respondents (46 per cent of women and 53 per
cent of men) disagreed with this statement, suggesting that such opinions about gen-
dered competencies in household work remain widespread and are linked to the way
household tasks are effectively shared. In addition to a gender difference in perceptions
— women being more prone to consider men as less competent than men themselves —
there were marked generational differences. The younger age groups (15-29 and
3044 years old, respectively) were significantly more likely to disagree with the
statement (54 and 53 per cent, respectively) than respondents aged 65 and over (40
per cent).

When it comes to men’s careers versus their involvement in family life, most Europeans
surveyed consider there should be a trade-off. Thus, two thirds of women and men —
with no gender difference — disagreed with the statement “A father must put his career
ahead of looking after his young child”. This suggests that these women and men
were not of the opinion that fathers should choose their career over the family and
childcare, although this data does not indicate what degree of involvement is expected
from fathers.
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CONCLUDING REMARKS: HARMONIZING UNPAID CARE WORK AND EMPLOYMENT
FOR GENDER EQUALITY IN ALL FORMS OF WORK

“[...] Time really is the ultimate scarce resource and how we use our time defines who we are and what
we produce. In addition, who we are and what we produce are affected by our gender, race, ethnicity,
and other characteristics, and the opportunities and constraints in the communities in which we live.
[...] Through a gendered lens, identifying gender differences in these types of work and their burdens
and benefits is key to improving well-being of women, children, and men.”

Rachel Connelly and Ebru Kongar™™

The new expanded definition of work to include non-market care activities has profound implications not only for how
gender inequalities are explained, but also for how economic phenomena such as national income, labour markets,
poverty, income distribution and economic crises are analysed and the policy implications drawn from them (see
Chapters 3, 5 and 6).? This chapter has shown how unpaid care work makes a substantial contribution to countries’
economies, as well as to individual and collective well-being. However, it remains mostly invisible, unrecognized and
unaccounted for in decision-making. This is linked to gaps in statistical measurement and valuation methods, which
the adoption of new labour force and time-use statistical standards are expected to contribute towards addressing.

In addition, the considerable magnitude and gendered allocation of unpaid care work in the non-market care economy
is an “ever-present systematic source of [these] gender inequalities in the market”, including in the labour market.'”
The time-use and labour force data presented in this chapter make a compelling case for inequalities in unpaid care
work and inequalities in the labour force being deeply interrelated. This not only confirms the “unpaid care work—paid
care work” connection discussed in Chapter 1, but demonstrates also that no substantive progress can be made in
achieving all dimensions of gender equality in the labour force before inequalities in unpaid work are tackled through
their effective recognition, reduction and redistribution between women and men, as well as between families and the
State (see also Chapters 3 and 6).

This chapter has gone on to discuss how gender inequalities in the home and in employment also originate in the
gendered representations of the productive and reproductive roles of men and women that persist across different
cultures and socio-economic contexts. However, an increasing and substantial proportion of women and men — and
sometimes even a majority — believe that women and mothers should engage in paid work. Time-use and attitudinal
data show that men have never been more involved in family life than at present and that the contribution they make to
unpaid care work has been increasing over the past 20 years. This does not, however, necessarily mean that surveyed
individuals consider women should relinquish their central caregiving role within the family, even if being the main
unpaid carer is linked to a labour force or job quality penalty. This is especially the case in high- and middle-income
countries, where the employment-related costs of caring for young children are the highest. Thus, the role of men
as main breadwinners is still very much an engrained societal concept and one reflected in the above labour market
analysis. Men are increasing their involvement in caregiving activities, but not by enough to mitigate the disadvantages
that women suffer in the labour force because of their extensive care responsibilities.

On the positive side, there are, overall, more positive attitudes towards women’s paid work and men’s unpaid care
work to be found among women, younger cohorts and people of childbearing age, parents in dual-earner couples,
single parents in employment, people currently in paid work, as well as among higher-educated individuals. As dis-
cussed in the next chapter, there is also greater support for a more active role for the State in addressing individuals’
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care needs. This means that people who themselves face work—family balance conflicts, or who are likely to have such
responsibilities in the near future, are more likely to favour policies they could benefit from and to support practices
that mirror their family life circumstances.

The results presented in this chapter, from time-use, labour force and attitudinal data, are evidence of at least two
dimensions influencing an individual’s preferences, attitudes and practices with respect to labour market outcomes.
The first is an individual’s personal and life course circumstance, the suggestion being that those who have been ac-
quainted with, or who are experiencing, the challenge of balancing work and family life, and those who most exposed
to this challenge, are also those most likely to hold more progressive and gender equal attitudes. Second, macro-level
factors such as policy environments and labour market characteristics, as well as cultural norms, strongly influence
what people consider to be socially just and acceptable for their households and their societies. Since the changes in
family structures and ageing societies discussed in Chapter 1 point to an increase in both women and men encoun-
tering a potential conflict between unpaid care work and employment, more support for gender egalitarian roles and
their translation into practice should be expected. Such an attitudinal and practice change is likely to result from more
transformative care policies that actively pursue the harmonization of unpaid care work and employment for both
women and men. The role of such policies in shaping individual preferences and labour markets outcomes is addressed
in the next chapter.
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Care policies
and unpaid care work

KEY MESSAGES

Care policies allocate resources to recognizing, reducing and redistributing unpaid care in the form of money, ser-
vices and time. They include leave policies, care services, social protection benefits related to care, family-friendly
working arrangements and care-relevant infrastructure.

Transformative care policies guarantee the human rights, agency and well-being of both unpaid carers (in employ-
ment or not) and care recipients. They are grounded on four core principles: gender-responsiveness and human
rights; universality, adequacy and equity; overall and primary responsibility of the State; social dialogue and rep-
resentation.

Transformative care policies lead to better outcomes for children, mothers’ employment and fathers’ caregiving
role, as well as for older people and people with disabilities.

When States invest in a combination of care policies, the employment-to-population ratios of women unpaid
carers tend to be higher than those in countries investing comparatively less.

Large deficits in the coverage of care policies exist across the world and have detrimental consequences for
people with care needs and care responsibilities.

Universal access to maternity protection is far from being a reality and, globally, more than one-third of countries
have no legal leave entitlements for fathers at all. The design of leave policies is a key factor in supporting
mothers’ and fathers’ opportunities to engage both in paid and unpaid care work.

The majority of countries had gross enrolment rates in ECCE services for children under three years of age of less
than 20 per cent. Attendance in pre-primary school is higher, but gaps remain in low-income countries. The avail-
ability of full-day ECCE services allows parents to take up near full-time employment and secure higher earnings.

In only a few countries does the State take a leading role in funding long-term care services.

More than one-third of countries in the world do not have any child or family benefit embedded in national
legislation.

Cash-for-care benefits can substantially improve disabled people’s independent living, by enabling them to em-
ploy personal assistants.
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Public works programmes are particularly transformative when, in addition to providing employment, they contri-
bute to relieving unpaid carers.

Leave policies, workplace childcare services and family-friendly workplace arrangements can yield long-term
returns on investments for employers and have overall positive effects on work—life balance.

Access to water, sanitation and an improved quality of electricity services can lead to welfare gains, especially for
poor households, girls and women.

s families and labour markets change, and care dependency ratios evolve (see Chapter 1),

meeting care needs is becoming increasingly challenging. Identifying and implement-
ing the right action is crucial to be able to respond to these challenges and address care
needs. Care policies, together with measures to create a policy environment that is condu-
cive to their support, have been the main focus of successful policy action.

Care policies can be an effective means of addressing inequalities related to unpaid care
work and guaranteeing the human rights, agency and well-being of caregivers as well as
care receivers.' But this very much depends on how they are designed and on the over-
all objective of such policies. The provision of care policies varies largely across coun-
tries and regions. This variation is related to distinct demographic, economic, social and
cultural contexts, which shape policy debates and countries’ priorities, including States’
fiscal space to implement these policies. For instance, high-income countries (espe-
cially Nordic, see Chapter 4) have traditionally been at the forefront in addressing care
contingencies as an integral component of welfare state responsibilities, and in develop-
ing labour market-related measures, such as leave policies and family-friendly working
arrangements.” In sub-Saharan African countries, it is the need for care-related infra-
structure that is currently emphasized, while in Asia and in Latin America, care services
are topical policy issues.’

How care policies are framed in policy debates also has an impact on their design and
implementation. For example, in Latin America and the Caribbean, care policies are
framed as gender equality issues: the unequal division of unpaid care work between
men and women is recognized as one of the main drivers of gender inequalities in the
economic and political spheres. By contrast, in other low- and middle-income regions,
care policies are primarily considered as poverty reduction policies, which results in lit-
tle attention being paid to the care dimensions of social protection and labour market
policies.*

This chapter sets out the transformative potential of care policies for the economic and
social well-being of all and as key ingredients to meet goals of the 2030 Agenda for
Sustainable Development. It examines different types of care policies and their global
coverage, within a framework of the core principles and rights that lay the foundation for
transformative care policies. It builds the rationale for investing in transformative care
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policies by exploring the implications of selected measures, including those relating to
the employment rates for mothers and female unpaid carers, and to child development
and older persons’ life expectancy. Existing gaps in different regions are then identified,
together with the resulting inequalities, notably for women (especially rural and indi-
genous women) and older persons, people with disabilities and people living with HIV.
The attitudes of women and men towards selected care policies are also presented in
relation to current provisions to show that social norms can evolve and mirror the trans-
formative approach of policy environments.

3.1. TRANSFORMATIVE CARE POLICIES
3.1.1. Definition of care policies

Care policies are public policies that allocate resources to recognizing, reducing and
redistributing unpaid care in the form of money, services and time (see table 3.1).
They play a key role in addressing unpaid care work, promoting gender equality, and
mitigating inequalities faced by people with high care needs, as well as women, girls
and people from socially disadvantaged groups, who are typically providing extensive
amounts of unpaid care.®

Transformative care policies are policies which, at the same time, guarantee the human
rights, agency and well-being of caregivers, both paid and unpaid, as well as those of
care receivers, by avoiding potential trade-offs and bridging opposing interests.” In this
light, four core principles supporting the design, implementation and evaluation of trans-
formative care policies can be identified (see figure 3.1).

Care policies range from care-related social protection transfers and subsidies for work-
ers with family responsibilities, unpaid carers or for people who need care, to the direct
provision of care services and complementary services, such as water and sanitation and
other care-related infrastructure. They also include labour regulations, including leave
policies and other family-friendly working arrangements enabling a better balance be-
tween work and family lives (see table 3.1). Care policies therefore include policies that
intersect with and are affected by a number of other policy areas, including macroeco-
nomic, labour (and related health and education sectoral policies, see Chapter 5), social
protection and migration (see Chapter 1). Depending on their design, they also pursue
different objectives, such as poverty reduction and social inclusion, gender equality at
work, decent work for all, employment creation and the expansion of future generations’
human capabilities.®

Care policies, if designed in a transformative way, can contribute to meeting several of
the Sustainable Development Goals (SDGs), notably: 1 (end poverty); 3 (ensure healthy
lives and promote well-being); 4 (ensure inclusive and equitable quality education);
5 (achieve gender equality and empower all women and girls); 6 (ensure availability and
sustainable management of water and sanitation); 8 (promote sustained, inclusive and
sustainable economic growth, full and productive employment and decent work for all);
and 10 (reduce inequality within and among countries).’

113



114

CARE WORK AND CARE JOBS FOR THE FUTURE OF DECENT WORK

Table 3.1. Overview of care policies

Care policy Brief description

Leave policies

Care services

Social
protection
benefits related
to care

Family-friendly
working
arrangements

Care-relevant
infrastructure

Rights for unpaid carers in employment to take time off while receiving employment protection
rights and income security through cash benefits.

Typical examples are maternity leave, paternity leave, parental leave, childcare leave, leave to sup-
port disabled, sick or older family members with care needs.

Services that redistribute some of the unpaid carers’ share of unpaid care work for pre-school
children, sick, disabled and older persons, to the public, market or not-for-profit spheres. In
sub-Saharan Africa, care services for people living with HIV are essential. Care services by
qualified personnel should be accessible at a reasonable cost according to individuals’ ability

to pay.

Early childhood care and education (ECCE) services include services and programmes that sup-
port children’s survival, development and learning from birth to entry into primary school, typi-
cally centre- or home-based, as well as workplace services. A distinction is made between early
childhood educational development (ECED, for 0-2 years of age) and pre-primary programmes
(3 years to school entry age).

Long-term care services include services and policies that support people with long-term care
needs, such as sick or older people and people with disabilities, in their daily living. Services are
typically provided at home or in institutions.

Benefits related to care that include social protection schemes acknowledging the care contin-
gencies that occur in individuals’ lives, such as family care or the upbringing of children, and
that address them by providing transfers in cash or in kind to persons in need of care or to unpaid
carers. These benefits are in connection with the costs of pregnancy, childbirth and adoption,
disability and long-term care, bringing up of children and caring for other family members, as
well as the recognition of care work in social protection schemes for carers, such as in pension
schemes.

In addition to leave policies and care services, social protection benefits related to care in-
clude tax rebates and cash-for-care transfers, as well as cash transfer programmes and employ-
ment programmes with a specific care component, such as those supporting permanence within
or re-entry to the labour force of persons with family responsibilities (for instance, public
works).

Working arrangements enabling a variation of employees’ normal working patterns to support a
balance between work and family responsibilities. These arrangements include flexitime, reduced
working hours, the right to obtain or request part-time work and related pro-rata benefits and
entitlements, telework or ICT-mobile work. They are typically granted to workers with family
responsibilities or people with disabilities.

Infrastructure that reduces the drudgery of household work, such as obtaining water, providing
sanitation and procuring energy, and providing access to transportation and home labour-saving
devices.

Note: Although the statistical definition of unpaid care work in Chapters 1 and 2 leaves out fetching wood and water, lack of basic infrastructure has important
time-related impacts on women’s and girls’ amount of unpaid care work performed in the household and the community, especially in lower-income countries.
The role of basic infrastructure is also recognized in the SDG Target 5.4 and ILO Workers with Family Responsibilities Recommendation, 1981 (No. 156). This policy
element is therefore included in this definition of care policies.

Sources: Authors, based on ILO Convention No. 156 and Recommendation No. 165; Addati et al., 2014; UNRISD, 2016.
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3.1.2. Core principles and rights providing a framework for transformative care policies

Gender equality and non-discrimination in the world of work have been at the core of
the ILO’s mandate since 1919. These principles have been translated into a range of in-
ternational labour standards, adopted by representatives of government, employers and
workers from across the globe. A framework for transformative care policies can be
drawn from a number of these instruments, particularly those that are considered to be
key equality Conventions, namely the Equal Remuneration Convention, 1951 (No. 100),
the Discrimination (Employment and Occupation) Convention, 1958 (No. 111), the
Workers with Family Responsibilities Convention, 1981 (No. 156), and the Maternity
Protection Convention, 2000 (No. 183). Other international labour standards contri-
buting to a framework for transformative care policies include those on social security,
domestic workers and the transition from the informal to the formal economy, among
others (see also Chapters 1 and 6 and Table 1.1 in Appendix A.1).

The Workers with Family Responsibilities Convention, 1981 (No. 156), and its accompany-
ing Recommendation (No. 165) are key standards which focus most explicitly on rec-
ognizing, reducing and redistributing care work, with a view to allowing workers, both
women and men, to harmonize work and family responsibilities without being subject to
discrimination. The dual objectives of the instruments are to create equality of opportun-
ity and treatment in employment between men and women with family responsibilities,
as well as between workers with family responsibilities and those without such responsi-
bilities. These objectives are grounded on the awareness that “a change in the traditional
role of men as well as the role of women in society and in the family is needed to achieve
full equality between men and women”.!° The Convention requires signatories to make it
an aim of national policy that all workers with family responsibilities — both women and
men — can engage in employment without discrimination and, as far as possible, without
work—family conflict.

Convention No. 156 does not set out the specific means by which the national policy
should be formulated or pursued, but allows a broad range of action, proactive meas-
ures that need to be taken “to enable workers with family responsibilities to exercise
their right to free choice of employment; and to take account of their needs in terms
and conditions of employment and in social security”, which implies a range of care
policies, including leave policies, family-friendly working arrangements and social pro-
tection benefits. A further provision calls for measures to take into account the needs
of workers with family responsibilities in community planning, as well as to develop
or promote community services “such as child-care and family services and facilities”
(Convention No. 156), underscoring the need for care services. Care policies are clearly
at the core of the Convention and Recommendation.

The requirement of a national policy echoes the Discrimination (Employment and
Occupation) Conventions, 1958 (No. 111), which requires ratifying States to declare
and pursue a national policy designed to promote “equality of opportunity and treat-
ment in respect of employment and occupation, with a view to eliminating any discrim-
ination in respect thereof”. A range of other ILO instruments are discussed in more
detail below in the context of the global overview of care policies.
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Figure 3.1. Core principles supporting transformative care polices

Social Gender-
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representation |l rights based

Overall
and primary
responsibility
of the State

Universality,
adequacy
and equity

Sources: Authors, based on Daly and ILO, 2001; ILO, 2014b; UNRISD, 2016; Martinez Franzoni and Sanchez-Ancochea, 2016.
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Based on international labour standards and good practices in implementation at the na-
tional level, four core principles supporting transformative care policies can be identified,
as set out in figure 3.1. The application of these principles in the design, implementation
and evaluation of care policies leads to policies that support the human rights, agency
and well-being of caregivers, as well as those of care receivers, aspects that are at the
core of the definition of transformative care policies.

First, care policies should be gender-responsive and human-rights based: namely, they
need to actively and systematically encourage the achievement of non-discrimination
and gender equality at home, at work and in society.!' Care policies and their links with
other policy areas (see section 1.4 in Chapter 1.4) can expand the rights, capabilities and
choices of women and men, and can mitigate other dimensions of inequalities related
to ethnicity, origin and disability.'> However, they can also accentuate them and confine
women to traditional roles associated with femininity and motherhood. For instance,
when these policies are directed only at women, they discourage women’s access to
quality employment and men’s right and responsibility to care, and so fail to address the
intra-household distribution of unpaid care work."* Thus, policy design and effective
implementation are central to ensuring that care policies contribute to the achievement
of substantive gender equality and women’s economic empowerment.

Second, care policies should be universal and should provide adequate and equitable
benefits. Care policies can benefit all women and men, especially those most likely to
be left behind, in the spirit of the 2030 Agenda for Sustainable Development. This re-
quires that they reach the entire population with similar, high-quality services and gen-
erous transfers. The principle of universality in design, implementation and outcomes
also implies a distribution of coverage and generosity across beneficiaries. This means
a massive outreach — women and men, poor and non-poor, urban and rural, citizen and
non-citizen — of a combination of adequate benefits and high-quality public services,
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which are funded not only through general revenues, but also social insurance combined
with social assistance.'* In addition, the principle of social solidarity excludes funding
of care policies, such as maternity or paternity leave or childcare services, through direct
employer liability. This funding mechanism is likely to put women and other specific
groups at risk of discrimination.'

Third, care policies should ensure that the State has the overall and primary responsi-
bility. This dimension is grounded on the principle of care as a social good. The leading
role of the State includes setting benefits and defining the quality of services (eligibility,
level, entitlements, funding, delivery, monitoring and evaluation); effectively regulating
the market; and acting as a statutory and core funding entity, as well as a direct provid-
er and an employer of care workers in the public sector.'® The overall responsibility of
the State can prevent care policies from being poorly designed, funded or implemented,
which would perpetuate inequalities.’

Fourth, care policies should be founded on social dialogue and representation. This
is a core governance principle. Care policies have the potential to be empowering and
guarantee the rights, agency, autonomy and well-being of care recipients, unpaid caregivers
and care workers. But the voice of those most concerned needs to be heard in shaping the
policies; there needs to be support for dialogue among representatives of care recipients,
unpaid caregivers and care workers, and the State.'® As set out in ILO international
labour standards, workers’ and employers’ organizations and, among them, representatives
of care workers!? and their employers, have a key role to play in designing, implementing,
monitoring and evaluating care policies and ensuring that they are adequately and
sustainably funded. Care recipients and unpaid carers, including women, parents, older
persons and persons with disabilities, people living with HIV, and other representatives
of civil society, should, as much as possible, also be included in policy-making decisions
and in policy evaluations in order to ensure that they meet their needs and expectations.”
In so doing, transformative care policies can have overall positive effects on governance,
citizenship and social accountability.?!

The following sections will review the situation and status of care policies around the
world, within the framework of ILO standards and according to the first three principles
(gender-responsive and human-rights based; universality, adequacy and equity; and pri-
mary state responsibility). The roles of collective bargaining and employers in promot-
ing specific care measures are also presented. Chapters 4 and 6 will discuss the role of
social dialogue and representation of care workers in the context of such policies.

3.2. MAKING THE CASE FOR TRANSFORMATIVE CARE POLICIES

There are large deficits in the coverage of care needs in the world, with detrimental con-
sequences for people with care needs and care responsibilities, especially women, older
people and people living with disabilities or with HIV. These consequences touch upon
their economic security as well as their health and well-being. This section reviews the
relationship between selected care policies and outcomes, showing the positive impact
they can have provided that they are universal and gender-responsive, involve the pri-
mary responsibility of the State and are based on social dialogue.
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Figure 3.2. Percentage of children aged 36-59 months developmentally on track, and gross enrolment of children
in pre-primary education, latest year
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3.2.1. Children’s development

Children’s development — their neurological and physical growth — depends on the ex-
istence of, and access to, a set of adequate care policies and secure living conditions,
including basic infrastructure and the provision of sufficient and suitable nutrients, as
well as stimulating environments and social interactions with attentive caregivers.”
During the first three years of children’s lives, developmental areas of their brain such as
emotional control, social skills, language and numeracy are highly sensitive.”* A young
child’s home environment and parental care play a key role in determining his or her
chances for survival and development. Access to sufficiently long and well-paid paren-
tal leave reduces neonatal and infant mortality rates and is associated with higher im-
munization and vaccination rates.* There are also indications that when fathers have
access to well-designed and adequately compensated paternity or parental leave,
children have better development outcomes, since they benefit from interaction and
stimulation from two parents rather than just one.”

Children’s access to good-quality affordable ECCE services also has a crucial role in
their development. Although measuring and comparing child development is a high-
ly complex issue, there is a large amount of evidence to suggest that attending ECCE
services has positive health, development and school performance effects in the me-
dium term, both in developing and developed countries.”® The UNICEF Early Child
Development Index (ECDI) assesses the fulfilment of the developmental potential of
children aged 36-59 months in four domains: literacy/numeracy, physical, socio-emo-
tional and cognitive development.?” A child is considered “on track” overall if it is “on
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track” in at least three of the four domains. Figure 3.2 shows that there is a positive as-
sociation between the percentage of children enrolled in pre-primary education and the
percentage of children developmentally on track in 53 low- and middle-income coun-
tries with available data.

An OECD study found that children who had attended at least two years of ECCE per-
formed better in science than others at age 15, using 2015 data from the Programme
for International Student Assessment (PISA).?® This finding was still statistically sig-
nificant in around half of the 57 countries with available data after accounting for
children’s socio-economic status. Good-quality ECCE services play a crucial role, es-
pecially for children in low-income families, with an immigrant background, or in
conflict families or societies. By promoting universal access to quality ECCE services,
young children’s negative experiences and nutritional or emotional deprivation can be
compensated for.?’

3.2.2. Mothers’ employment outcomes

As described in Chapter 2, mothers typically have lower and relatively poor quality
labour market participation compared with women living without dependants, as well as
compared with men and fathers. When leave with adequate benefits is lacking, women
workers have to interrupt altogether or reduce their participation in paid work in order
to bear and rear their child, which puts a significant strain on their economic security.*
For instance, a study analysing the impact of two maternity leave reforms in Bangladesh
on female labour force participation found an increase in the number of women enter-
ing and remaining in the labour market (from 12 weeks to 16 weeks for all employees in
2006 and from 16 to 24 weeks for civil servants in 2010).3!

However, the design of leave policies is a key factor in supporting mothers’ opportun-
ities to engage both in paid and care work. Research shows that leave that is very long
and that provides low benefits or none at all tends to hurt women’s careers and earning
prospects.** For example, the increase from a two-year to a three-year parental leave
period in Austria was found to reduce women’s return to work in the short run.** In
Germany, on the contrary, the change in 2007 from a three-year low-paid leave to a
shorter (14 months) well-paid leave had a positive impact on mothers’ employment rates
and hours worked — up to five years after giving birth, and especially for those with mid-
dle and high incomes.* Job quality was also raised, with women being more likely to
continue in the same job and to hold an open-ended contract. This points to the need for
adequate maternity protection and gender-responsive parental leave schemes to strength-
en mothers’ labour market attachment and redistribute some of the unpaid care work
within the family.

Leave policies should be complemented by adequate family-friendly working arrange-
ments targeting both mothers and fathers, as well as quality, accessible and free or pub-
licly subsidized ECCE services. Table 3.2 indicates that in most regions of the world
(except in Africa), there is a link between the average labour force participation of
women living with at least one child aged 0-5 years old — used as a proxy for mothers’
participation in employment — and leave, as well as ECCE policies. Rates are highest in
Europe and Central Asia (59 per cent), with the largest proportion of countries that meet
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Table 3.2. Maternity protection, ECCE services and maternal employment, by region, 2015-16 (percentages)

Maternity protection ECCE services Labour force

) ) participation
Countries Mothers with Average gross Average gross of women
meeting ILO newborns enrolment enrolment rate living with

maternity receiving rate in ECED in pre-primary children

protection maternity programmes programmes aged 0-5¢

standards cash benefits®

(C.183)"

Europe and Central Asia 85 81 26 77 59
Americas 34 69 16 72 54
Asia and the Pacific 28 33 27 67 41
Africa 25 16 4 34 59
Arab States 0 n.d. 5 44 9
World 42 41 21 60 48

Notes: @ Leave is > 14 weeks, paid > 2/3 of earnings and paid > 2/3 by social security (data for 2016). ° Effective coverage for mothers with newborns: percent-
age of women giving birth and receiving maternity cash benefits (data for 2015 or latest available year; no data for Arab States). ¢ The presence of children living
in the household is used as a proxy for motherhood. In high-income countries, women aged 25-54 years are included; in middle- and low-income countries it is
18-54 years (data for 2016 or latest year available). 89 countries.

Sources: ILO calculations based on data from labour force and household survey data; ILO, 2017m. UNESCO, 2018.

ILO maternity protection standards, where eight mothers out of ten receive cash bene-
fits and where gross enrolment rates for children below three years of age, as well as
between three and the start of primary school, rank comparatively high. In the Americas
and in Asia and the Pacific, labour force participation rates are lower (54 and 41 per cent,
respectively), as are maternity protection and ECCE policy indicators. In the Arab States,
there are both weak maternity protection and ECCE coverage and very low labour force
participation of women with preschool children (only 9 per cent). Africa stands out,
since it is characterized not only by low benefits and service coverage for mothers, but
by comparatively high labour force participation of women living with small children
(59 per cent). This can be understood as the result of households’ necessity to meet basic
needs in a context of very high poverty. In addition, the high incidence of informal and
rural work, to a certain extent and with negative consequences, may allow women work-
ers to bring their children to their workplace (see Chapter 2).

3.2.3. Fathers’ involvement in household and childcare work

The birth of a child typically leads couples to adopt a more traditional division of labour
where mothers shift time from employment to unpaid care work after childbirth (see
Chapter 2).* A set of policies and measures can contribute to mitigating these inequal-
ities and to increasing men’s involvement in unpaid care work (see box 3.1).

Paid paternity leave and reserved parental leave for fathers are transformative care policies
which support father—child bonding, as well as the adoption of more gender-equal family
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Box 3.1. Perceptions of key policies supporting men’s involvement in unpaid care work in Europe

Eurobarometer® data, collected in 2014 from almost 28,000 respondents aged 15 and over in 28 European coun-
tries,*” provide insights into current perceptions of the policies needed to achieve more gender equality in the home
and increase men’s share of unpaid care work. Only 5 per cent of men and 3 per cent of women answered that they
did not want men to be more involved in caring (see figure 3.3). The three most cited responses were: (1) attitudinal
change among men towards unpaid care work (cited by 44 per cent of women and 37 per cent of men); (2) increased
availability of family-friendly working arrangements, including shorter working hours for men (cited by 39 per cent of
women and 40 per cent of men); (3) protection from discrimination in case of leave uptake by men (cited by 36 per
cent of women and 32 per cent of men).

Figure 3.3. Perceptions of supportive policies, 2014

Survey question:
In your opinion, what should be done to increase the time spent by men on caring activities
(housework, caring for children and/or dependants)?

Change men’s and boys’ attitudes towards caring activities 44
(housework, caring for children and/or dependants) 37

Increase flexible work arrangements 39
(part-time work, working from home) 40

Make sure men are not discriminated against 36
if they take leave to care 32

30
29

Make childcare more accessible

29
Improve access for women to better quality jobs -

23

Introduce compulsory paternity leave o4

20
19

Promote jobs in the care sectors as a valid career option for men

None, you do not want men more involved in caring

I \ \ \ \ \ \ \ \ \ 1
0 5 10 15 20 25 30 35 40 45 50

Percentages

m Women B Men

Note: Age group: 15 and older. 28 countries, see endnote 37 for the full list of countries.

Source: European Commission and European Parliament, 2015.

These results suggest that men and women are aware that gendered attitudes regarding unpaid care work constitute
a major barrier to men’s increased involvement; hence the need to better recognize and value unpaid care work and to
develop awareness-raising campaigns in order to challenge gendered social norms about caregiving.* Also, in order
to counteract the persistent “men as breadwinners” norm, improved labour market policies granting flexible working
arrangements and leave policies are needed, with the guarantee that the use of such measures does not hurt men’s
and women’s careers and is discrimination-free. Improving accessibility to childcare services as well as to quality
jobs for women, and introducing compulsory paternity leave, are also important policies. Finally, reducing the gender
segregation in care occupations is also perceived as potentially improving men’s involvement in unpaid care work.
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arrangements in the medium to long run.** An OECD study on Australia, Denmark, the
United Kingdom and the United States found that fathers’ leave-taking — especially for
periods of two weeks or more — was associated with involvement in childcare activities
such as feeding the child, changing nappies, or getting up at night.*' In Germany, simi-
lar findings were reported for men’s leave uptake.** Increased participation in household
work was also found, but only where fathers took at least two months of leave, or where
fathers took leave when the mother had returned to work and they were home alone
with the child. Men’s leave uptake also increases their likelihood of working reduced
hours, as was found in Germany, as well as in Norway and Sweden.* The importance of
leave length and fathers’ experience of sole responsibility where leave is taken when the
mother has returned to work was highlighted in several other countries, including Canada,
Portugal and the United States.** Another study of men in 27 European countries found
that having taken paternity leave was significantly associated with being more frequently
involved in childcare, as well as participating more frequently in housework chores, even
after controlling for microlevel individual characteristics.*

Research also shows that there is a positive association between national parental leave
arrangements and men’s time spent in childcare. For instance, a study conducted in
eight industrialized countries found that the number of parental leave weeks available to
fathers and high rates of benefit were positively associated with fathers’ childcare time,
controlling for country characteristics including women’s employment rates.* High
parental leave benefits compared with none was estimated to be associated with an
increase of almost one hour per week in paternal childcare time.

Figure 3.4 shows that there is a significant relationship between the duration of paid
leave available for fathers and the men—women ratio of time spent in household and
caregiving activities. Countries where men spend on average at least 60 per cent of
women’s time in unpaid care work — such as Belgium, France, Finland, Denmark,
Norway and Sweden — are also those where men have the longest duration of paid
leave. Yet the figure also suggests that there is a substantial variation in men—women
ratios among countries with similar leave durations. Thus, in addition to leave policies
and their design, fathers’ involvement in childcare and household work is shaped by
many other macro- and microlevel factors, including women’s labour force participa-
tion rates, economic development, family values and gender ideology, socio-economic
characteristics and household composition (see also Chapter 2).%

3.2.4. Outcomes for older people and people with disabilities

Population ageing and changing dependency care ratios (see Chapter 1) have different
implications for societies and welfare states. On one hand, global healthy life expect-
ancy has been continuously rising in the past two decades,* which implies that older
people can contribute longer to economic and social prosperity, notably by caring for
their grandchildren (see Chapter 1).** On the other hand, the rates of survival of people
with a chronic illness are also rising, meaning that people will experience more years
with a disease during their lifetime.” This affects women in particular, since their life
expectancy at age 60 is longer than for men (see figure 3.5). Women, as well as people
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Figure 3.4. Duration of paid leave policies for fathers, and men—women ratio of time spent on unpaid household
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Figure 3.5. Public long-term care expenditure as a percentage of GDP, and life expectancy at age 60 in 45 countries,
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with lower socio-economic status, are more likely to experience multimorbidity®' and
frailty> in older age, and to be dependent on care.>

Therefore, universal access to affordable good-quality health and long-term care ser-
vices would benefit older people in general and older women in particular. Many factors
affect life expectancy, including health-care resources, gender, socio-economic status,
and genetics.>* Figure 3.5 suggests that in countries where a higher share of GDP is spent
on public long-term care expenditure, women and men aged 60 years or over have longer
average life expectancies. According to the World Health Organization (WHO), health
and long-term care services in conjunction with contextual environments can stop, slow
or reverse declines in individuals’ capacities over their life course.® Long-term care can
ensure that older people live dignified lives with opportunities for continued personal
growth and with intrinsic capacity maintained.

Improved coverage of the needs of persons with disabilities, as well as better access
to services, can substantially improve their lives, not only in terms of health and well-
being, but also regarding their access to education and the labour market.*® Policies
which enable people with disabilities to hire personal assistants to help them in their
daily lives can remove barriers (for those of working age) to entering the labour market
and can promote independent living.”” Such policies also remove part of the burden that
rests on unpaid carers’ shoulders, which often limits their own opportunities to make a
living and fully participate in the labour market. There is also a great potential in terms
of job creation, provided that these care jobs are regulated and grant decent pay and
working conditions (see Chapter 4).

3.2.5. Public investment in care policies and female unpaid carers’ participation
in employment

Chapter 2 showed that women who live with care dependants are more likely to perform
more unpaid care work. They are also less likely than other women, and, in general, than
men, to be employed and to hold good-quality jobs. Figure 3.6 suggests that when wel-
fare states invest in a combination of care policies, the employment-to-population ratios
of female unpaid carers aged 18-54 years® tend to be higher than countries investing
comparatively less.

Figure 3.6 (left axis) shows public expenditure as a percentage of GDP in 41 countries
for three selected care policies for which data are available: pre-primary education; long-
term care services and benefits; and maternity, disability, sickness and employment in-
jury benefits. Public investment ranges from over 8 per cent of GDP in Denmark and
Sweden to less than 1 per cent in South Africa, Mexico, Turkey, India and Indonesia.
Countries tend to invest more to offset the care contingencies of the working-age popu-
lation in case of maternity, sickness and employment injury as well as disability (in that
case spanning all ages) (2 per cent of GDP on average), and less for the care needs of the
very young (0.47 per cent of GDP on average on pre-primary education) and the elderly
(0.98 per cent of GDP on average on long-term care expenditure, which mainly concerns
older people).
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Figure 3.6. Public expenditure on selected care policies as a percentage of GDP, and employment-to-population ratio
of women with care responsibilities, latest year
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Average employment-to-population ratios of female unpaid carers (on the right axis)
range from 28.4 per cent in Turkey to 82.3 per cent in Norway, with population weight-
ed average of 55.1 per cent. The figure suggests that among the countries that invest
most in care policies, the employment-to-population ratio of these women is about
70 per cent or above. By contrast, in countries that invest less, the employment-to-popu-
lation ratio varies much more and is overall lower, suggesting that women who have
care obligations face barriers to accessing and remaining in paid work. They must either
find alternative ways to cope with care obligations, such as support from a wider family
or community network, or from the private or informal sector of care services, or must
accommodate their work lives and care obligations as best they can (see Chapter 2).

Despite the strong case for transformative care policies, there remains a significant lack
of gender-responsive and human-rights-based approaches; universality is far from being
attained, as is adequacy and equity. The role of the State, as will be shown below, varies
according to the type of the policy involved, but in any event, primary responsibility is
still lacking in many instances.
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3.3. GLOBAL OVERVIEW OF CARE POLICIES
3.3.1. Leave policies

Key concepts

Leave policies enable unpaid carers who are employed to take time off work to care
for family members while receiving employment protection rights and income security
through cash benefits. Maternity leave is a part of maternity protection which, as set out
in the Maternity Protection Convention, 2000 (No. 183), also includes entitlement to
maternal and child health care; prevention of exposure to workplace health and safety
hazards for pregnant and nursing workers; protection against discrimination in employ-
ment and occupation; a guaranteed right to return to the job after maternity leave; and
breastfeeding breaks. The Social Security (Minimum Standards) Convention, 1952
(No. 102), and the Social Protection Floors Recommendation, 2012 (No. 202), are
further ILO instruments aimed at ensuring income security in relation to maternity.
Access to other types of family leave for the care of newborn and young children,
as well as of sick or disabled family members, is important for a worker’s ability to
reconcile work and family life, as stated in the Workers with Family Responsibilities
Recommendation No. 165.

Paternity leave is usually a short period of leave taken to care for the child and the
mother around the time of childbirth. Parental leave tends to be a longer period of leave
taken to care for the child beyond maternity or paternity leave and is typically avail-
able to one or both of the parents. Some countries now make available gender-neutral
leave schemes (with no distinction between maternity, paternity and parental leave) and
non-transferable portions of parental leave to each parent.

Further leave arrangements may exist for the prolonged care of children (childcare leave)
or for emergency or unforeseen care needs of children or other dependants. Adoption
leave provides time for parents to care for their adopted children. In addition, leave for
adult or older family members with health needs typically enables individuals to care for
a child, spouse or older family member who is (seriously) ill or disabled.

Maternity protection in low- and middle-income countries
Universality

One of the first Conventions adopted by the ILO constituents, in 1919, was on maternity
protection. After almost 100 years, most countries across the world provide some mater-
nity protection for employed women. Universality, however, is far from being achieved.
A large majority of women workers are still not protected because of gaps in legal cover-
age for certain categories of workers based on status in employment, occupation, sector
and form of work, or owing to problems of implementation, awareness of rights, contri-
butory capacity, discriminatory practices or social exclusion.*® Informal work is a major
barrier to women’s access to maternity protection; the ILO Transition from the Informal
to the Formal Economy Recommendation, 2015 (No. 204), recommends that member
States “progressively extend, in law and in practice, to all workers in the informal econ-
omy, social security [and] maternity protection”.
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Data suggest that universal access to maternity protection is far from being a reality.
In 2015 in 172 countries, close to 60 per cent of women workers worldwide (near-
ly 750 million women) did not benefit from a statutory right to maternity leave, and
65.9 per cent were excluded from mandatory coverage by law for income replacement
during their maternity leave.®® When accounting for the provision of non-contributory
benefits (in addition to contributory ones), the effective coverage of mothers with new-
borns was only 41.1 per cent in 2015 (ILO estimate of SDG indicator 1.3.1).! There are
large variations across regions; effective coverage is more than 80 per cent in Europe and
Central Asia, while it is estimated that only 16 per cent of women giving birth in Africa
receive a benefit.

Responsibility of the State

The overall responsibility of the State is crucial in order to ensure rights and prevent
discriminatory practices against women in the labour market, yet it is often not guaran-
teed.®? This is evident when assessing the proportion of countries whose maternity legis-
lation complies with the three main requirements set out in Convention No. 183: (i) leave
should be no less than 14 weeks; (ii) cash benefits should not be less than two-thirds of
previous earnings; (iii) maternity benefits should preferably be provided through com-
pulsory social insurance or public funds (at least two-thirds of State funding and no more
than one-third of employer funding).

In 2016, 42 per cent of countries (77 countries out of 184 countries with available data)
had laws which complied with Convention No. 183 (see figure 3.7). This proportion is

Figure 3.7. Percentage of countries meeting ILO standards on length of maternity leave, payment and source
of cash benefits, by region, 2016
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Note: 184 countries.

Source: ILO, based on ILO legal data, 2016.
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higher than in 2013, when 34 per cent of countries (57 countries out of 167 with avail-
able data) reached or exceeded all three requirements.®® The highest rates of conformity
are found in Europe and Central Asia, where 85 per cent of countries assessed meet the
standards. Among African countries, only 25 per cent (13 countries) do so, including
Egypt, which increased paid maternity leave from 13 to 17 weeks in 2015. In Asia and
the Pacific, 28 per cent (nine countries) meet the requirements and 34 per cent (12 coun-
tries) do so in the Americas. None of the Arab States complies with the maternity protec-
tion standards of Convention No. 183.

Countries that reformed their leave schemes between 2013 and 2017 and now meet the
standards include: El Salvador (from 12 to 16 weeks); India (from 12 to 26 weeks); Lao
People’s Democratic Republic (from 13 to 15 weeks); Paraguay (from 12 to 18 weeks);
Peru (from 13 to 14 weeks); and Uruguay (from 12 to 14 weeks).

Gender-responsiveness: Maternity, paternity and parental leave

Gender-responsiveness is a core principle particularly relevant to ensuring that leave
policies enable both women and men to engage in the care of children and other fam-
ily members and that, in general, unpaid care work is redistributed more equally among
them. The principles of universality and the primary role of the State need to be applied
for the gender-responsiveness of leave schemes to be equitable and sustainable.

Except for the time needed for recovering from childbirth and exclusive breastfeeding,
much of the care work that an infant needs is not directly related to women’s biological
role and can be divided between both parents. Research shows that the healthy physical
and psychological development of young children is not associated with the sex of the
caregiver, but depends on the quality of caregiving and the child—caregiver interactions.**
Recognition of men’s right and responsibility to take part in unpaid care work can help
break down traditional social attitudes, resulting in greater gender equality.

The design of leave policies has enormous potential to promote men’s uptake of leave and
reduce the gender gap in unpaid care work (see Chapter 2).* Leave entitlements of ad-
equate duration (at least two weeks or more), in the form of paternity leave or non-trans-
ferable quotas of parental leave that are compensated at a high percentage of previous
earnings, can ensure that fathers actually use their leave entitlements and increase their
involvement in childcare.® Despite these recognized benefits, in 2016 only slightly over
half of countries globally (96 out of 174 countries with available data) provided statutory
leave entitlements for fathers that were paid as a percentage of earnings or with flat-rate
benefits. While this proportion is slowly increasing, many fathers remain without legal
entitlements, and in many countries the length of leave remains relatively short.

About 36 per cent (64 countries out of 174) provide leave below two weeks; 14 per cent
(25 countries) from seven to 13 days; and 22 per cent (39 countries) from one to six
days. Among the countries that offer leave of two weeks or more, 9 per cent (15 coun-
tries) have leave ranging from 14 to 29 days and 10 per cent (17 countries) leave of one
month or more. The longest leave for fathers is mainly provided in Northern, Western
and Southern European countries (see figure 3.8).

About 39 per cent of countries (68 countries) have no legal leave entitlements for fathers
at all. Among these 68 countries, 20 are in Africa, 17 in the Americas, 14 in Asia and the
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Figure 3.8. Countries providing statutory paid or unpaid leave entitlements to fathers for the birth of a child,
by duration (days), 2016

30 paid days or more (17 countries) Only unpaid statutory leave (10 countries)
W 14-29 paid days (15 countries) B No statutory leave (68 countries)
B 7-13 paid days (25 countries) No data

Bl 1-6 paid days (39 countries)

Note: This map covers leave provisions in national or federal legislation reserved for fathers in relation to the birth of a child or leave that can be used exclusively by
fathers as paternity or parental leave. It also includes sharable leave that is effectively “reserved” because it must be used by the partner of the main leave-taker
(often the father) in order for the family to qualify for bonus weeks. It does not include parental leave provisions that can be used by either the father or mother or
parts of maternity leave entitlements that the mother can transfer to the father. It includes certain special leave provisions in addition to annual leave that may be
used by fathers at the time of birth but which are not strictly categorized as “paternity leave”. 174 countries.

Source: ILO calculations based on legal data.

