JOINT SUBMISSION FROM SOCIAL AND PUBLIC HEALTH SCIENCES UNIT AND THE
SCOTTISH COLLABORATION FOR PUBLIC HEALTH RESEARCH AND POLICY
We welcome the opportunity to respond to the Economy, Energy and Tourism
Committee’s inquiry, and particularly that they are interested in the health impacts of low
quality work. To note: we talk about ‘work’ meaning paid employment, but recognise that
there are other valuable types of work e.g. voluntary and caring, which should also be
recognised. Our organisations (SPHSU and SCPHRP) aim to provide evidence to improve
population health and wellbeing, and we are therefore coming from a public health point of
view, and much of our response is backed up with evidence from the ‘employment and
health’ literature.
What makes a job ‘good’ or ‘bad’?
We may think of job quality as measured by occupational grade; for example there is a
vast literature showing a gradient in health by social class, with the poorest health in nonskilled manual workers and the best health in ‘professional’ workers (1). This is an
effective means of exploring issues of status and social class tensions. However, one
issue with using such class groupings is that it masks the potential heterogeneity within
socioeconomic strata (2) e.g. waiters vs. security guards; retail clerks vs. call-centre
workers; or teachers vs. journalists. Even within distinct job types, there can be physical,
psychosocial and pay differentials in the workplace. Therefore, it is very difficult to
summarise job quality of different occupations without considering the components of each
occupation. Within each occupation, the main drivers of differences will include job
precariousness, pay and benefits, the physical work environment, the psychosocial work
environment and different levels of employee representation (3). For any one occupation
or job type, these drivers may vary between employers e.g. a zero-hours contract in a
sports shop differs from a permanent retail assistant ‘partner’ in a department store.
Additionally, it has to be considered that these characteristics and experiences are
complex, dynamic, interactive and that they also occur in the context of more macro-level
labour market and geo-political forces (4). It is perhaps not worthwhile, therefore, to
classify one job type as ‘good’ or ‘bad’, but rather to consider the particular drivers of job
quality within each individual job.
What are the health impacts of low quality jobs?
Theories of employment and health have emphasised that not everyone has a positive
health experience when moving into employment and likewise not everyone has a
negative health experience when moving out of employment. It has therefore been
questioned whether all employment is good for health (5). One of the major caveats to the
positive work-health relationship is the ‘quality’ of the work obtained. The potential for
health benefits from moving into employment is likely to be dependent on the components
of work that are mentioned above (what makes a job ‘good’ or ‘bad’), as well as individuallevel factors such as age and existing health status (6).
The current global labour market is characterised by more precarious employment than
previously (7), borne out of a greater need for temporary and ‘flexible’ (also insecure)
positions because of the economic and political changes that have affected the traditional
job model of the 1970s (8). Precarious employment has been linked with decreases in
both job satisfaction and positive psychosocial work environments, as well as increases in
absenteeism, early retirement and occupational injuries (9). The exact mechanisms
between precariousness and these health and occupational characteristics are obviously
many in number, although many flow through changes in the psychosocial work
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environment (e.g. increased demand and reduced control, increased stress etc.) and
reductions in health and safety considerations in the workplace (physical work
environment), as well as employees in precarious and insecure jobs experiencing lower
pay and reduced benefits.
Lower incomes preclude people from purchasing health enhancing goods and services
and participating fully in society, which may increase health risks and lower self-esteem
and status (1). This can therefore result in a vicious cycle of lower incomes leading to
poorer health, leading to less opportunity for earning more. Although the relationship is
complex, higher income has been found to be consistently associated with better health
outcomes (1). Research in many European countries has shown health benefits with
increasing income from many European countries (10), and an association between
income and mortality (11). Income is likely to be an important determinant of health, but
the relationship is curvilinear, meaning that the health benefits of an increase in income
are higher for those with lower income in the first place. Financial strain has been shown to
explain around one third of the association between job loss and health.
The everyday workplace poses potential risks to employees in the form of chemical and
biological toxins, heat, noise and physical injury. Despite decades of improvements in
workplace safety, many of these hazards still exist (2). Jobs in the manufacturing,
construction and agriculture industries account for one fifth of all jobs in Scotland (12), with
these jobs typically encompassing some degree of chemical and/or physical hazard (2).
Even the emerging industries in the service, finance and public administration sectors
have risks in the form of increasing sedentary work and continued computer screen use.
Although European workers remain as exposed to physical hazards as they did 20 years
ago (13), the UK has seen the exposures to some hazards decrease in many modern
workplaces (e.g. asbestos, tobacco, silica etc.) (14). In some industries, hazardous work is
offset by increased wages and/or bonuses (e.g. oil industry), but these occupations and
‘hazard premiums’ are not commonplace (15). Within workplaces, higher-status jobs can
also be associated with lower risk of hazards and/or demands, matching the social
gradient in health (2).