Pacific, ten in Europe and Central Asia and seven in the Arab States. In ten countries,
fathers are entitled to unpaid statutory leave. This is the case, for instance, in the United
States, where under the federal Family and Medical Leave Act, men (and women) are
granted up to 12 weeks of unpaid leave for a variety of reasons, including childbirth or
the care of a newborn child up to 12 months.®’

There is, however, an increasing recognition that men have both the desire and the ob-
ligation to be more involved at the critical early stage of the child’s life (see box 3.2).
Among recent reforms, Bahrain implemented a one-day paid leave for fathers, Hong
Kong (China) and Equatorial Guinea three days, Turkey five days and Afghanistan ten
days, all of which are fully paid by the employer. In 2016, Singapore increased its pa-
ternity leave from seven to 14 days, paid by social security. In 2017, the Czech Republic
adopted a one-week paid leave, and Ireland and Cyprus two weeks. In Spain, in addition
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Box 3.2. Public opinion is favourable overall towards men’s uptake of leave

The 2012 International Social Survey Programme (ISSP) provides insights into peoples’ preferences regarding leave
entitlements for parents and the way they should use them. Data are available from 41 high- and middle-income
countries from all world regions except Arab States,®® representing 62 per cent of the world population. The survey
asked respondents aged 15+ about their views regarding leave for working parents: whether paid leave should be
available and if so, how long it should last in total (including maternity, paternity and parental leave). The data show
that 85 per cent of respondents (83 per cent of men and 86 per cent of women) were in favour of paid leave. The
average preferred leave length was a little over one year (12.3 months), and men and women roughly agreed on this
length. On average, women considered that parents should be entitled to leave of 12.8 months, while men considered
that leave should be 11.7 months.

The survey also questioned respondents on their views regarding how parents should ideally share this paid leave (if
both were eligible and in a similar work situation). The results suggest that a majority of respondents (57 per cent in
total), women and men equally, consider that fathers should take at least some leave (if not half of it) and thereby be
involved in childcare activities (figure 3.9).

Figure 3.9. Gender division of leave preferences, 2011-14 (percentages)

Don’t know

| ‘
The mother should take most of the leave and the father should
take some of it
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all the leave, the father not any
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half of the leave each

Note: Age group: 15 and older. 41 countries, see endnote 68 for the full list of countries.

Source: ILO calculations based on data from the 2012 ISSP survey (Family and Changing Gender Roles IV module), ISSP Research Group, 2016.

Analysis by region shows some variation with regard to prevailing attitudes. Maternal care is preferred by over 60 per
cent of respondents on average in Eastern European countries and in South Africa, and by about 50 per cent in Israel,
Turkey and in a set of Latin American countries (Argentina, Chile, Mexico and the Bolivarian Republic of Venezuela).
Preferences for a gender-equal sharing of leave policies are most frequently observed in Northern, Southern and
Western Europe in two South-Eastern Asia and Pacific countries (Australia and Philippines) and in Northern America,
where about 30 per cent prefer parents to share the leave equally. This suggests that there is a relationship between
preferences and the existing leave policies. Regions in which exclusive maternal care is preferred are those where
leave schemes are the least gender-responsive and where reserved periods of leave for fathers barely exist.%® This
suggests that the institutional and policy context shapes individuals’ attitudes towards policies and the way they
consider that these should be used.™
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Figure 3.10. Proportion of time during child’s first year in which the costs related to parenthood are covered
by the State (social security), employers and families, latest year

Cuba [0 i) 30

Chile |EZ & 62

Venezuela, Bolivarian Rep. of |25 0 74
Uruguay |E& 0 74

Costa Rica  [HlE 12 78

Brazil [EE 2 79

Ecuador | 11 81

Panama [iE 2 83

Argentina  [§E 5 83

Dominican Republic  |& 10 85
Paraguay [|E0 i 89

Mexico  |El 1 90

El Salvador  |EREEE 92

Peru | 93

Colombia | 93

Nicaragua [ElE 94

Guatemala  |ElE 95

Honduras  |ElE 95

Bolivia, Plurinational State of  |EN] 96

0 10 20 30 40 50 60 70 80 90 100

Percentages

W Social Security W Employers B Families

Note: 19 countries.

Source: Salvador et al.,forthcoming; based on data from ILOSTAT, IDB and CEDLAS.

to the two days of “birth leave”, an increase of paternity leave from two to four weeks
came into force in 2017.

Recent ILO research in 19 Latin American countries provides an overview of how costs
related to parenthood are shared among families, employers and the State (social secur-
ity) during the child’s first year.”" The study considers the percentage of time during the
12 months following the birth of a child in which families are covered by an entitlement
to paid leave related to childbirth, including maternity, paternity and parental leave, as
well as paid reductions of working time for breastfeeding (see figure 3.10). The results
show that even when all the national statutory paid-leave policies are taken into account,
families (mainly women) continue to bear most of the costs of unpaid childcare work,
while social security leave benefits are available during only a small portion of time.
Cuba stands out in this comparison, since in addition to 18 weeks of fully paid matern-
ity leave, parents are granted 39 weeks of parental leave paid at 60 per cent of previous
earnings and funded by social security. In all other countries, families bear more than
60 per cent of the costs related to the birth of the child during the first year. In Costa
Rica, Ecuador and the Dominican Republic, employers directly cover at least ten weeks
of the costs related to parenthood, which is potentially a source of discrimination against
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women. The data reveal the large deficits in leave provisions in many countries, with
regard to the leading funding role of the State. The costs for families further increase if
gaps in childcare services available in the first few years of a child’s life are also consid-
ered. They result from a significant coverage gap between the end of paid leave, where
this measure is accessible in practice, and the beginning of free and compulsory educa-
tion (on this topic, see also box 3.3).

Leave entitlements for sick or disabled relatives

Substantial gaps also exist in the leave schemes to care for ill or disabled children, adults
and older family members. Deficits concern both universal accessibility to leave (in
many cases countries do not have any legislation) and the State’s primary funding role
(where leave exists, it is often unpaid or paid at a low rate). Data collected in 2014 by the
World Policy Analysis Center shows that out of the 186 countries for which data were
available, 89 (48 per cent) provided leave to care for adult family members’ health needs,
while 97 (52 per cent of the total sample) did not.”> Where leave was provided, it was
more often paid (66 countries) than unpaid (23 countries). There are, however, important
regional differences across the globe. Europe and Central Asia has the largest proportion
of countries (45 out of 54; 83 per cent of the subsample) that provide such leave, fol-
lowed by Africa, where almost half of the countries (25 out of 53) provide paid (18) or
unpaid leave (7). Regions where adult family care leave is proportionately less frequent
are the Arab States, Asia and the Pacific and the Americas.

Overall, leave to care for older family members is even less widespread. Only 54 coun-
tries (representing 29 per cent of the sample) provided paid (38) or unpaid (16) leave to
workers to care for older parents’ health needs, out of the 189 countries for which data
were available. Again, there is a large gap between Europe and Central Asia and the rest
of the world. In Europe and Central Asia, 45 per cent of countries (25 out of 55) provide
paid care leave for older parents’ health needs and 25 per cent (14) provide unpaid leave.
In the other regions, 80 per cent or more of the countries do not have any paid leave to
care for older persons and in the Arab States there is no such leave, paid or unpaid. In
Asia and the Pacific, six countries out of 36 (17 per cent) provide paid leave: Australia,
Bhutan, Cambodia, Japan, Maldives and New Zealand. In Africa, only Angola, Namibia
and Seychelles (three countries out of 54; 6 per cent) do so. In the Americas, two coun-
tries out of 33 (6 per cent) provide unpaid leave (Bahamas and the United States) and
four provide paid leave: Canada, El Salvador, Nicaragua and Peru (12 per cent).

Even in Europe and Central Asia, where leave for adult and older family members
is more widespread, there are large differences between countries regarding the dur-
ation and financial compensation of leave.” Several countries establish a distinction
between short-term and long-term care leave. Data for Europe and North America
show that, in 2009, short-term care leave ranged from five days paid in Austria and
Ireland to 36 days in Italy. While in many countries the leave is paid, other countries
grant statutory unpaid leave (for instance, Cyprus, Germany and the United Kingdom)
or only provide regulation through collective (for instance, Canada, Denmark, Finland,
Iceland and Switzerland) or individual agreements (for instance, Latvia and the Russian
Federation).
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Long-term care leave is typically used for dealing with care and support needs over a
longer period of time: between a few weeks and up to three years. The most generous
regulation is found in Italy where carers may receive full earnings replacement (but up
to a ceiling) for a period of 24 months maximum in case a family member is in serious
need of support. However, leave may also be unpaid, as is the case in the Netherlands,
paid at lower replacement rates (for example, 70 per cent of the unemployment allow-
ance in Finland) or as a lump sum, as in Belgium, where employees are paid about
€740 per month if they take “palliative care leave” (up to 12 months) or “medical
assistance leave” (between one and three months).™

A six-country comparison of Austria, Canada, France, Germany, Netherlands and Italy
found that women accounted for at least 60 per cent of leave beneficiaries, due to the
continuing traditional gender roles and the resulting pay gap, typically leading to a larger
reduction of the family’s income if men take care leave.” Further obstacles to men’s (and
women’s) uptake of such leave lie in societal or psychological factors. Thus, men often
do not dare to ask for leave, for fear of stigmatization in the workplace or other forms
of career disadvantage. Many countries aim to keep workers with caring responsibilities
attached to the labour market. This is a challenge, even in countries where leave for sick
or older family members is firmly established, such as Japan. The number of workers
who quit their jobs in Japan is particularly high among those with care responsibilities.
Uptake of the three-month paid leave available through Family Care Leave was only
about 3.2 per cent in 2012.7 Consequently, from 2017, the leave scheme was partly
redesigned: benefit rates were increased from 40 to 67 per cent of previous earnings;
workers are now able to split the three-month leave into segments; they can take leave in
half-day units; and they can be exempted from overtime work.”’

3.3.2. Care services

Key concepts related to ECCE services

Early childhood care and education (ECCE) services are services and programmes that
support children’s survival, growth, development and learning — including health, nu-
trition and hygiene, as well as cognitive, social, emotional and physical development —
from birth to entry into primary school.” ECCE programmes introduce young children
to organized instruction outside the family context; they have an intentional education
component and aim to prepare children for entry into primary education.” Target 4.2 of
Sustainable Development Goal 4 aims to: “By 2030, ensure that all girls and boys have
access to quality early childhood development, care and pre-primary education so that
they are ready for primary education.”

According to the UNESCO International Standard Classification of Education (ISCED),*
there are two categories of programmes: early childhood educational development
(ECED) programmes are designed for children in the age range 0-2 years (ISCED 01),
and pre-primary education programmes are designed for children from three years of
age to the start of primary education (ISCED 02). In order to be recognized as ISCED,
ECCE programmes must fulfil a set of criteria, such as having adequate intentional edu-
cational or pedagogical properties, being delivered by qualified staff members, taking
place in an institutionalized setting and meeting the minimum set number of daily and
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yearly opening hours. In many countries, further ECCE arrangements exist but have not
yet been recognized as fulfilling these criteria and are therefore not captured in UNESCO
data on enrolment; this limits the reliability of these indicators. Only for high-income
countries is it possible to also account for enrolment in other registered ECCE settings.®!

Services available to parents can be either regular centre-based ECCE or licensed home-
based ECCE. Home-based ECCE services usually take place at the provider’s home and
are most prevalent for children under the age of three.®” The minimum requirements de-
fined for licensed home-based ECCE services vary widely across countries, from health
and safety checks (initial or annual), to registration with requirements for staff and cur-
riculum standards, annual pedagogical inspection, in-training requirements, and peda-
gogical supervision regularly ensured by an accredited supervisory body. Registered
home-based care providers are recruited, supported and, in some cases, employed, by
a public authority or publicly funded private organization. In some countries, such as
France, home-based ECCE providers are employed directly by parents (“assistant(e)s
maternel(le)s”).

Licensed or formalized drop-in ECCE centres often receive children across the entire
ECCE age bracket and often complement other forms of childcare, sometimes outside
the opening hours of other centre-based ECCE settings such as nursery schools.®

ECCE services across the globe
Universality

Coverage of ECCE services is usually assessed using enrolment rates of children in
ECCE programmes.* Data suggest that the principle of universality is far from being
reached in most parts of the world, though there are large regional and country differ-
ences (see also Chapter 4).2 ILO estimates based on UNESCO data on student enrol-
ment show that gross enrolment rates for the youngest children (under three years of age)
in ECED programmes ranged from a little over zero to 85 per cent (data available for
87 countries, see figure 3.11). Gross enrolment rates correspond to the number of stu-
dents enrolled in a given level of education, regardless of age, expressed as a percentage
of the official school-age population corresponding to the same level of education. The
average gross enrolment rate was 18.3 per cent in 2015 (or latest available data since
2010).% The majority of countries (53 countries) had gross enrolment rates under 20 per
cent. Twenty-four countries had rates between 20 and 49 per cent and only ten coun-
tries had enrolment rates of 50 per cent or above. These were Belgium, Cuba, Denmark,
France, Greece, Republic of Korea, Luxembourg, Malta, Netherlands and Norway.

Attendance in pre-primary school is substantially higher: on average, the gross enrol-
ment ratio is 57.0 per cent (based on 2015 or latest available year since 2010; data avail-
able for 164 countries). According to UNESCO, pre-primary enrolment increased by 64
per cent from 1999 to 2012, to reach nearly 184 million children worldwide.®” However,
large numbers of children continue to miss out, and many countries are still far from
ensuring children’s access to ECCE, as set out in SDG Goal 4.2 (see figure 3.12). Only
25 per cent of countries (41 out of 164) had attained universal coverage in 2015.%® In
low-income countries, the average pre-primary gross enrolment rate was as low as 23
per cent, and in middle-income countries it was 56 per cent. In high-income countries
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Figure 3.11. Gross enrolment rates in ECED programmes, 2015

71 50 per cent or more (10 countries) [ 10-19 per cent or more (19 countries)
B 40-49 per cent or more (6 countries) B 0-9 per cent or more (34 countries)

B 30-39 per cent or more (8 countries) B No data

W 20-29 per cent or more (10 countries)

Note: 87 countries.

Sources: ILO calculations based on UNESCO, 2018; UN, 2017c.

coverage rates were substantially higher, with an average of 87 per cent. The coun-
tries that fared better were mainly high-income countries, but exceptions include, for in-
stance, Ghana, where school fees at this level have been abolished and the existence and
benefits of child-friendly pre-primary programmes promoted through awareness-raising
campaigns.® This suggests that, beyond parents’ preferences for specific childcare solu-
tions, education policies and the availability and cost of services are key factors in ex-
plaining enrolment rates (see box 3.4 on preferences).

According to UNESCO, free and compulsory pre-primary education for at least one
year exists in only 38 out of 207 countries with available data.”® Where entitlements to
ECCE services exist, they mainly start when children reach the age of three years and
often provide only part-time enrolment. However, in order to support mothers’
continued labour market participation, it is of paramount importance that full-time enrol-
ment is made available and that the gap period between the end of paid leave entitlements
and the statutory starting age of ECCE services is reduced (see box 3.3).
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Figure 3.12. Gross enrolment rates for pre-primary programmes, 2015

100 per cent or more (17 countries) M 31-45 per cent (18 countries)
B 90-100 per cent (24 countries) B 16-30 per cent (22 countries)
B 76-90 per cent (25 countries) B 0-15 per cent (19 countries)

B 61-75 per cent (20 countries) No data
46-60 per cent (19 countries)

Note: Gross enrolment rates can exceed 100 per cent due to the inclusion of over-aged and under-aged students because of early or late entrants and grade repetition.

Source: ILO calculations based on UNESCO, 2018.

Another important dimension of ECCE services’ quality is their degree of inclusiveness
and whether access is universal for all children, including those with disabilities. Global
estimates suggest that there are about 93 million children under 15 living with a mod-
erate or severe disability, the majority (80 per cent) living in developing countries® and
in poor families.” There is a lack of relevant teacher training within ECCE services, as
well as a lack of assistive technology supporting children’s development and support to
access these services, especially in developing countries.” Yet early childhood is a cru-
cial time for identifying development issues and disabilities and to access interventions
which can help children reach their full potential.®* If children and their families are not
provided with early interventions, support and protection, their difficulties can become
more severe — often leading to lifetime consequences, increased poverty and exclusion.
Some high-income countries are implementing inclusive education for all children, for
instance Finland, which has a holistic approach. Italy and the United Kingdom are two
other examples where teaching assistants and support teachers are hired to improve the
learning experience of children with special needs in mainstream classes.”> Several mid-
dle-income countries are also implementing programmes within mainstream education
institutions; these include India and Viet Nam, as well as sub-Saharan African countries
such as Ethiopia, Malawi, Rwanda and the United Republic of Tanzania.”
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Box 3.3. Aligning leave and ECGE services entitlements: Examples from Nordic countries

The International Network on Leave Policies and Research reviewed the state of leave policies and entitlements to
ECCE services in 2017 in 42 mainly high-income countries. Results show that 25 countries guarantee effective access
to ECCE services, but that in the large majority (18 countries) access starts only from three years of age. Gap periods
between the end of well-paid (at two-thirds of previous earnings) statutory leave and the start of ECCE entitlements
range between one and five years.

In fact, only six countries — mainly Nordic — ensure that there is no gap period, that policies are aligned and that ECCE
services can be effectively accessed. In Denmark, well-paid leave lasts almost until the child’s first year and ECCE en-
tittement already starts when the child is six months old. In Norway and Sweden, there is an overlap of one month
between the end of well-paid leave (13 months) and children’s entitlement to ECCE (12 months). Similarly, in Finland
and Slovenia, ECCE entitlement starts from the end of parental leave, which ends at around one year. In Malta, entitle-
ment to ECCE starts at three months of age, when well-paid leave ends. However, it is reserved for children whose
parents are in full-time employment or education.

The development of coherent and well-articulated policies in these countries was fostered by the adoption of
integrated ECCE systems, namely, the integration of ECCE services for children under and over three years, under
the responsibility of one ministry. Increased attention to ECCE services for the youngest children under three led to
a greater awareness of the need to align these services with leave policies. This was made possible by extending
ECCE entitlement downwards in age to match the end of the leave period. Taking Sweden as a case study example,
Moss (2012) concludes that the holistic approach to ECCE and leave policies in this country was made possible by a
conjunction of factors, including the importance of the values of universalism and equality which prevailed in Sweden’s
social-democratic welfare regime, and which justified spending in this field; a commitment to gender equality as well
as to children’s rights in both policy areas; and a continuity of government over long periods, which ensured that the
relationship between leave and ECCE policies was maintained.

Sources: Blum, Koslowski and Moss, 2017; Moss, 2012.

Box 3.4. Preferences regarding childcare vary between regions and among social groups

Data from the International Social Survey Programme representing 62 per cent of the world population® provides
insights into individuals’ preferences regarding who they think should primarily provide and pay for childcare after the
end of leave policies and before the start of primary school.* Fifty-one per cent favour support from non-family actors
(mainly from the State, but also market or not-for-profit actors) in order to pay or provide childcare for pre-schoolaged
children, while 39 per cent consider it to be the exclusive role of the family (figure 3.13, left). Among the 51 per cent
who prefer some extra-family support, about 22 per cent consider that childcare should be provided and paid for by
non-family actors; there is a relatively equal split between those who consider that the family should provide childcare,
but that other actors should support carers financially, and those who consider that childcare should be provided by
non-family actors, but paid for by families themselves (figure 3.13, right).
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Figure 3.13. Childcare preferences, 2011-14 (percentages)
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provide and finance
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Note: Age group: 15 and older. 41 countries; see endnote 97 for the full list of countries.

Source: ILO calculations, based on data from International Social Survey Programme: Family and Changing Gender Roles IV — ISSP 2012.

There are significant regional differences in attitudinal preferences. The idea that the family alone should provide
and finance childcare is more marked in South Africa (60 per cent), Eastern Asia and in Australia and the Philippines
(South-Eastern Asia) (57 per cent). It is the lowest in Northern, Southern and Western European countries (23 per cent),
where families currently rely more extensively on childcare services and where the highest ECCE enrolment rates are
recorded compared with other regions.*

Further distinctions can be observed among social groups. Single working parents and working parents in dual-
earner households — who typically rely on childcare services — are proportionately more likely than others to favour
extra-family support for childcare (respectively 56 and 57 per cent). Differences according to education and status
in employment probably reflect the distinct opportunity costs of forgoing paid work. People with a secondary degree
(51 per cent) or tertiary degree (59 per cent) are more likely to prefer extra-family support compared with primary
degree-holders (39 per cent). About 55 per cent of respondents currently employed favour extra-family support for
childcare, while only 38 per cent of those outside the labour force do so. Only small differences are observed according
to sex; women are slightly more likely to prefer some extra-family support for childcare than men (respectively 52 and
50 per cent).

Sources: UNESCO, 2015b; International Social Survey Programme: Family and Changing Gender Roles IV — ISSP 2012.

Role of the State

The deficit of accessibility to ECCE services disadvantages children in low- and mid-
dle-income countries — especially in Africa, Central Asia and Arab States — as well as
those living in rural areas and in poor households. Gaps in attendance rates to early child-
hood education programmes in urban and rural areas are also very large; they exceed
35 percentage points in Tunisia and in Lao People’s Democratic Republic.'® Access to
free and/or publicly subsidized programmes is still scarce. In 2015, only 33 per cent of
countries legally stipulated at least one year of free early childhood education, 21 per cent
one year of compulsory early childhood education and 17 per cent both.'”" Accessibility
to childcare services therefore varies largely by wealth, as many families have to pay
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pre-school fees. According to the latest 2017 UNESCO global education monitoring re-
port, in 2010-15 “the richest 3- to 4-year olds were five times as likely to attend organ-
ized learning as the poorest” across 52 low- and middle-income countries.'®?

ECCE services may be public or private institutions. Private institutions typically are
controlled and managed, whether for profit or not, by non-governmental organizations,
religious bodies, special interest groups, foundations or business enterprises,'® and may
or may not receive state subsidies. These institutions and the childcare programmes they
provide vary in their degree of institutionalization, especially in low- and middle-income
countries, where ECCE services often take place in settings as diverse as community
centres, local churches or facilities attached to schools.'* The deficit of state responsi-
bility and investment in ECCE services is reflected in the high enrolment rate in private
institutions at the pre-primary level (41 per cent globally in 2015).!% This is much higher
than in primary (17 per cent) and secondary (26 per cent) education, due to lower public
investment in early childhood. Data on government expenditure in pre-primary educa-
tion in 70 countries shows that in 2014, investment was highest (between 1 and 1.5 per
cent) in Ecuador, the Republic of Moldova and Sweden, and lowest (close to O per cent)
in the Islamic Republic of Iran, Mali and South Sudan (see section 3.2.5).1%

Regional estimates show that enrolment in private institutions is particularly high in
the Arab States and Asian countries, on average up to 45 and 55 per cent, respectively.
When both provision and funding are left up to the non-state sector, as in Ethiopia, Sierra
Leone and several Arab States, pre-primary education tends to reach only the more ad-
vantaged urban populations. Data for high-income countries suggest that proportions of
children enrolled in private ECED programmes are even higher than those in pre-prima-
ry education, and exceed 50 per cent in two-thirds of countries.!"’

Another important aspect of ECCE services is the extent to which they include feed-
ing programmes and provide meals to children. Such services have positive effects
on children’s health, both short term, by delivering nutritionally balanced menus, and
long term, by influencing dietary habits and preventing obesity.!”® In addition, they pro-
vide parents (mainly mothers) with more time to engage in income-generating activities
without any interruption at lunch time. According to the World Food Programme, about
368 million students in pre-primary, primary and secondary education receive food
through schools (based on 169 countries with available data).'” In low-income and lower
middle-income countries, however, programmes are generally available only in certain
geographical areas chosen according to vulnerability factors. While 49 per cent of
primary-school children receive free meals in middle-income countries, only 18 per cent
do so in low-income countries.''” It is likely that this discrepancy also applies to the
pre-primary level, even though data are not available. School canteens can substantially
improve children’s food security, especially in rural settings, and should be a fundamental
part of social protection floors, as suggested by a recent study in Togo.!!!

Governance in ECCE systems can be split or integrated. In split systems, found for in-
stance in France, Japan, Turkey and the United States, policies for ECED (focus on care)
and for pre-primary programmes (focus on early education) have developed separately
and fall under the responsibility of different authorities, usually the Ministry of Social
Affairs and the Ministry of Education, respectively.!'? In integrated systems (Australia,
Brazil, Denmark and Sweden, for example), responsibilities for ECCE services are under
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one authority which regulates curriculum, standards and/or financing. Research sug-
gests that integrated systems are associated with better ECCE quality, enhanced univer-
sal entitlement, more affordable access, better qualified staff and smoother transitions for
children.'"

Varying quality of ECCE services

Good-quality education can reduce social inequalities by ensuring that all children
begin formal schooling on an equal basis.!'* There is no globally agreed definition or
measurement tool of quality early childhood education, and people may have different
perceptions of what are quality services (see box 3.5).'"" Yet teaching staff are gener-
ally considered as being a key determinant for the quality of education and classroom
interactions.''® Teaching quality is very much linked to the training, qualifications and
working conditions of ECCE staff (see Chapter 4). Another important factor is the chil-
dren—teacher ratio per classroom. A low ratio typically allows teachers to focus more
on the needs of individual students, and reduces the time needed to deal with disruptions.
The global estimate of the children—teacher ratio in pre-primary education was 17.8 in
2015, with large disparities between low-income countries (28.3 on average), middle-
income countries (18.7) and high-income countries (13.6).!'” The largest ratios are typ-
ical of sub-Saharan African countries, with an average of 30 children per teacher, but
with considerable variation, ranging from 17 in Lesotho up to 42 in Malawi and 53 in
Liberia. Differences also exist within countries, for instance between rural and urban
regions, and also between public and private settings. UNESCO also highlights the lack
of standards related to children—teacher ratios and insufficient enforcement in many
low- and middle-income countries.!!®

Box 3.5. People’s perceptions of EGCE services in Europe are related to women’s employment rates

People have varying perceptions of the quality of ECCE services. The European Quality of Life Survey, conducted in
34 European countries in 2011-12, asked residents aged 18 or older how they rated the quality of childcare services
in their country, on a scale from 1 (very poor quality) to 10 (very high quality). Country averages ranged from about 5 in
Bulgaria, Kosovo, Poland and Romania to slightly over 7 in Austria, Cyprus, Denmark, Finland, Iceland, Luxembourg,
Malta and Sweden.

Eurofound’s analysis showed that better childcare access was positively associated with individuals’ perceived qual-
ity of services. Access to childcare was assessed, taking into account the cost of services, their availability, access
(distance or opening hours) and the quality of care as perceived among service users. Eurofound also noted a positive
correlation between women’s employment and the perceived accessibility of childcare. This suggests that countries
with high employment rates for women are those where people face fewer difficulties when using childcare services. It
also points to the fact that good quality and access to such services enable women to work for pay. This was especially
noted in Nordic countries (Demark, Finland and Sweden) and in a few Western European countries (Austria, Germany
and Netherlands).

Source: Eurofound, 2013.
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There are no global estimates for children—teacher ratios in ECED programmes, but
these are typically lower than in pre-primary ones, since children aged under three years
require more attention and care. Available data for 14 high-income countries show that
in 2014 the average children—teacher ratio was nine, ranging from four in New Zealand
to 16 in the United Kingdom.'"” Available data for a few low- and middle-income coun-
tries suggest there is large variation and in many cases insufficient supervision. An I[LO
report states children—teacher ratios ranging from four in Barbados and Trinidad and
Tobago to 25 in the Philippines and 30 in Pakistan.'*

Variation between countries and programmes also exists on the type of delivery, name-
ly the mix of part-time (fewer than 30 hours per week) and full-time (over 30 hours per
week) provision. The availability of full-day ECCE services is a crucial factor allowing
parents of young children to take up near full-time employment and secure higher earn-
ings.!?! Comparable data are, however, only available for high-income countries, with an
average attendance of 30 hours per week in 2014.'%

Key concepts related to long-term care services

Long-term care refers to the provision of services for persons of all ages who have
long-term functional dependency. Dependency creates the need for services designed to
compensate for limited capacity to carry out activities of daily living such as bathing,
dressing and getting in and out of bed, over a prolonged period of time.!** Dependency
also results in difficulties in accessing health care and maintaining a healthy lifestyle to
prevent deterioration in health and functional status, creating additional emotional needs
and strains which must be addressed.

A country’s long-term care system refers to all caregivers and settings where long-term
care may be provided. Unpaid care work by family and friends is the most important
source of care for people with long-term care needs.'* In addition, many countries have
implemented public risk-coverage systems of long-term care services, which are provid-
ed by nurses as well as non-health professionals,'* including domestic workers (“per-
sonal assistants”).'* Care recipients are older persons as well as children and adults with
disabilities.

Disability is a complex, dynamic and multidimensional concept, with both a medical
and a social component. It is an umbrella term for impairments, activity limitations and
participation restrictions, referring to the various barriers that may result from the inter-
action between an individual with long-term impairments (physical, mental, intellectual
or sensory) and that individual’s contextual factors (environmental and personal).'*’

Long-term care services can be provided in community-based or in institutional residen-
tial settings. Community-based care refers to all forms of care that do not require older
persons or persons with disabilities to reside permanently in an institutional care set-
ting; they include in-home care,'”® community and day centres.'?” Institutional residen-
tial care refers to institutionalized care delivered in assisted-living facilities and nursing
homes. Respite care provides short-term care in order to relieve unpaid carers. It can
occur in people’s homes as well as in community and day centres or residential facilities.
As set out in the UN Convention on the Rights of Persons with Disabilities, it is crucial
that persons with disabilities have a choice and can access different types of services,
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including personal assistance, in order to support their living and inclusion in the
community and prevent isolation and segregation.'®

Long-term care services may be provided by public or private (not-for-profit or for-prof-
it) organizations, with services varying from alarm systems to 24-hour, seven-days-per-
week personal care. Service users may be required to pay a share of the cost for the use
of such provisions. Policies such as cash transfers for individuals to purchase long-term
care services are covered under the “social protection benefits” section of care policies
(section 3.3.3).

Universality

The growth in the older population (see Chapter 1) points to the major role that long-
term care will play in future care policies (see also Chapter 5). Despite its increasing
importance, there is already a crucial lack of accessibility to long-term care services
globally, and the principle of universality has become a reality only for a minority. A
study of 46 countries representative of all global regions shows that in 2015 only nine
(high-income) countries had enshrined the right to receive long-term care protection in
national legislation."' Of the rest of the countries reviewed, 23 had very high deficits,
providing means-tested schemes only, and 14 had a 100 per cent deficit. As a result,
48 per cent of the population among these 46 countries had no social long-term care
protection at all, and 46 per cent were largely excluded from coverage. Since women
have a longer life expectancy than men, such shortcomings have crucial implications for
gender inequalities and women’s well-being and denote a lack of gender-responsiveness
of long-term care policies.

Role of the State

The role of the State in taking responsibility for long-term care services is much less
prominent globally, and in some cases non-existent, compared with leave and childcare
policies. Public expenditure on long-term care was on average less than 1 per cent of
GDP for the years 2006—-10 among the 46 countries in the above study. With a few ex-
ceptions, most African, Latin American and Asian countries spent nothing on long-term
care. In Asia, the Republic of Korea stands out as a country with public expenditure sim-
ilar to the most generous European countries, namely Denmark, Iceland, Luxembourg,
Netherlands and Norway. In 2015, the average long-term care expenditure in 15 high-in-
come countries was 1.7 per cent of GDP.'*? Thus, in only a few countries does the State
take a leading role in funding long-term care services. This results in great inequality
of access and in large personal expenditure, which can lead households into poverty.
Access and affordability of services varies according to health systems and whether
long-term care is part of a universal health-care system or not. ILO estimates in selected
high-income countries show that personal expenditure on long-term care ranged from
3.5 per cent of household incomes in Luxembourg to 22.9 per cent in Israel in 2015.'%

In 17 high-income countries with available data (year 2016 or most recent available), a
majority of long-term care recipients receive community-based long-term care services,
rather than institutional care. This is the case both for older recipients aged 65 or over,
and long-term care recipients of all ages. Taking a simple average in these countries, 9 per
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Figure 3.14. Long-term care recipients by type of service and by age, latest year
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B Aged 65+ receiving community-based long-term care (including in-home)
B Aged 65+ receiving long-term care in institutions

® All ages receiving community-based long-term care (including in-home)

® All ages receiving long-term care in institutions

Note: 17 high-income countries.

Source: ILO calculations, based on OECD Statistics data for 2016 or most recent year.

cent of people aged 65 or over receive long-term care through community-based services
(including in-home services) and about 4 per cent in institutions (see figure 3.14). In
low- and middle-income countries, long-term care is often provided through non-profit
organizations and community-based programmes and care services, sometimes as part
of public works programmes, as in South Africa for example.'**

The lack of adequate long-term care protection is largely based on the assumption that
family members — mainly daughters, daughters-in-law or female spouses — will provide
care services for free, even though attitudinal data suggest that a majority of people
would prefer some extra-family support (see box 3.6). Indeed, as shown in Chapter 2,
the majority of unpaid care work for frail older persons is provided by women living in
the same household. This situation often implies that carers forgo employment and in-
come opportunities or shoulder intensive physical and emotional care work, sometimes
at the expense of their own well-being and health.'* One way in which unpaid carers
can be relieved is through respite care, which allows them to take a break from their car-
ing duties, reduces the risk of burnout and improves their chances of maintaining good
mental health. However, the availability of respite care is low, even in countries with a
relatively high provision of long-term care services.'*
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Box 3.6. People expect extra-family support for everyday domestic help to frail older persons

Frail older persons frequently require everyday domestic help, for instance with grocery shopping, cleaning the house
and doing the laundry. ISSP 2012 survey data for 41 high- and middle-income countries'®” representing 62 per cent
of the world population provide insights into peoples’ preferences regarding who they think should primarily provide
and pay for this help."® The data show that 34 per cent (36 per cent of men and 32 per cent of women) consider that
the family should primarily provide and pay for older persons’ domestic help, while 56 per cent expect extra-family
support from the State, or not-for-profit or private providers (figure 3.15). Of these 56 per cent, about 31 per cent,
consider that it is primarily the role of public or private actors to provide and finance domestic care work; 18 per
cent consider that the family should provide care while receiving state or government benefits for this work; and
6 per cent think that the family should pay for publicly or privately provided domestic services.

Figure 3.15. Domestic help provision for older persons, preferences 2011-14 (percentages)

World 56 34 11
Northern America 42 37 22
Eastern Asia 42 53 5
South-Eastern Asia and the Pacific 45 42 14
Southern Asia 46 37 17
Latin America and the Caribbean 51 46 4
Eastern Europe 53 40 8
Sub-Saharan Africa 55 42 4
Northern, Southern and Western Europe [ 22 13
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B Preference for support from extra-family actors (State, not-for-profit or private providers)
to provide older persons domestic help and/or to finance it

B Preference for the family to provide older persons domestic help and to finance it
B Don’t know/no answer

Note: Age group: 15 and older. 41 countries; see endnote 137 for the full list of countries.

Source: ILO calculations based on data from International Social Survey Programme: Family and Changing Gender Roles IV — ISSP 2012.

There are significant regional differences in attitudinal preferences. For example, in Northern, Southern and Western
Europe a majority (65 per cent on average) prefer extra-family support for older persons’ domestic help, which to some
extent reflects higher public investments in long-term care compared with other regions.’® A similar pattern is observed
in Israel and Turkey (70 per cent on average favour extra-family support), even though these countries have a strong
family-care tradition.'*® And in Eastern Asian countries, where a strong sense of intergenerational solidarity prevails,'*!
a majority (53 per cent on average) still primarily favours family responsibility. In some regions gender differences in
attitudes are also observed, women being more prone to favour extra-family support. For example, in India, 51 per
cent of women favour extra-family support for domestic care for older persons, compared with only 41 per cent of
men. In Northern America, 41 per cent of men prefer family responsibility, compared with only 33 per cent of women.
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Individuals’ socio-economic characteristics, including household type, education and age, also influence people’s at-
titudes. For example, respondents below 30 years are proportionately less likely than other age groups to prefer full
family responsibility for older persons’ domestic help and more likely to prefer extra-family support. Interestingly,
older respondents (65+ years) do not differ much from other age groups; they are as likely as respondents aged
3064 years to prefer family responsibility. This suggests that the old do not have especially high family-care
expectations and welcome external support.

Sources: International Social Survey Programme: Family and Changing Gender Roles IV — ISSP 2012; Colombo et al., 2011; WHO, 2015.

Quality of long-term care services

Owing to poor working conditions and regulations, the quality of long-term care ser-
vices is often low (see Chapter 4).'*> Some of the most pressing issues are the shortage
of qualified long-term care workers, in particular in low- and middle-income countries
(see Chapter 4),'** and the quality and type of care provided. Services provided may be
at odds with the aim of supporting the dignified living of older people and maintaining
their autonomy.'** Ageism, stereotypes and misconceptions about older people and
people with disabilities and their needs too often influence the quality of the care pro-
vided. For instance, abuse of older people has been estimated at around 10 per cent in the
general community (women and people with a disability facing the highest risks of
abuse), and the physical abuse of older people with dementia has been estimated to affect
up to 23 per cent of care recipients.'*> Another frequent problem lies in the lack of integra-
tion between long-term care and health care, both administratively and physically,
where services are provided. The strict separation of long-term care services and health
services can result in fragmented coverage, gaps in provision and inappropriate use of
acute health-care services.

Access to long-term services is also hampered by a lack of infrastructure in both devel-
oped and developing countries, especially in rural areas.'* Globally, publicly supported
in-home care services are even more restricted than institutional care. Extreme shortages
of long-term care facilities are observed in African countries, which are particularly af-
fected considering the high incidence of HIV and the related increase of long-term care
needs."*” Very limited availability exists in most countries of Asia and Latin America,
with the exception of Argentina, which has the most developed infrastructure of the re-
gion, but still only 2 per cent of older people have the possibility of living in nursing,
residential or adapted homes.

3.3.3. Social protection benefits related to care

Key concepts

Social protection is a human right.'*® It is defined as the set of policies and programmes
designed to reduce and prevent poverty and vulnerability throughout a person’s life.'*
SDG Target 1.3 calls for countries to implement nationally appropriate social protection
systems and measures for all and, by 2030, to achieve substantial coverage of “the poor
and vulnerable”. This commitment reaffirms the rights and principles of ILO Convention
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No. 102 on Social Security (Minimum Standards), which lays out the minimum standard
for the level of social security benefits and the conditions under which they are provid-
ed. SDG Target 1.3 also strengthens the ILO Social Protection Floors Recommendation,
2012 (No. 202), which sets out that member States should establish and maintain national
social protection floors within national social protection systems. As a nationally defined
set of basic social security guarantees, social protection floors secure protection aimed
at preventing or alleviating poverty, vulnerability and social exclusion. These guaran-
tees should ensure that all in need have life-long access to at least essential health care,
including maternity care, with basic income security for children and older persons, as
well as for persons of working age who are unable to earn sufficient income, particularly
in cases of sickness, unemployment, maternity and disability. Social protection systems
address all these policy areas through a mix of contributory schemes (social insurance)'>
and non-contributory’! tax-financed benefits, including social assistance.

Lack of social protection leaves people vulnerable to poverty, inequality and social ex-
clusion and constitutes a major obstacle to economic and social development. People
with care needs, such as people with disabilities or living with HIV, as well as those most
likely to have care-related contingencies, such as women, are the most exposed. Overall,
people who participate less in formal paid work — including indigenous peoples or other
ethnic minorities —receive less comprehensive and less generous social protection cover-
age and benefits (if any at all) than people covered by employment-related contributory
schemes. However, when designed with a transformative approach and according to the
core principles, social protection systems can address these shortcomings and reduce
inequalities based notably on gender, class, cast and ethnicity.!>

Social protection benefits related to care include social protection schemes that acknow-
ledge the care contingencies that occur in individuals’ lives, such as family care or the
upbringing of children. Therefore, they address these care contingencies by providing
transfers in cash or in kind to persons in need of care or to carers, in connection with the
costs of pregnancy, childbirth and adoption, bringing up of children and caring for other
family members.'** Social protection benefits may take the form of tax rebates and cash-
for-care transfers, as well as cash transfer programmes and public works programmes
with a specific care component, for instance, programmes supporting unpaid carers to
achieve permanence within or re-entry to the labour force. They also include the recog-
nition of care work in social protection schemes, such as in pension schemes.'**

Tax systems taking into account care contingencies
Universality

Social protection systems may support households with children or members in need
of long-term care through tax deductions.'” Through such measures, States provide a
financial incentive for carers, often women, to work for pay and to purchase care ser-
vices from public or private providers. World Bank data for 2018 on tax deductions for
childcare show that globally only a small minority of countries provide such financial
incentives — 32 out of 177 with available data (see figure 3.16).'* The majority of these
countries are located in Europe and Central Asia, where 15 out of 49 countries allow for
tax benefits on childcare expenses, and in the Americas, with 12 out of 31 countries with
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Figure 3.16. Tax systems which enable tax benefits on childcare payments, 2018
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such advantages. In Asia and the Pacific, only Bhutan, Republic of Korea, Malaysia,
New Zealand and Thailand provide such entitlements, while in Africa, Mauritius is the
only country with such a policy. No tax benefits for childcare expenses are provided in
the Arab States. However, this indicator does not take into account whether States have
other policies which contribute to lower childcare expenses or make such services avail-
able for free or at lower costs.

Gender-responsiveness

Beyond tax rebates, gender-responsiveness, or lack thereof, in the design of countries’
tax systems will have a considerable influence on the gender division of paid and unpaid
work, especially in developed economies. Married couples may be taxed jointly on their
earned incomes or individually. In the case of joint taxation, it may be that the lower-
income earner within the couple — usually the woman — is taxed at a higher rate than in an
individual system. This creates a disincentive for mothers’ labour market participation,
especially in contexts where childcare services are expensive. Individual tax systems are
more gender-responsive as they encourage both a more equal sharing of earnings across
different household members and equal labour market participation. In 2014, most high-
er-income countries had a separate income taxation of spouses and partners. Exceptions
included Estonia, France, Germany, Ireland, Luxembourg, Norway, Poland, Portugal,
Spain, Switzerland and the United States, even though some of them allowed couples to
choose between both systems.'s’
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Cash-for-care benefits
Universality

More than one-third (69 countries) of 186 countries surveyed by the ILO do not have any
child or family benefit embedded in national legislation. Among the 117 countries with
a child or family benefit scheme, 34 have statutory provisions covering only workers in
formal employment.'*® States may implement cash-for-care benefit systems, as a way to
recognize and compensate for the activities of unpaid carers, be they parents of small
children or providers of caring services to older family members.'* There are typical-
ly two variants of such benefits: to (help) purchase care services or to subsidize carers
directly.

The first variant of cash benefits corresponds to “money given to a qualified individual
user/consumer to purchase care directly or to purchase a service on behalf of the service
user”.'® For example, benefits and voucher systems are public cash transfers, which
provide an incentive for parents to work for pay and enable them to purchase public or
private childcare services or to hire domestic workers. These systems are found in di-
verse countries, including France, Belgium and Chile.'®' However, the amount of bene-
fits is often low compared with the cost of good-quality care. Low-income families may
tend to choose cheaper, poorer-quality care options, as was reported, for instance, in
some states in the US.'®> In France, The National Family Allowance Fund provides a
means-tested payment'®® for working parents to help offset the costs of home-based

childcare (mainly child-minders) for children up to six years.!®*

When it comes to care of older persons, the two variants of cash-for-care benefits also
exist, with a large variety of systems depending on country specificities and patterns of
development in the long-term care sector.'®> Long-term care benefits may be financed
through social insurance contributions or by general taxation.'® Both variants of cash-
for-care benefits may enable older people with long-term care needs to be cared for
by their close relatives, with carers being either paid by care recipients or by the state
directly. While these measures contribute to recognizing the unpaid care work provided
by relatives, here too the amount of social benefits is usually small and does not offset
the costs of unpaid or paid care.

Cash benefits may also be provided to replace a care service; in that case it is “money
given to supplement income, subsidize the cost of care, or to compensate for income for-
gone while on leave”.'”” Leave and related benefits paid to care for children, sick or older
family members are thus examples of such policies (see section 3.3.1). In addition, cash
transfers may be paid to parents regardless of employment history or uptake of leave (see
the case of Finland’s home care leave allowance in Chapter 6).

Similar cash-for-care systems may exist for people with disabilities. An ILO overview
of disability cash benefit schemes shows that out of 186 countries with available data,
170 had a statutory disability scheme providing periodic cash benefits anchored in na-
tional legislation.'® Global estimates of the effective coverage of persons with severe
disabilities receiving benefits was 27.8 per cent in 2015 (or latest available year), ranging
from just 9 per cent in Asia and the Pacific to above 90 per cent in Europe. However, a
large number of countries (103) provide disability benefits through contributory schemes
only, which implies that only employed adults can benefit and that disabled children
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are excluded. Also, many countries limit access to disability-related support and make
it conditional on a means test which often does not take into account disability-specif-
ic costs. These policies may discourage participation in employment and constitute a
poverty trap for many people living with disabilities.'® Yet research in Finland, Sweden
and the United Kingdom suggests that cash-for-care benefits can substantially improve
disabled people’s independent living, by enabling them to employ personal assistants.'”
Personal assistants are usually preferred over the social care sector, due to lower turnover
rate, more flexibility and a more rewarding relationship between the employer and the
worker.'”" Cash-for-care policies therefore have a transformative potential.

Gender-responsiveness

Some cash benefits have an explicit care rationale, as they are meant to provide a choice
to parents, or those with other family members in need of care, whether to use childcare
or other services or provide care themselves. While these measures recognize unpaid
care work, they often lack gender-responsiveness and provide inadequate benefits (often
flat rate), which do not replace full earnings when employment is temporarily or perman-
ently interrupted. Indeed, they are mainly used by mothers (often in low-income jobs or
with low educational attainment), with further negative consequences for their labour
market participation.'’

With respect to long-term care benefits, an OECD study comparing ten countries found
that, on a basis of 22 hours of unpaid care work provided to a relative with moderate
needs, carers would receive about half of the median average wage in France and in the
Netherlands, and up to 100 per cent in Canada (Nova Scotia).'” However, in Belgium,
Croatia, Czech Republic, Republic of Korea, Sweden and the United Kingdom, com-
pensation would be below 30 per cent of the median wage. Thus cash-for-care pol-
icies often only partially value the work of unpaid carers (mainly women) and lack
gender-responsiveness.

Conditional cash transfer programmes and public works programmes
with a care component

In low- and middle-income countries, an increasing number of anti-poverty programmes
have been implemented in the form of conditional cash transfer (CCT) and public works
programmes.'™ In 2014, such programmes had been adopted by 63 and 94 countries,
respectively. However, these programmes often lack gender-responsiveness and do not
necessarily take into account recipients’ care needs and obligations. A review of pro-
grammes in 53 low- and middle-income countries found that only 23 out of the 149 pol-
icies intended to recognize and redistribute women’s unpaid care work.'”

For instance, several CCT programmes require a set of conditions to be fulfilled in order
for the benefit to be provided, which often results in women’s increased time poverty
and reinforces a gendered division of unpaid care work within the household.!”® A study
comparing CCT programmes in Chile, Costa Rica and El Salvador found they did rea-
sonably well in terms of reducing income inequalities among the poorest households,
thanks to additional benefits and access to services. However, they did not challenge
gendered roles and did not improve women'’s access to paid work.'”” A study focusing
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on the CCT Prospera'” in Mexico revealed that most of the gender-related interventions
had focused on breaking the inter-generational cycle of poverty, particularly for disad-
vantaged girls, but had been weaker in promoting women’s economic empowerment due
notably to deficits in coordination with employment-related services, as well as with
childcare and other social services.'”

Public works programmes are government programmes offering employment opportun-
ities to certain categories of persons unable to find employment. They often combine
income support with skills development and employment and entrepreneurship opportun-
ities, as well as requirements such as school attendance and/or health measures for their
children. These programmes can also, if designed with a gender-responsive approach,
have positive impacts for women and address their care-related needs. They can, for in-
stance, promote women'’s participation through quotas, provide for childcare services on
work sites and allow flexible working hours, as well as guarantee maternity protection
to programme participants.'® One of the limitations of these programmes is their strong
focus on manual work, with respect to programmes which would invest in health and so-
cial services; although exceptions exist in South Africa, for example, with the Expanded
Public Works Programme. Such public works programmes are particularly transforma-
tive because in addition to providing employment they contribute to relieving unpaid
carers.'®!

3.3.4. Family-friendly working arrangements

Key concepts

Family-friendly working arrangements are a variation of an employee’s normal work-
ing pattern. They provide workers with the ability to adjust their hours of work, work
schedules and place of work in line with their individual circumstances and family sta-
tus. They include such arrangements as reduced working time, flexitime and part-time
(defined as work for pay or profit performed on a basis of less than 35 hours per week)
with equivalent terms and conditions such as full-time and pro-rata benefits, telework or
ICT-mobile work, as well as workplace arrangements. These arrangements are grounded
in ILO Convention No. 156 and its accompanying Recommendation No. 165 (see sec-
tion 3.1.2), as well as the Part-time Work Convention, 1994 (No. 175). Access and use of
family-friendly arrangements should not lead to disadvantageous terms and conditions
of employment.

While such arrangements can be relevant to all workers to harmonize work and personal
life commitments and preferences, they are particularly useful to workers with family
care responsibilities, as well as persons with disabilities.

Part-time work

Countries may grant employees the right to request access to part-time work under spe-
cific circumstances. Although a global picture is still lacking, an ILO report identified
21 countries in which workers raising young children, or with other care responsibili-
ties, were entitled to request a transfer to part-time work.'®> These included a few mid-
dle-income countries, such as Angola, Armenia, Cabo Verde, Kazakhstan and Mexico.
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States may also grant the right to request transfer to part-time work where workers have
health problems or disabilities; this is the case in Angola, Armenia, Denmark, Finland,
Lithuania and Portugal.'® In countries where part-time work is commonly available
(such as Australia and the United Kingdom), this form of work is also often used to care
for older parents, or seriously ill or disabled children or partners.'* However, this can
make it very difficult financially for the households to make ends meet. Mothers of ser-
iously ill or disabled children, working part-time, are “more likely than other mothers
to have low incomes, to be outside or on the margins of the labour market, and to face

difficult challenges in combining work and care”.'®

The incidence of shorter hours in employment and part-time work varies significantly
across the globe and overall is predominant among women and unpaid carers, especial-
ly mothers, in employment. While part-time work represents a family-friendly working
arrangement for many, for many others it is involuntary and may not address work-fam-
ily harmonization. Underemployment — where people are available and willing to work
more hours than they do — is especially high in Africa (14 per cent), compared with other
regions with available data (9 per cent in the Americas, 6 per cent in Asia and the Pacific,
as well as in Europe and Central Asia in 2010).'% In 2014 in the European Union, 30 per
cent of part-time workers (40 per cent of men and 26 per cent of women) declared that
they were working part-time because they had not found a full-time permanent job; for
21 per cent (4 per cent of men and 27 per cent of women) it was to look after children or
incapacitated adults; and for 4 per cent (6 per cent of men and 3 per cent of women) it
was because they were ill or disabled.'¥’

Part-time workers typically face a penalty compared with full-time workers in terms of
pay, job security, training and promotion.'®® They have a higher risk of poverty and are
less likely to have access to unemployment benefits or re-employment assistance if they
become unemployed.'® Part-time work is also more often associated with temporary
work, in which women are also generally over-represented.'*® It is therefore essential that
good-quality part-time work is promoted and normalized."' Convention No. 175 calls
for the adoption of the principle of equal treatment of part-time workers on a pro-rata
wages and benefits basis comparable to that accorded to full-time employees. Part-time
workers should also have access to training and development opportunities equal to
those with full-time contracts. The extension of the right to request part-time work and
the ability to convert to full-time are further essential instruments that ease re-entry into
the paid labour force for parents returning from maternity and parental leave, and help to
avoid the part-time trap in general.'”> Governments and companies should also establish
policies to expand part-time work arrangements to higher-skilled and higher-paid occu-
pations and actively promote the use of part-time arrangements by both men and women,
especially to encourage men to assume a greater share of unpaid care work and to enable
women to be more fully engaged in the labour force.

The right to reduced working time and flexitime

In recent years, some countries have recognized the negative impact of long working
hours on health and have introduced legislation to promote measures to limit over-
work.!”* While global estimates regarding access to reduced working hours and flexitime
are missing, it seems that these entitlements are mainly found in high-income countries.
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Figure 3.17. Working-time arrangements for employees in the European Union, 2015 (percentages)
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Source: Eurofound, 2017.

Data for 2017 show, for instance, that 20 countries out of 42 (mainly high-income) pro-
vide the right to request reduced hours for employed mothers who are breastfeeding and
for employed mothers (and often fathers) with childcare responsibilities.'** Ten countries
out of 42'% provide for the right to request flexitime, allowing the employee to choose
when to start and finish daily work.!*® Employers may only refuse if there is a clear busi-
ness case for doing so. Data from 35 European countries'’ suggest that approximately
24 per cent of employees have some flexibility over their schedule.'”® About 17 per cent
declare that they can adapt working hours with certain limits (flexitime), while 7 per
cent report that they can choose from fixed schedules determined by their employer.
Wide country differences exist, with employees in Central and Northern European coun-
tries being more likely to report having access to flexible working time than those in
Southern and Eastern European countries (see figure 3.17).

Available data suggest that there are deficits regarding rights to reduced working hours
and flexitime (as well as part-time work), especially in middle- and low-income coun-
tries, with a few exceptions, namely Angola, Armenia, Cabo Verde, Kazakhstan, Mexico
and the Russian Federation.'”
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Collective bargaining is an important instrument through which family-friendly work-
ing arrangements with quality terms and conditions of employment can be developed,
in conjunction with other regulatory means such as legislation and measures at com-
pany level.?® Results from a survey by the European Trade Union Confederation showed
that 49 per cent of unions had concluded agreements for improved work and family
balance, including agreements regulating working hours, flexitime and teleworking, as
well as rights of part-time workers and of long-term caregivers.””! And results from a
Eurofound-ILO report showed that national, sectoral or company-level social dialogue
had played a significant role in the regulation of telework in Belgium, Finland, Italy, the
Netherlands, Spain and Sweden.>®

Telework and ICT-mobile work

Increasing ICT access means that work may be performed away from employers’ prem-
ises. Telework and ICT-mobile work may represent further possibilities for an improved
harmonization of work and family responsibilities. Research suggests that telework,
especially regular home-based telework, has overall positive effects on work-life bal-
ance.”” It enables workers to reduce their commuting time and increase their auton-
omy in organizing their working time, based on their needs and preferences. However,
risks of overlapping work and family time and of unpaid overtime also exist, especially
among workers doing highly mobile or highly intensive telework and ICT-mobile work.

Among the 28 European Union countries, an average of 17 per cent of employees were
reported to be in one of the three types of telework and ICT-mobile work situations:
regular home-based, occasional and highly mobile.?* In Denmark, the Netherlands and
Sweden, this applied to 30 per cent or more of employees. In most countries, occasion-
al telework is more widespread than the other forms of telework and ICT-mobile work.
Japan and the United States are also among the countries with a relatively high incidence
of telework and ICT-mobile work, at 20 and 16 per cent respectively. In India, 19 per
cent of the employed population in the non-agricultural formal economy are teleworkers
and ICT-mobile workers, but since only 14—16 per cent of the total Indian economy is
formal, this represents only a small proportion of workers.

Using telework and ICT-mobile work arrangements should not constitute an obstacle
to workers’ career progression, and they should benefit from the same rights as other
employees.””> The 2002 European Framework Agreement on Telework provides broad
guidelines for telework arrangements in private companies and other organizations. It
notably guarantees equal rights and employment conditions between teleworkers and
ICT-mobile workers and workers at the employer’s premises, the protection of telework-
ers’ occupational health and safety, and their access to training and career development.
The ILO Home Work Convention, 1996 (No. 177), is also an important instrument which
aims to improve the situation of homeworkers and to promote equality of treatment, but
is only ratified by ten countries. Country initiatives to promote telework and ICT-mobile
work exist, for instance, in Japan with the Guidelines for appropriate adoption and exe-
cution of telecommuting with ICT equipment, and in the United States with the Telework
Enhancement Act of 2010.2° This Act is applicable to all US federal government em-
ployees, making it the largest teleworking programme in the world.
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Workplace accommodation for people with disabilities

Workplace accommodation plays a crucial role for people with disabilities; it can en-
able labour force participation or prolong it after the onset of a health condition or dis-
ability. People living with HIV may also benefit from such workplace adjustments.>”” A
study in three US states (Mississippi, New Jersey and Ohio) found that at least one-third
of nonworking people with disabilities experienced employment barriers, such as lack of
transportation and an inaccessible workplace, which could be addressed by workplace
accommodation.’® The study also concluded that there was a positive correlation be-
tween receiving certain types of workplace accommodation (for instance, help with trans-
portation, flexible work schedules or a personal care attendant) and being employed.?”

Government incentives for employers to provide such accommodation may exist in dif-
ferent forms: tax incentives offered to employers, especially smaller ones; advice for
companies and funding for employment-related accommodation; or support and funding
of workplace modifications.?"° Multinational companies across the globe increasingly
tend to consider disability inclusion as part of their corporate social responsibilities and
also recognize the business case in doing so.?!! However, there is a need for such inclu-
sive policies to also be implemented in small and medium-sized companies.

3.3.5. Gare-related infrastructure

Key concepts

Care-related infrastructure reduces the workload related to the household and family
care, typically borne by women and girls, involving tasks such as obtaining water and
procuring energy. Access to sanitation is also reviewed here, as part of the basic neces-
sary infrastructure.

SDG 5.4 lists the provision of infrastructure among the measures to recognize and value
unpaid care and domestic work. Other SDGs highlight their importance. SDG 1 aims
to “End poverty in all its forms everywhere” and includes a target for universal access
to basic services, with a particular focus on “the poor and the vulnerable” (1.4). Basic
drinking water services include drinking water from an improved source such as piped
water, boreholes or tube wells, protected dug wells, protected springs, and packaged or
delivered water, provided collection time is not more than 30 minutes for a round trip,
including queuing. Basic sanitation services correspond to improved facilities such as
flush/pour-flush to piped sewer systems, septic tanks or pit latrines, ventilated improved
pit latrines, compositing toilets or pit latrines with slabs that are not shared with other
households.

SDG 6 aims to “ensure availability and sustainable management of water and sanitation
for all”, and to achieve universal and equitable access to safely managed water and sani-
tation services for all by 2030 (6.1 and 6.2). Safely managed drinking services comprise
drinking water from an improved water source that is located on the premises, available
when needed and free from faecal and priority chemical contamination. Safely managed
sanitation services are improved facilities that are not shared with other households and
where the excreta are emptied and treated offsite or treated and disposed of in situ or
transported through a sewer with wastewater and treated offsite.

154



- I I CHAPTER 3. CARE POLICIES AND UNPAID CARE WORK

Gare-related infrastructure
Universality

Dramatic regional differences exist in the access to electricity, as well as to basic water
and sanitation services. World development indicators show that Northern America and
Europe and Central Asia have the lowest rates of access deficit, followed closely by the
Middle East and North Africa, as well as Latin America and the Caribbean — except for
sanitation facilities, where access deficits are higher (17 per cent of the population did
not have access to improved sanitation in 2014) (see figure 3.18). This is also the case in
Eastern Asia and the Pacific countries, which fare relatively well, except with respect to
sanitation (23 per cent of the population without access). In Southern Asia, this propor-
tion increases sharply to 55 per cent and electricity access deficit rises to 20 per cent. The
largest deficits are clearly found in sub-Saharan Africa, where 32 per cent live without
access to improved water sources, 63 per cent without electricity and 70 per cent without
improved sanitation facilities.

Differences in coverage are also very much influenced by levels of household wealth,
with the greatest disparities concerning access to basic sanitation.?!* In addition, clear
disparities in access to basic infrastructure exist between people living in rural and
urban regions, even if minor improvements in rural areas were recorded, for instance, in
sub-Saharan Africa between 1990 and 2010.%"

Figure 3.18. Population without access to basic infrastructures by world region, 2014-15
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When it comes to universal and equitable access to safely managed water and sanita-
tion services, as defined in SDG 6, gaps are even greater, especially for people living in
rural areas.”'* In 2015, in 96 countries with available data representing four regions of
the world, it was estimated that 85 per cent of the urban population had access to safely
managed drinking water, compared with 55 per cent of the rural population. Safely man-
aged sanitation services were accessible to only 43 per cent of the urban population and
35 per cent of rural.

Consequences of access deficits to care-related infrastructures

The lack of basic sanitation and water supply has detrimental effects on an individual’s
health. Diarrhoea and acute respiratory infections are the two main causes of child mor-
tality, and can be significantly reduced by hand-washing.?!* People living with HIV can
stay healthy and productive for a longer period if they have access to toilets and hygiene.
Since women and girls are mainly in charge of unpaid care work (see Chapter 2), better
water supply and sanitation can improve their living situation substantially and can re-
duce harassment and risks of rape linked to open defecation and collection of water and
firewood far from villages. People with disabilities are also particularly vulnerable to the
lack of toilets and to the long distance required to cover to reach common services.*'®

The lack of access to electricity also contributes to poor outcomes in health, education
and labour. Electrification and improved quality of electricity services can lead to wel-
fare gains, especially for poor households, girls and women. A review of 50 studies on
the effects of electrification, conducted in Africa, the Americas and Asia, found a 7 per
cent average increase in children’s school enrolment, with a greater impact for girls than
for boys.?'” Average increases of 15 per cent in women’s labour market participation and
30 per cent in household incomes were also noted. Access to electricity frees up time,
which allows women to engage in income-related activities. A study in the Democratic
Republic of Congo found that women with traditional stoves worked as much as 52 hours
per week more than would be necessary with fuel-efficient stoves.?'® Positive health out-
comes are linked to the reduced consumption of low-quality, dirty fuels for lighting, such
as kerosene or candles. These improvements benefit women and children in particular,
since they spend more time inside the dwelling than other household members.

Due to poor access to sanitation, water and electricity, rural women employed in agri-
culture shoulder disproportionate drudgery in household chores, which is a key factor
in perpetuating gender inequalities.?’® Women represent an increasing proportion of the
paid agricultural labour force globally: 43 per cent in 2010, with over 60 per cent in
sub-Saharan Africa, Oceania and Southern Asia.??® Labour-saving and new technologies
therefore represent an important pool of resources that can benefit rural women and sup-
port their income-generating activities.?*! For example in Kenya, the production of clean
biogas, a renewable energy produced from anaerobic fermentation of biomass and solid
organic waste, is possible at low cost.

Indigenous women too are particularly affected by the lack of care-related infrastructure,
especially in the context of climate change, and are vulnerable to multiple forms of dis-
crimination and exploitation. In Latin America, some public works programmes for im-
proved infrastructure in Nicaragua and Panama are targeting indigenous women in order

156



- I I CHAPTER 3. CARE POLICIES AND UNPAID CARE WORK

to address these issues.?”? In line with the Indigenous and Tribal Peoples Convention,
1989 (No. 169), it is essential that indigenous women and men participate in deci-
sion-making bodies responsible for policies and programmes which concern them.

Sustainable development and improved access to basic infrastructure by rural and indi-
genous women can go hand-in-hand with their improved livelihoods and decent working
conditions through the creation of “green jobs”.??* Areas such as green enterprises, waste
management and recycling and renewable energies, as prioritized in the [LO’s Green
Jobs Programme, are key to realizing rural and indigenous women’s and men’s poten-
tial as crucial agents of change for better sustainability. A just transition to a low-carbon
economy and decent work also have the potential to reduce women’s unpaid household
and care work, notably by spurring social investment towards care-related infrastructure
and services (see Chapter 6).%*

3.3.6. Opportunities and challenges of care policies from employers’ perspective

In order to compensate for the lack of ECCE services, companies are increasingly pro-
viding workplace childcare facilities for their employees; this includes in developing and
emerging countries.’”> Companies are realizing the benefits of providing these services,
such as reduced absenteeism, staff turnover and work injuries, as well as increased daily
outputs of women workers (see box 3.3). In low- and middle-income countries, other
common forms of childcare provision include non-formal and community care services
and cooperatives. Two recent ILO reports on the role of cooperatives in care provision
suggest that cooperative enterprises are emerging as innovative types of care providers,
particularly in the absence of viable public or other private options (see Chapter 6).%%

By supporting women’s and men’s balancing of employment and family responsibil-
ities, leave policies, workplace childcare services and family-friendly workplace ar-
rangements can yield long-term returns on investments for employers by reducing turn-
over rates and absenteeism, and by increasing workers’ labour market participation, mo-
tivation and productivity. While the principle of state responsibility in policy design and
implementation and not imposing employers’ liability for the direct cost of care ser-
vices is crucial in ensuring gender equality at work, care policies can be an important
part of companies’ human resources or corporate social responsibility (CSR) agendas.
Companies may decide to go beyond statutory compliance and thereby improve their
reputation as reliable business partners and attractive employers. Case studies in differ-
ent sectors in different regions of the world, including in Brazil, India, Jordan, Kenya,
South Africa and Turkey, show the benefits of workplace childcare measures on compan-
ies” impact and productivity.

Yet the costs involved in the implementation or administration of care policies can make
them challenging to employers. Research from the British Chambers of Commerce,
based on an online survey of 408 businesses, found that 21 per cent of employers asso-
ciated flexible working measures with an administrative burden. Parental leave or part-
time work requests for care reasons may involve, for instance, that companies have to
train and supervise replacement staff. Depending on contexts and the design of care
policies, accommodating requests may be more challenging for small (and medium)
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companies than for large ones, especially those employing highly skilled workers who
are not easily substituted. These difficulties may be partially offset by adequate notice of
leave start dates, duration and return, allowing employers to plan for absences.

An ILO survey conducted in 2013 among nearly 1,300 large, medium and small com-
panies in 39 countries gives insights into companies’ views about what they need to
better support women and men with care responsibilities and their advancement within
business and management. Measures include sharing good practices among companies;
developing dedicated strategies, policies and training; receiving assistance with gender
policy analysis and design of initiatives; networking with women’s business associa-
tions and building capacity with employers’ organizations. Results from a study by the
International Finance Corporation (IFC) also suggest that company-tailored solutions
should be promoted. In the case of workplace childcare solutions, this means that differ-
ent measures exist to suit different needs and funding capacities; these range from flex-
ible working time and childcare information services, to emergency care solutions and

onsite childcare centres.?”’

CONCLUDING REMARKS:
THE NEED FOR ACCELERATED ACTION FOR TRANSFORMATIVE
AND COMPREHENSIVE CARE POLICIES

This chapter has suggested that there is considerable variation in the coverage of care needs in the world. In many
regions, especially Africa, Asia and the Pacific and the Arab States, there are clear deficits in the care policies imple-
mented. In Latin America and the Caribbean, although care policies are increasingly receiving more political attention,
important deficits persist, notably in terms of care services. Even in high-income European and Northern American
countries, which typically have more developed infrastructures and welfare states, care policies do not always address
social and gender inequalities related to unpaid care work and labour market participation.

These deficits have detrimental consequences for individuals’ economic and social security, as well as for their health
and well-being. The most disadvantaged groups are those most likely to have care contingencies (women); people
with higher care needs (notably older people, people with disabilities and those living with HIV); and people more likely
to be excluded from social protection systems, namely indigenous people, those living in rural areas and those working
in non-standard forms of employment or in the informal economy.

By contrast, when care policies are designed and implemented taking into account the core principles supporting their
transformative potential, they can substantially improve the lives of both unpaid carers (in employment or not) and care
recipients.??® A comprehensive combination of care policies includes family-friendly working arrangements; affordable
and quality ECCE services that meet the demand; accessible public long-term care services for all, as well as benefits
and services for people living with disabilities; gender-responsive paid-leave policies for parents, as well as effective
maternity protection; social protection cash benefits that take into account individuals’ care contingencies; and finally,
adequate basic infrastructure, especially in low-income countries.

These policies can effectively contribute to the recognition, reduction and redistribution of unpaid care work.??® They
can also benefit children’s health and development, and can contribute to a prolonged life with improved functional
ability, as well as to a more equal division of paid and unpaid work between men and women. Transformative care



CHAPTER 3. CARE POLICIES AND UNPAID CARE WORK I I -

policies can also influence individuals’ expectations regarding care responsibilities and gender roles, which are important
factors influencing the gender division of labour at home and the achievement of gender equality in employment globally.?*

One important factor limiting the large majority of countries in pursuing transformative care policies is the financial feasibility
of implementing these measures in resource-constrained settings. However, this chapter shows that countries with similar
GDP and socio-economic structures display different care policies and related care outcomes. This confirms the importance
of clear policy priorities and political willingness to expand fiscal space in order to generate the adequate levels of resources
needed to support the expansion of care policies and reap their benefits. This issue is analysed in Chapter 5.
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CHAPTER 4

Care workers
and care employment

KEY MESSAGES

Care workers tend to the most basic human needs and sustain the well-being of those who are in a relatively
dependent position. The work of care workers usually involves a degree of emotional involvement with those being
cared for.

The global care workforce includes care workers in care sectors (education, health and social work), care workers
in non-care sectors and domestic workers (employed by households). It also includes non-care workers in care
sectors, as they support the provision of care services. Combining these various categories, the global care work-
force amounts to 381 million workers, or 11.5 per cent of total global employment.

The global care workforce comprises 248.9 million women and 132.1 million men. In most places, the larger the
care workforce as a proportion of total employment, the more feminized it is. Approximately two-thirds of the
global care workforce are women and this proportion rises to over three-quarters in the Americas and in Europe
and Central Asia.

Many care occupations are viewed as an extension of women’s unpaid care work within their own homes and
communities. As a result, they carry with them low status, a lack of social recognition and low pay.

Certain characteristics of paid care work weaken care workers’ bargaining position, further contributing to their
low pay and providing incentives for high turnover. Many care workers experience a “care pay penalty”, ranging
from 4 to 40 per cent of their hourly wages.

The health and social work sector is a major source of employment. It accounts for 130.2 million jobs worldwide,
constituting 3.9 per cent of total global employment. As much as 7 per cent of all women employed in the world
find jobs in this sector, compared to 2 per cent of employed men.

Nurses and midwives constitute the biggest occupational group in health care, and nursing remains the most
feminized of the health-care occupations. Personal care workers, most of them home-based, face low wages
and dire working conditions, and are likely to be exposed to discriminatory practices. Community health workers
are frequently undertrained, under-resourced and underpaid or unpaid, and are often engaged to make up for a
shortage of health workers.

Health worker migration is a feature of global health labour markets, driven by working conditions and income
differentials across countries. Skills recognition and certification present major obstacles for migrant nurses.
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m Employment in the education sector accounts for 157 million jobs worldwide, constituting 4.8 per cent of total
global employment. These figures represent 7.4 per cent of all employed women and 3.1 per cent of employed
men globally.

m Annual salaries of teachers are in line with per capita GDP, slightly lower in high-income countries but higher in
relatively lower-income countries. However, the education sector has experienced an increase in temporary and
part-time jobs in recent decades.

m There are 70.1 million domestic workers employed by households in the world — 49.2 million women and 20.9 mil-
lion men, representing 2.1 per cent of total global employment and 3.8 of total female employment.

m Domestic workers experience some of the worst working conditions across the care workforce and are particular-
ly vulnerable to exploitation. Jobs in this sector are notoriously unpredictable and casual and are affected by low
labour and social protection coverage. Violence at work is ubiquitous in the domestic work sector.

m The numbers, working conditions and levels of pay of care workers at the country level are closely related to the
coverage and quality of care services, and the compensatory role that domestic work may play in their absence.
In turn, the working conditions of care workers influence the quality of care provided.

m Informality, long working hours and non-standard forms of employment take particular forms among care
workers.

m Public provision of care services tends to improve the working conditions and pay of care workers and unregulat-
ed private provision to worsen them, regardless of the income level of the country.

m The existence and representativeness of workers’ organizations covering care workers, in conjunction with the
coverage of social dialogue mechanisms, such as collective bargaining, also play an important role in determining
the pay and working conditions of care workers, as well as their voice in other decisions that affect them.

m A high road to care work cannot be built without decent work for care workers.

are workers tend to the most basic human needs and sustain the well-being of those

who are in a relatively dependent position, such as children, older persons or persons
with disabilities. They are the minds, faces and hands of care service provision: they are
the nurses, teachers, doctors, childminders, and personal care workers, to name but a few
of the care occupations. At the same time, the situation of care workers embodies many
of the challenges faced by women workers in overall labour markets, including gender
segmentation, poor working conditions and pay, gender pay gaps, and violence and har-
assment in the world of work.

Care workers close the circle between unpaid care provision and paid work. Many care
occupations are viewed as an extension of women’s care roles within their own homes
and, as a result, carry with them low status and a lack of social recognition. Some occu-
pations are, in fact, so closely associated with what are perceived to be women’s “nat-
ural” abilities and predispositions that they are assumed to be low-skilled, thus justifying
low rates of pay. A disproportionate number of these jobs are taken up by women who
may be further marginalized by their race, ethnicity or migration status.'

166



- I I CHAPTER 4. CARE WORKERS AND CARE EMPLOYMENT

The numbers, working conditions and levels of pay of care workers are closely related
to the coverage and quality of care services, in education and in health and social work,
including early childhood care and education and long-term care (see Chapter 3). The
extent of public provision, the pressures to reduce public expenditure in crisis-hit coun-
tries and the strength of regulation of private care service providers all shape care work-
ers’ wages, working conditions and professional standing.? Other policies also contribute
to defining the position of care workers in the labour market, notably labour policies,
including specific sectoral policies pertaining to workers in care sectors and to domes-
tic workers, but also migration policies and social protection policies. The existence and
representativeness of workers’ organizations covering care workers, in conjunction with
the coverage of social dialogue mechanisms, such as collective bargaining, also play an
important role in determining the pay and working conditions of care workers as well as
their voice in other decisions that affect them.

The chapter is divided into three sections. The first section defines the care workforce
and the different groups included in it, and presents global and regional estimates of care
employment in 2018. It also examines commonalities among care workers. The sec-
ond section highlights domestic workers and some selected care occupations. The third
section presents a cross-national analysis of “models of care employment”, based on a
cluster analysis of the level and composition of the care workforce in 99 countries. This
analysis shows the working conditions of care workers in eight different models, as de-
termined by the combination of the coverage of care services, how care service provi-
sion is organized and the relevant labour market and migration policies in place. With
this analysis, this chapter complements Chapter 3, in viewing care services from the
perspective of care workers, and completes the unpaid care work—paid work—paid care
work circle that started in Chapter 2. The deficits in care service provision uncovered in
this chapter and in Chapter 3, and the numbers and working conditions of care workers
described here, form the basis for setting the status quo and high road to care work scen-
arios in Chapter 5.

4.1. CARE EMPLOYMENT AROUND THE WORLD

The global care workforce includes care workers in care sectors (education, health and
social work), care workers in other sectors and domestic workers. It also includes non-
care workers in care sectors, as they support the provision of care services. Combining
these various categories, the global care workforce amounts to 381 million workers. It
is therefore a major source of employment globally and, as shown in Chapter 5, one that
should expand significantly if the SDGs are to be met.

Care workers are workers for profit or pay® whose occupations involve providing a face-
to-face service that develops the human capabilities of the care recipient* — personal
care or “nurturing” care.’ This includes the work of doctors and nurses, early educa-
tion, primary and secondary school teachers and assistants, therapists and personal care
workers. When employed in care sectors, they typically deliver their care services in
hospitals, nursing homes, schools or health clinics (see box 4.1). There are 215 million
care workers in care sectors in the world today, representing 6.5 per cent of total glo-
bal employment. There are 142.8 million women and 72.5 million men care workers. In
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other words, two-thirds of care workers in care sectors are women and only one-third
are men, pointing from the outset to a phenomenon that is evident across the world and
applicable to most categories of care workers: paid care work is mostly undertaken
by women.

In addition, there are care workers employed in other contexts: a nurse in a factory, an
early education teacher in an employer-provided creche. They still provide care, but in
sectors other than care sectors. Care workers in non-care sectors represent 23.5 mil-
lion workers around the world (0.7 per cent of total global employment) and comprise
13.8 million women and 9.7 million men.

The care workforce also includes domestic workers. As defined by the ILO Domestic
Workers Convention, 2011 (No. 189), domestic work is “work performed in or for a
household or households™” on an occupational basis, and a domestic worker is thus “any
person engaged in domestic work within an employment relationship”.® This definition
establishes the workplace — the household — as the defining feature of the sector. While
the Convention does not define domestic work according to tasks, it is broadly under-
stood to include tasks such as childminding, caring for older persons or persons with
disabilities in their households, cooking, cleaning or ironing. The inclusion of domes-
tic workers in the care workforce thus recognizes that care provision includes not only
personal care but also non-relational, indirect care work, such as cleaning and cooking,
which provide the necessary preconditions for personal caregiving.

In adopting a sectoral perspective, this report uses a statistical definition of domestic
workers that is narrower than that in Convention No. 189. For the purposes of this re-
port, domestic workers are those employed by households (see box 4.1), therefore ex-
cluding certain domestic workers employed by domestic service providers, both public
and private.” Due to data limitations (stemming from the definition of the working-age
population), this report also excludes child domestic workers (under the age of 15),
who often work in conditions of child labour.® This means that the number of domestic
workers calculated in this report is likely to be underestimated. With this caveat, there
are 70.1 million domestic workers employed by households in the world — 49.2 million
women and 20.9 million men. This represents 2.1 per cent of total global employment,
and 3.8 of total female employment.

Non-care workers working in health and social work and in education sectors contribute
to the delivery of care services in care sectors: they are administrative officers, cooks or
cleaners, for example, whose occupations are not in care but whose work is integral to
the provision of care services, and are therefore part of the care economy as defined in
section 1.1.1. They represent 72 million workers, or 2.2 per cent of total global employ-
ment, comprising 43 million women and 28.9 million men.

In sum, the global care workforce of 381 million workers is comprised of 248.9 mil-
lion women and 132.1 million men. The feminization rate of the total care workforce
1s 65.3 per cent. These figures convert into 11.5 per cent of total global employment,
19.3 per cent of global female employment and 6.6 per cent of global male employment.
Care employment is therefore a significant source of employment throughout the world,
in particular for women.
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Box 4.1. Defining the care workforce

This report identifies care workers using both the International Standard Classification of Occupations (ISCO 08 or pre-
vious versions)® and the International Standard Industrial Classification (ISIC Revision 4 or previous versions)'® at the
two-digit level. Based on ISCO 08, care workers are those classified under the following care occupations: 22 — Health
professionals; 23 — Teaching professionals; 32 — Health associate professionals; and 53 — Personal care workers.
There are other care occupations classified under 13 — Production and specialized services managers; 26 — Legal,
social and cultural professionals; 34 — Legal, social, cultural and related associate professionals; 51 — Personal service
workers; and 91 — Cleaners and helpers. These are captured indirectly by combining ISCO and ISIC codes.

Based on ISIC Revision 4, care sectors are: 85 — Education; 86 — Human health activities; 87 — Residential care ac-
tivities; and 88 — Social work activities without accommodation. Note that both public and private service providers
operating in these sectors are covered by this classification. Combining care occupations with care sectors, it is pos-
sible to identify care workers working in care sectors and care workers working in other sectors, as well as non-care
workers working in care sectors.

Domestic workers are identified by the ISIC code 97: activities of households as employers of domestic personnel,
without differentiating between occupations within this industrial code.

Note: See Appendix A.4.1 for further details.
Sources: ILO Social Protection Floors Recommendation (No. 202), 2012; UN, 2008.

4.1.1. Care employment: Global and regional estimates

There are significant regional variations in the patterns of care employment (figure 4.1).
With the exception of the Arab States, the bigger the care workforce, as a proportion of
total employment, the more feminized it is. In two regions of the world, the Americas
and Europe and Central Asia, the total care workforce comprises almost one-fifth of
total employment, and over one-third of female employment, and the rate of femini-
zation of the care workforce is over 76 per cent. These two regions differ, however, in
one important aspect: while, in Europe and Central Asia, care workers in care sectors
represent 13.1 per cent, and domestic workers 0.7 per cent, of total employment, in the
Americas care workers in care sectors represent 10.3 per cent, and domestic workers
3.6 per cent, of total employment. In the Americas, and in particular in Latin America,
domestic workers are employed by households. In Europe and Central Asia, they are
mostly employed by the State or private agencies that provide home-based personal
care. In the Americas, women care workers in care sectors represent 18.3 per cent, and
domestic workers 7.7 per cent, of total female employment. In Europe and Central Asia,
domestic workers represent only 1.4 per cent of total female employment, while woman
care workers account for 22.8 per cent. The profiles of the male care workforce in both
regions, however, are similar: care workers represent 4.3 and 5 per cent of total male
employment, and domestic workers 0.5 and 0.1 per cent of total male employment in the
Americas and in Europe and Central Asia, respectively.

In Africa and in Asia and the Pacific, the total care workforce comprises around 8 per
cent of total employment (7.7 and 8.7 per cent, respectively); lower in the case of men
(5.4 and 6 per cent, respectively) than in the case of women (10.7 and 13.3 per cent, re-
spectively). Africa has the lowest proportion of care employment of all regions in the
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Figure 4.1. Care employment as a proportion of total employment, by sex and region

Percentages

52.8

Women| Total Men Women| Total Men Women| Total Men Women| Total Men Women
Europe and
World Africa Americas Arab States and the Pacific Central Asia
B Care workers in care sectors B Domestic workers (employed by households)

B Care workers in non-care sectors B Non-care workers in care sectors

Note: Employed population covered and number of countries by global estimates: World: 88 per cent (99); Africa: 64 per cent (22); Americas: 87 per cent (14); Arab
States: 82 per cent (8); Asia and the Pacific: 96 per cent (19); Europe and Central Asia: 83 per cent (36). See Appendix A.4.2. for methodological details and table

A.4.1. for the care workforce global and regional estimates.

Source: ILO calculations based on labour force and household survey microdata.
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world and the lowest proportion of care workers in care sectors (3.8 per cent). Moreover,
one-third of Africa’s care workforce are domestic workers — pointing to serious care
deficits in care service provision, as will be discussed in section 4.3. Asia and the Pacific,
in turn, have a slightly greater predominance of care workers in care sectors (4.8 per
cent) compared to Africa, but this figure still stands at less than half of the proportion in
the Americas — also indicative of deficiencies in care service provision.

The Arab States present a pattern which differs from all other regions: it is the region
with the highest proportion of domestic workers in relation to total employment (5.8 per
cent), and the region where both the female care workforce and the male care workforce
represent the highest proportion of all women and men employed. More than half of all
women employed (52.8 per cent) are working in the care economy, making it the largest
source of employment for women — and close to half of these women (or 21.2 per cent of
total female employment) are domestic workers. At the same time, it is the region with
the lowest degree of feminization in the care workforce (47 per cent). The paradox is
explained by the very low female employment-to-population ratio (15.8 per cent).'? In
other words, very few women are in employment in the Arab States, but when they are,
one in two are part of the care workforce.
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4.1.2. Gare workers: Selected common characteristics

Care work is extensive and varied, and care workers are a highly heterogeneous group.
The characteristics and experiences of care workers vary depending on a range of fac-
tors: the type of work they do, the context in which it is carried out, the level of quali-
fications they hold, the policy environment, etc. However, some characteristics that can
be identified in the case of most care workers are described in this section. The specific
characteristics for different groups of care workers are set out in sections 4.2 and 4.3.

Care provision as paid work

In providing for care needs, the work of care workers usually involves a degree of emo-
tional involvement with those being cared for, which is difficult to measure." This makes
care provision inseparable from the person delivering it — a feature that makes it funda-
mentally different from most other economic activities.

Because of its relational nature, even in its most “unqualified” form, paid care work is
less routine than other jobs, and therefore less prone to automation and outsourcing'* —
although technology can contribute to fragmenting the care process and parcelling it into
routine and non-routine tasks.

The fact that care is relational in nature also means that the demand for paid care work
is hard to adjust and, in some cases, cannot be adjusted at all. This is true both temporal-
ly and in terms of the nature of the care required. Infants in créches require care which
cannot be postponed. Older people with mobility constraints or those with particular
disabilities require care and assistance with certain daily activities, which must be pro-
vided to allow them to carry on with their lives. The demand for paid care work in terms
of need does not vary with prices. What will vary according to price and income are the
skills, wages and conditions under which paid care work is provided, and whether care
demands will be satisfied.

Violence and harassment

Care relationships between caregivers and care recipients are frequently satisfactory, but
they can be demanding and emotionally fraught. On occasion, care workers experience
violence and harassment. Health-care workers in particular report some of the high-
est levels of violence compared to other industries and sectors.!® In the United States,
rates of violence from care recipients against health-care workers were estimated to
be 16 times higher than in any other service profession.' In Rwanda, 39 per cent of
health workers reported having experienced some form of workplace violence in the
previous 12 months."” In the European Union (EU), the health sector ranked highest
among all sectors with regard to exposure to violence and harassment: according to the
2016 Eurofound Sixth European Working Conditions Survey, 2 per cent of workers in
28 European countries were exposed to physical violence over the 12 months prior to the
survey, but the corresponding rate was 7 per cent in the health sector.'®

Violence in the domestic work sector is ubiquitous. Domestic workers are often ex-
cluded from the legal coverage of labour law regimes and, where domestic workers
are protected, they may not benefit from those protections in practice, as they often
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work informally." A recent study in Portugal, for example, found that informal domestic
workers are more often victims of labour abuses, while migrants, especially Brazilian
women, are more likely to report all types of abuse and harassment.?

Feminization of paid care work

The feminization of the care workforce is one of its most striking characteristics, across
most regions, sectors and occupations. In Europe and Central Asia, for example, 79 per
cent of all care workers in care sectors, and 89 per cent of domestic workers are women,
and in the Americas the equivalent proportions are 76 and 92 per cent, respectively. The
lowest level of feminization is found in the Arab States and in Africa, where only rough-
ly half of all care workers in care sectors are women (48 and 51 per cent, respectively).
In the Arab States and in Asia and the Pacific the proportions of women among domestic
workers are the lowest globally (at 54 and 57 per cent, respectively). In Africa, 80 per
cent of all domestic workers are women.

Women’s “care preferences” could be part of the explanation for this feminization, as
caring inclinations are socially associated with femininity. But care preferences are also
developed while caring, as interaction with those being cared for often leads to the devel-
opment of an emotional attachment to the care recipient.’! Gender norms are therefore
reinforced as those who traditionally perform caring continue to do so.

The prevalence of women in care employment does not mean that all women in these
occupations and sectors are equal. There are profound divisions among care workers that
reproduce inequalities among groups of women. Studies in the United States have found
that white women are disproportionally engaged in supervisory and professional roles
while racialized-ethnic women do the heavy or indirect care work.? Divisions are also
associated with care occupations having different social status — even moral standing —
giving rise to the emergence of hierarchies between care workers.?

In addition, not all care occupations have always been performed by women, or con-
stituted a substitute for unpaid care work.>* Some care occupations which used to be
male-dominated in high-income countries have feminized over time, such as medical pro-
fessions, as women’s educational credentials expanded. Yet other care occupations, like
teaching and nursing, have remained feminized in most countries.” Gender stereotypes
and lack of appropriate credentials might be the reason why men are less present in these
occupations in high-income countries.? In low-income countries, care employment ap-
pears to be an entry point to wage work, particularly in education. Care employment re-
sponds to changes in gender norms and evolving understandings of what care is.