The organisation of work is also relevant to health. For example, there is evidence that
non-standard working patterns (e.g. shift work) are associated with an increased risk of
various morbidities, including consistent associations with increased risk of coronary and
cerebrovascular events (16) and gastrointestinal disturbances (17). There is increasing
evidence of an association with impaired cognition (18, 19), and more mixed evidence
linking shift work with an increased risk of cancer (20, 21); and mortality (22, 23). The
mechanisms thought to link shift work with ill health are the disruption to circadian rhythms,
sleep, work-life balance and the uptake of more negative behaviours (24). There is some
evidence that reorganisation of working schedules can have a positive impact on
employees’ health (25).
One of the most common causes of absence from work is through trauma and bodily
injury, largely sustained in the workplace (2). Musculoskeletal disorders made up 16% of
Employment and Support Allowance claims in the UK in 2012 (26). Chemicals in the
workplace (including coals, dusts, and fumes) have been found to be associated with an
increased risk of respiratory disorders, including Chronic Obstructive Pulmonary Disease
(27), reduced lung function (28) and asthma (29). Many of these chemical agents have
also been linked with an increased risk of several cancers including lung, bladder and skin
cancer (30). Finally, the other major morbidity studied in relation to employment conditions
is cardiovascular disease. Many of the causal pathways between employment and CVD
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have been posited as being psychosocial in nature, although there is evidence that
exposure to heat (31) and noise also increases risk (32).
Psychosocial factors such as job demands and job control (a comparison of efforts and
rewards (33)), relationships and social support at work are relevant to job quality. Job
demands are factors of the job such as the amount of work that there is to be done, the
time there is to do it, how hard it requires a person to work, and whether there are also
conflicting demands. Control over performance at work is related to skill discretion and
autonomy. Longitudinal evidence has shown psychosocial job quality as a risk factor for
various measures of health, for example, cardiovascular disease (34), musculoskeletal
conditions (35), mental health and self-rated health (36). Many studies have shown that
high job demands, low job control and the combination of the two relate to increased odds
of common mental disorders (37, 38). Poor work relationships, social support (37, 38), and
job insecurity (39) have also been found to be predictive of mental health problems. A very
recent (2015) review of prospective or controlled studies with 1-5 year follow-up concluded
that there is sufficient evidence that work environment factors e.g. low job control, high job
strain and bullying, lead to increasing depressive symptoms over time (40).
As well as considerable evidence on the relationship between job quality and health in
employed populations there is some evidence (albeit, less) to show whether or how the
health of people who are unemployed or out of the labour force differs from those who are
in low and high-quality jobs. Cross-sectional research provides some evidence that suboptimal working conditions are associated with similar or lower levels of poor health to
unemployment, when compared to optimal working conditions. This does not rule out the
possibility of health selection i.e. people may be in poorer quality jobs because they had
poorer health in the first place, rather than the actual job being bad for their health. There
is limited longitudinal research on this, however, studies from Australia provide some
evidence that moving from unemployment into a low quality job (measured by job strain,
job insecurity, and ability to get another job) can be worse for mental health than remaining
unemployed (41, 42).
What can the Scottish Government and public policy makers do to improve job quality in
Scotland?
UK policies have largely placed the emphasis on the individual and therefore on improving
the quality of the supply of potential workers rather than improving the quality of the jobs
available. One major limitation of having the policy concentration on the individual is that it
takes little account of potential demand-side interventions to provide available, good
quality employment. Action on demand-side issues is required, including a coherent
industrial strategy focused on promoting high-skill and high-tech industries which provide
good quality employment. A sustainable and equitable economy is built on the
understanding and acceptance that all people in society deserve the opportunity to work
and have an adequate standard of living. While the aim of any society should be for full
and meaningful employment for all its citizens, achieving this through sustainable and
equitable economic development is a challenge. Although even more challenging for a
devolved administration that has limited role in welfare policy, improving employability for
individuals is also linked to sectors that the Scottish Government has devolved powers for
e.g. “access to quality education, skills development, better health care, and equitable
access to resources” (43). Other structures and polices that may help drive this goal,
which the Scottish Government could promote, include: employers paying a national, or
even regional, living wage (compared to a minimum wage); more equitable pay
structures/remuneration policies in both the public and private sector; financial incentives
for the development and use of sustainable, green technologies and enterprises (e.g.
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renewable energy) with linked modern apprenticeships and training; grants for low-income
students to help attend higher education; and promoting changes in social attitudes
towards benefits claimants through promotional campaigns and politicians refraining from
using negative stereotypes about claimants (44).
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