Care pay penalty

Care workers are, in most contexts, relatively low paid. A “care pay penalty” — a gap in
hourly wages that cannot be attributed to differences in skills, experience or credentials —
has been identified in several contexts.”” For the United States, a recent estimation of the
penalty is 14.2 per cent for women and 10.6 per cent for men care workers.?® Controlling
also for institutional factors, such as the degree of sectoral/occupational feminization
and the proportion of public sector employment in the occupations, penalties for women
care workers reach 29 per cent in France and 21.2 per cent in Hungary, but there is
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Figure 4.2. Wage penalties/bonuses for care workers, selected empirical findings, by sex
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Sources: Budig and Misra (2010) except for the United States and Argentina. For the United States, Budig et al., 2018. Only significant effects (p < 0.05, two-tailed
tests) reported. Model includes family structure and demographic characteristics, human capital, job characteristics, including the degree of feminization in the
occupation or industry, and the percentage of public sector employment in education. For Argentina, Esquivel and Pereyra’s (2017) model adjusts for personal and
job characteristics, including if employed by public sector, but not for the degree of feminization in the occupation or industry.

a premium in Sweden of 30 per cent (see also section 4.3). Penalties and premiums
are also evident for men, but they are comparatively lower. In Mexico, the penalty
for women is 43.7 per cent and for men 21.2 per cent.”? In Argentina, only women
experience a care pay penalty of 4 per cent, explained by penalties in the health sector®
(figure 4.2). The care penalty is exacerbated in the case of domestic workers in South
Africa’! and the Philippines.*

Among the reasons for this care pay penalty is the lack of recognition of unpaid care
work, which extends to the undervaluation of paid care work and can contribute to de-
pressing wages.*® This is particularly evident with respect to domestic workers.**

Certain intrinsic characteristics of paid care work may weaken care workers’ bargaining
position, which could also contribute to their lower pay. In some care work, in particu-
lar home care and domestic work, workers are isolated and tend not to be part of unions
or other workers’ organizations. The absence of collective voice makes bargaining more
difficult. In addition, because care work is relational, many care workers cannot threaten
to withdraw their services: they may not be able to leave care recipients unattended if
their replacement has not arrived, for example, or go on strike when providing essential
services. The output of good-quality care is also difficult to measure — those who receive
care sometimes cannot judge the quality of the care received, and they are frequently
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not the ones who pay. For example, the difficulty of measuring output, and the fact that
good-quality care provision is often dependent on effective team work, is behind US
teachers’ resistance to pay-for-performance measures. Care work is a “public good”
— it has positive externalities, which means that the full value of care work provision
exceeds the price charged for it by private providers. This reduces profit margins in
the private sector, providing incentives for high-turnover strategies associated with low-
quality care and low pay for care workers.*

Explanations have also focused on the particular characteristics of care services, whose
productivity might lag behind that of other industries. Mounting competitive pressures
might thus translate into lagging relative wages, falling care standards, de-skilling and
further segmentation of the care labour force*” and higher relative costs of care services.®
Other explanations have pointed to the specific labour market contexts and employment
conditions that care workers face, including contractual arrangements and whether they
are covered by labour protections, as well as their capacity for association, representa-
tion and collective agency. For example, the supply of migrant care workers can keep
care workers’ wages relatively low in particular segments of the care workforce, all the
more so if their migration status is precarious. In labour markets with wide earnings in-
equality or high levels of unemployment, certain care workers might be placed at the
bottom of the pay hierarchy, putting pressure on care workers’ pay.*

However, not all care workers are low-earning workers. Based on their skills and cre-
dentials, high-status care workers have been able to improve their pay.* A certain de-
gree of “occupational closure” — the legal and social barriers to employment that some
occupations are able to establish — serves the purpose of constraining the labour supply
in certain occupations, based on licensing, educational credentials or unionization.*' The
definition of the work content of certain professional care occupations, such as nursing,
teaching and social work, has been accompanied, however, by the concurrent redefini-
tion of other groups of workers as low-skilled, such as health-care aides, teaching assist-
ants and charity workers, whose pay is lower.*

4.2. THE CARE WORKFORCE BY SECTOR
4.2.1. Health and social work*

The health and social work sector is a major source of employment. In 2018, it accounts
for 130.2 million jobs worldwide, constituting 3.9 per cent of total global employment.
More than two-thirds of these workers (90.6 million) are women, while men number
39.6 million. Health and social work employment is positively correlated with economic
development. Figure 4.3 shows how four Nordic countries (Denmark, Finland, Norway
and Sweden) have numbers of care workers above those that would be expected by their
level of GDP,* while Arab countries have substantially fewer.

In regional terms, the share of employment in the health and social work sector as a per-
centage of total employment is lowest in Africa (1.5 per cent), followed by Asia and the
Pacific (2.5 per cent) and the Arab States (2.8 per cent). The highest shares are in Europe
and Central Asia (9.6 per cent) and in the Americas (7.6 per cent) (table 4.1).
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Figure 4.3. Relationship between health and social work workforce as a percentage of total employment
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Note: For a description of the clusters, see section 4.2. and figure 4.10. See Appendix A.6 for the list of country codes.

Sources: ILO calculations based on labour force and household survey microdata and World Bank, 2018a.

Table 4.1. Health and social work workforce as a percentage of total, male and female employment, by region and sex,
and degree of feminization by region

. Health and social Health and social Women — % of total
Health and social work workforce work workforce employed in health
work workforce .,
Men Women and social work
World 3.9 2.0 7.0 69.6
Africa 1.5 1.0 2.0 59.5
Americas 7.6 3.1 13.8 76.7
Arab States 2.8 2.1 7.2 37.8
Asia and the Pacific 2.5 1.6 4.0 58.8
Europe 9.6 3.7 16.8 78.9

and Central Asia

Source: ILO calculations based on labour force and household survey microdata.

The health and social work sector is a more significant source of employment for women
than it is for men: as much as 7 per cent of all women employed in the world find jobs
in it. This is particularly the case in the two regions where the sector’s employment is
higher: Europe and Central Asia (where the sectoral employment represents 16.8 per
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Figure 4.4. Relationship between health and social work workforce, percentage of total employment and expenditure
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cent of women’s employment, compared to 3.7 per cent of men’s) and the Americas

(where equivalent figures are 13.8 and 3.1, respectively). In the Americas and Europe
and Central Asia, close to 80 per cent of workers in the health and social work sector
are women. As is the case in other care sectors, women are under-represented in leader-
ship and decision-making positions,* including in multilateral and global funding health

institutions and in academia.*

Country-level data show variations associated with expenditure on health and long-term
care services (figure 4.4). Two features are noticeable. First, the four Nordic countries
mentioned above are well above average, indicating a greater employment intensity of
their expenditure in health, followed by other European countries. The United States,
in contrast, is below average, while its total expenditure as a proportion of GDP is the
greatest. Second, some low-income countries present high levels of expenditure as a
proportion of GDP without achieving an adequate level of care employment. This is ex-

plained by high levels of out-of-pocket expenditure.

Working conditions and pay

As the ILO*” and WHO* have repeatedly pointed out, virtually all countries face chal-
lenges in recruiting, deploying and retaining sufficient numbers of well-trained health
workers where they are needed. High turnover and attrition rates of health workers in
many countries are mainly due to dissatisfaction with working conditions, including low
salaries, work overload, long hours and poor career prospects.
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Figure 4.5. Pay gaps in selected occupations compared to medical doctors, 2011
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Pay is a major recruitment, retention and worker motivation factor in the health and so-
cial work sector. For health workers, remuneration reflects the level of recognition and
value attached to their work. The level of pay should be competitive and comparable to
occupational groups of similar levels in other economic sectors and should reflect quali-
fications, responsibilities, duties and experience as, for example, specified for nursing
personnel in the ILO Nursing Personnel Recommendation, 1977 (No. 157). Income is
also important for the independence of health workers in carrying out their functions ac-
cording to their professional ethics.

Figure 4.5 shows the hourly wages in selected occupations as a proportion of medical
doctors” wages. Wage levels vary widely: among 16 health occupational groups across
20 countries, medical doctors are paid the highest and personal care workers the lowest
wages, while the nursing and midwifery groups rank in the middle.* The figure is also
illustrative of the more or less compressed pay structures, with the Czech Republic and
Germany being more egalitarian, while credential premiums are greater in Brazil, India,
South Africa and the United States. Personal care workers are particularly low paid in
India, Brazil and South Africa, which have the least compressed pay structures, and in
the United States, where their working conditions and pay are closer to those of domes-
tic workers.

Across the world, care workers in health and social work are employed in non-standard
forms of employment (NSFE) that include fixed-term work, temporary work, temporary
agency work, dependent self-employment and part-time work. Although well-designed
and regulated NSFE can help health-care service providers to respond in a timely manner
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to changing demands, and facilitate the replacement of temporarily absent workers,
workers in these kinds of arrangements tend to be more exposed to decent work deficits
in terms of job insecurity, lower pay, gaps in access to social protection, higher levels
of risk relating to safety and health, and limited organizing and collective bargaining
power.*® There is also a trend in some countries to replace permanent public health ser-
vices employment with fixed-term contracts, and to use outsourcing for certain types of
work.’! If such redistribution of employment is effected through placement agencies,
workers often have no employment security, are excluded from collective bargaining
coverage and may not receive the same pay as their colleagues who are employees.

Working conditions in the health sector influence the quality of care. Patient outcome
indicators, such as morbidity and mortality, are closely associated with staffing levels,
staffing stability and health workers’ education levels. Research across nine European
countries shows that an increase in a hospital nurse’s workload by one patient increases
the risk of in-patient mortality by 7 per cent; while, inversely, each 10 per cent increase
in the proportion of nurses with a bachelor’s degree is associated with a 7 per cent de-
crease in patient mortality.’* Studies in the Republic of Korea similarly found an associ-
ation between a low level of staffing and an increased risk of patient mortality.>® Thus,
decent work in the health sector has a dual role which is critical in reinforcing posi-
tive outcomes: ensuring sustainable health workforces and the provision of quality care.
Improving employment and working conditions both attracts and retains health workers,
while also enabling them to provide care more effectively.

Migration of health workers

Health worker migration is a feature of global health labour markets. On average, the
respective share of migrant doctors and migrant nurses constitutes 22 and 14.5 per cent,
respectively, across OECD countries. In OECD countries, the number of migrant doc-
tors and nurses increased by 60 per cent between 2000 and 2010.>* Beyond the OECD,
migration of health-care workers shows evidence of complex patterns of mobility, in-
cluding South—South movements (for example, Cuban medical doctors emigrating to
South Africa and medical doctors in Trinidad and Tobago coming from India, Jamaica
and Nigeria); intraregional movements, both in Africa and in Latin America; and even
North—South movements, as exemplified by the United Kingdom being the second lar-
gest source of immigrant medical doctors to South Africa.”

Working conditions and income differentials across countries remain common drivers
for individual health workers’ emigration. For example, a correlation between income
levels in origin countries and intentions to migrate was observed in 17 European coun-
tries, where health professionals were attracted to countries that were offering higher
income, while outflows decreased in countries where salaries improved.> Other factors
prompting health professionals to leave their countries of origin are an overall dissatis-
faction with working conditions and the quest for professional development.’’

Policies to address adverse effects of migration in countries of origin require all coun-
tries to ensure that they can sustain a native workforce, to reduce reliance on migrant
health-care workers and to address decent work deficits for better recruitment and reten-
tion. As a result of the implementation of the WHO’s 2010 Global Code of Practice,™®
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70 countries have implemented measures to meet health workforce needs domestically,
such as employment creation and improved pay and working conditions.” Weaknesses
of the Code have been also pointed out, in particular the lack of clear mechanisms and
methods for enforcing and monitoring its implementation.®

In destination countries, precarious migrant status frequently leads to poor working con-
ditions. This is particularly the case among live-in personal care workers (see below).
Migrant care workers in irregular employment situations are unlikely to voice com-
plaints, due to a fear of job loss and deportation. Their isolation and lack of information
about their labour rights also contribute to their poor working conditions.*!

Focus on selected health-care workers
Nurses and midwives

Across all regions, nurses and midwives constitute the biggest occupational group in
health care. They are covered by the Nursing Personnel Convention, 1977 (No. 149),
and its Recommendation No. 157, which outline key basic labour standards, including
on the following: education and training appropriate to the exercise of functions; profes-
sional regulation; occupational safety and health legislation; hours of work, leave and
social security; and participation in the planning of nursing services and consultation on
decisions concerning them.

Nursing is the most feminized of the health-care occupations — in some countries more
than 90 per cent of nurses are women.®> Nursing was initially a female occupation in hos-
pitals, and nurses played a subordinate role to medical doctors, with little training avail-
able. Formal qualifications were progressively introduced with the emergence of nursing
schools in the mid-twentieth century, along with specific licensing requirements. The
feminization of the profession (and its respectability) was maintained by the emphasis of
character traits identified as feminine — self-sacrifice, altruism, moral purity and submis-
siveness — as central to the role of the trained nurse.®® Both the stereotypes that associate
the ability to provide care with skills and inclinations that are “inherently” female and
the hospital hierarchies remain in force today, despite increasing professionalization.®
Nurses’ self-perceived low status in the medical workforce and in society at large has
been documented, for example in Argentina,® Australia® and the United States.’

In parallel to professionalization, a process of deskilling is also evident, by which cost
savings are achieved by transferring certain tasks to lower-paid aides such as orderlies,
attendants, less highly trained nurses®® or community-based carers.*

As shown in figure 4.5, professional nurses’ and midwives’ earnings are approximately
half those of medical doctors, and assistant professionals’ around 40 per cent.”” Whether
nurses work in the health sector or in long-term care also impacts wages: in Germany,
New Zealand and the United States, nurses in long-term care earn lower wages than
those in health-care jobs.”' Gender wage gaps exist as well: in the United States, female
nurses comprise approximately 70 per cent of all nurses, but earn less than male nurses,
even in the same nursing discipline.”

To make up for low wages, nurses and nurses’ aides often resort to working multiple
jobs or increasing their shifts or overtime,” a practice that can jeopardize care quality’
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and that adversely impacts work-life balance and retention.”> Understaffing and work-
load intensification are also problematic, as has been documented in the case of hospitals
in El Salvador’® and Canada,”” and in long-term care services in the United States.”
Significantly, violence against nurses and midwives, including verbal and physical
abuse, has been reported in a number of contexts, both associated with staff shortages
and with “demands” from private sector health-care users.”

There are important examples of positive changes in some countries. For example, in
Finland, the nurses’ union successfully bargained for the introduction of changes to the
structure of shifts, including predictable hours, guaranteed time off between shifts and
consecutive days off, which resulted in increased motivation and retention of nurses
and improved the quality of nursing.®’ In the United States, hospitals adapted their shifts
(and the nursing schools their timetables) to allow for further professionalization of
nurses — although still at a cost for those balancing further training and work.%!

Depending on the institutional framework in the destination country, working conditions
of migrant nurses can differ to a greater or lesser extent from those of their non-interna-
tional counterparts. Filipino and Indian nurses in the United Kingdom, for example, en-
joy similar working conditions to nationals, but differences in job security, professional
identity and recognition between migrant and non-migrant nurses are evident. Migrant
nurses are more likely to be offered night shifts and to experience workload intensifica-
tion, unequal treatment and discrimination on ethnic grounds in the workplace.®

Skills recognition and certification is particularly difficult for migrant nurses. For
instance, non-EU trained nurses wishing to practise as UK-registered nurses are required
to qualify with the Nursing and Midwifery Council, as well as undergo competence testing
with the Overseas Nursing Programme (ONP), which assesses one’s ability to practise
in the UK health-care environment. Some employers are able to offer migrant nurses
positions as an Auxiliary Trained Abroad or Healthcare Assistant pending completion of
the process® — but this effectively equates to utilizing skilled labour for a lower pay.®* In
Australia, migrant qualified nurses and midwives work as “assistants in nursing”” because
their qualifications are not recognized.®

Personal care workers

Personal care workers provide direct personal care, including day-to-day activities, such
as feeding, bathing and carrying out basic health checks.®® They are particularly preva-
lent in long-term care provision, both in institutional settings and in home-based and
community care.’” In OECD countries, they represent, on average, over 60 per cent of
the total employment in long-term care.®® Of those, most personal care workers (56 per
cent)® work in home-based care, where benefits, wages and working conditions tend to
be poorer in comparison to institutional care. Night and broken shifts, very short hours,
fixed-term or unstable contracts are more prevalent in home-based care, as is the lack
of compensation for travel time and costs, a situation which is pervasive. The isolated
nature of home-based personal care work can make care workers’ environment unsafe,
and conflicts of interests between care recipients, family members and personal care
workers can arise regarding the workers’ knowledge, attitude and the bounds of their
responsibilities.”
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Box 4.2. Persons with disabilities: Personal assistants and independent living

Personal assistants are support workers who are either directly employed by, or directly managed by, the person with
a disability or older person. While this report defines all these roles as care work, within disability movements there
has been a rejection of the term “care”, given its paternalistic associations, in favour of terms such as “assistance”
and “support” or even “help”. The disability movement has sought to make the caregiving role a neutral, contractual
set of tasks.

Persons with disabilities are generally free to employ whomever they wish, to organize their support in whatever way
they desire, and the relationships that ensue do so without oversight from government, professional or third-sector
agencies. This freedom offers great rewards — when persons with disabilities have control over their support arrange-
ments it leads to better outcomes and benefits for both parties. But there are also risks and issues of concern. As
personal assistants are usually unregulated and rarely unionized, there is scope for abuse or exploitation of either
the disabled employer — who is often in a vulnerable position — or of the employee, who may be a woman, new to
the country and unable to exit the situation, particularly if she is a live-in worker. The provision of training in being an
employer for persons with disabilities and training for workers in the requirements of personal assistance can improve
relations and outcomes.

Source: Shakespeare and Williams, forthcoming.

In the United Kingdom, personal assistants (see box 4.2) receive an average hourly pay
that is higher than that of other care workers. Flexibility and positive working condi-
tions still make this form of employment desirable to some workers.”! Most personal
care workers, however, receive wages that are lower than those of other health sector oc-
cupations. As shown in figure 4.5, they can earn as little as 10 per cent of what doctors
earn (Brazil), or 40 per cent in countries with more compressed pay scales (Germany).”
In some countries, personal care workers receive wages that are, on average, 1 per cent
above the poverty line.”

Both over-qualification and lack of qualifications are features of personal care workers.
Many personal care workers have little formal training, and even where certification is
required, the majority of personal care workers do not have the relevant qualifications.**
Overqualification is also common, particularly in the case of skilled migrant workers
(i.e. nurses) who cannot validate their certification and are subject to unfair recruitment
practices.” Migrant personal care workers in round-the-clock live-in arrangements are
particularly vulnerable to personal and financial exploitation, as they are unable to exit
the employment relationship.”® Their isolation often militates against unionization and
organization, including in workers’ cooperatives, although positive examples do exist
(box 4.3). In addition, while personal care workers who work in or for a private house-
hold are covered by Convention No. 189, they are frequently de facto unprotected. Yet,
their role in providing long-term care and health-care services is increasingly indispens-
able in most developed countries.”’

Recent qualitative research on migrant and minority ethnic workers in mainly institu-
tional-based care for older people with significant care needs in London, Madrid and
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Box 4.3. Cooperative Home Care Associates

Cooperative Home Care Associates (CHCA) is the biggest provider of home-care services and the largest worker
cooperative in the United States, based in New York City. Founded in 1985 to offer quality home care to clients by
providing decent jobs for direct-care workers, today it has more than 2,050 staff, nearly all Latina and African-American
women. It provides free training for 600 low-income and unemployed women annually and serves as a significant
driver of employment in the Bronx.

CHCA employees are offered full-time hours, competitive wages, overtime pay at one-and-a-half times the base wage,
worker ownership, peer mentoring, financial literacy training and supervision that effectively balances coaching, sup-
port and accountability.

Source: CHCA, 2018.

Paris, highlights the racism and sexism experienced by these workers, including from
those they care for. Workers felt that their experiences of racism were ignored or at least
positioned as secondary to the vulnerabilities of older and disabled residents. Racism
and sexism were so prevalent that nursing home managers regarded being able to cope
with these attitudes and behaviours as part of the emotional skills that staff needed to do
care work.”® However, some trade unions have challenged this viewpoint. The European
Federation of Public Service Unions (EPSU) has forcefully opposed the proposal, made
by public authorities in Sweden, to give elderly people the right to refuse their caregivers
on the basis of their skin colour or immigration background.”

Lack of recognition of personal care workers’ contributions to society by family mem-
bers, managers and the community at large has several impacts on personal care workers’
sense of self-worth, employment conditions and wages. Cultural values relating to age-
ing and work that involves touching the human body are important contributors to this
lack of recognition, as personal care work is associated with “dirty work”, which has low
status and is poorly paid.'® At the same time, rhetoric concerning love/virtue and care,
which portrays the pursuit of wages (money) as fundamentally opposed to the notion of
devotion and altruism (love), plays a significant role in subordinating claims for higher
wages.'%!

Yet, working conditions and pay of personal workers are not solely determined by cul-
tural norms. These norms interact with the marketization and outsourcing of long-term
care services with the objective of lowering provision costs. Cut-backs in public spend-
ing translate into lower fees being paid to private providers, contributing to keeping the
wages of personal carers low and working conditions dire.'®

Community health workers and volunteer health workers

Community health workers provide health education and referrals for a wide range of
services, and provide support and assistance to communities, families and individuals,
including preventive health measures and advice on gaining access to appropriate cura-
tive health and social services. They create a bridge between providers of health, social
and community services and communities that may have difficulty in accessing these
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Table 4.2 Community health workers, by density, average age and proportion of women

Densit 1,000
Country/region ensity per Average age Proportion of women
population

Sub-Saharan Africa 0.34

Liberia 2.15 25 38
Uganda 0.74 30 70
United Republic of Tanzania 0.47 29 51
Zambia 3.13 32 57

Source: Montefiori, Cattaneo and Licata, forthcoming.

services.'” They are frequently undertrained, under-resourced and underpaid or unpaid,
and are often engaged to make up for a shortage of health workers.'™ In sub-Saharan
Africa, 68 per cent of community health workers are women, mostly young (table 4.2);
59 per cent had only up to primary education. The vast majority of them are unpaid,
43 per cent receive non-monetary incentives and 23 per cent receive stipends. Moreover,
they incur costs, including transportation, which are frequently not covered.'”” Low
levels of compensation lead to high rates of attrition, which undermines the overall effect-
iveness of the community-based programmes.!'%

Community health workers in low-income countries have low status and unsatisfactory
working conditions. They rely on active links with the health sector for referrals, drugs,
equipment, training, and supervision, but they often lack support when health systems
are weak.!”” Additionally, these workers do not have a career structure, which leads to
job dissatisfaction. In sub-Saharan Africa, home-based care providers who work in their
communities to mitigate the effects of HIV and AIDS — typically as part of a community
-based organization'® — often do not have adequate supplies and are professionally
isolated.'”

In high-income countries, volunteer workers provide extensive support to the func-
tioning of the health and social work sector, sometimes replacing care workers. In the
Netherlands, in 2003, approximately one million individual volunteers were in the health
and social care sector. One in six care volunteers reported that they carried out tasks they
thought should have been performed by professionals, and 17 per cent indicated that
they were unclear about their tasks.!' In Australia, out of the 5.8 million Australians who
undertook voluntary work in 2014, 10 per cent dedicated their time to volunteer activ-
ities in the health sector. Three-quarters of volunteers in health services are women.'!!

4.2.2. Education

Employment in the education sector accounts for 157 million jobs worldwide in 2018,
constituting 4.8 per cent of total global employment. There has been an expansion in
basic education since the year 2000. Employment in education is positively correlated
with economic development; however, the correlation is lower than was the case in health
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Figure 4.6. Relationship between education workforce as a percentage of total employment, GDP per capita
and poverty headcount
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and social work, indicating a relatively stronger performance of low- and middle-income
countries. Figure 4.6 shows that several countries succeed in being above the trend in
terms of their educational workforce — most of those being in Europe and Central Asia.
Poverty rates are, in turn, highly correlated with low levels of employment in education,
particularly in African countries.

In regional terms, the share of employment in education as a percentage of total employ-
ment is lowest in Africa (3.3 per cent), followed by Asia and the Pacific (3.8 per cent).
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Table 4.3. Education workforce as a proportion of total, male and female employment, by region and sex,
and degree of feminization by region

Women - % of

Education Education workforce | Education workforce total employed

workforce in education
World 4.8 3.1 7.4 60.6
Africa 3.3 3.1 3.6 46.4
Americas 7.1 3.7 11.6 69.6
Arab States 7.0 43 22.6 47.4
Asia and the Pacific 3.8 2.8 5.7 54.4
Europe and Central Asia 7.8 3.7 12.7 73.8

Source: ILO calculations based on labour force and household survey microdata.

Shares in Europe and Central Asia (7.8 per cent), in the Americas (7.1 per cent) and in
Arab States (7 per cent) are relatively similar (table 4.3).

The education sector is a more significant source of employment for women than it is for
men: as much as 7.4 per cent of all women employed in the world find jobs in it, com-
pared to 3.1 per cent of employed men. However, in global terms the degree of femini-
zation of education (60.6 per cent) is not as high as in health and social work (69.6 per
cent). As in health and social work, the degree of feminization is higher when the sec-
tor’s employment is higher. For example, in Europe and Central Asia, employment in
the sector represents 12.7 per cent of women’s employment, compared to 3.7 per cent
of men’s, while in the Americas it represents 11.6 per cent of women’s employment and
3.7 per cent of men’s. The educational workforce is more masculinized in African coun-
tries with extensive rural populations. In the Arab States, patterns already identified in
health and social work repeat themselves, but with one salient difference: the region has
the highest proportion of male workers in education in comparison to total male employ-
ment, at 4.3 per cent.

Working conditions and pay

Teachers’ salaries represent the largest single cost in formal education. In most OECD
countries, teachers’ salaries increase with the level of education in which they teach —
upper secondary school teachers being paid about 25 per cent more than pre-primary
school teachers. Figure 4.7 shows that the annual salaries of teachers with 15 years’
experience are in line with per capita GDP, slightly lower in high-income countries
but higher in relatively lower-income countries. Data for Costa Rica and Mexico also
show significant differences between upper secondary and primary teachers, but in most
countries their annual salaries are similar.

With increasing national debts and spurred by governments’ responses to the 2008 fi-
nancial crisis, policy-makers in OECD countries have sought to reduce government edu-
cation expenditure — particularly on public payrolls.'? The economic downturn in 2008
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Figure 4.7. Annual salaries of teachers with 15 years’ experience as a percentage of per capita GDP, 2015
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had a direct impact on teachers’ salaries, which were either frozen or cut in some coun-
tries. Between 2005 and 2015, teachers’ statutory salaries decreased in real terms in
one-third of the countries with available data. The decrease (at pre-primary, primary and
secondary levels) reached about 10 per cent in England (United Kingdom) and Portugal,
and up to 28 per cent in Greece.'"® Teachers’ salaries in OECD countries were also found
to be, on average, lower than those of tertiary educated 25—64-year-old full-time work-
ers and to have a slower progression rate as the workforce ages compared with earnings
of other workers.''*

The education sector has experienced an increase in temporary and part-time jobs in
recent decades. Temporary employment can represent over 20 per cent of employment
in education in countries such as Finland, Greece, Portugal and Spain. Education is
a highly feminized sector and women are disproportionately over-represented in these
non-standard forms of employment. For instance, data for the European Union show that
in Germany and the United Kingdom the share of female teachers employed part-time
was over 30 per cent, while it was around 10 per cent for men in the period 2009—11."'3
A similar gender gap exists for fixed-term contracts in almost all the EU countries re-
viewed, especially in Ireland, the Netherlands and Norway, where the share of women
on fixed-term contracts in 2009—11 was twice as high as that of men.

Migration of education workers

Education workers migrate in all regions of the world. An analysis of the Database on
Immigrants in OECD Countries, available for the year 2000 only, shows that foreign
teaching professionals in the United States and other developed countries originated
mostly from OECD countries (North—North and intra-OECD migration), countries with
a shared colonial history (i.e. Commonwealth countries) and countries with a shared lan-
guage (i.e. Anglophone).''® Teacher migration has been highly prevalent among coun-
tries with an English-language-based education system, such as Australia, Canada, India,
Jamaica, Malaysia, South Africa, the United States and the United Kingdom.'"” Where
English is not the primary language of instruction, teacher migration has occurred but at
relatively less significant levels.

Teacher migration may represent a potential for “brain gain”, i.e. countries of origin
gaining from the new knowledge and skills that their migrants acquire overseas, even
though detailed data are lacking to show the extent of the gains, the categories of mi-
grant workers to which this applies and the countries of destination and origin.''® Data
do exist, however, regarding migrant teachers from India to the United Kingdom and the
United States'"” and participants in teacher exchange programmes in France, Spain and
the United States,'?® which highlight the developmental and enriching experience of mi-
gration. It is partly due to the analysis of these data that the merits of temporary migra-
tion and “circular migration” have been posited. Teacher exchange programmes ensure
that migrant teachers will return home after a definite period or periodically within an
established timeframe, thus meeting the needs of destination countries while also pro-
moting “brain gain” or “brain circulation” and minimizing “brain drain” for the coun-
tries of origin."”! In spite of these advantages, possible negative implications of circular
migration for workers’ rights have been pointed out; among others, the risk of migrant
teachers’ de-skilling and over-qualification.!??
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Focus on selected education workers
Early childhood care and education teachers

In both developed and developing countries, the status, pay and benefits of early child-
hood personnel are poorer than those of primary teachers, which can lead to low levels
of job satisfaction and poor retention rates.'?

For instance, while official working hours may be similar to those of primary school
teachers, few developing countries currently pay teachers for planning and preparation
outside the classroom. Staff working in the private sector in OECD and low- and mid-
dle-income countries tend to have lower pay as the sector does not always guarantee
the same wages and other benefits as public positions.'** The case of Argentina, where
salary-setting institutions cover early childhood education teachers along with primary
teachers, both in the public and in the private sectors, is an exception to this rule, and can
be attributed to the high level of unionization.'”

In OECD countries, where a majority of pre-primary teachers are required to have a
bachelor’s degree, teachers typically receive only 78 per cent of the average salary
of a tertiary educated, 25-64-year-old full-time worker; their pay is lower than that
of primary and secondary teachers.'” This is linked to the low value and recognition
attributed to this profession and its very high levels of feminization, as well as very low
unionization rates. A study of early childhood systems in 17 countries from almost all
world regions concluded that “[early childhood education] teachers remain largely non-
unionized, particularly in the private sector”.'”” Low unionization levels result in a social
dialogue deficit. This situation is particularly prevalent in developing countries. Even
when they are formally integrated into the basic education system, there is no guarantee
that existing teacher associations or unions, dominated by teachers from higher levels of
education, will pay attention to teachers in a sub-sector which is often seen as a competitor
for government funding.'?®

In OECD countries, further distinctions can be observed between the teaching workforce
for the 0-3-year-olds and the 3—6-year-olds (or primary school starting age), depending
on the educational system. Pre-primary teachers tend to have higher initial education
requirements and better employment conditions than caregivers working with children
under three years old when these care services are not part of the education system (split
early childhood education systems). In integrated systems, higher education qualifica-
tion requirements are consistent across all personnel, with improved working conditions
for all early childhood teachers.'”

Primary education teachers

Primary teachers in developed countries generally have better working conditions, pay
and status than teachers in developing countries.'*® However, some teachers in primary
education tend to fare worse, including in developed countries, especially teaching as-
sistants and support teachers hired to tend to children with special needs or disabilities.
In the United Kingdom, the number of teaching assistants has multiplied threefold over
the past 20 years, as part of a general reorganization of the education workforce and as
a result of a social inclusion agenda. However, a study in the United Kingdom, and in
Italy, found that this workforce was often isolated within classrooms and their roles and
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responsibilities were blurred compared with those of classroom teachers.'*! They are
also more likely to receive poor contracts and lower pay, and to face unequal qualifica-
tion and training requirements and opportunities.'*

Primary teachers in Africa, particularly those in rural areas, face very difficult working
conditions, notably high pupil-teacher ratios (reaching 70 or 80 children to one teach-
er).’*® In order to counteract the shortage of teachers, some African governments have
recruited youths as contract teachers or community teachers, offering very short training
periods. For example, the vast majority of primary school teachers in Mali in 2008 were
contract or community teachers (48 per cent and 31 per cent, respectively), and only
21 per cent were civil service teachers.'** The lower pay and status of contract teachers
compared with the steady and secure position of civil servant teachers is one key reason
for the former group’s lack of motivation and low job satisfaction, leading to high attri-
tion rates and poor teaching quality.

Another area of concern regarding teaching quality, related to the low and often delayed
pay of primary teachers in low-income countries, is their uptake of secondary jobs.!'®
This, in turn, contributes to high rates of absenteeism. Data in Africa show that between
23 per cent (in Mauritania) and over 70 per cent of teachers (in Chad) engage in another
moneymaking activity, which in many cases encroaches upon lesson preparation time
and even on classroom time.'*

Academic staff

Academic staff include professionals working in college, university and higher educa-
tion teaching, as well as full-time researchers. The expansion and globalization of higher
education, along with the decrease in government funding, have had significant conse-
quences for academic staff. There has been an increase in atypical employment and a
growing reliance on fixed-term contracts among academic staff, as well as a trend to-
wards less secure working conditions, resulting in performance pressure and increased
competition among young academics.'®” The diversification of the academic profession
has also led to a variety of employment opportunities being offered by different univer-
sities or by universities and firms. Gender inequalities in access to more stable positions
are also exacerbated.'*®

In Spain, in 2011, 64 per cent of all public university researchers and teachers were on
temporary contracts. The proportion had been steadily growing since the mid-1990s
and was even higher than in private universities (53 per cent).'* In 2011, 33 per cent
of university professors were part time. In Germany, the number of university employ-
ees almost doubled between 1992 and 2009, while the number of professors remained
fairly constant; during the same period, the share of scientific assistants hired on fixed-
term contracts increased from 63 to 83 per cent. Young scholars are often offered part-
time positions despite effectively working full time, with adverse consequences on their
wages.'"? Factors explaining this overall growth in non-standard forms of employment
include the over-supply of university graduates and teaching professionals, a generally
higher transferability of their skills across occupations, and different contractual regimes
between the public and private sectors, as well as cuts in public spending in the educa-
tion sector.!*! Moreover, public funding for research is often distributed to externally
funded research projects rather than directly to universities, thus favouring the growth of
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contracts linked to specific projects. In the United States, the growing precariousness of
university faculty has to do with declining tertiary education enrolment rates and lower
demand for teachers. Within this context of a decreasing number of jobs, employers have
a privileged position in terms of setting employment conditions for non-tenured staff.'+>

4.2.3. Domestic workers

Domestic workers comprise 70.1 million women and men around the world, making up
18 per cent of the global care workforce. Their role in care provision cannot be overestimated.

Domestic work also remains a largely feminized sector: 49.2 million, or 70.2 per cent,
of all domestic workers are women. However, at 20.9 million, the share of men work-
ing in this sector is not negligible. The majority of these men are in Asia and the Pacific
(15.5 million),'* whereas the figures are substantially lower across all other regions,
ranging from 0.32 million in Europe to 2.3 million in Africa (see box 4.4). Still, women
domestic workers outnumber men in all regions. They constitute almost all (92.1 per cent)
domestic workers in the Americas, 88.7 per cent in Europe and Central Asia and 80.3 per
cent in Africa (table 4.4).

At the country level, the single most significant correlate of the proportion of domestic
workers is the Gini coefficient — a measure of income inequalities.'* The more unequal
a country is, the more likely it is that domestic workers make up a significant propor-
tion of total employment (see figure 4.8). This is understandable as, for households to
be able to afford to employ wage workers, their own earnings have to be sufficiently
greater than the wages that they pay as employers. However, an extensive demand for
domestic workers cannot be explained solely by the most affluent households. Countries
with above-average demand for domestic workers are those in the Arab States, certain
Latin American countries and South Africa. The fact that GDP per capita is not a strong
correlate of employment in domestic work indicates that reliance on domestic workers
cuts across countries with varying income levels.

Table 4.4. Domestic workers (employed by households) as a proportion of total, male and female employment,
by region and sex, and degree of feminization by region

Women - % of

Domestic workers Domestic workers
Domestic workers total employed
Men Women as domestic workers
World 2.1 1.0 3.8 70.2
Africa 2.6 0.9 4.8 80.3
Americas 3.6 0.5 7.7 92.1
Arab States 5.8 3.1 21.2 54.1
Asia and the Pacific 1.9 1.3 2.9 56.8
Europe and Central Asia 0.7 0.1 1.4 88.7

Source: ILO calculations based on labour force and household survey microdata.
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Figure 4.8. Relationship between domestic workers as a percentage of total employment and GDP per capita
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Sources: ILO calculations based on labour force and household survey microdata and World Bank, 2018a.

Box 4.4. Data comparability between 2013, 2016 and current estimates

In 2013, the ILO published its first global and regional estimates on domestic work.™® At the time, the ILO estimated that
there were 52.6 million domestic workers in 2010, following an increase of more than 19 million over a period of 15 years.
The ILO then published a second estimate in 2016, which also took into account migrant domestic workers.'# At that time,
the ILO estimated that there were 68 million domestic workers worldwide; however, the publication used a methodology
similar, but not comparable, to the first report. The current estimates are based on a methodology which is similar to that
used in 2013, based on country-level data and without adjusting for migration. This methodology was selected to allow
the measurement of the numbers of domestic workers in terms that are comparable with the rest of the care economy.

Sources: ILO, 2013a and 2015c.
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Working conditions of domestic workers

Domestic workers face some of the poorest working conditions across the care econ-
omy and are particularly vulnerable to exploitation. These conditions are the result of a
confluence of factors: domestic work is performed behind closed doors, often excluded
from labour and social protections and without formal working arrangements. The com-
bination of the privacy of the home, the lack of effective protections and discriminatory
social norms leave these workers particularly vulnerable to working long hours for low
pay and exposed to abuse and violence at work. Due to the composition of the work-
force, these conditions disproportionately affect women, and particularly women from
communities that already face discrimination in society: migrants, indigenous peoples
and those facing multigenerational poverty.

The working conditions of domestic workers are the result of a set of labour market, mi-
gration and care policies (or the lack thereof). In particular, the cost and complexity of
various care options shape the choices available to households. When faced with unaf-
fordable alternatives, households may find it more tempting to resort to the cheapest and
easiest solutions for care on the market.

Jobs in this sector are notoriously unpredictable and casual, with few rights. A recent
study found that more than half of all domestic workers in Germany, Italy, Luxembourg,
Spain and the United States are in part-time work and face frequent periods of unem-
ployment — rates that are statistically higher among domestic workers than among other
care workers, and other industries.'#’

Frequently driven by poverty, domestic workers often find themselves forced to accept
working and living conditions that violate their human rights. Domestic workers are
among the most poorly remunerated workers, earning well below the average income of
women in employment, and often barely making it above the national poverty line. ILO
estimates suggest that domestic workers typically earn less than half (and sometimes no
more than about 20 per cent) of the average wage in any given country.'*® This wage gap
is due to the widespread undervaluation of domestic work, pay discrimination and the
limited bargaining power of domestic workers.'* Evidence also shows important wage
differentials between national and migrant domestic workers, and in some instances be-
tween migrant domestic workers of different nationalities, that cannot be attributed to
differences in education or work experience.

Low wages often drive domestic workers to work up to the limits of their physical and emo-
tional capacities just to make ends meet. Particularly for live-in domestic workers, the strain
of working 12-hour days or more with little to no daily or weekly rest has dire impacts on
their health, and leaves them insufficient time to care for themselves and their families.'°

When domestic workers agree to work in someone else’s private home, they put their right
to privacy and security at risk. In doing so, they become particularly vulnerable to violence
and harassment at work, a common experience in the sector. Studies reveal psychological,
verbal, physical and sexual forms of violence.!®! The most common form is verbal abuse,
insults or threats. Many domestic workers are also subject to sexual harassment.'>> Other
forms of violence include accusations of theft, insufficient provision of food, inhumane
accommodation and excessively long work hours with no rest. These are often compound-
ed by confinement in the household, sometimes qualifying as forced labour.'>?
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Recent estimates show that 90 per cent of domestic workers do not have access to social
security.'>* This lack of coverage disproportionately affects women, as more than one-
third of domestic workers are excluded from maternity protection laws, and pregnancy
frequently results in income loss or even termination of employment (see box 4.5). Many
domestic workers are explicitly excluded from labour protections. For instance, only
10 per cent of domestic workers have access to labour protections equal to those enjoyed

Box 4.5. Domestic workers and intermediaries

As defined by Convention No. 189, domestic workers can be hired directly by households or through intermediaries.
Intermediaries can be public or private, for profit or not for profit, and can include cooperatives or digital platforms.
Their use has a bearing on the employment relationship.'®® In some cases, a domestic worker is hired directly by an
intermediary which places domestic workers in private households; in other instances workers are placed through the
intermediary, in which case the employment contract is between the worker and household, and a service agreement
exists between the intermediary and the household. Each of these arrangements can be subject to public investment,
or not. For example, in California, the state funds home-based care, which can be hired directly by the household or
through an intermediary.™® The result is a variety of models through which domestic workers can be contracted, signi-
ficantly influencing the extent of their labour protections.

In parallel, in recent years evidence has come to light of the use of digital platforms in providing households with do-
mestic workers in the United States, Europe, the Middle East and, more recently, in India, Mexico and South Africa. While
only marginal numbers of domestic workers seem to be placed through these platforms, cautions have been raised re-
garding their effects on labour protections. Presently, many of these platforms fall outside the scope of regulations that
might otherwise ensure labour protections for domestic workers.'” Indeed, while finding work through such platforms
can seem appealing due to the flexibility it affords, the use of these platforms may leave workers with no labour pro-
tections, given that the common practice in most labour platforms is to classify workers as independent contractors.%

Intermediaries also work across borders, as some migrant domestic workers enter host countries through the me-
diation of formal recruitment agencies. High recruitment costs expose migrants to debt and abuse, even if the inter-
national legal framework clearly underscores the fact that recruitment fees must not be borne by the worker (Private
Employment Agencies Convention, 1997 (No. 181)). In the Philippines, for example, where recruitment fees are illegal,
some recruitment agencies require workers to attend pre-departure skills training, for which they charge migrants
excessively high fees, but the training provided has no relevance or bearing on the work to be performed. There is
evidence that, in order to cover recruitment fees and other related costs, potential migrants and their families often
incur heavy debts, which make them particularly vulnerable to exploitation and, in the worst cases, to debt servitude
and other forms of forced labour.'®

In 2014, the ILO launched the Fair Recruitment Initiative to help prevent human trafficking and forced labour and to
protect workers, including migrant workers, from abusive and fraudulent practices during the recruitment process,
which involves pre-selection, selection, transportation, placement and provision for safe return. The Initiative also aims
to reduce the cost of labour migration and enhance development outcomes for migrant workers and their families. The
ILO’s General principles and operational guidelines for fair recruitment (2016) states that “[r]ecruitment should take
place in a way that respects, protects and fulfils internationally recognized human rights, including those expressed in
international labour standards, and in particular the right to freedom of association and collective bargaining, and pre-
vention and elimination of forced labour, child labour and discrimination in respect of employment and occupation”.6

Sources: Berg, 2016; Boris, Unden and Kulick, 2017; Fudge and Hobden, 2018; Gallotti, 2015; Hunt and Machingura, 2016; ILO, 2016b.
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by other workers. More than half of all domestic workers have no limitation on their
normal weekly hours of work under national law, and approximately 45 per cent have
no entitlement to weekly rest periods, resulting in widespread violations of the right to
rest. Moreover, only about half of all domestic workers enjoy minimum wage protection
on an equal basis with other workers.'®' Even where domestic workers are covered by
labour protections, difficulties in monitoring and enforcement of the labour law have led
to a norm of non-compliance in many countries. As a result, few households employ
domestic workers under formal contracts.'®

Poor working conditions for domestic workers are also the result of their limited voice
and representation in the sector. Domestic workers are often excluded from the right to
freedom of association and collective bargaining. While they have organized in various
countries around the world, the legal and practical barriers to forming or joining unions
are often significant and difficult to overcome. Migrant domestic workers in particular
are frequently excluded from joining or forming unions, or filling elected positions with-
in the union. As employers of domestic workers rarely see themselves as employers, they
also rarely form representative organizations of employers, although some do exist.'®

4.3. EXPLAINING THE LEVELS AND COMPOSITION OF CARE EMPLOYMENT

Regional estimates of care workers presented in section 4.1, although informative, hide
enormous variations within regions. Countries vary greatly in their size and level of de-
velopment, as well as in their labour markets, their migration policies and in the extent
of their health, education and care services. This section analyses cross-national vari-
ations in the levels and composition of care employment and relates them to the working
conditions of care workers.

Eight models of care employment are presented under four subheadings, derived from a
cluster analysis of the proportions in total employment of care workers in education, care
workers in health, domestic workers (employed by households), and non-care workers in
care sectors. A total of 99 countries have been grouped on the basis of these indicators.'**
The clusters are: (1) Very high levels of employment in care sectors; (2) High levels of
employment in care sectors, comprising two sub-clusters (High levels of employment in
care sectors, with a very low proportion of domestic workers, and Mid to high levels of
employment in care sectors, with a low but significant proportion of domestic workers);
(3) Reliance on domestic workers, comprising three sub-clusters (Mid levels of employ-
ment in care sectors, with a very high proportion of domestic workers; Mid to high levels
of employment in care sectors, with a high proportion of domestic workers; and Low
levels of employment in care sectors, with a high proportion of domestic workers); and
(4) Mid to low levels of care employment, comprising two sub-clusters (Mid levels of
employment in care sectors, with a very low proportion of domestic workers; and Low
levels of care employment).

Figure 4.9 shows how these models of care employment are defined, according to the
five dimensions included in the analysis. The bigger the area contained within the lines,
the greater the level of total care employment: cluster 1 is the biggest (very high levels of
employment in care sectors), with the care workforce representing 27.7 per cent of total
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employment, and cluster 4.2 the smallest (Iow levels of care employment), representing
4.7 per cent of total employment.

Figure 4.9 shows the two main sources of variation between these clusters: the propor-
tion of employment in health and social work, driven by the coverage of health care and
of long-term care services; and the proportion of employment in domestic work, in many
cases comprising a disproportionate number of migrant domestic workers. Variations in
education employment are less marked, resulting from the combined effect of levels of
coverage in primary education that are close to universal, and similar (and low) levels of
early childhood education coverage, with the exception of cluster 1. Variations in non-
care workers in care sectors tend to be proportional to the numbers of care workers in
care sectors, and all clusters have low levels of care workers in non-care sectors. This
bird’s-eye view of the cluster analysis in figure 4.9 already indicates the importance of
education, health and care policies in explaining the extent of employment in care sec-
tors, and the compensatory role that domestic work may play in their absence.

Figure 4.9. Care workers as a proportion of total employment, by region and sex

Care workers in education
- % of total employed

Non-care workers in care sectors
— % of total employed

Care workers in health and social work
— % of total employed

Care workers in non-care sectors Domestic workers (employed by households)
— % of total employed — % of total employed

1 — Very high levels of employment in the care sector
= 2.1 —High levels of employment in the care sector with very low proportion of domestic workers
= 2.2 - Mid to high levels of employment in the care sector with a low but significant proportion of domstic workers
=—= 3.1 - Mid to high levels of employment in the care sector with a very high proportion of domestic workers
3.2 — Mid to high levels of employment in the care sector with a high proportion of domestic workers
= 3.3 - Low levels of employment in care sectors with a high proportion of domestic workers
= 4.1 - Mid levels of employment in care sector with a very low proportion of domestic workers
= 4.2 - Low levels of care employment

Source: ILO calculations based on labour force and household survey microdata.
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Figure 4.10. Models of care employment

1 = Very high levels of employment in the care sector

B 2.1 - High levels of employment in the care sector with very low proportion of domestic workers
B 2.2 - Mid to high levels of employment in the care sector with a low but significant proportion of domestic workers
B 3.1 - Mid levels of employment in the care sector with a very high proportion of domestic workers
3.2 — Mid to high levels of employment in the care sector with a high proportion of domestic workers
B 3.3 - Low levels of employment in care sectors with a high proportion of domestic workers
B 4.1 - Mid levels of employment in care sector with a very low proportion of domestic workers
B 4.2 - Low levels of care employment
No data

Source: ILO calculations based on labour force and household survey microdata.

Grouping 99 countries in eight clusters undoubtedly entails some level of generalization,
as no country is exactly like another. In the clusters presented below, some countries
within the same region and at the same level of development are grouped together, but
several clusters cut across regions and income levels, showing that the levels and compos-
ition of care employment are diverse, and can be explained to a certain extent by policy
options implemented at the national level (figure 4.10).

4.3.1. Cluster 1 - Very high levels of employment in care sectors

Countries included in this cluster are Denmark, Finland, Norway and Sweden — four
Nordic countries — and the Netherlands. Their model of care employment is one in which
the care workforce makes up approximately one-third of all persons employed and over
40 per cent of all women employed. This is combined with a very high proportion of
care workers in care sectors, around 20 per cent of total employment, with 25 per cent in
Norway. Among these workers, roughly two-thirds work in health and social work and
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one-third in education (see figure 4.9.a).
With universal rights to care service pro-
vision, these employment proportions are

Figure 4.9.a. Cluster 1.

a reflection of demographic trends and the Care workers

. . . . in educati
differing requirements for child and older — % of total employed
person/long-term care service provision. 16

Care services

Care workers
in health and social work
— % of total employed

. .. Non-care workers
Crucial to explaining these levels of care in care sectors

. . — % of total employed
employment is the coverage of care services,
in particular childcare and older person care,
which are universal rights based on citi-
zenship rather than on income or previous

1~ 3 Care workers Domestic workers
labour market participation. Around 50 per T s (employed by househeid)
cent of children attend early childhood edu- - % oftotal employed ~ % oftotal employed

cation and development services in these
countries, peaking in Denmark (64 per cent)
but lower in Finland (28 per cent).'® Early
childhood education and care services are
full-time hours (over 30 hours a week), with
the exception of the Netherlands (20 hours a
week).!'% In turn, the high levels of employment in education are associated with pupil—
teacher ratios below 15:1 in pre-primary and primary education,'®” combined with child-
care service provision being universal at the pre-primary (with the exception of Finland,
where enrolment is 79 per cent), primary and secondary levels.!®®

=1 —Very high levels of employment in the care sector

These countries also have a shared history of providing high-quality, tax-funded long-
term care services. Local authorities have the primary responsibility for implementing
the national legislation, for funding care services for older people and, historically, also
for providing the vast majority of those services.'® In Sweden, approximately 4.5 per
cent of the population over the age of 65 receive long-term care in institutions, and
12 per cent receive care at home; Denmark, Finland and Norway have comparable fig-
ures. Finland has a relatively lower proportion of persons in this age group receiving care
at home (6.8 per cent).'” Since the year 2000, home-care services have tripled (as a per-
centage of total hours worked) in these countries but the numbers of persons in residen-
tial care increased by only 50 per cent during the same period.'”" The expansion of home
care and residential long-term care has taken place along with the growth of for-profit
provision'” that has had a particularly significant impact on the expansion of the number
of care workers undertaking home care and household chores employed by private ser-
vice-provider agencies or by the State.'”

These countries are among those with the highest density of health-care workers, such
as nurses and doctors, compared to population. Norway, for example, has double the
OECD average number of nurses (17 per 1,000 population) and the equivalent figure for
doctors is one-third higher than the OECD average figure (32 per 1,000 population).'”™

Behind the extensive coverage of care services is the fact that the public sector plays
a primary role in the management of the care sector in these countries, reflected in the
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high levels of public expenditure on education (over 7 per cent of GDP)'”® and on health
and social services (almost 10 per cent of GDP),'”® funded through taxes. For health and
social services, expenditure on long-term care as a proportion of GDP reaches 3.6 per
cent in Sweden, followed by Denmark and Norway (2.4 per cent) and Finland (2.1 per
cent).!”” These countries are also “high spenders” on disability policies,'”® covering not
only access to social protection but also labour market integration at higher levels than
other European countries.!”

Care workers’ educational credentials

In Sweden, many of those employed in the childcare profession are teachers who have
educational credentials and pay comparable to their counterparts in the primary school
system.'® Pre-schools are staffed by pre-school teachers and childminders. Swedish pre-
school teachers attend university for three-and-a-half years, while childminders need
to complete a three-year secondary school programme, which trains them to work with
young children. Family day-care centres provide a less costly option as they rely on lower-
skilled workers. Employees of family day-care centres receive lower wages than
workers in the formal childcare centres, as they are not required to have university or
secondary school training in childcare, although they must complete training offered by
municipalities. These differences in educational requirements are reflected in the relatively
high proportion of care workers in education with intermediate credentials in Sweden, as
well as in all other countries in this cluster, with the exception of Finland (figure 4.11).
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Figure 4.11. Education level profiles of care workers in education and in health and social work
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The extension of long-term care provision in these countries explains the combination
of high health-care worker densities, mentioned above, with a relatively low number
(below 20 per cent) of care workers in health with advanced educational credentials
(figure 4.11).

Domestic workers

Tax rebates have made it more affordable for private households (generally higher-
income) to hire domestic workers — a fact that has expanded the market for home-based
personal and household care services in these countries. These rebates are more gener-
ous in Finland and Sweden, where users benefit from a 45 or 50 per cent tax reduction
of labour costs for services performed in the taxpayer’s home or in their parents’ home,
and purchased from a registered company or a self-employed person.'8! Rebates have
been a means to transform undeclared work into declared work, as well as to create job
opportunities, particularly for the unemployed and workers with low levels of qualifica-
tions.'®? In the Netherlands, relatively generous cash-for-care schemes for older persons,
combined with the fact that beneficiaries need to justify their expenses, has discouraged
recourse to a low-paid, unregulated (and typically migrant) care workforce.'s?

The sector is dominated by firms which employ workers and provide their services to
households, with very few workers being directly employed by households (close to zero
in statistical terms). Yet, the expansion of private markets has resulted in a greater strati-
fication of the care workforce. In Sweden, for example, the domestic sector consists of
several tiers.'® At the upper end are those doing domestic work for older persons and
employed by the public sector in municipalities, directly or outsourced from a public
sector agency. These workers enjoy better pay and working conditions than the strictly
private market, and have the smallest proportion of foreign-born workers. In the second
tier, private firms mainly employ migrants, who may be performing many of the same
tasks for older persons as outsourced workers employed via the municipality but who
are paid lower wages and have less secure jobs. The bottom layer consists of those in un-
declared, irregular employment, the majority of whom are undocumented migrants who
have the worst employment conditions and who are paid half, or even less than half, of
the standard wage in the sector. They are typically employed in small firms, which com-
prise a large proportion of the sector.'®

Migrant care workers

Migrant care workers employed in education and in health and social work represent
a smaller proportion of the care workforce than do migrant wage workers among total
wage workers, with the exception of Sweden, where they make up almost one-quarter of
all care workers employed in health and social work (figure 4.12). In Denmark, migrant
care workers represent 12 per cent of health and social work employment (with 21 per
cent in long-term care) — and most are from other Nordic countries. Migrant care work-
ers are mainly employed in occupations for which the lowest level of qualifications is
required, although they benefit from the same social protection and employment rights
as national workers.'®® A substantial share of the care workforce is composed of second
or third generation descendants of migrants, who have been born in the country, and are
generally characterized by a low level of education.
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Figure 4.12. Proportions of foreign-born persons among care workers in education and in health and social work
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Source: ILO calculations based on labour force and household survey microdata.

There is also evidence of an extensive use of au pairs.'®” Au pairs are usually not con-
sidered employed and therefore not covered by labour protections. Both Norway and
Denmark receive the majority of their au pairs from the Philippines.'®® Similarly, in
Denmark the majority of au pairs come from the Philippines and from poorer regions
of Europe. This is despite the fact that the Philippines, while encouraging its nationals
to migrate for domestic work, does not permit Filipinas to take up au pair contracts.'®
Au pair schemes normally place strict limitations on the types of tasks that can be per-
formed and the number of hours that can be worked; however, some evidence suggests
that households employ full-time domestic workers through these schemes.'*

Working conditions of care workers

The overwhelming majority of workers, and certainly care workers in education and
in health and social work, are formal, protected and covered by social security in these
countries — those who are unprotected make up less than 2 per cent in both sectors.
Men seem to have lower levels of protection than average, as their rates of informality
reach 5 and 6 per cent in Norway and Sweden, respectively, in health and social work,
and 5 per cent in education in the Netherlands. Domestic workers are covered by labour
protections either wholly or partially in all countries in this cluster; however, compli-
ance with these protections is often weak, particularly among irregular migrant domestic
workers (box 4.6).

Levels of labour protection are influenced by the role of unions in protecting the working
conditions of care workers in these countries. For example, unionization in long-term
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Box 4.6. Migrant domestic workers in Stockholm

The constant threat of deportation and the consequent inability to complain to the police allows irregular migrants
in Sweden to be easily exploited. Domestic workers without a legal permit in Sweden have reported being sexually
harassed at work and denied payment after a job is completed. The wage difference between documented and undocu-
mented workers is striking. Those without legal papers are paid about one-half to one-third of the wages earned by
workers with residence permits. Workers employed on an hourly basis lack job security and face unpredictability in the
number of work hours. The standard practice in the sector is not to pay transportation time, which can be significant
due to long commuting distances and is a major concern for workers. Work hours are often far from adequate, placing
workers, particularly those who depend on this income for their maintenance, in a very precarious position.

Source: Hobson, Hellgren and Bede, 2015.

care provision is lower than in other sectors, but higher than in most other countries —
and unions are able to extend protection to workers who find themselves in unprotect-
ed jobs and to counteract the worst effects of privatization trends. In 2016, in Sweden,
for example, Kommunal, the public sector trade union, secured a pay increase for the
40,000 personal assistants working for private companies in the private sector in line
with pay in the public sector.'!

4.3.2. Cluster 2 - High levels of employment in care sectors

Cluster 2.1: High levels of employment in care sectors, with a very low proportion
of domestic workers

This cluster comprises only high-income
countries: they are predominantly English-
speaking countries (Australia, Canada,

Figure 4.9.b. Cluster 2.1.
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Figure 4.13. Proportion of public/private employment in education and in health and social work, Canada
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workers in education is similar to that in the previous cluster (around 6 per cent) and
peaks in Iceland, where they represent 11.5 per cent of total employment (and 19 per
cent of women’s employment). In almost all these countries, care workers in health and
social work make up around 10 per cent of total employment (see figure 4.9.b). This is
4 percentage points lower, on average, than in the countries in the previous cluster due to
differences related to the extent of public health-care and long-term care service provi-
sion. In almost all these countries, health protection coverage is universal,'*> and both de-
pendency ratios'®* and the proportion of persons receiving long-term care in institutions
or at home'* are very similar to those in the previous cluster — the only notable excep-
tion is the United States. The United States is, in fact, the only country among those in
these first two clusters where health coverage is not universal, reaching only 84 per cent
of the population,'®> and where, at the same time, total health expenditure as a propor-
tion of GDP is the highest, at 17 per cent'® — roughly 7 percentage points higher than the
other countries in this cluster. It is also the only country in which almost all care workers
in health and social work (92 per cent) are employed in the private sector (figure 4.13).

Care services

The countries in this cluster combine private and public funding in varying degrees, but
depending on the country and the particular care policy under analysis, two patterns
characterize this cluster. One group of countries tends to rely on market mechanisms
for care service delivery, and coverage is lower as a result. Typically, public funding is
channelled to families via means-tested subsidies and combined with private payments,
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which have come under scrutiny as pressure to reduce public expenditure has mounted.
A second group of countries has stronger universal public provision, although there is
the potential for problems of quality in service provision and in conditions of paid care
work to arise as a result.

In the second group, early childhood education and care enrolment levels are high. For
instance, Germany’s relatively high enrolment levels (33 per cent) are the result of a
specific policy package, in place since 2013, which has doubled the number of publicly
subsidized early childhood education and care places over the past decade.'”” A similar
push to expand childcare was experienced in Japan, starting in 1990, and by 2008 the
number of children in pre-school had doubled.'”® Austria and the United Kingdom have
the lowest adjusted enrolment ratios in early childhood education and care in this clus-
ter, at 15 and 18 per cent, respectively.”” However, Austria is moving towards increas-
ing investment in new facilities,”® as is Canada.?®' In the first group, both in the United
Kingdom?®” and in the United States, similarly low coverage levels (28 per cent)*” are
associated with barriers to access for parents on lower incomes.

Several of the countries in this cluster have in place some form of regulated, publicly
funded home-based childcare provision outside the scope of, but complementary to, early
childhood education and care programmes. In Australia, for example, Family Day Care
services (with registered carers) and home-based care services (at the carer’s home) ex-
ist,”™ co-funded by a means-tested childcare subsidy paid directly to providers.”®> The
Canadian province of Quebec provides public funding for family-based childcare (“ser-
vices de garde en milieu familial”). In France and in the United Kingdom, both employ-
er-sponsored childcare vouchers and a tax credit exist to support the private costs of live-in
carers for children.?® Similar programmes in France (“assistant(e)s maternel(le)s”)*” and
Belgium (“acceuillante d’enfants) exist, co-funded by tax rebates. These programmes
are markedly different from full reliance on institutionalized early childhood education
and care programmes, and they typically have less strict qualification requirements.”*® At
the same time, they provide incentives for these workers to become formalized and to be
covered by labour protections. The glaring exception to this rule is the United States.?®

Pupil-teacher ratios are below 15:1 in pre-primary education (with the exception of the
United Kingdom at 20:1 and Japan at 25:1) and even lower for primary education (with
France and Japan at 18:1), indicating high-quality service provision.?!°

A picture similar to the early childhood education and care situation emerges for older
person care provision in this cluster, as countries have either needs-based universal cover-
age, mixed-arrangements or means-tested subsidies with limited coverage (the United
States). Japan represents a special case, with high, serviced-based coverage but no cash-
for-care allowances. Germany provides an example of needs-oriented, universal support
for long-term care, resulting in relatively high levels of coverage, both home-based (4 per
cent) and institution-based (9 per cent) — levels similar to those of France.?!' England
(United Kingdom) combines needs-based cash-for-care payments reaching 23 per cent
of persons aged 65 years or older with tightly restricted and means-tested access to long-
term care, which results in coverage of less than 2 per cent of persons older than 65 in
institutions, and 3 per cent receiving home-based care.?'> The United States has only
a means-tested subsidy that covers individuals with low incomes and limited savings,
or who have exhausted their financial resources paying for medical and long-term care
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coverage.’'* As a consequence, coverage is limited: only 2.5 per cent of persons aged
65 or older receive home-based care, and a similar proportion is cared for in institutions,
the lowest level in this cluster. The picture in Canada is similar — as long-term care is be-
yond the scope of health-care insurance, most payments are out-of-pocket and subsidies
and service provision vary from province to province.?'

Japan’s rapidly ageing population, with those over 65 totalling almost half the number
of the working age population,*'* makes long-term care a high-priority policy issue (see
also box 4.7). Home-based care reaches over 10 per cent of persons older than 65, and
the proportion of care recipients in this age group covered in institutions is almost 5 per
cent.”'® Strictly needs-based, neither the income nor the availability of family support are
considered part of the eligibility criteria. Japan’s long-term care system does not provide
cash allowances, as it is considered that they would put even more social pressure on
daughters-in-law to care for their in-laws.?"’

Disability policies in the countries in this cluster have the characteristics outlined for
other care policies: relatively high levels of spending combined with strong means-
tested rules to allocate benefits and a preference for subsidies and cash-for-care bene-
fits over services.*'® The United Kingdom, a middle-range spender, shows a preference
for labour-market integration®'” and an emphasis on “independent living” policies, which
involve direct payments to people with disabilities to enable them to pay for their own
personal assistance. With strict work-capability tests, the benefits combine with incen-
tives for persons with disabilities to seek independence through paid employment.>*°

Box 4.7. The use of robots in Japan to support care work

Given Japan'’s rapidly ageing society, the Japanese Ministry of Economy, Trade and Industry has set out Japan’s Robot
Strategy, for the use of robots to meet its increasing care needs by 2020. The objective of the strategy is not to make
robots do most of the care work, but to mitigate the workloads and create a better working environment for care work-
ers by utilizing robotic nursing equipment. With increasing pressure to enhance the work efficiency and reduce the
number of care workers, it is important to maintain high-quality care services that can be provided only by people. In
addition to creating safe and stable work environments for care workers, the Ministry aims to help older persons who
need care to live an independent life in a familiar environment.

According to the survey conducted by the Ministry of Health, Labour and Welfare in 2011,%" robots could help to miti-
gate the physical workloads of the care workers in lifting care recipients, monitoring systems could help people with
dementia and mobility aids could help care recipients to go out safely by themselves.

Robots’ ability to replace the care provided by care workers altogether is less clear. In debates on the rise of robots,
the example of PARO is often cited as an example of technology which is so advanced that it can be used to replace
human caregiving functions. PARO, a “social robot” developed in Japan, is a stuffed animal, shaped like a baby seal,
with sensors and microphones that enable it to sense touch and sound and to respond to these signals through vocal-
ization and movement. It is used in nursing homes to provide cognitive stimulation to older patients with dementia.
While PARO has been extolled for its ability to autonomously improve patients’ moods and decrease stress, closer
inspection of how it is used reveals the critical role of care workers in mediating the interaction between the patient
and PARO - something that is omitted in evaluations of its efficacy.

Sources: Berg, 2018; Government of Japan, METI, 2015.
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Figure 4.14. Education level profiles of care workers in education and in health and social work
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Care workers’ educational credentials

In health and social work, the proportion of workers with advanced educational cre-
dentials (comprising medical doctors and professional nurses and assistant professional
nurses) is approximately 20 per cent — a relatively low proportion, explained by the ex-
tent of the comparatively less well-qualified long-term care workforce. In education, the
proportion of workers with advanced educational credentials is higher, in most countries
they comprise between 30 and 40 per cent, with the lowest proportion of 20 per cent
in Australia. This, again, reflects the presence in institutions of home-based childcare
workers and teachers’ aides, who have lower educational credentials (figure 4.14).

Educational profiles are different in the United States and Canada, where care workers
with higher educational credentials comprise more than half of the health and social
work workers in the United States, and almost 90 per cent in Canada — a reflection of the
low coverage of long-term care services in both countries.

Domestic workers

Domestic workers directly employed by households make up around 1 per cent of total
employment (and 2 per cent or more of total female employment) in France, Luxembourg
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and Switzerland. In the remaining countries in this cluster there are even fewer domestic
workers directly employed by households.

In the United States, domestic workers employed by households represent 0.5 per cent
of the employed population, and their numbers appear stable after some increase at
the end of the last decade.””” Most of them (95 per cent) are women, and the majority
(54 per cent) are from racial and ethnic minority backgrounds.?”® Almost half (44 per
cent) are foreign-born, and 31 per cent are non-citizens. In the case of Canada, the for-
mer Live-In Caregiver programme (1992-2011) explicitly promoted the recruitment of
migrant domestic workers, particularly to provide childcare. The programme was em-
ployment-driven and tied the migrant worker’s entitlement to an ongoing employment
relationship with a specific employer. Changes introduced later (see below) illustrate the
shift in focus from housework to an exclusively caregiving role.?**

Migrant care workers

Two of the features that characterize the countries in this cluster — the relevance of pri-
vate sector care provision and the expansion of home-based care, including by live-in
care workers in long-term care — are associated with an over-representation of migrant
care workers, particularly in less desirable care jobs.”” Austria and Germany, for ex-
ample, rely on migrant care workers employed by individual households, as a result of
a combination of unregulated cash-for-care schemes and a high proportion of migrants
in low-skilled jobs.??® In Germany, cash-for-care can also be used to contract “24-hour
caregivers” — migrants from other EU countries supplied through agencies abroad, with
temporary contracts (up to 24 months) and arduous working conditions.*”’

In the United Kingdom, migrant care workers are employed by formal care institutions.
The opening up of the EU in 2004 resulted in an influx of mostly Eastern European
migrants seeking employment as home-based childcarers, au pairs**® or long-term care
workers.?”’ In combination with a more traditional reliance on foreign-born doctors and
nurses, this influx caused migrant care workers to be over-represented among care work-
ers*’ in comparison with migrant workers among wage workers overall (figure 4.15).%!
This situation is similar to that of Ireland, although Ireland also experiences emigration
of its health-care workforce.?*> Migration policies that favour skilled workers have re-
sulted in the downgrading of many workers with health and care work skills to the cate-
gory of unskilled labour, with fewer rights to citizenship, and resulting in poor working
conditions for care workers.*

The United States is also a long-standing major destination for highly educated care
workers, in spite of the stringent admission rules. Some 18 per cent of care workers in
health and social work are currently foreign-born (figure 4.15). In 2010, in the United
States 27 per cent of doctors and surgeons and 22 per cent of those working in health-care
support jobs, including nursing and home health aides, were foreign-born.?** Proportions
of foreign-born workers are also high among older person care workers (at 24 per cent),
with slightly over half of them holding US nationality, and one-third of them having
been in the United States for over 25 years. Proportions are even higher for care workers
employed by private households (28 per cent) than for those working in nursing homes
(20 per cent).?
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Figure 4.15. Proportions of foreign-born persons among care workers in education and in health and social work
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Source: ILO calculations based on labour force and household survey microdata.

The proportion of foreign-born persons among health-care workers is below average
in other countries covered in figure 4.15, even those with relatively high proportions of
foreign-born workers, such as Luxembourg and Switzerland. In education, foreign-born
care workers are relatively less prevalent, as the requisite credentials and language act
as barriers to entry. They do, however, make up approximately 10 per cent of all care
workers in the sector.

Migration regulations intersect with care policies to facilitate or deter migrant care work-
ers, with an impact on their numbers and working conditions as a result. In Australia, for
example, migration policy is designed to favour skilled occupations (defined by the sal-
ary level) and does not encourage migrant childcare workers and nannies. Families that
resort to au pairs (on a “working holiday visa”) in Australia are not eligible for subsidies
to support this type of in-home work.?*® Japan’s restrictive immigration policy has meant
that nurses and long-term care workers have entered only through bilateral agreements
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with Indonesia, the Philippines and Viet Nam.?*” At the opposite end of the spectrum,
Canada’s Caregiver programme allows caregivers (including health professionals, nan-
nies and low-skilled caregivers) to migrate to Canada to provide care to either children
or individuals with high-level medical needs, in either live-in or live-out arrangements.
Migrants under this programme are eligible to become permanent residents in Canada
after a minimum of two years of work.?**

Working conditions of care workers

Depending on the sector, the degree of privatization in service provision, the migration
regime and the strength of regulation, care workers find themselves in a variety of situ-
ations. Common features of the situation of care workers in the countries in this cluster
are their precarious contractual status and difficult working conditions, which are ex-
acerbated where there is a higher proportion of market-based care service provision.

In the United States, for example, the physician is the primary health professional in
short-term care and often supervises formal care in the paid long-term care workforce
and, along with nurses, provides the bulk of the skilled services. The earning gaps be-
tween skilled and unskilled care workers are particularly high, as shown in figure 4.5.
However, the great majority of the paid long-term care workforce are “direct care work-
ers”?? who deliver most of the hands-on, personal care and assistance with daily life in
care facilities, or in private homes, sometimes as domestic workers.?*® These direct care
workers receive little or no training,>*! inadequate employment benefits, low wages and
are subject to high turnover.?*

In the United Kingdom, early childhood education and care workers are at the bottom of
the pay hierarchy, receiving wages that are 40 per cent less than those of other workers
after adjusting for personal and institutional characteristics. This gap is partly addressed
for those working in public institutions, as public workers earn 27 per cent more than
other early childhood education and care workers.?** As state subsidies are not correlat-
ed with the levels of staff qualification, for-profit providers operating in a flexible labour
market have incentives to keep labour costs down while profiting from the state fund-
ing injected into the system, even when staff working in nurseries and pre-schools must
have “full and relevant” qualifications.*** Less than 40 per cent of care workers in educa-
tion have advanced qualifications. In the other European countries in this cluster, and in
Australia, the proportion with advanced qualifications is even lower (figure 4.14).

The shift to private, for profit, institutional and home-based care provision, even if fund-
ed by local authorities, has also negatively impacted average wages in comparison to
public sector wages in the United Kingdom.>* Time management practices, which limit
pay to face-to-face contact time, and the use of zero-hours contracts (see box 4.8), make
jobs variable and insecure, and demand high levels of work engagement on the part of
care workers.?*® Cash-for-care schemes for older persons and for persons with disabil-
ities have expanded the private employment of personal assistants, with jobs that tend to
be unprotected and non-unionized and characterized by difficult working conditions. In
the United States, the expansion of subsidies for home-based care provision is behind the
expansion in the numbers of self-employed home-care workers,**’ or “independent con-
tractors”, who are in fact employees.?*® Home-based older person caregivers in Germany,
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Box 4.8. Zero-hours contracts and carers in the United Kingdom

“Zero-hours contracts” (with no guaranteed minimum hours)?* represent the norm for the United Kingdom’s home-
care providers. Typically, these contracts imply unpredictable and insufficient hours of work, reduced earnings and
employment protection, but they also have distinctive characteristics in relation to home-care provision. Among these
is the fact that pay is restricted to remuneration for time in which care workers are in direct contact with service users,
and most visits are scheduled to last for 15 minutes or less — which is often insufficient time to complete the necessary
tasks. The time required for transportation between visits is also unpaid. The time needed to provide care, however,
varies depending on the care recipient and tight schedules may not allow enough time for the necessary care. In these
cases, poor-quality employment clearly translates into poor-quality care.

Sources: Hayes, 2016; ILO, 2016d.

most of them women, also report extremely low wages for work of more than 48 hours
a week, a requirement to be present seven days a week without the right to paid holidays
or sick leave and sometimes with no sickness insurance.?°

Unsatisfactory working conditions are also pervasive among domestic workers directly
employed by private households. For instance, in the United States, wage rates are low;
the work is often hazardous to health and safety; and workers rarely have effective re-
course to improve their working conditions, given that they are explicitly excluded from
the protections of key federal labour and employment laws and standards. Weak or insuf-
ficient institutional employment rights and protections leave domestic workers particu-
larly susceptible to employer abuse and exploitation. In the case of Canada, by contrast,
some of the legal protections at the federal and provincial level extend equal rights to
domestic workers.>!

Cluster 2.2: Mid to high levels of employment
in care sectors, with a low but significant pro-
portion of domestic workers

Figure 4.9.c. Cluster 2.2.
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(who comprise approximately 3 per cent of total employment). In these countries, care
workers in education represent approximately 6 per cent of total employment, and 5 per
cent in health and social work (see figure 4.9.c). These societies are remarkably similar
in terms of their dependency ratios, in particular those of young persons (0—19 years old)
and working age population (20-64 years old) (around 30 per cent), although Italy stands
out for its proportion of older persons in its total population.>> A common characteris-
tic of these countries is the high degree of feminization of the care workforce, at around
80 per cent.

These countries’ levels of care employment point to what the literature has called “fa-
milialism” in care regimes, i.e. the reinforcement of family responsibility for care pro-
vision over state provision, sometimes enshrined in the law, as is the case in Hungary.?*
Some reliance on domestic workers — the majority of whom are migrant workers in the
Southern European countries in this cluster — and a comparatively high level of femini-
zation are indicative of less than satisfactory working conditions in care service prov-
1sion, as discussed below.

Care services

Western and Eastern European countries in this cluster have experienced several rounds
of reform in their move towards liberalization and market-based social policies. Basic
public education remains free of charge and universally accessible; however, post-sec-
ondary education is privatized and fee-based and publicly financed childcare services
have been reduced and remain limited,>* a fact that is reflected in current low cover-
age rates, with the exception of Slovenia, which has a coverage rate of almost 40 per
cent.”

Southern European countries also experienced reforms in the late 1990s: expanding fam-
ily policies and investing in early childhood education (with the exception of Greece),
and moving towards universal public health systems.”® When these countries were hit
by the 2008 economic and financial crisis, fiscal austerity brought these reforms to a
halt while their preference for family responsibility for care provision remained strong
— causing working conditions of care workers to deteriorate and putting more strain on
unpaid carers.”’ The Republic of Korea substantially increased early childhood care and
education coverage after 2003, and universalized older persons care services in 2008,
with a preference for market-based providers funded by a combination of a tax-based
system and social insurance.”® Generally, the countries in this cluster have recently ex-
perienced profound reforms, attempting to follow marketization strategies that have
nevertheless produced rather mixed results.

Early childhood education and care enrolment levels are variable among these coun-
tries. Slovenia and Spain present moderate levels of coverage (between 30 and 40 per
cent), while the Republic of Korea reaches a level of coverage of over 50 per cent*®
and Portugal has 48 per cent coverage and long hours (over 35 weekly hours). Czech
Republic, Greece, Hungary and Poland have low levels of coverage (less than 20 per
cent), although with long hours.?*! In the Czech Republic and Hungary current levels of
coverage are related to a generously paid parental leave, but in Greece and Poland low
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levels of coverage reflect very low public support for childcare.?®> Pupil-teacher ratios
are low (equal to or below 17:1) in both pre-primary and primary education.?*

Most of the countries in this cluster have a ratio of older persons to working age popu-
lation equal to or greater than 30 per cent — with Greece and Italy having the highest
ratios.”® Yet, countries in this cluster have relatively low levels of coverage for older
person care both in institutions and home-based care, evidence of their emphasis on fam-
ily care. The Czech Republic, Hungary and the Republic of Korea have universal legal
coverage of older person care, but all other countries present very high deficits in legal
coverage.”® The case of Hungary is telling, as the high rate of home-based care coverage
(10.7 per cent) is the result of care allowances for full-time carers for family members,
combined with the inadequate number of nursing homes along with the restrictions im-
posed on accessing these facilities.?*®

Southern European countries, in turn, have expanded their levels of long-term care cover-
age over the past decade, particularly Italy and Spain.?” Estonia and Poland have ex-
perienced declines.”® However, the expansion has emphasized home-based care, relying
on cash-for-care programmes and reducing institutional-based care. This has contributed
to the expansion of a private market for home-care, mostly filled by migrant domestic
workers.?® Slovenia, for example, has only slowly expanded its public home-based care
provision and, in a context of high unemployment, families that can afford it contract
formal and informal workers to cover some of the unmet demand, a fact that has created
a segmented home-based care workforce (see below, box 4.9).27

The Republic of Korea stands out in this cluster in terms of its long-term care system,
based on universal long-term care insurance. Implemented in 2008, the system entailed
the public provision of facilities in remote areas, combined with a strong promotion of
private sector participation. Similar to Japan, cash benefits are explicitly discouraged in
order to deter the employment of family members.>"!

The preference for cash-for-care arrangements also applies to disability policies. As is the
case for older person care, Italy and Portugal show a preference for cash transfers with-
in a strict means-testing framework. In Spain, the Personal Autonomy and Dependent
Care Law (2007) guaranteed public support for people in need of care and assistance.
Central and Eastern European countries emphasize needs-based transfers (within a con-
text of low coverage).?”? In line with its aversion to cash-for-care transfers, the Republic
of Korea supports the public provision of personal assistants to help with the activities
of day-to-day living.?”?

Care workers’ educational credentials

Figure 4.16 shows higher educational credentials for care workers in health in compari-
son to the previous two clusters, reflecting the lower proportions of long-term care work-
ers. A similar pattern is evident in education, where advanced credentials are even more
prevalent, in particular in the Republic of Korea, Poland and the Russian Federation. The
exception is Greece, where less than 20 per cent of care workers in education have ad-
vanced educational credentials.
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Figure 4.16. Education level profiles of care workers in education and in health and social work
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Domestic workers and migrant care workers

In Southern Europe, the combination of low public expenditure on long-term care, the
availability of unregulated cash-for-care transfers and the high prevalence of undocu-
mented migration has resulted in what has been called the “migrant in the family” model
(i.e. the employment of domestic workers, mostly migrant women and many live-in), to
provide older person care along with the “woman in the family”.?™* In Italy, the number
of domestic workers providing a wide range of person-care and home-care services
tripled between 1998 and 2008. Ten years later, domestic workers represent almost 7 per
cent of female employment (compared with 0.7 per cent of male employment), of whom
77 per cent are foreign-born (figure 4.17). Many more may be irregular migrants and
thus not included in the statistics.*”

Figures are similar for Spain, where domestic workers represent 6.5 per cent of female
employment (and 0.7 per cent of male employment), with 55 per cent foreign-born.
While the proportion of domestic workers is lower in Portugal and in Greece (4.8 and
2.4 per cent of female employment, respectively), the proportions of migrant workers
remain considerable, particularly in Greece (figure 4.17).2"

Most of the domestic workers in Southern European countries come from Eastern
Europe.””” The enlargement of the European Union since 2004 resulted in domestic
workers being targeted through quotas and concessions allowing workers from these
countries to migrate to Italy. Nonetheless, irregular migration has dominated the sector:
irregular entry and overstaying tourist and student visas are the main pathways into the
Italian labour market. Although Italy’s migration policy has taken on a more restrictive
and punitive approach towards irregular migration since 2008, domestic workers have
continued to be treated as the exception, and have been the beneficiaries of regularization
campaigns both in 2009 and in 2012. Regularization, however, depended on the will-
ingness of the employer to apply for the regularization of their employees’ status. Not

Figure 4.17. Proportion of foreign-born female domestic workers (employed by households)
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all employers were willing to do this, as it implied higher labour costs arising from the
necessity to conform with requirements to pay social security contributions and higher
wages, along with compliance with hours of work and leave entitlements stipulated
under the collective agreements on domestic work.?’®

In Spain, the Dependent Care law was also an attempt to regularize care workers, 63 per
cent of whom were migrants at the time the law was introduced in 2007. However, after
2008, unemployment rose to 27 per cent and this led to a tightening of immigration meas-
ures on non-EU migrants and restrictions on migrants’ eligibility to social rights. These
measures did not lead to the exit of migrants, but rather to a decrease in the hours and pay
of the migrant care workers and a significant reduction in remittances.*”

In several Eastern European countries, in contrast, emigration, coupled with the dismant-
ling of public care services, created deficits in care provision that paved the way for the
emergence of a new demand for domestic workers.?*’ In Slovakia, this demand is cover-
ed by students and by female retirees, who have taken early retirement and who work
informally as childminders as a strategy to escape poverty.?®! In the Russian Federation,
the demand for domestic workers is sustained by urban middle and upper classes, and is
met by local residents, internal migrants and, to a lesser extent, foreign migrants from
former Soviet Republics.?®? Similar trends are present in Latvia.?3 Although there is little
quantitative information, qualitative evidence indicates that domestic workers in these
countries face poor working conditions, as most are informal. Live-in migrant domestic
workers in particular endure overwork, underpayment and sexual harassment.?®*

In the Republic of Korea, migration policy has changed in response to long-term care
demands, with the opening of “personal care services” as a temporary visa type, but only
for “co-ethnic” Chinese and Russians who are employed in institutional older person
care. Despite serious shortages of care workers, the Republic of Korea has maintained
highly restrictive immigration policies towards foreign migrant care workers,” in con-
trast with the Southern European countries in this cluster.

Working conditions of care workers

In most countries in this cluster, informality affects wage care workers proportionally
less than employees as a whole — and that is to be expected due, among other things, to
the prevalence of public care services provision. In health and social work, in Croatia,
Latvia, Portugal and Slovakia, women wage care workers experience a higher incidence
of informality than average, while in Italy the incidence is equivalent. In education, only
in Hungary are wage care workers more likely to be in informal employment than aver-
age. Notably, the few men that are wage care workers are more likely to be in informal
employment than women, particularly in education (figure 4.18).

There is evidence that publicly provided childhood care and education result in high-qual-
ity working conditions for care workers. This is the case in Slovenia, where most teach-
ers have full-time and permanent contracts, are unionized and have wages that are close
to the average for the economy.”® At the same time, low levels of public care provi-
sion in long-term care, a preference for cash-for-care schemes and irregular migration
are associated with deficient working conditions (box 4.9). In the Republic of Korea,
the rapid expansion of long-term care services has implied relatively limited workforce
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Figure 4.18. Proportion of informal wage care workers in education and in health and social work, by sex
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certification, and little regulation and oversight®’ — which, combined with a pro-market
approach to care service delivery has led to a de facto casualization of this employment,
as workers are employed by for-profit enterprises. The working time of caregivers is
usually unpredictable and contracts are insecure, with high turnover rates among
workers. They are, in effect, excluded from the social security insurance system and
are frequently not entitled to benefits, such as paid holidays, overtime pay and sev-
erance pay.”*® At the same time, the combination of relatively low wages and few career
prospects has failed to attract care workers, particularly the young.?
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Box 4.9. Stratification of long-term care workers in Slovenia

A recent study in Slovenia highlights the difference between public and private long-term care workers in a context
of low levels of public care provision and high unemployment.?® Public long-term care workers and those employed
by private agencies that are partially subsidized with public funds are formally employed with full-time contracts. Yet,
they are paid minimum wages, work non-standard hours and have experienced an intensification of their workloads,
caused by a process of increased control and division of care tasks — a common feature in formal home-based long-
term care. Because subsidies are channelled to the private agencies and not to users (covering 50 per cent of the
cost), unsubsidized self-employed care workers who hold work permits have to compete with agency-based care
provision, which puts pressure on their earnings. They also compete with informal care workers, who do not pay taxes.
The competition between informal workers, and their dismal working conditions, are behind the relatively high levels

of coverage in long-term care in Slovenia.?’

Sources: Hrzenjak, 2017; OECD, 2018a

4.3.3. Cluster 3 - Reliance on domestic workers

Cluster 3.1: Mid levels of employment in care sectors, with a very high proportion of domestic

workers
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Figure 4.9.d. Cluster 3.1.
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This cluster comprises two Arab States,
Kuwait and Saudi Arabia. Their main char-
acteristic is the proportion of domestic work-
ers in total employment, reaching 12 per cent
in Saudi Arabia and 14 per cent in Kuwait.
Care workers in care sectors also constitute
a significant proportion of total employ-
ment, concentrated in education (see figure
4.9.d). In Kuwait, care workers in education
account for 5 per cent of total employment,
and 2.4 per cent are care workers in health
and social work. The most striking feature of
Saudi Arabia, a characteristic also of other
Arab States, is that the female care work-
force accounts for 90 per cent of all women
employed, and yet they represent less than
half of the total care workforce — in other
words, the degree of feminization is 46 per

cent. This is explained by an overall low female labour force participation rate of only
20 per cent. Almost half of all women employed in the care economy are, in fact,
domestic workers, and practically all of them are migrants.

Care services

A heavy reliance on domestic workers, combined with relatively well-developed health
and education sectors, explains the particular combination of this cluster’s care employ-
ment. In Saudi Arabia, health services are provided free of charge, in both public and
private facilities, but a system of compulsory social insurance for migrants has been put
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in place to cover some of the costs. Education is free up to secondary school level. In
Kuwait, both kindergarten and tertiary education are also free of charge. Other care ser-
vices, in particular early childhood development and long-term care, are scarce.

Migrant domestic workers

Saudi Arabia and Kuwait, along with other Gulf Cooperation Council (GCC) countries,***
are home to the largest population of temporary labour migrants in the world — mostly
employed in construction and domestic work. Between 1990 and 2015, the number of
international migrants hosted by the Arab States increased threefold, from 9.8 million
to 35 million.”® The GCC countries have by far the largest migrant population in the
Arab region, and one of the largest worldwide, with a total of 25.4 million migrants.
Saudi Arabia has the largest number of migrants in the region as well as being the fourth
largest destination country worldwide. Migrants make up 73 per cent of the total
population in Kuwait.®* Migrant workers predominately come from Asia — particularly
South Asia, but increasingly from Africa. The Arab region stands out among destina-
tion countries as having among the lowest proportions of women among international
migrants. As of 2015, the average share of migrant women stands at 33 per cent.?”

Domestic work is the single most important occupation among migrant women im-
migrating to the GCC, while health care and caregiving occupations also offer em-
ployment for migrant women. The high demand for migrant domestic workers in the
region is attributable to the combination of affluent lifestyles and social norms that
combine the “migrant in the family” with the “woman in the family”.?® In the absence
of state provision, migrant domestic workers represent a low-cost, privatized alterna-
tive to provide care services for young children, the sick, disabled or older members
of households.

Working conditions of migrant domestic workers

Employment relations between employers and migrant workers (known as “temporary
expatriate workers” in the GCC countries), are governed by regulations, norms and cus-
tomary practices around a form of employer-sponsorship system based on the concept of
“kafala” (see box 4.10). Under kafala, a worker’s legal status is linked to one employer
and the worker cannot unilaterally exit the employment relationship. This type of spon-
sorship arrangement severely limits migrant workers’ capacity to leave an employer and
creates a number of risks of human rights abuses and labour exploitation.?’

Recent years have seen movements towards legislation to protect domestic workers’
rights, including regulating some of the most exploitative aspects of kafala. Kuwait
passed Law No. 68/2015 on employment of domestic workers in 2015, which provides
for the respective obligations of the employer and the worker, particularly with regard to
hours of work, remuneration and rest time, as well as holidays. The law expressly pro-
hibits passport confiscation by the employer; provides that the contract between the em-
ployer and the domestic worker is concluded for a period of two years, renewable for a
similar period unless one of the two parties notifies the other at least two months before
the end of the two-year contract; and gives domestic workers the right to file a complaint
with the Domestic Labour Department and seek redress.
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Box 4.10. GGG countries: Migrant domestic workers and the kafala system

The kafala system, which in classical Arabic carries connotations of “guarantee”, “provide for” and “take care of”, is
a sponsorship system which allows the temporary employment of non-nationals in the GCC countries. Under kafala, a
migrant worker’s immigration and legal residency status is tied to an individual sponsor (kafeel) throughout his or her
contract period in such a way that the migrant worker cannot typically enter the country, resign from a job, transfer
employment or leave the country without first obtaining explicit permission from his or her employer.

Kafala places migrant workers in a position of vulnerability to exploitation and they have very little leverage to nego-
tiate with employers, given the significant power imbalance embedded within the employment relationship. Through
the linking of residence and work permits, a migrant worker’s immigration status is dependent on the contractual rela-
tionship with the sponsor. If the employment relationship is terminated, there is no longer a legal basis for the migrant
worker to stay in the country. As the “owner” of the permit, the sponsor is given authorization to exert far-reaching
control over the lives of migrant workers employed by them, making this employer—worker relationship much more
asymmetrical than is usual.

The ILO Committee of Experts on the Application of Conventions and Recommendations (CEACR) has stated in its
observations with regard to the Forced Labour Convention, 1930 (No. 29), that the kafala system “may be conducive
to the exaction of forced labour” and urged governments to “take the necessary measures, in law and practice, to
ensure that migrant domestic workers are fully protected from abusive practices and conditions that could amount
to the exaction of forced labour”.?%

Sources: CEACR, 2016; ILO ROAS, 2017b.

Bilateral labour agreements signed by GCC countries generally focus on pre-departure
requirements, regulation of the recruitment process, provisions relating to payment of
salaries, content and form of the employment contract, methods for resolving disputes
and frameworks for monitoring the agreements.”” These agreements can represent an
improvement on the status quo but, like standard employment contracts, they offer fewer
and weaker protections than those enshrined in national labour laws, and have unclear
enforcement mechanisms and penalties.

Cluster 3.2: Mid to high levels of employment in care sectors, with a high proportion of
domestic workers

This cluster comprises countries in Latin America (Argentina, Brazil, Uruguay, the
Bolivarian Republic of Venezuela), sub-Saharan Africa (South Africa), Asia and
the Pacific (Brunei Darussalam), Central and Western Asia (Cyprus) and one Arab State
(Jordan). They present two salient features: a high proportion of domestic workers, in the
order of 4 to 8 per cent of total employment, though still lower than in the previous clus-
ter’s Arab countries, and a proportion of between 8 and 10 per cent of total employment
of care workers in care sectors. Care workers in education represent around 6 per cent
of total employment, whereas care workers in health and social work constitute 4 per
cent (see figure 4.9.e). This is only slightly lower than in Southern European and Central
and Eastern European countries — which are higher-income countries — and is indicative
of the historically strong (although not necessarily sufficient) development of both the
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education and the health sectors in these
countries. The presence of high numbers of
domestic workers, in turn, reveals both the

Figure 4.9.e. Cluster 3.2.
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Labour markets are segmented, with significant sections of wage workers lacking access
to social protection — for example, as much as 32 and 21 per cent of all employees are
informal in Argentina and Brazil, respectively. In South Africa, this rate is 28 per cent.’”

Care services

Inequalities in income and in the labour market translate into differential access to care
policies, in health, education, early childhood education and long-term care. These coun-
tries combine private and public providers in health systems that are universal in cover-
age, including the recently established National Health Insurance in South Africa’®
— although both providers and sources of funding are associated with differences in
service quality and working conditions for care workers, as discussed below.

Latin American countries in this cluster provide free public education, but this is not the
case in South Africa, where public funding is combined with the payment of fees. Latin
American countries in this cluster have made progress in early childhood education in re-
cent years. Uruguay, for example, has a 36 per cent participation rate in early childhood
education and care, and Brazil has a 24 per cent participation rate.**> Pre-primary school
enrolment is also between 70 and 88 per cent in these countries as a result of pre-primary
level education being mandatory.** South Africa has low levels of early childhood edu-
cation and care coverage (4 per cent) but achieves 80 per cent enrolment in pre-primary
education. Cyprus and Jordan reach close to universal enrolment ratios, though only in
primary school, with low levels of enrolment in pre-primary school.>”

In Argentina, public provision of institutional care and of personal assistants is avail-
able, but only for pensioners, and coverage is restricted. A modest cash-for-care pro-
gramme also offers support to receive some home-based care, and training programmes
are available for registered home-based care workers.*® An estimated 2.9 per cent of
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older persons live in residential facilities, usually supported by out-of-pocket expend-
iture as the number of publicly funded nursing homes is very limited.*” In Uruguay,
however, older person care, as well as care for persons with disabilities, is one of the key
services provided by the Uruguayan National Care System. A needs-based system, it of-
fers personal assistants, tele-assistance and long-term institutional care. As is the case
in Japan and the Republic of Korea, direct payments to family care providers are not fa-
voured, with the system opting for direct care provision instead.>'° Currently, 3 per cent
of persons aged 65 and over receive institutional care in Uruguay.*"!

South Africa has a limited cash-for-care programme for those who are already receiv-
ing other means-tested cash transfers, to pay for a full-time carer, but otherwise long-
term care needs are covered out of pocket. Given the poverty levels in the country, it
is estimated that 70 per cent of those over the age of 65 could not afford to pay for
either institutional or home-based care. Brazil has no legal coverage for long-term
care and only an estimated 1 per cent of persons aged 65 and over live in long-term
care institutions.*'?

Brazil’s health-care systems combine public and private institutions, with private insti-
tutions covering 25 per cent of the population. Although universal health coverage is en-
shrined in the Constitution, the reduction in public investments, the uneven geographical
location of health-care institutions and the overall lack of qualified personnel combine
to make the quality of health-care provision uneven. This is evident when comparing the
relative coverage with the distribution of health-care staff: 43.5 per cent work for private
health-care facilities, whereas 56.5 per cent work for public institutions.*!* Similarly, in
Argentina, the health sector is organized in three tiers: the public, free sector, used by
poor families; the private sector, for those who can afford to pay; and the “social se-
curity sector”, administered by unions, which provides different levels of health-care
quality according to sector and jurisdiction along the lines of existing income inequal-
ities.’'* Uruguay’s health-care system was similar to those of Argentina and Brazil be-
fore reforms in 2007 and 2016 created the National Health Care System (SNIS) and the
National Health Insurance, respectively. The SNIS is a “solidarity” funding mechanism,
aimed at covering everyone and funding both private and public health providers, and
standardizing the quality of health-care provision.*!?

Similar to Brazil and Argentina, the South African health-care system comprises a
mixture of public and private sector institutions that are unevenly distributed among
provinces, with public health care covering the poorer segments of the population and
privately operated institutions covering the most affluent. This is in spite of a major
national initiative aimed at achieving universal health coverage, which still presents
deficiencies.’'®

Domestic workers

The Latin American countries in this cluster have the highest proportion of domestic
workers in total employment in the Latin American region. A very high degree of femini-
zation implies also that domestic workers represent a significant proportion of women’s
employment: domestic work accounts for approximately 14 per cent of total female em-
ployment in these countries, and as much as 17 per cent in Argentina. These proportions
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are similar to those of Brunei Darussalam and Jordan. In Brunei Darussalam, practically
all domestic workers are foreign-born, while in Jordan three-quarters are foreign-born
— a profile that corresponds to that of the Arab countries in cluster 3.1. In the case of
Argentina and Uruguay, the proportion of migrant women among domestic workers is
low*!” compared to regional estimates.*'®

Working conditions of care workers

Inequality and fragmentation in service provision are reflected in care workers’ working
conditions, which vary depending on sectoral differences, the degree of privatization in
service provision, and the strength of labour protections. It is no coincidence that these
dimensions are the same as those encountered in the countries in cluster 2.1: at differ-
ent levels of coverage and proportions of domestic workers, the option of private care
service provision reinforces inequalities in access and in the quality of care provision in
both country contexts, to the detriment of care workers.

The mix of private and public sector care provision and funding in the health sector is
reflected in the proportion of public and private care workers. In Uruguay, Argentina and
Brazil, 78, 63 and 61 per cent, respectively, of care workers in health and social work are
private.’'” In South Africa, 57 per cent of care workers in health are private. Consistent
with an overall pattern of public care provision, 90 per cent of health-care workers are
public workers in Brunei Darussalam. The majority of Jordan’s health-care workforce
comprises public workers (60 per cent). The extent of public education coverage in all
these countries is evident in the proportions of public care workers in education, namely,
57 per cent or above. In South Africa, public care workers represent 76 per cent of care
workers in education, and in Brunei Darussalam they comprise 81 per cent (figure 4.19).

Brazil’s two-tiered health-care system, and Argentina’s three-tiered system, make work-
ing conditions unequal within these sub-sectors. Excessive workloads, associated with
long working hours, are more typical of the private sector, as regulations are better able
to protect public sector workers.*?

In the case of Argentina, the public sector guarantees formality and stability — which
are not always guaranteed in the private sector, particularly for nurses in long-term care
institutions.*! Low earnings among both professional and non-professional nurses in
public and private sectors contribute to excessive workloads through overwork or com-
bining contiguous shifts in different institutions. This situation generates absenteeism,
greater work intensity (as measured by patient-to-nurse ratios), burnout and, ultimate-
ly, lower service quality.’** In South Africa, it is the public health-care sector that loses
nurses as they move to the private sector to secure better working conditions — and some
emigrate, being substituted, in turn, by migrant nurses.**® Differences between public
and private providers also exacerbate the overall shortages of doctors in South Africa,
whose density is relatively low (0.77 per cent) although still greater than in neighbour-
ing countries.**

Wage care workers in the health and social work sector show considerable rates of in-
formality in Argentina, Brunei Darussalam and South Africa (16, 23 and 23 per cent,
respectively); and female care workers are relatively more likely to be in informal em-
ployment in Argentina and in South Africa (17 and 24 per cent, respectively)
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Figure 4.19. Care workers in public and in private employment in education and in health and social work, by sex
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Figure 4.20. Proportion of informal wage care workers in health and social work, by sex
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(figure 4.20). In Brazil and Uruguay, informality rates are much lower, at 7 and 3 per
cent respectively. Informality is widespread among the self-employed, though, who are
almost all informally employed in Argentina, two-thirds in South Africa, half in Brazil
and one-third in Uruguay. Compared to the health and social work sector, informality
has a lower incidence among wage care workers in education — between 1 and 6 per cent
in Latin American countries in this cluster, 14 per cent in South Africa and 16 per
cent in Brunei Darussalam.

In Argentina, unionization and wage-bargaining institutions have played a crucial role
in improving the working conditions of workers in education. In order to counteract
fragmentation, national collective bargaining to establish base salaries throughout the
country has been implemented. As a result, all teachers, including early education teach-
ers, from both private and public sectors negotiate together, and the central government
covers eventual deficits to pay wages to poor jurisdictions, counterbalancing income
inequalities.®” Nurses are in a weaker position, as they are not able to negotiate wages
alongside medical doctors and other professionals in health teams.**

Informality, measured by the lack of social security coverage, is high among domestic
workers in the Latin American countries in this cluster (figure 4.21). In Uruguay, the
best performing country in the region in terms of domestic workers’ registration (social
security coverage), close to 60 per cent of domestic workers contribute to social secur-
ity. Levels of coverage are lower in Brazil (43 per cent) and in Argentina (25 per cent).*”’
Recent improvements in legislation are among the reasons for the better registration
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Figure 4.21. Proportion of informal female domestic workers (employed by households)
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results in Uruguay and Argentina,®*® countries that established new laws in 2006 and
2013 respectively, to equalize the rights of domestic workers with those of other wage
workers, and accompanied these actions with several measures to increase formalization
(see also section 4.2.3). A salient feature of Uruguay’s and Argentina’s new legislation
is the establishment of wage-bargaining mechanisms to set domestic workers’ wages.*?
Brazil amended its Constitution in 2015 to recognize domestic workers’ equal rights
with other workers.

In South Africa, where little more than 20 per cent of domestic workers are formal, min-
imum wages for domestic workers were established in 2002 (and revised in 2011/12 and
in 2017/18), along with several measures to determine working hours, sick leave and sev-
erance pay, among other issues. Domestic workers also have maternity protection and
unemployment insurance.**

The average number of hours worked by domestic workers is lower than that for all
women employed (figure 4.22), which may be linked to the fact that the established
hourly rates were lower than any other similarly established sectoral rates, including
those of contract cleaners and taxi drivers.*!

Domestic workers in Brunei Darussalam are almost all informal and work extreme-
ly long hours: on average, 77 hours of work per week, which is equivalent to working
during all waking hours (figure 4.22).
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Figure 4.22. Weekly hours worked, female domestic workers (employed by households)

90

Hours per week

Brunei Darussalam Jordan Cyprus Brazil Uruguay Argentina

B Women domestic workers B Women employed

Source: ILO calculations based on labour force and household survey microdata.

Cluster 3.3: Low levels of employment in care
sectors, with a high proportion of domestic Figure 4.9.f. Cluster 3.3.
workers

Most of the countries in this cluster are
. . . R . Care workers
in Latin America (Dominican Republic, in education
. — % of total employed
Ecuador, Guatemala, Honduras, Mexico,
16

Nicaragua, Panama, Peru), and are relatively /
12

poorer than the previous clusters. A number 0
of countries are African (Angola, Botswana, N 6
on-care workers 4 Care workers
1 1 1h1 in care sectors in health and social work
Etthpla, Namlbla’ Rwanda’ Senegal’ - % of total employed - % of total employed

Zambia). From Asia and the Pacific, this
cluster includes China, Indonesia and Sri
Lanka. Two relatively rich Arab countries
(Qatar and the United Arab Emirates) com-

l h l Care workers Domestic workers
p ete the cluster. in non-care sectors (employed by households)
— % of total employed — % of total employed

Arguably different situations and contexts

come together in this cluster, which includes — 3:3-Lowlevels of employment in care sectors
. with a high proportion of domestic workers

both populous and small countries. Two fea-

tures differentiate this cluster from the pre-

vious two: a high proportion of domestic

225



- I I CARE WORK AND CARE JOBS FOR THE FUTURE OF DECENT WORK I I -

workers of between 4 and 6 per cent, with peaks in the Arab countries, combined with
a low proportion of workers in care sectors — low in education (around 3 per cent) and
very low in health and social work (2 per cent or less) (see figure 4.9.f). In comparison
to the previous cluster, education has lower coverage, and the health systems are under-
developed, particularly in African countries. In turn, when compared to Kuwait and
Saudi Arabia, and in spite of their high per capita GDP, the Arab countries in this cluster
also have less developed health and education sectors, at levels similar to those of the
Latin American countries included in the cluster.

With the exception of Qatar and the United Arab Emirates, poverty characterizes the
countries in this cluster.?*?> Latin American countries in this cluster are poorer than their
neighbours in the previous cluster, and the same is true for African countries, in compari-
son to South Africa.

A salient characteristic of these countries’ labour markets, as was the case in the previous
cluster, is the high incidence of informality among wage workers: for instance, informal-
ity is between 40 and 49 per cent in Angola, Ecuador and Mexico; between 50 and 59 per
cent in China and Sri Lanka; and equal to or above 60 per cent in Guatemala, Honduras,
Namibia and Senegal.

Care services

Early childhood education and pre-primary enrolment rates in most of these countries
are very low** and only primary education enrolment levels are satisfactory.*** One of
the exceptions is China, where the early childhood education and pre-primary enrolment
rates, of 60 per cent and almost 80 per cent, respectively, are the result of explicit policies
to extend childcare service provision. However, public childcare provision was reduced
in the context of neoliberal reforms,** and currently 69 per cent of the early childhood
education facilities are private, serving mid- to low-income families.**

Primary school enrolment ratios are at satisfactory levels. Primary education is publicly
provided and free in the majority of these countries, with the exception of Peru, which
has experienced a significant increase in its private provision.**” Secondary school enrol-
ment ratios go down markedly not only in the African countries in this cluster, but also
in Guatemala, Honduras and Nicaragua.**

Many of these countries have low densities of doctors and other health workers. Only
China, Ecuador, Mexico, Nicaragua, Panama, Qatar and the United Arab Emirates,
the highest-income countries in this cluster, have densities of doctors, nurses and mid-
wives greater than 4.45 per 1,000 population,®’ considered the minimum requirement
in 201334

Along with South Africa and Brazil in the previous cluster, China is moving to achieve
universal health coverage — and is doing so at a faster pace.**' Coverage currently stands
at 97 per cent of China’s population. Health insurance is provided through three main
schemes: for urban workers, for urban residents and for rural residents. The first scheme
provides a comprehensive benefit package that covers about 81 per cent of insurable
costs. The schemes for urban residents and rural residents are voluntary insurance
schemes that cover more than half of the insurable medical costs, up to a limit, and
reach 1.1 billion people. As a general rule, for poor families the Government covers
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part or all of their out-of-pocket expenditure.*** In spite of the rapid coverage expan-
sion, though, stark disparities remain between formal workers and others, depending on
the package they have access to, and between urban and rural residents:*** while total
wage employment is 40 per cent rural, only 13 per cent of care workers in health are
in rural areas. Similarly, Indonesia has established a universal health insurance system
through contributory and non-contributory schemes in 2015, covering 60 per cent of the
population.**

In China, older person care, as well as care for persons with disabilities, is traditional-
ly organized on the logic of Confucian norms of filial piety. Several laws reinforce the
moral obligation that children, i.e. daughters and daughters-in-law, are responsible
for the care of their parents in old age.** Local authorities provide some means-tested
coverage for long-term care, but it is only guaranteed to persons with no children and
no relatives — which is not necessarily related to their care needs. Public expenditure
on long-term care facilities is limited and private insurance plans covering long-term
care are usually unaffordable for low- and medium-income families. As a result, only
10 per cent of the population aged 65 and above is covered — and this coverage applies
exclusively to the wealthy sections of population. Only minimal standards exist for the
regulation of these private or semi-private institutions.**

Domestic workers

According to this report’s estimations, China’s domestic workers (3.3 per cent of total
employment) amount to 25 million workers,**’ one-third of them working in rural areas.
Some domestic workers are excluded from this calculation, as they are employees of
enterprises and not directly hired by households — although they represent the small-
est share of the market. Domestic workers employed by enterprises are recognized as
employees under national labour legislation, but those hired by households (directly or
through placement agencies) are not, and therefore enjoy fewer protections.*** Domestic
workers in China are typically internal migrants from rural areas, particularly women
with lower educational levels who migrate to cities to escape from poverty.**

While domestic work in China, as well as in Botswana and Zambia, is a significant
source of men’s employment (approximately 3 per cent), it is fundamentally a source of
women’s employment in most of these countries. In the Latin American countries in this
cluster, women’s domestic work represents between 5.9 per cent of women’s employ-
ment (in Ecuador) and 14.4 per cent (in the Dominican Republic). These rates are lower
than those in the previous cluster but are nonetheless significant. Similarly, in Botswana,
Ethiopia, Rwanda and Senegal, domestic work represents approximately 10 per cent of
women’s employment. The equivalent rates of the two Arab countries in this cluster are,
in turn, equal to or greater than 30 per cent, in line with the Arab countries in cluster 3.1
analysed above.

Qatar and the United Arab Emirates have both enacted separate legislation for domestic
workers in 2017, expanding their legal protection. The United Arab Emirates’ law ex-
pands the rights of domestic workers, including access to dispute resolution, paid annual
leave and minimum hours of daily rest, and regulates relations between employers, em-
ployees and recruiters.>*
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Box 4.11. Transnational families

Transnational families are those whose members live, for part or most of the time, separated from each other, yet hold
together, even across national borders. The huge numbers of women migrating on their own to take up employment pro-
viding care in receiving countries mean that many of these families have been “left behind” by their traditional principal
caregivers — mothers, wives and daughters. Transnational families are associated with transnational parenting, transna-
tional childrearing or transnational care — strategies of childcare, older person care and spouse care that cross national
borders. Studies show the dynamics and challenges involved as mothers, as well as fathers, craft ways of sustaining
their roles, albeit in new circumstances, and the complexity and diversity of caregiving and care-sharing strategies.*"

Transnational strategies reflect gendered ideologies and practices of childcare and caregiving within the family, while
also challenging the traditional gendered labour division of care between fathers and mothers, men and women. Some
studies maintain, however, that women’s international migration and increased breadwinning power have not resulted
in significant changes in the gendered labour division of parenting. Grandmothers, daughters and other female relatives
are expected to provide immediate childcare, while the involvement of “left-behind” hushands in childcare remains
limited or sporadic. “Left-behind” husbands are often unwilling to take care of children because doing so would run
contrary to or threaten their traditional views of fatherhood and masculinity.?? On the other hand, studies in China and
Mexico show increasing involvement by men in childcare, as both migrant fathers and left-behind fathers.®* Migrant
women have therefore demonstrated their own agency in renegotiating and reinterpreting their care roles and care-
sharing responsibilities with their husbands/partners, while men have shown capacities to adjust to new parenting
roles.

Sources: Parrefias, 2010; Peng and Wong, 2016; King-Dejardin, forthcoming.

Migrant care workers

While Qatar and the United Arab Emirates are destination countries, several countries in
this cluster are sources of care worker migration to richer destinations: domestic workers
from Indonesia and Sri Lanka migrate to other Asian and Arab countries, from Ethiopia
to Arab countries, from Ecuador and Peru to Spain, from Central American countries to
Mexico, from Mexico to the United States. These countries are also sources of skilled
workers: Indonesian nurses working in hospitals or nursing homes in Japan, Chinese and
Mexican teachers migrating to the United States and Chinese doctors to OECD coun-
tries.* Push factors associated with dissatisfaction with working and living conditions
are at the root of the decision to emigrate, which is not easy to make if a family is left
behind (see box 4.11).

Working conditions of care workers

The extension of public provision in education means that most care workers in educa-
tion are public sector workers. The proportions of public sector care workers are always
far greater than for the economies as a whole, and range from 61 per cent in Dominican
Republic to 87 per cent in China, with only Peru having a majority of private care work-
ers in education (70 per cent). The mixed nature of health-care systems in the Latin
American countries in this cluster means that private sector care workers are more prom-
inent in health and social work, between 40 and 50 per cent — and, again, only in Peru are
private health-care workers (55 per cent) more prominent than public ones (figure 4.23).
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Figure 4.23. Care workers in public and in private employment in education and in health and social work, by sex
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Figure 4.24. Proportion of informal employment among wage care workers in education
and in health and social work, by sex
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Figure 4.25. Proportion of informal female domestic workers (employed by households)
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The prevalence of public employment among care workers effectively shields them from
the high rates of informality which are otherwise prevalent in these countries. In most
cases, the incidence of informality rates among care workers is half or less than half of
the overall informality among wage workers. Ecuador is a particularly successful case:
while informality stands at 43 per cent, less than 10 per cent of care workers are infor-
mal. In Senegal, 65 per cent of wage care workers in health and social work are informal.
In China, the level of informality is less than 20 per cent in education (figure 4.24). In the
case of early childhood education programmes in China, public institutions have more
qualified, permanent teachers than private institutions do, although they represent only
approximately 30 per cent of all institutions.*>

Rates of informality among domestic workers are particularly high in the countries in
this cluster — 90 per cent or more of female domestic workers are informal in Guatemala,
Honduras and Mexico in Latin America, in Angola, Namibia and Senegal in Africa, and
in Sri Lanka in Asia (figure 4.25). In Ecuador, 60 per cent of female domestic workers
are informal, a proportion similar to that of China (56 per cent).

These exceptionally high levels of informality are associated with very long working
hours in Senegal and Zambia and also in China — even if corresponding, in the case of
China, to an overall pattern of long working hours. Only in Angola, China, Mexico and
Namibia do female domestic workers work fewer hours than the average of employed
women (figure 4.26).
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Figure 4.26. Weekly hours worked, female domestic workers (employed by households)
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In China, long working hours are coupled with exposure to physical risk, isolation and
low pay, sometimes less than the minimum wage. Poor working conditions are common
to both live-in and live-out domestic workers, and those working as older persons’ care-
givers and cleaners and can, in part, be explained by the ambiguous legal status of do-
mestic workers.*** A recent study on home-based older person care workers in Shanghai
shows that low pay is associated with the low status and undervaluation of domestic
work, the fact that such care is performed by workers from the most marginalized seg-
ments of the labour force, and that the recipients of home-based older person care are
relatively poor.*’

4.3.4. Cluster 4 — Mid to low levels of care employment

Cluster 4.1: Mid levels of employment in care sectors, with a very low proportion of domestic
workers

This cluster comprises Arab States (Iraq, Occupied Palestinian Territory, Yemen), a
Northern African country (Egypt), a Southern Asian country (Afghanistan), an Eastern
Asian country (Mongolia), a Central and Western Asian country (Turkey), and Southern
European (Albania, Former Yugoslav Republic of Macedonia, Serbia) and Eastern
European (Bulgaria, Romania) countries. These countries offer a distinct combination
of significant proportions of care workers in education (between 5 and 8 per cent of total
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employment) but relatively low employment
in health and social work (between 2 and

: C ke
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Figure 4.9.g. Cluster 4.1.
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Serbia.**® Pre-primary enrolment is around

80 per cent in Eastern European countries — 4.1~ Midlevels of employment in care sector

. . . . with a very low proportion of domestic workers
(with the exception of Serbia), where it is

publicly provided, but very low in the re-
maining ones.” Turkey’s pre-primary en-
rolment remains at 33 per cent, and at 45 per
cent for 4-5-year-olds, even though its 10th Development Plan (2014-2018) aimed to
achieve a 70 per cent level of enrolment.*® Primary education is public and provided free
of charge in these countries. Primary enrolment does not always reach 100 per cent, al-
though secondary enrolment is close to 90 per cent in most countries in this cluster (ex-
cept for Afghanistan and Yemen).

In most of these countries, particularly in Eastern European countries, health-care
services are public, centralized and funded by social health insurance. Compared to
other European countries, levels of expenditure (as a percentage of GDP) and health-
care worker densities are lower, and there are concerns about quality.*! Turkey has a
mixed system that combines public and private providers under a universal social health
insurance. Afghanistan and Iraq have professional health-care worker densities below
the recommended threshold (4.45 workers per 1,000 population).*¢

Working conditions of care workers

As the prevalence of public health and education systems indicates, public employment
is extensive in both sectors. The vast majority of care workers in education are public,
formally employed and work around 35 hours a week. Only in Afghanistan is private
employment dominant (89 per cent), and, to a lesser extent, in the Occupied Palestinian
Territory (44 per cent) (figure 4.27). The picture is similar with regard to health, with
the private sector being more prominent in Afghanistan, the Occupied Palestinian
Territory and also Turkey. As in education, most care workers in health are formal, but
work around 40 hours per week, and have intermediate or high levels of educational
credentials.

However, in the Occupied Palestinian Territory, Turkey and Yemen, informality among
care workers in the health and social work sector is relatively high, closer to the average
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Figure 4.27. Care workers in public and in private employment in education and in health and social work, by sex
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of all employed or even higher, as is the case in Turkey. Informality among wage care
workers in the health and social work sector is particularly high among women (reaching
28, 41 and 48 per cent, respectively), a fact that appears to be associated with a relatively
weaker public sector (figure 4.28).

Figure 4.28. Proportion of informal employment among wage care workers in education
and in health and social work, by sex
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Cluster 4.2: Low levels of care employment
Figure 4.9.h. Cluster 4.2.
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The proportion of care workers in education is around 2 per cent of employment, and in
no country is it greater than 3.3 per cent. In health and social work, proportions are lower
—less than 1 per cent. Notably, government expenditure in the health sectors of these coun-
tries is not necessarily exceptionally low as a proportion of GDP — being of the order of
5 per cent or more in most cases, with peaks in Liberia, Malawi and Sierra Leone at 10 per
cent of GDP. Similarly, proportions of expenditure on education are between 3—4 per cent,
although they are lower in Bangladesh, Cambodia, Madagascar and Uganda (2 per cent).
It is their overall low levels of GDP, and not only the proportion that these countries spend
on education and health, that explains their low levels of care employment.

Not only is the care workforce small, but it is also male-dominated: in most of these
countries, women care workers are outnumbered by men, with the exception of Malawi,
Philippines, Thailand and Viet Nam. In India and Pakistan, women’s care work is a
significant source of women’s employment (representing 10 per cent of female em-
ployment). In the Philippines, it comprises 13 per cent — and 3 per cent of women’s
employment is in domestic work.

Informality as a share of total employment is the defining characteristic of these coun-
tries’ labour markets — in most of the countries in this cluster informality equates to
80 per cent or more of the overall labour force, and women workers’ level of informality
is in most cases greater than men’s.*%

Care services

As mentioned also in Chapter 3, these countries have among the lowest coverage for
early childhood education and care and for pre-primary education. Little formal service
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capacity for long-term care exists, as provision of older person care falls overwhelming-
ly on family members.**® Pre-primary education coverage is also low. In Mali and Niger,
primary education coverage is less than 80 per cent.’®’

Health coverage is also deficient. Only the Gambia has universal health coverage, while
Ghana covers three-quarters of its population.’® The low proportion of care workers in
employment in health reflects the low densities of professional health-care workers in
all these countries, below the recommended thresholds (4.45 workers per 1,000 popula-
tion).>® Liberia and the United Republic of Tanzania record particularly low densities.
Community health workers partially fill the health worker shortfall (see section 4.2.1).77°

Deficiencies are particularly significant in rural areas, as the existing qualified health
workers are concentrated in the cities, and in countries with a high proportion of people
living with HIV. The cases of India and Cambodia illustrate this point, as the propor-
tions of total wage employment in rural areas are 66 and 75 per cent, respectively, but
the proportions of rural care workers in health are, respectively, 37 and 41 per cent of
employment. In Cambodia, out-of-pocket health expenditure in rural areas is more than
three times that in urban areas.””' In India, public services cover mostly poor rural areas
and a growing predominance of private providers serve the urban, affluent segments of
the population. Health expenditure over GDP, of 4.7 per cent, is mostly out-of-pocket
expenditure, as public financing amounts to only 1.04 per cent of GDP.?"?

In turn, the low levels of care workers in education as a proportion of total employment
are reflected in the pupil-teacher ratios for primary education in these countries, most of
which are over 30:1.°® These averages hide the situation in rural areas, which are typ-
ically underserved in comparison to urban areas. There is also an indication that, at least
for Malawi and the United Republic of Tanzania, female teachers tend to be concentrat-
ed in urban areas.*™

India’s early childhood education programme, combined with health and nutrition,
Anganwadi, offers créches and a daily meal. In the course of improving services,
Integrated Child Development Service centres were placed close to primary schools,
which provided an effective way to improve girls’ school attendance and to facilitate
children’s transition from the centres to first grade.’” Evaluations point out, however,
that parents assume that the centres are of lesser quality than private alternatives, and if
they are able, they switch to the private providers®’® — even if such evaluation is not nec-
essarily confirmed on the basis of quality indicators.*”’

Care workers’ educational credentials

In African countries in this cluster, efforts to expand primary education coverage have
frequently not been matched with adequate financial resources. This has led countries
to introduce policies to lower labour costs by creating disguised forms of employment
(“community” and “voluntary” teachers), sometimes offering only a few weeks of train-
ing.¥”® As a result, in Burkina Faso, Cambodia, Niger, Togo and Uganda, for example,
approximately 40 per cent of care workers in education have only basic qualifications
(Iess than secondary education) (figure 4.29).

The dearth of qualified health-care workers is also evident in the educational profile of
care workers employed in health and social work: workers with intermediate degrees
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Figure 4.29. Education level profiles of care workers in education and in health and social work
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(equivalent to secondary school) dominate in most of these countries, but in Burkina
Faso, Cambodia, Niger and Togo, more than half of all care workers in health have only
basic educational credentials.

Migrant care workers

Low levels of care employment, particularly in health, are associated with long-standing
emigration patterns of skilled workers. In Malawi, for example, around the year 2000,
60 per cent of registered nurses left tertiary hospitals to migrate. In 2005, 11.3 per cent
of Malawian nurses were working in OECD countries. Health professionals who re-
mained faced not only lower pay than their colleagues abroad but also increased work-
loads: 64 per cent of positions became vacant, with many medical centres operating
without nurses or using employees with as little as 10 weeks’ training. The Malawian
Government made efforts to increase resources and wages but it could not compete with
overseas salaries.’”

Data from the Ghana Nurses and Midwives Council indicate that 71 per cent of nurses
leaving Ghana between 2002 and 2005 went to the United Kingdom, followed by
22 per cent to the United States. The migration of nurses reached a peak in 2000, fell
substantially in 2006, and has since levelled off. Women health-care workers and nurses
in particular were dissatisfied with their current jobs due to the lack of opportunities for
professional and skills development, low staff morale and motivation, long hours and
inadequate pay.**

Paradoxically, there are countries of origin which over-produce teachers, nurses and
doctors, yet have underserved areas. For example, Nepal produces a surplus of doctors
and nurses, reflected in its proportion of highly educated health-care workers. This was
the result of a liberal distribution of licences to new education institutions, implement-
ed to ensure the availability of adequate numbers of health personnel in rural areas.!
However, few graduates opted to serve in those rural areas, and many were motivated
instead to seek overseas jobs. Similarly, many Filipinos who have taken courses in nurs-
ing and caregiving did so with the aim of securing an overseas job. The Philippines has
a significant industry of recruitment agencies and training programmes oriented to the
overseas labour market.’®

Working conditions of care workers

Figure 4.30 shows the very low levels of public employment in most of these countries,
which are associated with the low levels of care employment. In other words, although
most care workers are employed in the public sector, they represent a small proportion
of total employment.

A significant proportion of care workers in education, both men and women, are infor-
mal workers. In Cambodia, Liberia, Mali and Uganda, 79 per cent of women and men
wage care workers or more, and 70 per cent of male wage care workers or more, are
informal — and this in spite of the fact that between almost 60 and 80 per cent of these
workers are public employees (figures 4.30 and 4.31). In other countries in the cluster,
such as Ghana, Myanmar, Pakistan or Viet Nam, working as a care worker in education
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Figure 4.30. Care workers in public and in private employment in education and in health and social work, by sex
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Figure 4.31. Share of informal employment for care workers in education and in health and social work, by sex
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Figure 4.32. Weekly hours worked, female domestic workers (employed by households)
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implies having a higher chance of being in formal employment (as compared to all em-
ployed workers), due to the high proportion of public employment in the sector.

In the case of India, 27 per cent of women care workers in education are informal — a
rate which is substantially lower than for all women wage workers (82 per cent). These
figures do not include the Anganwadi workers and helpers, who receive a stipend rather
than a salary as they are classified as voluntary workers. The stipend is below the min-
imum salary despite the fact that their responsibilities are broad, as they provide integrat-
ed education, nutrition and health services. They are unionized and have gone on strike
to demand better pay and working conditions.*

Paradoxically, in the countries in this cluster the salaries that teachers are paid are equiva-
lent to several times GDP per capita, but are still low in terms of their ability to sus-
tain teachers’ living standards. Low wages, in turn, result in a loss of prestige for the
teaching profession and impact on quality, generating absenteeism and poor teacher
performance.’®*

As was the case in education, most health-care workers are able to attain formal em-
ployment, which contrasts with the situation of wage workers overall. And, in several
countries, the incidence of informality among health-care workers is lower than that in
education. However, in countries where health-care systems are overly reliant on com-
munity health workers, the rate of informality in health is higher than that in education,
as is the case in India, Myanmar and Malawi.

242



- I I CHAPTER 4. CARE WORKERS AND CARE EMPLOYMENT

According to official statistics, domestic workers employed by households are relative-
ly few in relation to total employment. It is important to recall, however, that enumer-
ating domestic workers in many of these countries has proven particularly challenging,
and that the figures do not include child domestic workers.*** The working conditions of
domestic workers in these countries are dire. In Ghana, India and Pakistan, 80-90 per
cent of female domestic workers are in informal employment. In the remaining coun-
tries in this cluster, the entire female domestic workforce is informal. Excessive hours of
work (over 48 hours per week) are widespread. In Cambodia, Mali, Nigeria, Philippines,
United Republic of Tanzania, Togo and Uganda, weekly hours of work for domestic
workers exceed the 60 hours per week threshold (figure 4.32).

CONCLUDING REMARKS: CARING FOR CARE WORKERS

Care workers share certain distinctive characteristics: in providing care they engage with care recipients, frequently
in sustained care relationships; they display a range of skills, although these are frequently not recognized or paid
for; they frequently experience tensions between those they have to care for and the conditions in which they have to
provide care; and they are mostly women. Yet, care workers are not a homogenous group: there are differences and
hierarchies among care workers, including in terms of pay, conditions and status. Personal care workers, commun-
ity health workers, early childhood education workers and domestic workers fare relatively worse than other care
workers.

This chapter reinforces the fact that laws and policies matter in determining the levels of employment, working condi-
tions, pay and status of care workers. Migration policies, labour policies and the coverage and design of health, edu-
cation and care policies ultimately determine how care workers fare in comparison to other workers. The right to form
and join workers’ organizations, and the strength of those organizations, are also crucial. Closely related to the right to
organize is the existence and coverage of social dialogue institutions, such as collective bargaining, that provide care
workers with a voice on issues that affect them.

One particularly important finding of this chapter is that insufficient care service provision is often closely linked to
the extensive employment of domestic workers. As shown by the cluster analysis, domestic workers (and, in many
cases, migrant domestic workers) have become significant in several contexts: where more affluent populations have
the economic power to outsource unpaid care work to another population group of lesser economic means; where
care-specific foreign worker programmes facilitate their recruitment and employment by private households; where
public policies provide incentives and subsidies to encourage individuals to hire care workers, as in the case of several
cash-for-care policies; or where employment relationships and working conditions in private households are, de jure
or de facto, poorly regulated or completely unregulated.®®

Public provision tends to improve the working conditions of care workers, and unregulated private provision to worsen
them, regardless of the income level of the country. This chapter also shows that regulations ensuring the rights of care
workers are key, as low and unequal earnings, informality, long working hours and non-standard forms of employment
take particular forms among care workers.

Caring for care workers means reversing these trends by extending protection to all care workers, in particular migrant
workers, promoting professionalization while avoiding de-skilling, ensuring workers’ representation and collective
voice, and avoiding cost-saving strategies in both the private and the public sectors that depress wages or shorten
direct care time. The working conditions of care workers should be improved as a matter of equity, and because they
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are directly linked to the quality of care services. Poor job quality for care workers leads to poor care quality, and this
is detrimental to the well-being of those who receive care, those who provide care, and also those unpaid carers who
have fewer options available.*¥” A high road to care work cannot be built without decent work for care workers.
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Care jobs
for a better future of work

KEY MESSAGES

m Achieving the SGDs and closing the coverage gaps in both health-care services and education requires significant
investment in these sectors.

m Closing the large coverage gaps in early childhood care and education and in long-term care can become the main
driver of the expansion of future employment in care services.

m [f the current state of affairs in education, health and social work (status quo scenario) is maintained, the number
of workers in total care and care-related indirect employment is expected to reach 358 million in 2030 in
45 countries. The comparative level in 2015 was 205 million jobs.

m Increasing investments in the care economy in order to meet SDG targets by 2030 (high road scenario) will result
in a total of 475 million jobs, of which 117 million will be additional new jobs, over and above those created under
the status quo scenario.

m Even achieving the status quo scenario will require a substantial increase in spending, from its current level of
8.7 per cent of GDP to 14.9 per cent of projected GDP in 2030.

m [f investment in care service provision does not increase by at least 6 percentage points of global GDP by 2030,
deficits in coverage will increase and the working conditions of care workers will deteriorate.

m Realizing the high road scenario would result in total care expenditure of US$18.4 trillion (public plus private),
corresponding to about 18.3 per cent of total projected GDP of the 45 countries included in the analysis in 2030.

m Financing the expansion of care services requires expanding countries’ fiscal space.

m Investment in quality care services can be a strategic policy intervention to enhance women’s economic em-
powerment through creating decent employment opportunities in care sectors and beyond them.

As emphasized in Chapter 1, the combination of expanding populations and rapidly
ageing societies is driving an increase in the demand for care work. At the same time,
the world of work is witnessing transformations at an unprecedented pace and scale,
including those attributable to globalization, technological innovation and automation,
climate change and demographic shifts.! These changes have important implications
for the future of work; however, the extent to which these developments will translate
into decent care jobs depends on the priorities assigned and policy choices made by
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Figure 5.1. The virtuous circle of investment in the care economy

Investment
in the
care economy

Economic growth,
indirect employment
creation and increased
tax revenue

Expansion
of care
employment

Increased women’s Reduction
labour force and redistribution of
participation unpaid care work

Source: Adapted from ILO, 2016i.
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governments, and particularly on whether gender equality will be a defining objective.
Recent studies on the future of work contend that automation will not have a major effect
on jobs that involve expertise, team management and frequent social interactions, since
machines are still unable to match human performance in these areas.?

As discussed in Chapter 1, a high road to care work is one that is conducive to the
achievement of the SDGs; in particular, SDG 5, target 5.4, calling for the provision of
public care services; SDG 3 on health and well-being; SDG 4 on quality education; and
SDG 8 on full and productive employment and decent work. Expanding care services,
including health care, long-term care and good-quality education, including in early
childhood development, has the potential to offer multiple benefits. As seen in Chapter
3, such investment creates a virtuous circle of redistribution and reduction of unpaid care
work and relieves restrictions on women'’s labour force participation. At the same time,
these policies create care jobs, supporting the care economy as one of the main sources
of future job growth, in both developed and developing countries. This, in turn, can sup-
port economic growth, minimize the intergenerational transfer of poverty and increase
social inclusion (figure 5.1).2

As elaborated in Chapter 4, making care jobs decent contributes to the quality provision
of care services. In turn, meeting the quality targets in SDGs 3 and 4, as well as meeting
SDG 8, requires efforts in the five main policy areas laid out in Chapter 1: namely, care,
macroeconomic issues, social protection, labour and migration policies.

Gaps in coverage in both health-care services and education, in particular in long-term
care services and early childhood education, as discussed in Chapter 3, indicate that
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there is a need for significant investment in these sectors. This chapter details the condi-
tions for achieving a high road to care work that both closes these coverage gaps in care
services and attains the SDGs. It builds on and develops previous work on investment
in the care economy, detailing the costs of expanding care services and the potential for
decent job creation that achieving the high road to care work would offer, to the benefit
of care recipients, care workers and unpaid carers.*

Recent macroeconomic simulations have demonstrated the potential for direct employ-
ment creation generated by investments in the care economy, with the knock-on ef-
fect of indirect employment creation in other sectors. The International Trade Union
Confederation (ITUC) has estimated that direct public investment in the care economy
of 2 per cent of GDP in just seven high-income countries would create over 21 mil-
lion jobs, 75 to 85 per cent of which would go to women, given current patterns of em-
ployment segregation. For emerging economies, a similar investment would potentially
create 24 million new jobs in China, 11 million in India, 4.2 million in Brazil, nearly
2.8 million in Indonesia and just over 400,000 in South Africa, of which 43 to 74 per cent
would go to women. Public investment in the care economy would also lead to the cre-
ation of comparatively better quality jobs (with social security benefits).>¢ A similar ex-
ercise in Turkey showed that the large majority of the jobs created (85 per cent) are also
of good quality, since they provide social security coverage, compared to only 30 per
cent of construction jobs.” The expansion of care jobs would generate tax revenues that
would contribute to financing the initial investment.

There is enormous potential for expanding decent work in the care economy. There is,
however, also the risk that the expansion of care jobs might be accompanied by low or
inadequate wages, and a lack of labour rights and social protection, if the prevailing em-
ployment conditions for care workers, as discussed in Chapter 4, persist into the future.

5.1. OBJECTIVES AND METHODS
5.1.1. Setting the scenarios: An overview

This chapter explores the employment-generation capacity of investing in the care econ-
omy, projecting the number of direct and indirect jobs that can potentially be created by
2030 under two alternative scenarios of care services expansion. It uses input—output
analysis, covering a total of 45 countries for which input—output tables are available.?
These countries account for 85 per cent of total global GDP, 58 per cent of the global
population and 57 per cent of the global workforce.® Their combined employment levels
in education and in health and social work sectors'® amounts to 205.5 million workers."'
Following the definitions given in Chapter 4, this constitutes approximately 54 per cent
of total global care employment and 72 per cent of the global employment in education
and in health and social work. The combined current level of expenditures in health
and social work and in education of these 45 countries (combining public and private
expenditure) represents 8.7 per cent of their total GDP."

Care services considered in this analysis comprise those provided by the education
sector, including early childhood care and education (ECCE), primary and secondary
education, tertiary education and those supplied by the health and social work sector,
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including ill person/patient care (short-term care) and long-term care for older persons
and persons with disabilities."* An important point that emerges from the analysis below
is that covering the large gaps in ECCE and long-term care, identified in Chapter 3, will
be the main driver of future employment expansion in care services.

The expansion of future employment in care services is considered in this chapter under
two possible scenarios:

1. High road scenario, in which care services are expanded by 2030 to meet the re-
quirements of SDG 3 on health, SDG 4 on education, SDG 5 on gender equality and
SDG 8 on decent work in terms of the extent of population coverage as well as the
quality of services provided and employment created.

2. Status quo scenario, a counterfactual (baseline) case, which assumes that care ser-
vices will expand in line with population increases but with the current coverage
rates, quality standards and working conditions in care sectors remaining constant,
with the result that both care deficits and decent employment deficits persist into
2030.

Framing the high road scenario within the context of the SDGs is one of the distin-
guishing aspects of this simulation, compared to previous macroeconomic simulations
of the employment potential of investing in the care economy. Some of the care ser-
vice sub-sectors, such as primary and secondary education or ill/patient care, have clear
SDG indicators and policy targets. In contrast, indicators in the SDGs for other care ser-
vices sub-sectors, such as ECCE and long-term care, are either weak or non-existent.
Therefore, in defining the high road scenario for these care services, a broad reading
of the SDG targets was adopted, going beyond the SDGs’ monitoring framework. To
achieve this aim, the specific targets for ECCE and long-term care are adopted, in line
with current indicators in the high-performing countries.

The specification of the high road scenario entails the setting of targets that relate to
the extent (quantity) of service provisioning, captured by enrolment and coverage rates
based on the relevant target population. The high road targets also pertain to the quality
of services and employment, as captured by ratios of service providers to service receiv-
ers and wage levels.

The status quo scenario applies current (2015) conditions in education and health cover-
age and quality to the projected population for 2030, in order to estimate the level of
related expenditure and employment in the absence of any change in the policy
environment.

The scenario analysis provides two types of results. The first is the employment gener-
ation capacity of the care economy. Comparison of the two scenarios shows the addition-
al job-creation potential of the high road scenario, as well as the gender composition of
direct and indirect job creation.

The second result is a costing exercise, which provides the levels of public and
private expenditure needed to deliver on the policy targets. The comparison between
current levels of expenditure on health and education and the levels of expenditure in
the status quo scenario (as a percentage of GDP in 2030, in 2015 prices) indicates the
increase in public and private investment needed to maintain current conditions, given
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the demographic changes expected by 2030. In turn, the difference between the results
from the two simulations provides an estimate of the additional expenditure necessary
for expansion of care services if the specific SDG-guided targets defined under the high
road scenario are to be met.

5.1.2. A note on methods

Following the definitions given in Chapter 4, care workers in care sectors, such as teach-
ers, doctors, nurses or long-term care workers, provide face-to-face direct care services,
while non-care workers in care sectors perform tasks that support direct care work in
areas such as management, finance and accounting, transportation, cooking and cleaning.
The starting point of the estimations for the high road scenario is the required number
of care workers in education (in ECCE, primary and secondary education, and tertiary
education) and in health and social work sectors (health care and long-term care), based
on various policy targets to achieve the SDGs, such as enrolment/coverage rates or care
provider-to-beneficiary ratios. Under the status quo scenario, these policy targets are set
to remain equal to current levels. For both scenarios, the number of required non-care
workers in care sectors is derived from the preliminary estimates of observed or desir-
able ratios between non-care workers and care workers.

Determining the number of care workers and non-care workers currently in education
and health and social work yields the necessary direct sectoral employment require-
ments for each scenario, which in turn provide the basis for estimating the requisite
sectoral spending. For the high road scenario, spending calculations are based on de-
cent wages for care workers.' In the case of the status quo scenario, the current levels
of per student expenditure (in the case of education), expenditure per health worker (in
the case of health care) and expenditure per beneficiary (in the case of long-term care)
are used as costing parameters. The current public/private sector composition of sectoral
spending at the country level is implicitly applied in both the status quo and the high
road scenarios.

Once the magnitudes of spending under the different scenarios are determined, it be-
comes possible to estimate the indirect employment effects through input—output ana-
lysis." Indirect employment effects are those jobs created in sectors other than health or
education as a result of the demands that the expansion of expenditure in the care sectors
generates in other sectors (the “inputs” required for producing the health and education
“outputs”, in an input—output framework).'

Sectoral employment is not limited to the categories included in the direct employment
estimates, such as teachers in the formal school system and health-care workers as de-
fined by the World Health Organization (WHO), comprising doctors, nurses, midwives
and “other cadres” plus long-term care workers. Other workers, such as teaching assist-
ants in education and social workers in health and social work, are part of the sectoral
workforce. The estimates detailed in this chapter include these workers, expanding the
estimations described above using sectoral employment statistics calculated from house-
hold labour force surveys for the countries under analysis. This inclusion allows compar-
ability to the current employment estimations, as presented in Chapter 4.
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An additional employment generation effect is likely to come about as a result of in-
creased expenditure on care sectors, boosting spending on household consumption. It is
also possible to estimate such induced employment generation through the input—output
analysis. The induced effects are, however, not taken into account, in order to avoid an
overestimation bias. The results presented in this chapter should therefore be interpreted
as a lower bound on the expected number of jobs that would be created by the expansion
of care employment.

In the following sections, policy targets derived from the SDGs are presented for educa-
tion, including policy targets for ECCE (5.2.1.) and for primary, secondary and tertiary
education (5.2.2), for health care (5.3.1) and for long-term care (5.3.3). Sections 5.2.3,
5.3.2 and 5.3.4 provide the results of the input—output simulations, showing the poten-
tial for direct and indirect employment generation and the associated costs, in constant
US dollars (2015). Sections 5.2.4 and 5.3.5 present the expanded estimates of overall
sectoral employment for education and health and social work, respectively. Section 5.4
summarizes the total job creation potential of expanding care service provision, meeting
the SDGs and generating decent care jobs, together with the associated costs and the fis-
cal revenues relating to this expansion. A summary of results (5.5) puts the expenditure
into perspective, as percentages of real GDP in 2030.

5.2. JOB CREATION IN EDUCATION

SDG 4.2 calls for all children to have access “to quality early childhood development,
care and pre-primary education so that they are ready for primary education” but does
not specify a target enrolment rate. The corresponding monitoring indicators point to the
“proportion of children under 5 years of age who are developmentally on track in health,
learning and psychosocial well-being, by sex” (4.2.1.) and foresee at least one year of
free, organized pre-school learning provision for children under the mandatory school
age (4.2.2)." The SDGs also define clear targets for coverage in primary and secondary
education. SDG 4.1 foresees that, by 2030, all children will be able to complete free,
quality primary and secondary education. Regarding tertiary education, SDG target 4.3
foresees ensuring “equal access for all women and men to affordable and quality tech-
nical, vocational and tertiary education, including university” by 2030, but there is no
specific SDG target covering tertiary enrolment. Policy targets for ECCE, primary, sec-
ondary and tertiary education are set within this framework.

5.2.1. Policy targets for ECCE

Following the definitions given in Chapter 3, in setting the targets for ECCE, early child-
hood development (0-2-year-old age group) and pre-school education (3 years old to
mandatory school age group) are treated separately.”® The ECCE global policy target
under the high road scenario is set at 50 per cent of an average population-weighted
gross enrolment rate for the 0—2-year-old age group, and a 100 per cent enrolment rate
for the 3—5-year-old age group in each country/region.

The policy target for the 0-2-year-old age group acknowledges that quality care for
young children entails a combination of home-based (predominantly parental/fam-
ily) care, particularly in the first phase of life (0 to 12 months), followed by increasing
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enrolment in formal ECCE institutions in the latter phase (12-36 months). As shown
in Chapter 3, the high road scenario follows the best-performing OECD countries, de-
fined as those with the lowest levels of use of informal childcare arrangements,'® name-
ly, Denmark, Finland, Norway and Sweden, where the use of informal childcare ranges
from O per cent to 5.2 per cent.”’ These figures can be compared with the OECD average
for the use of informal childcare arrangements in the age group 0-2 years old, which
stands at approximately 25 per cent.’! These four Nordic countries are known for their
generous parental leave policies, as well as high rates of childcare enrolment.”? The
gross enrolment rate of children in the 0-2 age group in formal childcare is 65 per cent
in Denmark, 55 per cent in Norway, 47 per cent in Sweden and 28 per cent in Finland.
Given the very high female employment rates in these countries, it can be assumed that
care for children in the 0-2 age group is fully covered through a combination of subsi-
dized parental care and the use of formal childcare institutions.

The policy target for the age group 3-5, i.e. 100 per cent enrolment rate in pre-school edu-
cation, is based on the observation that the majority of high- and upper middle-income
countries have achieved close to universal coverage for this age group. The highest enrol-
ment rates, from 95 to 100 per cent, are observed in Belgium, Denmark, France, Germany,
Iceland, Israel, Italy, Malta, Norway and Spain. The OECD average enrolment rate in for-
mal pre-primary education for the age group 3-5 is 84 per cent and, for the EU, 85 per
cent. The global gross pre-primary enrolment rate for this age group is 49 per cent.

In addition, access to at least one year of free, formal pre-school education is acknow-
ledged as a legal right in one-third of countries worldwide.?* Moreover, the lack of access
to free, publicly provided services reinforces inequalities between children from differ-
ent socio-economic groups. These trends, and the fact that access to formal education in
the 3-5 age group is increasingly defined as an educational norm (similar to mandatory
primary and secondary education), justify the target enrolment rate of 100 per cent in the
high road scenario.

The SDG target on early childhood development explicitly emphasizes the provision of
good quality education. Good quality ECCE services are crucial to ensuring that ECCE
serves its purpose of supporting children’s mental and social development with lasting
effects throughout the life cycle, including school readiness, higher education and health
systems’ efficiency, productivity and gender equality.” The requirement for high-qual-
ity ECCE services means that provisioning needs to go beyond merely ensuring child
safety and nutrition. There are currently no internationally agreed guidelines, but two
commonly used criteria for ECCE quality are ceilings on children-to-teacher ratios®® and
minimum salaries for teaching staff.

Based on ILO?" as well as UNESCO? quantitative guidelines, the high road scenario
simulation used a children-to-teacher ratio for early childhood development (0-2 age
group) of ten, and for pre-primary education (3-5 age group) of 15. The current value
of children-to-teacher ratios in pre-primary education, used to calibrate the status quo
scenario, is 27.%

Based on the observation that wages of ECCE workers in many countries and instances do
not reflect the significant contribution of their work, the ILO*® specifies a set of key elem-
ents of decent work for ECCE personnel, including that remuneration should provide a
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decent standard of living, should be equivalent to jobs in primary education with simi-
lar qualifications and competency requirements and should correspond to job responsi-
bilities. UNESCO?®! reports that pre-primary and primary teacher salaries are 3.6 times
GDP per capita in developing countries. In high-income and upper middle-income coun-
tries, salaries for most teachers are no more than twice the per capita GDP, while their
standard of living may be at or above national averages.

Following these guidelines, the high road scenario sets pre-primary teachers’ salaries at
a minimum of 4.5 times GDP per capita for the low-income and lower middle-income
countries. For high-income and upper middle-income countries, the goal for pre-primary
teachers’ salaries was set at the level of the average salary of tertiary educated workers
in each country. These quality targets set the minimum criteria to be met by all countries
included in the analysis in the high road scenario. If a country has better indicators than
the above, then the simulation assumes that they will sustain those indicators until 2030.

5.2.2. Policy targets for primary, secondary and tertiary education

Since SDG 4.1 predicts that, by 2030, all children will complete free, quality primary
and secondary education, the high road target is set at a 100 per cent enrolment rate for
the projected primary and secondary school-age populations of all countries. The high
road target for tertiary enrolment is set to increase in line with the expected average in-
crease in secondary enrolment, which is approximately 30 per cent.*

In terms of the quality of services and employment in primary and secondary education,
UNESCO?® sets clear student-to-teacher ratios for primary and secondary education, and

Table 5.1. Summary of the education sector parameters: Status quo (SQ) vs. high road (HR) scenarios

ECCE Primary and secondary education Tertiary education

U e [ s [ om | so [k

Enrolment
rate

Student-to-
teacher ratio

Teacher
salaries

At 2015 50 per cent for At 2015 100 per cent At 2015 Enrolment
levels 0-2-year-olds levels levels increases
100 per cent for by 30 per
3-5-year-olds cent
At2015 10:1 for At 2015 31:1 for primary; At 2015 At 2015
levels 0-2-year-olds levels 28:1 for secondary levels levels
15:1 for
3-5-year-olds
At 2015 Equal to 4.5 times At 2015 Equal to 4.5 times At 2015 At 2015
levels GDP per capita for levels GDP per capita for levels levels
low- and lower mid- low- and lower mid-
dle-income countries dle-income countries
Average salary of Average salary of
tertiary graduates for tertiary graduates for
high- and upper mid- high- and upper mid-
dle-income countries dle-income countries

Source: llkkaracan and Kim, forthcoming.
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these are adopted for the high road scenario. As was the case for ECCE, primary and
secondary teachers’ salaries are set at a minimum of 4.5 times GDP per capita for the
low-income and lower middle-income countries and at a minimum of the average salary
of tertiary graduates for high-income and upper middle-income countries.** In the case
of tertiary education, the assumption is that the current observed student-to-teacher
ratios, as well as the salary rates for university teachers, will remain constant.

As before, if a country has better indicators in primary, secondary and tertiary education
than the above targets, then the simulation assumes that they will sustain those indica-
tors until 2030.

Table 5.1 provides an overview of the qualifying parameters of the status quo versus the
high road scenarios, disaggregated by education level.

5.2.3. Results of the education jobs simulation

Under the status quo scenario, in which enrolment rates, student-to-teacher ratios and
employment conditions remain constant to 2030, the total education expenditure is
estimated to be approximately US$3.45 trillion per annum (in 2015 prices). To achieve
the SDG targets, the estimated magnitude of total expenditure is $4.71 trillion.* Hence,
the high road scenario predicts a greater than one-third (36.5 per cent) increase in educa-
tion expenditure in real terms (table 5.2). For the 45 countries included in the analysis,

Table 5.2. Education sector: Employment generation and expenditure under the status quo vs. high road scenarios

Total
Primary and secondary (including tertiary
education education, not disaggregated)
N0) Difference SQ Difference SQ Difference
(percentage (percentage

points) points)
Cost (required
expenditure in trillion 0.46 1.07 (1%?6,(17 ) 1.97 2.39 (();ﬁ 3.45 4.71 ( ;'622)
US$ - 2015 prices) ? :
Cost as share of GDP ) 11 06pp. 20 2.4 0.4 3.4 47 13
(per cent)
Fiscal returns as
share of expenditure 16.4 15.8
(%)
Direct employment 20 426 64 284 8201 84 140 123862 39722
000s) 15640 36 066 (131) 55 993 (15) @7
Indirect employment 17 009
000s) 26 846 43 855 (63)
Total employment 56 732
000s) 110986 167 718 51

Source: llkkaracan and Kim, forthcoming.
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Figure 5.2. Number of direct and indirect jobs generated in education
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expenditure under the high road scenario corresponds to 4.7 per cent of the total GDP in
2030 in comparison to 3.4 per cent of total GDP under the status quo scenario.

Under the high road scenario, increasing expenditure in order to meet the SDG targets
on education creates a total of 167.7 million jobs in both the education sector and in
other sectors through backward linkages. This result represents 1.5 times more jobs than
under the status quo scenario, where only 111 million jobs would be created if enrolment
rates, student-to-teacher ratios and employment conditions were to remain constant
(figure 5.2). Of those additional jobs (a difference of 56.7 million jobs between the high
road and status quo scenarios), 39.7 million are direct jobs (in the education sector) and
17 million are indirect jobs (in other sectors).

In relative terms, the number of education sector jobs created under the high road scenario
is 47 per cent higher than the number created under the status quo scenario (123.8 mil-
lion versus 84.1 million direct jobs),* while the number of indirect jobs is 63 per cent
higher (43.9 million versus 26.8 million indirect jobs).

Given the current feminization of employment in the education sector, the gender distri-
bution of direct employment within the education sector favours women (figure 5.3). In
fact, 57 per cent of the education sector jobs created under the high road scenario are like-
ly to go to women. In terms of indirect employment creation, the reverse is true: 64 per
cent of the indirect jobs created would go to men. As a result, women’s and men’s shares
of additional job creation are almost equal, with approximately 28 million additional jobs
going to each group. While women get the majority of the additional jobs created in the
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Figure 5.3. Distribution of additional employment in education under the high road scenario, by sex
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education sector, men gain the majority of indirect jobs. Therefore, meeting the SDG tar-
gets in education, particularly in terms of ECCE, would benefit women both in terms of
relieving their unpaid care work, and by providing ample employment opportunities. Yet
this scenario also has the potential to create an equivalent number of jobs for men, not
only in the education sector but also in other sectors through backward linkages.

ECCE is the primary source of the difference between the two scenarios in terms of ex-
penditure as well as in relation to employment, since the enrolment rates in ECCE and
children-to-teacher ratios are substantially improved under the high road scenario. Of the
total additional spending of US$1.26 trillion, almost half (45 per cent) is on early child-
hood development for the 0-2 age group (20 per cent) and pre-school education (25 per
cent) (figure 5.4). This means that total spending on ECCE would need to increase from
0.5 per cent of GDP to 1.1 per cent of GDP to meet the SDG targets (table 5.2). Of the
remaining additional expenditure, 30 per cent is spent on meeting enrolment and quality
targets in primary and secondary education (13 and 17 per cent, respectively), and 25 per
cent is due to increasing tertiary enrolment.

The allocation of additional spending by sub-sector of education reflects the additional
employment generation (figure 5.5). More than half of the 39.7 million extra education
sector jobs created are generated in the ECCE sector (20.4 million jobs, 10.9 million in
early childhood education and 9.5 million in pre-school). Tertiary education jobs have
the highest share of additional direct employment (28 per cent), with primary and sec-
ondary education jobs making up the lowest share (20.8 per cent).
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Figure 5.4. Allocation of additional spending by sub-sector of education under the high road scenario (percentages)
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Source: llkkaracan and Kim, forthcoming.

Figure 5.5. Allocation of additional employment by sub-sector of education under the high road scenario (percentages)
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Note: Percentages might not add up to 100 per cent due to rounding.
Source: llkkaracan and Kim, forthcoming.

The lower share of primary and secondary education additional job creation (despite the
relatively larger share of population in this group) is due to several factors. First, the ma-
jority of the countries included in the analysis have already met primary and secondary
education targets in enrolment; most of the higher-income countries have also met qual-
ity targets in terms of student-to-teacher ratios and teacher salaries. Most of the coun-
tries included in this analysis are also experiencing low or no growth in their student-age
population. However, the fact that ECCE still has ample room for expansion, and for im-
provement in quality indicators, accounts for the majority of additional expenditure and
employment being found in this sector.
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5.2.4. Expanded estimates of overall sectoral employment covering all categories
of education workers

This sub-section presents a more comprehensive estimation of overall sectoral employ-
ment in 2030 under both the status quo and the high road scenarios and also compares
them to the current (2015) sectoral levels of employment. The difference between estim-
ations of the number of care workers based on household labour force surveys (follow-
ing the methodology laid out in Chapter 4), and the estimation of the number of teachers
employed in the formal school system in 2015 described above, provides the number of
additional categories of care workers in education. The relationship between these two
magnitudes (a proportion) can be applied to the child (student) population in 2015 to de-
rive the number of additional education sector jobs created per child (student). Applying
this ratio to the estimated child (student) population in 2030, it is estimated that a total
of 28.5 million additional care workers in education are to be employed in categories
other than teachers in the formal school system. Applying the non-care worker to care
worker ratio per country, we find a total of 8.9 million additional non-care workers in the
45 countries, as compared with figures in table 5.2.%

In 2015, there were 107 million education workers in the 45 countries under analysis.
This number includes 82 million care workers, comprising not only schoolteachers, but
also those employed in other categories, and 25 million non-care workers (figure 5.6).
Under the status quo scenario, where the education sector expands in line with popula-
tion change and demographic transformations into 2030, but the current enrolment rates

Figure 5.6. Expanded number of jobs in education — 2015 vs. 2030 status quo and high road scenarios
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and student-to-teacher ratios remain constant, employment in education is expected to
increase to 121 million. This small increase in education sector employment of 13.2 per
cent over a 15-year period is not surprising, in view of the fact that the overall school-age
population in the 45 countries is estimated to decline by about 2.6 per cent from 2015 to
2030. Nevertheless, some large countries, which are expected to see an expansion with-
in the younger age groups (such as Argentina, Australia, Canada, Russian Federation,
Turkey, the United States and Viet Nam) drive the increase in direct employment in the
education sector even under the status quo scenario.*

Under the high road scenario, it is estimated that employment in the education sector has
the potential to increase by as much as 50 per cent, to 161 million workers in 2030. In ad-
dition to the increase in the child population in some countries, this growth is driven by
improved enrolment rates, particularly in ECCE. The difference of 40 million additional
jobs in education between the high road and status quo scenarios is due to increasing
ECCE enrolment and improved student-to-teacher ratios, as well as a rise in enrolment
rates at primary, secondary and tertiary levels of schooling. The level of indirect job cre-
ation is similar to the previous estimates, as the analysis does not incorporate a separate
estimate for associated spending.

5.3. JOB CREATION IN HEALTH CARE AND LONG-TERM CARE

Health care entails the provision of medical services for the overall population, independ-
ent of age or disability status, to maintain or improve health and treat non-permanent
or permanent health problems (i.e. providing short-term or long-term patient care). As
defined in Chapter 3, long-term care refers to the provision of services to support per-
sons who have limited capacity to function independently on a day-to-day basis.* This
pertains primarily, although not exclusively, to older people (i.e. those over 65 years of
age). While long-term care includes medical care, it also has a non-medical component,
which concerns the provision of support for day-to-day activities.

In the SDG framework, health is addressed by SDG 3, which highlights the need to “en-
sure healthy lives and promote well-being for all at all ages”. The accompanying targets
and indicators under SDG 3 are diverse, covering maternal and child mortality, sexual and
reproductive health, epidemics including AIDS, communicable and non-communicable
illnesses, health hazards and deaths caused by environmental pollution, smoking and traf-
fic accidents. The WHO has developed projections regarding the number of health-care
workers necessary to allow these SDG targets to be met by 2030.* Under health care,
these projections provide the input figures in the estimation of direct and indirect employ-
ment generation. Since long-term care is not covered explicitly under SGD 3, targets are
set according to the health-care coverage rates of the best performing countries.

5.3.1. Policy targets for health care
Human resources for health coverage

The targets set by SDG 3 on health care are defined according to the anticipated number
of health-care recipients in relation to outcomes such as the reduction of maternal and
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neonatal mortality rates by a specified magnitude or reductions in incidence of infectious
diseases per 100,000 population. A number of global projections are available on the
human resources (i.e. health workers) requirements to permit the targets specified under
SDG 3 to be met by 2030. The high road scenario for health-care services is defined on
the basis of two recent projections of human resources for health: by WHO,*' based on
Cometto et al.,*” and stated in the Dublin Declaration on Human Resources for Health.*

Based on the assessment that “a health workforce of adequate size and skills is critical
to the attainment of any population health goal”, WHO* forecasts the health workforce
requirements to meet the SDG targets in 2030, establishing the threshold of 4.45 health
workers (doctors, nurses and midwives) per 1,000 population.* The estimates are dis-
aggregated by occupation (doctor, nurse/midwife and other cadres)*® and by region. The
report also projects the actual anticipated supply of health workers in 2030, if current
trends in training and employing health workers were to remain the same. The difference
between these two projections represents the shortfall in health workers within the SDG
framework by 2030.

The WHO? estimates that, under the status quo scenario, the global supply of health-
care workers is likely to grow from its current estimated size of 43.5 million workers (as
of 2013) to 67.3 million workers in 2030. To meet the SDG health index according to the
2013 threshold, it is estimated that there is a need for an additional 17.4 million health
workers, comprising approximately 2.6 million doctors, 9 million nurses and midwives,
and 5.8 million workers from other cadres. The global shortfall is projected to decrease
by 17 percentage points to 14.5 million workers by 2030, although this still represents
a sizable gap. The global shortfall figure hides wide regional disparities, with a shortfall
of 6.9 million workers concentrated in South-Eastern Asia and 4.2 million in Africa.*s

A more recent international consensus at the Fourth Global Forum on Human Resources
for Health, held in November 2017, however, points to a shortfall of 18 million health
workers by 2030.* The additional three and a half million workers, over and above the
2016 WHO estimate, stems from a recent projection of shortages set out in a study of
OECD countries.” This study is based on a thorough review of over 200 documents es-
timating future supply versus needs-based requirements for health workers in the OECD
countries.’' The resulting simulation suggests that if the current situation, in terms of
human resources for health, persists into 2030, an overwhelming majority of OECD
countries will experience shortages of health workers in one or more categories (doc-
tors, nurses and midwives) given the projected increase in health care needs. In total,
it is estimated that there will be a shortfall of 754,000 doctors, 1.1 million nurses and
45,000 midwives by 2030 in OECD countries.*?

In this framework, for the 34 upper middle-income and high-income countries included
in the analysis, the figures for country-based shortages of health workers estimated by
Tomblin Murphy et al.>® are used. For the remaining 11 countries (including China and
India, the two countries with the largest populations, as well as Argentina, Indonesia,
Mexico, Peru, Philippines, Poland, Tunisia, Turkey and Viet Nam), health worker short-
ages have been estimated using the methodology reported by WHO,>* based on the
threshold health worker-to-population density, as discussed above (table 5.3). The high
road scenario is designed to eliminate these shortfalls by 2030.
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Salaries of health-care workers

The WHO Global Health Expenditure Database® provides regional, as well as some
country-level and internationally comparable, data to be used in the costing of health-
care services, such as total government expenditure devoted to health services and the
share of government health expenditure paid in wages and salaries to health workers.
According to these figures, the average national percentage of total government expend-
iture devoted to health was 11.7 per cent in 2014. Regionally, the average share of health
in public expenditure ranged from 8.8 per cent in the WHO Eastern Mediterranean
region to 13.6 per cent in the WHO region of the Americas.*

Regarding the share of salaries and wages in government health expenditure, a typical
country spends 42.2 per cent of total government health expenditure to cover salaries of
personnel.””- *® However, there is a degree of regional variation, with the lowest share
of health worker salaries in government expenditure found in Africa, at 29.2 per cent,
and the highest, at 50.8 per cent, in the Eastern Mediterranean region. No costing revi-
sions were made under the high road scenario in terms of higher wages, with these re-
maining at current (real) levels.

Labour-saving technological change

Labour-saving technological change is factored into the simulation of both scenarios in
the case of health care. On the basis of recent trends, further productivity increases are
likely to be experienced in the health sector due to technological advances.” Beyond

Table 5.3. Summary of the health-care sector parameters: Status quo vs. high road scenarios

Health care —
Parameters short-term patient care

. so |

Coverage At 2015 levels Universal
Beneficiary-to-health At 2015 levels Min. 4.45 health-care workers
worker ratio per 1,000 population for

11 countries; for upper
middle- and high-income
countries data are based on
Tomblin et al. (2016a).

Salaries of health-care At 2015 levels At 2015 levels
workers

Labour-saving 10 per cent reduction in num- 10 per cent reduction in
technological change ber of non-health care workers number of non-health

employed in the health sector.  care workers employed in
the health sector plus adjust-
ment for health-care
professionals as per Tomblin
et al. (2016a).

Source: llkkaracan and Kim, forthcoming.
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the development of labour-saving technology, it is expected that technical change will
have a positive impact on care quality as well as on improving working conditions.
Technological advances are likely to improve the productivity of health workers rather
than resulting in the replacement of direct care workers (for example, by facilitating the
provision of a greater number of check-ups and surgeries, enhancements in teaching
provision by increasing the use of computers in the classroom). Based on these consid-
erations, a 10 per cent reduction in the number of non-health workers employed in the
health sector is applied in all countries.®

5.3.2. Results of the health-care jobs simulation

Under the status quo scenario, in which the health worker-to-population densities
remain constant to 2030, the total health-care expenditure is estimated to be about
US$10.4 trillion per annum (in 2015 prices) (table 5.4).%' The estimated magnitude of
total expenditure to achieve the SDG targets is $11.3 trillion, requiring an increase in
health expenditure from 10.3 per cent of GDP to 11.3 per cent of real GDP in 2030.
The high road scenario requires an increase in spending of approximately 10 per cent
($964 billion) to ensure that the SDG targets are met.

The high road simulation shows that increasing expenditure to meet the SDG targets on
health would create 173 million jobs in the health and social work sector, and in other
sectors through backward linkages. This figure is 13 per cent higher than the number
of jobs created under the status quo scenario (153 million jobs), if health-worker ratios

Table 5.4. Health-care sector: Employment generation and expenditure under the status quo vs. high road scenarios

Health care Long-term care
(short-term patient care) (older person care) Total

leference Difference leference

Cost (required 0.96 123

expenditure in trillion  10.38 11.34 ©9.3) 1.11 2.35 a11) 11.49 13.69 (19 1)

USS$, 2015 prices) : .

g"? asshare of GDP 5 113 jopp. LI 23 12pp. 114 136  22pp.
0

Fiscal returns as

share of expenditure 18.2 17.9

(%)

Direct employment 9296 29 822 39118

000s) 72705 82001 (12.8) 20970 50792 (142) 93 675 132793 42)

Indirect employment 10 679 10 744 21424

000s) 80471 91150 (13.3) 3151 13895 (341 83 622 105 045 26)

Total employment 19 975 40 566 60 541

(000s) 153176 173 151 (13.0) 24 121 64 687 (168) 177 297 237 838 34)

Source: likkaracan and Kim, forthcoming.
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Figure 5.7. Jobs generation in health care, by direct and indirect jobs
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Figure 5.8. Distribution of additional employment in health care, by sex
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were to remain constant (figure 5.7). Of the additional jobs created (the difference be-
tween the high road and status quo scenarios, a total of 19.9 million jobs),** 9.3 million
are direct jobs in health care and 10.7 million are indirect jobs in other sectors. Similar
to the case for education, the difference in the number of direct health-care jobs between
the two scenarios is smaller in both proportional and absolute terms (9.3 million jobs)
than the difference in the number of indirect jobs (10.7 million jobs).

This difference of 9.3 million direct jobs includes 6.5 million health-care professionals,
with the remainder comprising non-care workers in the health sector.”® This estimation,
based on 45 countries, makes up about one-third of the projected global shortfall.

The additional jobs created are divided equally between women and men. Women’s
share in new direct jobs created in the health-care sector is higher, at 59 per cent, while
men’s share is slightly higher, at 52 per cent, in new indirect jobs. Similar to the results
reported for the education sector, this division mirrors existing patterns of occupational
gender segregation (figure 5.8).

5.3.3. Policy targets for long-term care

As detailed in Chapter 3, long-term or rehabilitative care for older or disabled persons
encompasses a wide variety of services, including, as a minimum, those who provide
assistance with essential day-to-day activities and support with basic health care.

An ILO study provides the only existing global estimates of long-term care needs and
shortfall projections.* The global estimates are based on the most recent available data
for the period 2006—14 from 45 developed and developing economies. Starting with an
assessment of the extent of over-reliance on family members for the provision of long-
term care in a majority of the countries, the deficits in financing and employment of
formal long-term care workers are estimated. The employment needs are estimated at
4.2 formal long-term care workers per 100 population aged 65 or above.% Against this
threshold value, the results suggest an approximate shortfall of 13.6 million formal long-
term care workers as of 2013, over and above the existing workforce of 11.9 million for-
mal long-term care workers. Almost three-quarters of the shortfall originates from Asia
and the Pacific.

In terms of public financing of long-term care, the share of GDP spent on long-term
care ranges from a maximum of around 2 per cent in a number of high-income OECD
countries (with the highest result of 2.3 per cent in Norway), to a minimum of almost no
public financing in a number of countries.®® The same ILO study suggests a threshold of
US$1,461 (purchasing power parity in 2013 prices) per person aged 65 or above, against
which to assess financing deficits.

Long-term care coverage rate

There are no internationally or regionally agreed policy targets on long-term care in terms
of coverage rates. In identifying a high road target coverage rate, the approach adopted
is similar to that taken in relation to ECCE, using the results of high-performing coun-
tries as a benchmark. High performance in terms of long-term care is defined as full legal
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access to long-term care support in the form of services or cash benefits.®” As elaborated
in Chapter 3, only nine high-income countries have such legislation on entitlement to uni-
versal coverage: namely, Belgium, Czech Republic, Denmark, Germany, Iceland, Japan,
Luxembourg, Republic of Korea and Sweden. For these countries, the population-weight-
ed average of long-term care recipients is 12.4 per cent,’® which therefore represents the
lower bound of the long-term care coverage rate under the high road scenario.

Salaries of long-term care workers

In setting the salaries for the high road scenario, the wage gap between nurses and per-
sonal care workers is reduced by half, and costs are adjusted upwards accordingly. Using
the wage data on associate nurses and personal care workers in health services from
15 countries, the missing values are imputed using the median value by income level
of a country. Those wages are compared to the respective minimum wages, and in three
countries (Brazil, Poland and Russian Federation) were found to be lower than the
minimum wage. In these countries, the wages of long-term care workers are replaced
with the minimum wage, and the wage gaps are computed. The figure corresponding to
half of the wage gap is multiplied by the estimated number of personal care workers
to find the additional wage costs resulting from the wage increase for these workers. The
additional wage costs are added to the original high road scenario costs.

Labour-saving technological change

The introduction of labour-saving technology into direct long-term care employment was
considered as an option, given the recent emerging discussions on the topic. However,
labour-saving technological options in long-term care appear to be very limited. There is
some evidence on the benefits of new initiatives, such as tele-home-care (Canada), screen-
to-screen communication and monitoring via videos and sensors (the Netherlands) and
emergency care technology (Czech Republic).® Wider use of such technological advances
is assessed in terms of their capacity to improve the quality of care for recipients as well

Table 5.5. Summary of the long-term care parameters: Status quo vs. high road scenarios

Parameters
. so | m_

Coverage At 2015 levels 12.4%

Beneficiary to long-term At 2015 levels At 2015 levels

care worker ratio

Salaries of long-term At 2015 levels Wage gap between nurses
care workers and personal care workers

reduced by half; wages of
personal care workers set at
a minimum of the statutory
minimum wage, if lower.

Source: llkkaracan and Kim, forthcoming.
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as the quality of employment conditions, rather than as replacements for direct caring
labour. Moreover, to the extent that they are labour-replacing, the question remains as
to whether such productivity improvements via technology and work reorganization are
compatible with quality enhancement goals (as in the case of health care and education
discussed earlier) (see also Chapter 4).”° Therefore, there is no assumption of labour-
saving technological changes in direct long-term care employment (table 5.5). It should
also be noted that non-care workers in long-term care are not included in this estimation
(as was the case in the estimations of education and in health care).

5.3.4. Results of the long-term care jobs simulation

The magnitude of spending on long-term care under the high road scenario, which pre-
dicts a higher coverage rate and better wages for personal long-term care workers, is
US$2.35 trillion versus $1.11 trillion under the status quo scenario (table 5.4).”' This
corresponds to an increase in spending on long-term care from only 1.1 per cent of total
GDP of the countries analysed under the status quo scenario, to 2.3 per cent of GDP in
order to meet the high road targets.

The direct employment generation under the high road scenario is estimated to be almost
two-and-a-half times higher than for the status quo scenario: 50.8 million formal long-
term care jobs compared to 20.9 million by 2030 (figure 5.9).”> Meeting the high road
targets in terms of long-term care coverage as well as beneficiary-to-worker ratios is
expected to create almost 30 million additional jobs. More than half (52 per cent) of this

Figure 5.9. Jobs generation in long-term care and country shares
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additional employment is due to the expansion of coverage in China and India. Beyond
their sheer population size, the ageing population in China and current shortfalls in long-
term care coverage in India are the reasons for their relatively large share in new jobs.
Japan and the United States are two further countries that drive the results, due to their
ageing population and their overall population size, respectively. Together they account
for 29 per cent of total additional long-term care employment.

Indirect employment in sectors other than health and long-term care, resulting from the
expansion in long-term care expenditure, is 3.1 million jobs under the status quo and
13.9 million jobs under the high road scenario (table 5.4).

5.3.5. Expanded estimates of overall sectoral employment covering all categories
of health workers

Similar to section 5.2.4 on education, this sub-section presents a more comprehensive
estimation of the overall health and social work sector employment in 2030 under the
status quo and high road scenarios. Total employment in the 45 countries in 2015 was
99 million (69 million care workers, including social workers, and 30 million non-care
workers) (figure 5.10).7

Under the status quo scenario, where the health and social work sector expands along with
population change and demographic transformations into 2030, but the current coverage

Figure 5.10
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rates and service provider-to-beneficiary ratios remain constant, health and social work
employment is expected to increase by more than a quarter to 127 million workers. The
increase is driven predominantly by the overall population increase, which is 8.6 per cent
over 15 years for the 45 countries in the analysis (figure 5.10).™

In contrast, under the high road scenario it is estimated that sectoral employment has
the potential to increase by as much as 66 per cent, to 165 million workers in 2030. The
38 million additional jobs are driven by the demographic transformation towards an age-
ing population and improved coverage rates in long-term care, as forecast by the high
road simulation. The indirect job creation figures are similar to the previous estimates as
the analysis does not include a separate estimate for associated spending.

5.4. TOTAL JOB CREATION IN THE CARE SECTORS

5.4.1. Combined employment results of the care jobs simulation

The combined results for education, health care and long-term care imply that increas-
ing investment in the care economy in order to meet SDG targets by 2030 offers sub-
stantial potential for employment creation. As far as the 45 countries included in this
analysis are concerned (which represent 85 per cent of global GDP and close to 60 per
cent of the global population and workforce), the status quo scenario means that the

Figure 5.11. Total care and related employment — 2015 vs. 2030 status quo and high road scenarios
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number of workers in total care and care-related indirect employment is expected to
reach 358.1 million in 2030. Meeting multiple SDG targets on education, including for-
mal childcare, health and long-term care, along with those relating to gender equality
and decent work, has the potential to generate a total of 117 million additional jobs, re-
sulting in a total care and care-related indirect employment figure of 475.1 million work-
ers (figure 5.11).7 This represents a 33 per cent increase over the status quo scenario, or
269 million new jobs compared with the number of jobs in 2015.

Of the total additional 117 million jobs, 62.1 million (53 per cent) are care workers in
care sectors and 16.5 million (14 per cent) are non-care workers in care sectors. Totalling
78.6 million jobs, this sectoral expansion represents 67 per cent of the additional job
creation. The indirect additional jobs created total 38.4 million — 33 per cent of the total
additional employment creation. ECCE and long-term care, with 20.4 and 29.8 million
new jobs, respectively, are the largest contributors to the additional employment cre-
ation, accounting for 43 per cent of the total additional job creation. These are followed
by health care, with 9.3 million new health and social work sector jobs.

These employment estimates possibly entail two biases, in opposite directions. On the
one hand, indirect job creation is underestimated as the input—output analysis did not
include the induced employment effects which would be triggered through increased
household consumption spending. The number of additional indirect jobs (38.4 million)
represents a lower bound estimate of job creation in other sectors.

On the other hand, increasing access to formal care services in education, including
ECCE, health and long-term care, could come at the expense of employment in domestic
work. Some more highly qualified domestic workers are likely to take up the new decent
care jobs, while some of the less qualified might lose employment opportunities, although
a certain level of employment in domestic work is likely to persist in a complementary
role to care service provision. However, evidence for such a trade-off between employ-
ment in the care and domestic sectors has not proven to be compelling — at least not from
an analysis of the limited data available from a few countries. To address this issue, more
detailed and comprehensive data are needed to conduct a more robust analysis.”’

The lack of robust findings regarding a trade-off between care service provision and do-
mestic workers’ employment might possibly indicate the presence of a different type of
trade-off. In fact, expansion of formal care services might result predominantly in the re-
placement of unpaid care work rather than (paid) domestic work. As detailed extensively
in Chapter 2, it is estimated that 647 million unpaid carers, almost all of whom are
women, are outside the labour force due to their care responsibilities. The expansion
in care service provision required to meet the SDGs should entail both an increased
demand for some of these unpaid carers and the possibility of their entering the labour
market as a result of redistributing some of their care responsibilities.

5.4.2. Expenditure and fiscal revenue results of the care jobs simulation

Under the status quo scenario, total care spending (public plus private) by 2030 would re-
main at US$14.9 trillion, corresponding to 14.9 per cent of the combined total projected
GDP of the 45 countries in 2030 (figure 5.12).7® In other words, even maintaining the cur-
rent state of affairs in education and health will require a substantial increase in spending,
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Figure 5.12. Total care expenditure, by sector
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from its current level of 8.7 per cent of GDP (for the 45 countries included in this analysis
as of 2015) to 14.9 per cent of projected GDP in 2030. This increase is driven by popu-
lation growth and, primarily, demographic transformation, particularly increasing health
and long-term care costs.

Alternatively, realizing the high road scenario would result in total care expenditure
of US$18.4 trillion (public plus private), corresponding to about 18.3 per cent of total
projected GDP of the 45 countries in 2030. In other words, meeting the SDGs in edu-
cation and health to close the care deficits requires additional spending corresponding
to 3.5 percentage points of projected GDP in 2030. Of this additional spending, 1.3 per-
centage points are due to additional expenditure on education, 1 percentage point is due
to additional expenditure on health and 1.2 percentage points to expenditure on long-
term care for older persons.

The 3.5 percentage point difference in projected GDP in 2030 contributes towards two
objectives simultaneously (tables 5.2 and 5.4): first, achieving the enrolment rates in
education (from ECCE to tertiary education) and, second, meeting the coverage rates of
the overall population in health care and the population of older persons in long-term
care in order to achieve the targets set by SDG 3 (health care for all) and 4 (education
for all). In addition, this level of expenditure ensures that these goals are achieved under
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conditions of decent work for care workers. Teachers in ECCE, primary and secondary
education receive salaries in line with national standards. Health-care workers maintain
their wage levels and long-term care workers receive at least the minimum statutory
wage, thereby reducing the gap between their wages and those of nurses by half.

The fiscal sustainability of the increased public spending on formal care services can be
explored in terms of the estimated increase in revenues as a ratio of the required public
expenditure for care expansion geared towards meeting the SDGs.” Estimates can be
made by tracing the rise in GDP as a result of increased overall expenditure on formal
care using input—output analysis and the revenue-to-GDP ratios for each country.®

It is estimated that tax returns make up approximately 10.5 per cent of initial outlays of
(public plus private) expenditure. Adding revenues other than taxes, the total fiscal return
rises to 17.4 per cent of initial outlays of expenditure overall. There is no difference in
terms of revenues as a share of expenditure between the high road and status quo scen-
arios because the tax and revenue ratios are constant in both scenarios.®' A microdata-
based tax-benefit simulation, on the other hand, might yield different results as it could
account for individual-level heterogeneity that could generate disproportionate changes
in taxable income and income tax rates.

For example, a country-level assessment of Turkey,®” using more disaggregated data, re-
ports fiscal returns on increased spending on ECCE at 26 per cent, while in the current
exercise the fiscal returns on education for Turkey are assessed at 21.6 per cent. This is
close to the results presented in this chapter and can be used as a comparison to validate
them. It should be noted that, if the employment simulation were to include induced ef-
fects as well, the fiscal returns would be assessed as even higher. The study on Turkey
finds that, by including the induced effects (such as higher employment generation), fis-
cal returns have the potential to rise to 39 per cent.

5.4.3. Gender composition of the employment expansion in the care jobs simulation

Women'’s share in direct employment is 60 per cent in the education sector and 65 per
cent in the health and social work sector under the high road scenario (figure 5.13). Their
share in indirect employment is lower in both cases, at around 39-41 per cent. The fe-
male employment shares in the high road scenario are slightly lower than those under the
status quo scenario. As far as total employment is concerned, women’s share is 55 per
cent in education and 54 per cent in the health sector under the high road scenario, and
57 and 55 per cent, respectively, under the status quo scenario.

The analysis demonstrates that investment in quality care services can be a strategic pol-
icy intervention to enhance women’s economic empowerment through creating decent
employment opportunities. It can generate jobs not only in the female-dominated care
sectors, but also throughout the rest of the economy, benefiting both men and women
workers. These positive impacts can be even greater when the care workers are paid
fairly for their services, more children are educated in better conditions and more people
have access to medical and long-term care.
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Figure 5.13. Women’s share in total employment, by sector
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5.5. SUMMARY OF THE SIMULATION RESULTS

This study on alternative scenarios of care employment in 2030 is based on 45 countries,
which represent 85 per cent of global GDP and close to 60 per cent of the global popula-
tion and workforce. The combined current employment in the education and health and
social work sectors in these 45 countries amounts to approximately 206 million workers.
Of these, 82 million (in education) and 68.4 million (in health and social work) are care
workers, while 25.3 million (in education) and 29.7 million (in health and social work)
are non-care workers.® This constitutes almost 10 per cent of these countries’ total em-
ployment, with important variations. In approximately a dozen countries, the combined
education and health care employment makes up more than one-fifth of their total em-
ployment, which is evidence of their current good coverage of health and education (but
not necessarily of ECCE or long-term care). The current health and social work and
education expenditure of these 45 countries (combining public and private expenditure)
represents 8.7 per cent of their total GDP.*

The status quo scenario assumes that care employment will change in line with popula-
tion and demographic transformations to 2030, but that the current coverage rates and
quality standards in education and health and social work sectors will remain constant,
resulting in care deficits persisting into 2030. It is estimated that total sectoral employ-
ment in education and in health and social work is likely to increase by 20 per cent to
a total of 247.6 million jobs by 2030 (93 and 95.6 million care workers and 28.5 and
30.5 million non-care workers in education and health and social work, respectively).
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Figure 5.14. Summary of the simulation results
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HIGH ROAD SCENARIO IN 2030
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In addition, 110.5 million jobs are expected to be generated in other sectors through

backward linkages of sectoral spending, resulting in total employment creation of
358.1 million jobs (figure 5.14).

The macroeconomic simulation results show that increasing investment in the care econ-
omy in order to meet SDG targets by 2030 offers significant potential for additional em-
ployment creation. As far as the 45 countries included in this analysis are concerned,
meeting multiple SDG targets on education, including formal childcare, health care and
long-term care, and in doing so creating decent jobs for women and men, would require
more than a one-third increase (36.6 per cent) in education spending (driven particu-
larly by expansion of ECCE) and about a one-fifth increase (19.1 per cent) in health-
care spending (driven particularly by expansion of long-term care). Such an increase
in care spending to achieve the SDG targets offers the potential for generating a total
of 117 million additional new jobs, over and above those created under the status quo
scenario, making a total of 475 million jobs. Of this additional employment generated,
78.6 million jobs would be in education and in health and social work, increasing the
total sectoral employment from its current level of 205.5 million jobs to 326.2 million
jobs by 2030. The remaining 38.4 million are additional jobs created in other sectors
through increased spending on care services. This number represents a lower bound
estimate of job creation in other sectors, since the input—output analysis did not in-
clude the induced employment effects which would be triggered by increased household
consumption spending.

Meeting the SDG targets on education, including ECCE as defined in the high road scen-
ario, makes the largest contribution to job creation in the care sectors, generating a total
of 39.7 million new education sector jobs. The second largest contributor to employment
creation is the long-term care sector, with the creation of 29.6 million new decent jobs.
This is followed by health care with 9.3 million new health-care sector jobs.

Under the status quo scenario, total care spending (public plus private) in 2030 would re-
main at US$14.9 trillion, corresponding to 14.9 per cent of the combined total projected
GDP of the 45 countries in 2030.% The increase under the status quo scenario, from the
current level of 8.7 per cent of GDP (as of 2015) to 14.9 per cent in 2030, is driven by
demographic transformation and increasing health and long-term care costs. Realizing
the high road scenario would result in total care expenditure of US$18.4 trillion (public
plus private), corresponding to about 18.3 per cent of the total projected GDP of the
45 countries in 2030. It is estimated that, as a minimum, 17.5 per cent of the additional
spending would be recovered in the short run (during the first year) through fiscal revenues
(figure 5.14).
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CONCLUDING REMARKS: THE HIGH ROAD TO CARE WORK

The findings summarized above make clear the extent of the challenge entailed in meeting the future care needs in
health, including in long-term care, and in education, including in early childhood education, if the world commits to
achieving the SDGs. Findings show that the demographic trends detailed in Chapter 1 mean that simply to retain the
current coverage and working conditions — which in many instances are not decent or, in those cases when they are
adequate, are already experiencing a decline in quality — will entail a significant investment effort. It also makes clear
the other side of the coin: if investment in care service provision does not increase by at least 6 percentage points
of global GDP by 2030, deficits in coverage will increase and the working conditions of care workers will deteriorate
as cuts are made in an attempt to cover some of these deficits. As shown in Chapter 4, this situation translates into
the employment of care workers in the informal economy, with its inadequate working conditions, in which both
domestic and migrant workers are currently over-represented. It also means that more unpaid care work will have to be
provided in households and communities by unpaid carers, especially women (in or out of employment), resulting in
the perpetuation of gender inequalities in the labour market, as shown in Chapter 2. This situation will possibly also
mean lower levels of well-being for those receiving care.

The findings in this chapter are based on the country-by-country identification of unmet care needs and the norma-
tive targets set by the SDGs. Meeting the SDGs is possible, requiring public and private investment of an additional
3.5 percentage points of global GDP above the level of investment under the status quo scenario. The findings show
that investing in early childhood care and education and in long-term care makes the largest contributions to job
creation. These are two of the care policies described in Chapter 3, where the care deficits are most obvious. They also
offer the greatest potential for positive outcomes on gender equality at work.

There are two assumptions behind the scenario analysis presented in this chapter that are worth bearing in mind.
One is that there is room for GDP expansion: investments in care service provision take place in economies that are
not close to full employment, which is the case in most of the 45 economies for which the scenarios were simulated
in 2015. As a result, investing in the high road to care scenario is not a zero-sum game, where other sectors of the
economy are sacrificed to expand care service provision. On the contrary, investing in the high road scenario implies
an expansion in employment that is amplified by the economy-wide effects of the augmented demand.

As emphasized in Chapters 1 and 4, care service provision has externalities that justify increased public provision
through public financing in order to close current coverage deficits. Service provisioning can either take the form of
public service provision or private sector provision regulated or subsidized by the State® — but it essentially requires
the allocation of public resources which, as this chapter has shown, are substantial.

The initial public investment is partly matched in the short term by tax revenues that can support public care ser-
vice provision. The findings above are very conservative in terms of the estimation of the increased tax revenues
associated with the high road scenario. They do not take into account either the induced effects of the expansion in
demand or the differential impacts of various revenue streams (consumption taxation compared to wealth taxation,
for example) on total tax collection. Yet, it is clear that financing the expansion of care services requires expanding
countries’ fiscal space. Countries can explore financing alternatives to promote the SDGs and national development;
for example, reprioritizing expenditure in care services over other fiscal expenditure and increasing funding through
fiscal expansion.®

The second assumption made in this scenario analysis is that supply exists to meet the demand for care workers. The
reports by UNESCO® and WHO,® on which these scenarios were based, indicate that there may well be restrictions
in the supply of care workers, particularly those who have higher educational credentials and who are more likely to
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emigrate. These reports propose strategies to improve the coherence between countries’ health and education policies
and those associated with supporting the supply of qualified care workers. These strategies require public sector inter-
ventions and international solidarity mechanisms to avoid gaps in higher income countries being covered by creating
care worker deficits in low-income countries.
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CHAPTER 6

A high road to care
for the future of decent work
O

KEY MESSAGES

m The “unpaid care work—paid work—paid care work” circle has important implications for the well-being of care
recipients, unpaid carers and care workers and is therefore crucial for the future of decent work.

m Unpaid care work constitutes the main barrier to women’s participation in labour markets and is a key determinant
of the lower quality of their employment relative to men’s.

m The current numbers of care workers and the quality of their jobs are insufficient to meet the expanding and
evolving care demands. If the SDGs are to be met, care employment should expand still further and decent jobs
should be created for care workers.

m A high road to care work, grounded on principles of social justice, would pursue five key policy objectives: rec-
ognize, reduce and redistribute unpaid care work; generate more and better-quality care work; and promote the
representation of unpaid carers, care workers and care recipients in social dialogue.

m Achieving these policy objectives calls for the adoption of transformative policies in the following five areas: care,
macroeconomics, social protection, labour and migration. These policies should aim to meet the wide-ranging
current and future care needs and promote gender equality at work and within the family.

m Investments in good-quality care work offer multiple short- and long-term benefits for the future of decent work.
A significant number of new jobs, appealing to both women and men, would be created, thereby reducing the
gender-based occupational segregation in the care sectors and freeing time for women to engage in paid employ-
ment, if they so wish.

m Lessons from several country experiences across the world highlight the significance of recognizing that the
unequal distribution of care provision is a powerful driver of gender and income inequalities. They also point to
the importance of developing a rights-based and gender-responsive approach to social protection and supporting
social dialogue and gender equality agendas.

m The engagement of governments, employers, workers and their organizations and the active involvement of
representatives of care workers, unpaid carers and care recipients are key preconditions to the success of a high
road to care work. A future of work that is decent by design is in the hands of ILO constituents today.
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6.1. A CONDUCIVE POLICY ENVIRONMENT FOR A HIGH ROAD TO CARE WORK

This report has shown that care work is at the core of a future with decent work. Care work
is essential to the healthy and prosperous existence of human beings as well as to the sus-
tainability of economies and societies. The relational dimension of unpaid care work can
be very fulfilling for its providers. It also strengthens the well-being of individuals and
reinforces bonding within families and between generations. Yet, intensive, arduous and
unequally distributed unpaid care work can become a source of intrahousehold and labour
market inequalities, resulting in both time and income poverty. As seen in Chapter 2, un-
paid care work is the main reason for women with caring responsibilities to be out of the
labour force. It is also the source of the greater disadvantages that these women face, com-
pared to those without caring responsibilities, when they engage in employment. As shown
in Chapter 3, care policies can facilitate the labour market inclusion of full-time unpaid
carers, particularly those from disadvantaged groups, and create opportunities for employ-
ment generation and gender equality. Chapter 5 made the case for investing in care service
provision in order to meet the Sustainable Development Goals (SDGs), showing that it
would not only increase the well-being of both care recipients and unpaid carers, but would
also generate new jobs in the care sectors, supporting growth. If decent care jobs can be
created, and in the numbers needed, the expansion of care employment has the potential to
close the gaps in the coverage of care services and improve the working conditions of care
workers, as identified in Chapter 4. By redistributing some of their care responsibilities,
it would also make it possible for unpaid carers, who have not yet done so, to engage in
paid work.

This report has shown that a high road to care work needs to be grounded on transforma-
tive measures in five main policy areas: care, macroeconomics, social protection, labour
and migration (see figure 6.1). These policies are transformative when they are designed
and orchestrated in ways that contribute to the recognition of the value of unpaid care
work, the reduction of the drudgery of certain forms of care work and the redistribution
of care responsibilities between women and men and between households and the State.'
Policies that also reward care workers adequately and promote their representation, as
well as that of the care recipients and the unpaid care providers, are also transformative.

Care work is a “social good” that benefits societies, economies and individuals alike. The
State should have primary responsibility for defining the benefits and the quality of care
services, acting as a direct provider, statutory and core funding entity, and market regula-
tor. Tripartite social dialogue, alongside the representation of the care recipients, unpaid
carers and care workers, is essential for building a high road to care work that delivers gen-
der equality. The foundation and legitimacy of a high road to care work lies in the relevant
international labour standards,” which were discussed in Chapter 1 (see section 1.3 and
table 1.1 in Appendix 1).*> A conducive and transformative policy environment to support
decent care work with gender equality is also central to the realization of the 2030 Agenda
for Sustainable Development (see box 1.3 in Chapter 1).

6.2. POLICY RECOMMENDATIONS AND MEASURES FOR A HIGH ROAD TO CARE WORK

This section lays out policy recommendations and measures to inspire policy action by
the ILO constituents to achieve a high road to care work. They are grouped under the
SR Framework for Decent Care Work: recognize, reduce and redistribute unpaid care
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Figure 6.1. The 5R Framework for Decent Care Work: Achieving a high road to care work with gender equality

Main policy areas Policy recommendations Policy measures

B Measure all forms of care work and take unpaid care work into account in
decision-making

Care policies B [nvest in quality care services, care policies and care-relevant infrastructure

B Promote active labour market policies that support the attachment, reintegration
and progress of unpaid carers into the labour force

B Enact and implement family-friendly working arrangements for all workers

. .. B Promote information and education for more gender-equal households,
redistribute o
Macroeconomic e ) (T e workplaces and. sometles. . .
policies B Guarantee the right to universal access to quality care services

B Ensure care-friendly and gender-responsive social protection systems,
including floors

B |Implement gender-responsive and publicly funded leave policies for all women

Recognize,
reduce and

Social and men
protection
policies Reward: B Regulate and implement decent terms and conditions of employment and

achieve equal pay for work of equal value for all care workers

B Ensure a safe, attractive and stimulating work environment for both women
and men care workers

B Enact laws and implement measures to protect migrant care workers

More and
decent work for

care workers
Labour

policies

B Ensure women’s full and effective participation and equal opportunities for
leadership at all levels of decision-making in political, economic and public life

B Promote freedom of association for care workers and employers

B Promote social dialogue and strengthen the right to collective bargaining in care
sectors

B Promote the building of alliances between trade unions representing care workers
and civil society organizations representing care recipients and unpaid carers

Representation,
social dialogue

Migration and collective bargaining
policies for care workers

Source: Authors’ illustration.

work; reward care workers with more and decent work; and guarantee representation,
social dialogue and collective bargaining for care workers. Each group of policy recom-
mendations is matched by a set of policy measures that are intended to help achieve the
high road to care work. These measures draw on the findings of the previous chapters,
showcasing innovative country experiences to support policy recommendations, and are
guided by the provisions of relevant ILO standards.

6.2.1. Recognize, reduce and redistribute unpaid care work
1. Measure all forms of work including unpaid care work and care employment
Develop labour and time-use surveys to assess the amount and value of unpaid care work

Unpaid care work, including volunteer care work and unpaid trainee care work, is esti-
mated to account for about 9 per cent of global GDP (see Chapter 2). Labour and time-
use surveys are two complementary instruments that measure unpaid care work as well
as capturing the extent to which unpaid carers may participate, and under which con-
ditions, in the labour force (Chapter 2). In the past decades, considerable progress has
been made regarding the implementation of time-use surveys in both developed and de-
veloping countries.* In Latin America, the measurement of the economic value of unpaid
care work is constitutionally or legally mandated in the Plurinational State of Bolivia,
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Box 6.1. Advances in measuring unpaid care work: The case of Colombia

In Colombia, the “Care Economy” Law 1413 (2010) mandates the measurement of the contribution of women to
economic and social development, as a tool for defining and implementing public policies. The National Statistical
Office (DANE) is mandated to coordinate the implementation of time-use surveys and build the care economy satellite
account.® DANE established that, in 2012—13, a total of 34,754 million hours of unpaid care work were performed,
corresponding to a monetary value of 19.3 per cent of the 2012 GDP. About 79 per cent of this unpaid care work was
performed by women and 21 per cent by men.

The data collected and subsequent analysis have constituted the basis for developing policies to address care needs.
The 2014-18 Development Plan includes the creation of a National Care System along with “a national agenda on the
care economy”.

Sources: Government of Colombia: DANE, 2013; DNP, 2014; Congreso de Colombia, 2010; Esquivel and Kaufmann, 2017.

Colombia, Ecuador and the Bolivarian Republic of Venezuela, while Colombia, Ecuador
and Mexico have already established household sector satellite accounts. Such data can
be used as the basis for implementing institutional changes, providing statutory entitle-
ments and developing better care policies, as is the case in Colombia (see box 6.1).

Increased efforts to grasp the extent and nature of unpaid care work in low-income coun-
tries have also prompted the development of new labour force survey questionnaires. For
instance, in 2016—17 the ILO conducted national pilot studies in nine countries® apply-
ing the new 19th ICLS Resolution I to measure own-use production work, distinguishing
the time spent in unpaid housework, unpaid childcare and unpaid dependent adult care.’

Take unpaid care work into account in macroeconomic analysis
and all forms of decision-making

Macroeconomic policies, such as fiscal and monetary policies, influence the distribution
of unpaid care work and the segregation of women and men into different types of occu-
pations.® As shown in Chapter 2, this results in gender inequalities both in the labour
force and within the household. Factoring unpaid care work into macroeconomic ana-
lyses helps to uncover the effects of apparently gender-neutral macroeconomic policies on
women and men. For instance, in times of crisis, cuts in public spending on care policies
have a disproportionate effect on women, as was seen in many countries in the after-
math of the 2008 economic crisis.’ In the United Kingdom, the Women’s Budget Group
estimated that single mothers were the hardest hit by spending cuts and by changes to tax
policies, following the introduction of fiscal consolidation packages. They suffered a
16.6 per cent decline in their incomes, compared to the 4.1 per cent loss experienced by
childless couples of working age.!”

Gender-responsive macroeconomic analyses enable the identification and correction of
gender and care provision biases in budgetary and tax policy. Gender budgeting is a strat-
egy designed to achieve equality between women and men by focusing on how public
resources are collected and spent.!' Many developing and developed countries have en-
gaged in gender budgeting and the use of this strategy has led to important policy reforms
in a number of them.!?> For example, in Japan, the increased focus on gender policies has
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led to the adoption of measures to reduce maternity harassment in the workplace, while
in the Netherlands changes were introduced on the way in which funding was allocated
to higher education." Following an agreement signed in 2015 between the Minister of
Education and the Dutch universities and research institutes, the latter will receive the
full payment of state subsidies only if, by 2020, at least 30 per cent of professors, asso-
ciate professors and governing board members are women.'* In Brazil, gender budgeting
led to the establishment of a comprehensive health-care programme to improve women’s
health, while, in Mexico, the funding assigned to maternal health-care programmes was
increased, resulting in a drop in maternal mortality and a rise in life expectancy.'” In India,
gender budgeting has long been used as a tool for fiscal policy to address gender equality
issues and girls’ and women’s development objectives in education, health and access to
infrastructure, among other government services.'® In Uganda, achievements include an
increased budgetary allocation to monitor efforts to increase participation and retention
of girls in school.'” In the case of Rwanda, an organic budget law, which included gender
budgeting as a fundamental principle, was eventually adopted.'®

2. Invest in quality care services, care policies and care-relevant infrastructure
Create fiscal space to invest in care policies

Job losses and public spending cuts in the care sectors are typically offset by additional
time and effort devoted by women to unpaid work.'" Funding for care policies can be
obtained by creating fiscal space. This requires the establishment of more transparent,
progressive and redistributive tax structures to provide increased tax revenue. This ap-
proach is more sustainable than fiscal consolidation and is also less likely to increase in-
equalities. Expanding fiscal space means taxing wealth more highly than consumption or
work.? Other ways could include, for instance, setting up an environmental tax, or other
taxation on negative externalities (such as greenhouse gas emissions), which could also
provide new sources of tax revenue.

In addition, consideration could be given to exempting or substantially reducing labour
taxation on care occupations, especially domestic work, as an effective way to support
the transition to the formalization of care jobs. Similar tax incentives could be made
available to support the provision of unpaid care work during parental or other care-
related leave (e.g. by exempting cash-for-care or other cash benefits) or care services pro-
vided by employers, such as workplace childcare. In addition, tax systems could allow
individuals with care-related expenses to deduct them from their declarations, as is the
case in a small number of countries (32 out of 177), among which are Argentina, France,
Mexico, the Republic of Korea and the United States.?! Tax systems should privilege
separate taxation in dual-earner families or should ensure that the lower income earner
— which is usually the woman — is not taxed at a higher marginal rate.”> With this objec-
tive in mind, Austria undertook a fundamental tax reform in 2007, ensuring that the tax
system provides greater incentives for women to work for pay.*

Creating fiscal space is feasible even in low-income countries. A United Nations
Millennium Project estimated that the five developing countries studied (Bangladesh,
Cambodia, Ghana, United Republic of Tanzania and Uganda) could be able to generate
an additional 4 per cent of GDP in tax revenue within a decade.** Fiscal space can be
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achieved by improving the efficiency of tax collection by addressing institutional and
capacity constraints. Many countries in sub-Saharan Africa have generated public rev-
enues in this way; for instance, Rwanda, where a 60 per cent increase was recorded be-
tween 1998 and 2005. New taxes can also be introduced on financial transactions and
most of the resulting revenue used to fund social policies and services, such as access
to health care and social protection, as Brazil did from 1997 to 2008.% Finally, public
borrowing and debt restructuring are two further ways in which care-related policies can
be financed.

Invest in quality care services in education and in health and social work

Investing in the provision of quality care services in education (including early child-
hood care and education (ECCE)) and health and social work (including long-term care
and care for persons with disabilities) is necessary to address care needs, to redistribute
and reduce unpaid care work, and to contribute to women’s and men’s access to decent
work (see Chapters 3 and 4). Macroeconomic policies that promote a high road to care
work have the potential to increase the well-being of care recipients and unpaid carers,
and create decent care jobs, as well as jobs in other sectors, supporting economic growth
(see Chapter 5). States should reinforce the link between fiscal policy reforms to create
fiscal space for direct care provision and investment in care services and infrastructure.

If countries were to keep up with the demographic expansion of care needs at the cur-
rent levels of coverage and low-quality care employment, an additional investment of
approximately 6 percentage points of global GDP would be needed by 2030. Meeting
the SDG commitments associated with education and health and social work, including
creating decent work for care workers, would require an additional increase of 3.5 per-
centage points of GDP (see Chapter 5).

Meeting the SDGs holds the promise of expanding the total employment figure in these
sectors, from the current 205 million workers (in 45 selected countries) to 326 million
workers. This means an increase in employment in the education and health and social
work sectors of 60 per cent by 2030. The investment in the care economy also generates
149 million indirect jobs (i.e. jobs in other sectors), bringing the total employment gen-
eration to 475 million workers by 2030 (see Chapter 5).

The positive externalities of care provision, and the trade-offs between the number of
care recipients and the quality of care offered, mean that public provision is key — a
fact recognized in the SDGs — and that private providers should play a subsidiary and
well-regulated role in care service provision (see Chapter 4).

Invest in care-related infrastructure that reduces drudgery and helps to mitigate the effects
of climate change

Improving the access of care recipients, unpaid carers and care workers to quality infra-
structure has an enormous impact on gender equality and overall well-being, thus con-
tributing to realizing several SDGs (see box 1.4/visual). Yet, access to ECCE services, to
schools, universities, hospitals and long-term care facilities remains limited. This is also
the case for care-related infrastructure, especially in low- and middle-income countries
and in rural areas (see Chapter 3), in which women and members of disadvantaged so-
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Box 6.2. Building schools is the first step in increasing access to education

In Mozambique, the number of primary and secondary schools tripled between 1992 and 2010, and the construction of
new schools and classrooms continues. In conjunction with the effort to abolish school user fees, school construction
allowed Mozambique to substantially reduce the number of students who had never been to school and to increase
its net enrolment ratio by almost 35 percentage points. In Morocco, access to education was expanded with the
National Education and Training Charter, which declared 2000 to 2009 to be the “decade for education”, with a key
focus on improving equity. Significant investment in school infrastructure in rural areas, which is an area of ongoing
government focus, led to impressive progress in facilitating access to primary education. In Afghanistan, the addition
of village-based community schools in 2007 increased enrolment by 42 percentage points in sample villages.

Source: UNESCO, 2015b.

cial groups are the most deprived. Care-related infrastructure, when it does exist, is often
not accessible to children and adults living with disabilities. By adopting an inclusive
approach, governments and organizations can ensure that existing or newly built infra-
structure is accessible to all.?® This could mean providing a seating platform and ramped
access to help wheelchair users access a communal hand pump for water, installing
a bench fitted over a pit latrine to make latrine use easier or providing school infra-
structure and personnel to address the special educational needs of children with disabil-
ities.”” With regard to education, investing in the construction of new schools, especially
in remote areas, is an efficient way to increase school enrolment and indicators related
to quality education (e.g. teacher-to-pupil ratios and retention rates). The availability of
a school building is the first step in ensuring that children are able to attend school, as
experiences in Mozambique, Morocco and Afghanistan show (see box 6.2).%

Improving households’ access to basic infrastructure, such as water, sanitation and elec-
tricity, can substantially reduce the drudgery of domestic work and gender inequalities,
while also mitigating and adapting to the effects of climate change.” Sustainable devel-
opment and improved access to basic infrastructure can go hand in hand with improved
livelihoods and decent working conditions through the creation of “green jobs”. This
can be addressed through projects and policies that facilitate households’ access to and
use of watersheds or fuel for household cooking, and also ensure that such infrastructure
produces green and renewable energy, as is the case in Bangladesh and Kenya, for ex-
ample (see box 6.3). Green enterprises, waste management and recycling and renewable
energies, as prioritized in the ILO’s Green Jobs Programme, are vital to realizing rural
and indigenous women’s and men’s potential as key agents of change for better sustain-
ability.*® Gender-equal opportunity and treatment strategies and decision-making should
be established from the outset.

Eliminate all forms of child labour and excessive hours of household chores

Child labour and children’s responsibilities for and involvement in household chores,
including caring for siblings, sick, disabled or older family members, is pervasive
worldwide. About 54 million children aged between 5-17 years old — among whom
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Box 6.3. Addressing climate change with green jobs and care-responsive policies

In Bangladesh, the Grameen Shakti microloans initiative has helped to install more than 100,000 solar home systems
in rural communities. Not only does this project create training and employment opportunities, including for women,
but it also provides clean energy to households and offers significant health benefits while also freeing up time to
engage in income-generating activities.

In Kenya, the production of clean biogas is made possible by a low-cost and portable system — the Flexi Biogas System.
This enables women to save the time that was previously devoted to firewood gathering and reduces the toxic gases
and dust particles produced by firewood burning, which are detrimental to individual health and to the environment.

In Ethiopia, the public works Productive Safety Net Programme (PSNP) contributes to increased resilience and climate
change adaptation by investing in the creation of community assets to reverse the severe degradation of watersheds
and by providing a more reliable water supply under different climatic conditions.

In India, the Karnataka Watershed Development Project aimed to improve the productive potential of selected
watersheds and to strengthen community and institutional arrangements for natural resource management. Increased
income, employment and agricultural productivity were achieved among the poorest project participants. More than
6,000 women’s self-help groups were formed to foster sustainable livelihoods. Many of the project’s innovative moni-
toring and evaluation systems have been adopted by India’s central Ministry of Agriculture and its new National
Rainfed Area Authority to be used in all government watershed programmes throughout India.

Sources: ILO, 2009; IFAD, 2016b; Hallegatte et al., 2016; World Bank, 2012a.

approximately two-thirds are girls — work for at least 21 hours per week.*! And when
household chores are added to economic activity, children shoulder a double duty. Among
the many factors that can contribute to reducing child labour, legal international stand-
ards such as the ILO Minimum Age Convention, 1973 (No. 138), and the Worst Forms
of Child Labour Convention, 1999 (No. 182), play a central role. There is a strong cor-
relation between countries’ ratification of international legal standards and reductions in
the incidence of child labour.*> However, it is of paramount importance that these stand-
ards translate into effective national legislation and programmes and that inconsistencies
in national legislative frameworks are resolved. An example of this situation would be
discrepancies between the laws governing the minimum age for admission to employ-
ment and those dealing with the age range for compulsory education.

Further factors that can help to reduce child labour include the provision of decent work
for adults and youth of legal working age, ensuring that households do not have to resort
to child labour to meet basic needs or to deal with economic uncertainty. Social protec-
tion instruments that contribute to alleviating poverty can also reduce child labour and
excessive hours of unpaid household work undertaken by children.*

Education is also a key factor that can contribute to reducing children’s excessive house-
hold chores. In 2016, there were 36 million children aged 5—14 years old in the world
who were engaged in child labour and not attending school.** Evidence from countries
as varied as Bangladesh, Cote d’Ivoire, Mexico and Yemen shows that there is a re-
lationship between improved school access (availability, geographical proximity and
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amount of daily time allocated), improved teaching quality (skilled teachers and low stu-
dent-to-teacher ratios) and reductions in child labour.*

3. Promote active labour market policies that support the attachment, reintegration
and progress of unpaid carers into the labour force

Globally, there are 606 million women and 41 million men of working age who are
outside the labour force due to their family responsibilities (see Chapter 2). Activating
this potential labour force following parental leave or a period of inactivity due to care
responsibilities should be a priority of employment policies. Policies should provide
employment opportunities as well as training and employment services, while making
childcare and long-term care services accessible to all women and men beneficiaries as
a means of enabling their labour force participation and recognizing, reducing and redis-
tributing unpaid care work.*

Implement employment services that address the needs of people with care responsibilities

Employment services should take into account the needs of people with care responsi-
bilities. For example, in the Russian Federation, employment services provide vocation-
al training, retraining and skills upgrading for women on parental leave with children
under three years old. In 2014, 16,300 women received vocational training and a further
16,700 received vocational guidance from local employment offices.*” In France, child-
care services are made available to jobseekers, providing vital support for workers with
family responsibilities in their efforts to reintegrate into the workforce.*® In Austria, an
activation labour market policy programme, Frauen in Handwerk und Technik (FiT),
aims to break down occupational segregation and encourages women, including
mothers, into non-traditional fields.* The programme offers certified qualifications
through apprenticeships, technical vocational schools and universities of applied science
in professions which have traditionally been male-dominated.

Implement gender- and care-sensitive public works programmes

In developing countries where unemployment insurance schemes are not currently in
place, public works programmes can increase the participation of time-poor unpaid
carers, especially women, in these programmes or alleviate the care obligations that
they bear. In order to do so, these programmes need to be designed and implemented
taking the needs of unpaid carers into consideration. However, an ILO review of
43 programmes implemented in 30 countries in Africa, Asia and Latin America and
the Caribbean between 1995 and 2013 found that only about one-fifth were responsive
to gender needs and identified opportunities for women’s participation.* Steps taken
to address these issues included, among others: consulting women and men to identify
their needs; recognizing gender differences in vulnerability; acknowledging women’s
time poverty; budgeting gender-responsive actions, such as the provision of childcare
services and transportation; identifying potential gender risks; implementing gender-
equitable recruitment of workers and training participants; and providing gender-sensi-
tive work environments, notably by offering reduced or flexible working hours (see
box 6.4).4
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Box 6.4. Care-responsive public works programmes: Examples from India, Ethiopia and South Africa

The Mahatma Gandhi National Rural Employment Guarantee Act (MGNREGA) in India and the Productive Safety Net
Programme (PSNP) in Ethiopia promote women'’s participation in the labour market through quotas. The PSNP provides
flexible working hours as well as cash transfers for pregnant and nursing women without support in their household.
Under the terms of the MGNREGA, applicants are entitled to work within five kilometres of their village, which enables
women to balance their domestic and childcare work and overcomes the mobility barriers they may face. Both pro-
grammes aim to provide childcare facilities on work sites. Yet research in India has shown that the “transformational”
effects of this programme, in terms of breaking the cycle of disadvantage, have the potential to be strengthened.
Women’s participation in the MGNREGA programme past a threshold of 30 days per year had negative effects on
girl children’s time spent in school. This finding indicates that childcare services are essential to reduce the risk that
unpaid household chores, previously undertaken by participating workers, are transferred to children and affect their
access to education.

Public works programmes are also gender-responsive when they improve care-relevant infrastructure or access to
care services. For example, within the PSNP programme in Ethiopia, public works include the creation of community
assets, such as improved access to fuel wood and water collection, which reduce women’s time poverty. The pro-
gramme also supports agricultural work on land privately owned by female-headed households to compensate for
labour shortages.

South Africa’s Expanded Public Works Programme (EPWP) is one of the rare programmes that invests not only in
infrastructure, but also in social services, including early childhood services and community-based care services
(including to HIV-affected households), areas which typically employ women and contribute to alleviating their unpaid
care work responsibilities.

Sources: Holmes and Jones, 2010; Bércia de Mattos and Dasgupta, 2017; ILO, 2017a; Tanzarn and Gutierrez, 2015; UNESCO, 2009a; Philip, 2013.

4. Enact and implement family-friendly working arrangements for all workers

Combining employment with unpaid care responsibilities is the norm for the majority

of persons in employment. This situation relates to some 1.4 billion employed people,
representing 60.7 per cent of the adult population employed globally (see Chapter 2).
This points to the importance of making family-friendly working arrangements univer-

sally accessible, irrespective of sex, health or family status, since all employed women
and men are likely to be or become employed carers over the course of their working

lives. The progressive reduction of daily hours of work and the reduction of overtime,
as well as the introduction of more flexible arrangements in terms of working schedules

and workplace location are useful to all the employed, especially those with family care
responsibilities, as well as persons with disabilities. Such measures can enable them to

participate or remain in paid work, and can also contribute to reducing the negative out-
comes for health and well-being that stem from long and unpredictable working hours
and poor work-life balance.** Not least, there is a business case for companies to pro-

vide flexible working-time arrangements, which have a significant effect on recruiting
and retaining staff, reducing absenteeism and turnover rates, increasing productivity and

improving the company’s public image (see box 6.9).*
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Promote and regulate telework and ICT-mobile work

While telework and ICT-mobile work represent opportunities for greater flexibility and
reduced commuting time for workers with family responsibilities, these working ar-
rangements are accessible to very few workers and lack regulation (see Chapter 3).*
Statutory entitlements to telework, as well as measures to prevent teleworkers’ isolation,
should be promoted. Home-based work — which concerns a majority of women — can
have negative effects on their occupational health and well-being.* The risks associated
with teleworking have been extensively highlighted by the unions in the ICT and finan-
cial services sectors, for example, encompassing a “heightened sense of isolation and
other psychosocial issues; lack of labour inspection and thus of labour protections; and,
in the case of women working from home, the risk of a double charge of work in combin-

ation with care responsibilities”.*

In order to ensure that homeworkers enjoy equitable conditions and terms of em-
ployment with other workers, efforts to ratify the ILO Home Work Convention, 1996
(No. 177), should be intensified; only ten countries have ratified it as of April 2018.%
The Convention aims to improve the situation of homeworkers and to promote equality
of treatment, particularly in relation to occupational safety and health, statutory social
security protection, and access to training and maternity protection as well as vocational
training and professional and career development. At the European Union level, a policy
instrument was adopted in 2002, providing broad guidelines for telework arrangements
in private companies and other organizations.*®

Normalize good-quality part-time work and promote flexitime

Part-time work also enables workers to reconcile the demands of work and family life
and is often adopted by workers with family responsibilities, especially women (see
Chapter 2). Normalizing good-quality part-time work is key to ensuring that part-time
workers are not penalized in comparison to full-time workers.* The ILO Part-time Work
Convention, 1994 (No. 175), and its accompanying Recommendation No. 182 call for the
adoption of the principle of equal treatment of part-time workers on a pro-rata wages and
benefits basis comparable to that accorded to full-time employees, to ensure equal access
to training and development opportunities. Good practices include general non-discrim-
ination clauses, which ensure that pro-rata cash benefits and employment conditions are
not less favourable than those of comparable full-time workers (unless different treat-
ment is justified on objective grounds), as is the case, for instance, in Argentina, Brazil,
Iceland, Mozambique and Turkey.*

The right to request part-time work and, importantly, the right to return to full-time work
(i.e. the principle of reversibility) is still an exception rather than the rule throughout
the world (see Chapter 3). There are only a few countries with labour legislation which
explicitly prescribes that employers must make part-time work available or at least fa-
cilitate access to it, though the following examples stand out.>' For instance, in Angola,
workers with family responsibilities have the right to request a transfer to part-time
work; in Armenia, the same right applies to employees with children up to the age of one
year. In Kazakhstan, the same right exists for women and single fathers. In the Republic
of Korea, employees who do not take parental leave are entitled to part-time work, pro-
vided they have a child under the age of six who is not enrolled in elementary school. In
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the United Kingdom, the right to request flexible working, which was previously limit-
ed to employees with children or other care responsibilities, was extended in 2014 to all
employees with at least 26 weeks of continuous employment. Such flexibility may in-
volve changes to the number of hours worked, work schedules or place of work.>?

In the Netherlands, the Flexible Working Hours Act came into force on 1 January 2016,
giving employees with at least six months of service the right to request a change of
work schedule or place of work, whereas previously they could only ask for changes in
the number of hours they worked. The case of the Netherlands illustrates the feasibility
of promoting part-time work — including for senior positions — and the potential it re-
presents for balancing work and family life, including for a growing number of men. In
this country, 18.7 per cent of men were working part time in 2016.%* The Netherlands
also adapted its legislation to ensure that workers outside the traditional definition of
part-time employment, such as workers on zero-hour contracts or on minimum—max-
imum hour contracts, are adequately protected.’* In addition, the growth of part-time
work in Dutch society was found to have contributed to the declining support for the
“work obligation norm” (i.e. the extent to which work is seen as central in life and
as a social obligation) and thereby to be challenging the gendered male breadwinner
model.”

5. Promote information and education for more gender-equal households, workplaces
and societies

Encourage more gender-equal social norms

The UN Convention on the Elimination of All Forms of Discrimination against Women
(CEDAW) recognizes that a change in the role of men and women in society and in the
family is needed to achieve full equality. Gender stereotypes and gendered social norms
reinforce the continued devaluation of both unpaid and paid care work, and perpetuate
the belief that women and men should be confined to narrow and segregated social roles.
Social norms generally assume that women will take primary responsibility for domes-
tic chores and the care of dependent young children and other family members. These
norms are reflected, for instance, in peoples’ attitudes and preferences. While women’s
paid work is accepted by a majority of men and women worldwide, almost half (47.5 per
cent) believe that children suffer if mothers work outside the home (see Chapter 2).5
Social norms and gender imbalances in unpaid care work also affect employers’ percep-
tions and workplace practices. This implies, for instance, that family-friendly policies in
companies are often considered as targeting women specifically, and can therefore create
a penalty for those using them.

To counteract gendered social norms about care work and gender roles, a gender main-
streaming approach to the implementation of public policies is needed. Public policies
contribute to shaping people’s attitudes and what they consider to be normal and desir-
able in terms of societies, families and gender roles.”” People tend to hold more gender-
equal values and to support a gender-equal division of paid and unpaid work in societies
which have more gender-responsive public policies, such as paid leave schemes for
fathers and developed childcare services (see Chapters 2 and 3). With the transformation
of the normative context in which individuals are living, women and men will have more
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freedom to engage in both paid and unpaid work, which will contribute to balancing care
work in a more gender-equal way and empowering women economically.?®

Education and awareness-raising

In addition to gender-responsive public policies, education, information and aware-
ness-raising campaigns are needed in order to sensitize people, including in the world
of work. The ILO Discrimination (Employment and Occupation) Convention, 1958
(No. 111) mentions that strategies for tackling indirect discrimination should include
sensitizing campaigns to combat the use of stereotypes about “male” and “female” tasks
and roles. The Workers with Family Responsibilities Convention, 1981 (No. 156), states
that competent authorities should adopt measures to “promote information and educa-
tion which engender broader public understanding of the principle of equality of oppor-
tunity and treatment for men and women workers and of the problems of workers with
family responsibilities, as well as a climate of opinion conducive to overcoming these
problems” (Article 6).

Examples of awareness-raising initiatives include, for instance, the global fatherhood
initiative MenCare. MenCare is involved in programmes aimed at encouraging men to
become more active parents and share unpaid care work more equally; in advocacy to
promote gender-transformative parental leave schemes; and in media campaigns
supporting men’s caregiving roles and diffusing a positive image of involved father-
hood (see also box 6.5). Governments may also actively promote fathers’ involvement
in childcare, as was the case in Sweden, for instance, with frequent campaigns since the
1970s promoting men’s uptake of parental leave.”® The Chilean Government’s Childhood
Social Protection System (Chile Crece Contigo) supports early childhood development
and recognizes the importance of fathers’ involvement (see box 6.7). It provides in-
formation material and practical guides for expectant fathers as well as for health and
ECCE professionals.®® These programmes contribute to fully engaging men as strategic
partners and allies in achieving gender equality, as recommended by the Commission on
the Status of Women.®!

Box 6.5. Engaging men in childcare in Brazil, Indonesia, Rwanda and South Africa with MenCare+

The MenCare+ programme is a three-year, four-country collaboration between Promundo and Rutgers, created to
engage men aged 15-35 years old as partners in maternal, newborn and child health and in sexual and reproductive
health and rights. The programme is supported by the Ministry of Foreign Affairs of the Netherlands and is being im-
plemented by Promundo, Rutgers and partner organizations in Brazil, Indonesia, Rwanda and South Africa.

MenCare+ aims to bring men into the health-care system as active and positive participants in their own health, as
well as in the health of their partners and children. Working within the public health systems across the four countries
of implementation, MenCare+ country partners conduct group education sessions with youth, couples and fathers
on sexual and reproductive health and rights; maternal, newborn and child health; gender equality; and caregiving.
Country partners also organize workshops with health sector professionals on the importance of engaging men.

Source: MenCare, 2018.
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6. Guarantee the right to universal access to quality care services
Universal health care and primary and secondary education

As set out in SDGs 3 and 4, countries should ensure that all their citizens have the right
to lead healthy lives and have inclusive and equitable quality education. This would go
a long way towards reducing the unpaid care work provided by women, enabling their
labour force participation and increasing the well-being and opportunities available to
children, frail older persons and people living with severe disability, HIV (especially in
sub-Saharan Africa) and short- and long-term illnesses. Yet the global situation in terms
of access to and quality of care services is a matter of concern, especially in low- and
middle-income countries, which face very large deficits and a serious shortage of work-
ers in the health sector (see Chapters 3 and 4).%

Recently, many countries have worked towards universalizing health care through the
development of health protection strategies, legislation and investment of significant
amounts of funds aimed at providing better access to quality health and long-term care
services. This also applies to low-income countries, such as Chad and Togo, which have
invested in extending health coverage of their populations, as well as China, Colombia,
Rwanda and Thailand, which have made significant progress (box 6.6).% Good practices

Box 6.6. Progress towards universal health coverage

In China, the number of people covered by health insurance increased ten-fold between 2003 and 2013 and now
stands at 96.9 per cent of the population. Health insurance is provided through three main schemes. The first provides
a comprehensive benefit package to urban workers and covers about 81 per cent of insurable costs. The other two
schemes are voluntary insurance schemes for urban and rural residents, respectively. They cover more than half of the
insurable medical costs up to a specified limit and reach 1.1 billion people. The Government covers part or all of poor
families’ out-of-pocket expenditure.

In Golombia, the health system is based on the principle of universality, which obliges all citizens to join either the
contributory scheme or the subsidized scheme for low-income workers. Both schemes provide the same benefits. This
has helped to reduce out-of-pocket expenditure and to achieve high legal coverage rates; affiliation rates increased
from 25 per cent in 1993 to 96 per cent in 2014.

In Rwanda, in 2011, 96 per cent of the population was covered by the various health insurance schemes, the majority
through community-based health insurance (CBHI) schemes. Progress in coverage was achieved through political
commitment and the development of a strong network of health facilities and health workers, and the use of collective
action