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Nanas de la cebolla

La cebolla es escarcha
cerrada y pobre.
Escarcha de tus dias
y de mis noches.
Hambre y cebolla,
hielo negro y escarcha
grande y redonda.

En la cuna del hambre
mi nifio estaba.
Con sangre de cebolla
se amamantaba.
Pero es tu sangre,
escarchada de azucar
cebolla y hambre.

Una mujer morena
resuelta en lunas
se derrama hilo a hilo
sobre la cuna.
Riete nifio
que te traigo la luna
cuando es preciso.

(..)

Vuela nifio en la doble
luna del pecho:
¢l, triste de cebolla,
tu satisfecho.
No te derrumbes.
No sepas lo que pasa
ni lo que ocurre.

Miguel Hernandez
Poeta del pueblo

Orihuela 1910 — Alicante 1942 (Muere encarcelado)

vil






ACKNOWLEDGEMENTS - AGRADECIMIENTOS

There are so many people whom I have to thank for their help, contributions and advice

that I fear that some may be omitted, and to these I make my apologies.

Firstly, I must thank my two supervisors of the dissertation Fernando G Benavides and
Elena Ronda, who gave me the invaluable opportunity to come to Barcelona to the
Centre for Research in Occupational Health at the Universitat Pompeu Fabra with a
contract with the CIBER Epidemiologia y Salud Publica (CIBERESP) Spain. Thanks
Fernando also for all the discussion maintained along each of the three papers that
compose this dissertation and from which delivered many of the ideas compiled in this
manuscript. Thanks Elena also for all your advices, recommendations and comments on
each of the papers. You have been at any moment besides me helping and supporting

me without any restriction.

I would like also to thank the scholars from the Spanish government that permitted me
spend three months in the University of Bergen (Norway). I have chiefly to thank Elena
Ronda for introduce me to professor Bente E Moen. I would like also to thank Pofessor
Bente E Moen and other members of the Research Group for Occupational and
Environmental Medicine, in the Department of Public Health and Primary Health Care
at the University of Bergen (Norway) for their unconditional support and hospitality.

Igualmente me gustaria agrader el apoyo prestado por los compafieros y compaifieras del
Centro de Investigacion en Salud Laboral, en especial a Isabel Tora, Sergio Vargas, José
Miguel Martinez y Jordi Delclos por la ayuda moral, logistical, personal y por su carifio
brindado desinteresadamente. Gracias a M aria, Pamela, Ménica, Andrés y Majo por
vuestras palabras de dnimo a lo largo del camino. Gracias Xavi per la ajuda prestada.
Gracias a Consol Serra por la ayuda prestada en la revision sistematica y a David
Gimeno por las conversaciones de compafieros de despacho. Agradecer también el
soporte técnico de la secretaria: Montse, Sandra y Emily. Sin olvida a José Maria.

Gracias de corazon por vuestro trabajo del dia a dia.

X



Me gustaria no olvidarme de los amigos y amigas del “Grup de Recerca de Desigualtats
en Salut”, en especial a la Montse Vergara, por las conversaciones mantenidas a mi
llegada al CISAL y por los sabios y oportunos consejos. Gracias Vanessa por el punto
de vista alas desigualdades desde la politologia. Muchas gracias igualmente a J oan
Benach por ensefiarme a saber ver mirando la salud a través de las lentes de las

desigualdades sociales.

Por supuesto quiero agradecer a mis hermanos Antonio y Sergio y a mi hermana la
comprension y el animo que me han enviado desde Alicante durante esta estancia de 4
afios en Barcelona. Y coémo no, a mis amigos de la infancia, esos que siempre tienes a tu
lado cuando crees que los necesitas y cuando crees que no: Antonio, Domingo, Ascen,

Juanico, mi primo Benja.
En definitive gracias a todos y a todas los que me habéis aguantado a lo largo de este

peregrinage que empieza de nuevo donde acaba este manuscrito, espero seguir contando

con vuestro apoyo incondicional.

Barcelona — Alicante — Bergen — Seselle (Ares-Ferrol), a 27 de Septiembre de 2013



RESUMEN

Antecedentes: Las desigualdades de género en salud en ¢l trabajo han sido escasamente

estudiadas, a pesar de su gran interés para la salud publica.

Objetivos: Los tres objetivos principales de esta tesis fueron: a) identificar y resumir las
condiciones laborales y de empleo descritas como determinantes de las desigualdades
de género en salud en el trabajo en los estudios relacionados con la salud laboral
publicados entre el afio 1999 y el 2010; b) analizar las desigualdades de género en las
condiciones de empleo y de trabajo, en la conciliacion de la vida laboral y familiar y en
los problemas de salud relacionados con el trabajo en una muestra de la poblacién
ocupada en Espafia en el afio 2007, teniendo en cuenta la clase social y el sector
econoémico de la empresa; y por ultimo c) analizar si las desigualdades de género en la
exposicion a los riesgos psicosociales relacionados con el trabajo difieren en function
del régimen de estado de bienestar a nivel Europeo en el afio 2005, y, ademas,

comprobar si los patrones de género son diferentes segun la clase social ocupacional.

Meétodos: Para el primer objetivo se realizé una revision sistematica de la literatura de
los estudios observacionales disponibles en MEDLINE, EMBASE, Sociological
Abstracts, LILACS, CINAHL y EconLit entre 1999 y 2010. Los estudios fueron
seleccionados mediante la aplicacion de unc onjunto de criterios de inclusion y
exclusion aplicados al titulo, resumen y al texto completo. También se evalu6 la calidad
de los estudios. Los treinta estudios seleccionados fueron analizados cualitativamente,
llevando a cabo una recopilacion de todas las diferencias entre mujeres y hombres en la
prevalencia de exposicion a los riesgos derivdos de las condiciones de trabajo y de

empleo, asi como de los problemas de salud relacionados con el trabajo.

Para el segundo objetivo, se utilizd una muestra de trabajadores entrevistados en la sexta
edicion de la Encuesta Nacional de Condiciones de Trabajoesta, 2007. Esta muestra
consta de 11.054 trabajadores de los que 4.583 eran mujeres. Las desigualdades de
género relacionadas con el trabajo se analizaron mediante 25 indicadores agrupados en

las dimensiones: de condiciones de empleo, condiciones de trabajo, la conciliacion de la

xi



vida laboral y la vida familiar, y los problemas de salud relacionados con el trabajo. Se
utilizaron modelos de regresion logistica multivariada para calcular las odds ratio (OR)
de las mujeres comparadas con los hombres (grupo de referencia) en la exposicion a
estos 25 indicadores con los intervalos de confianza del 95% (IC95%). Se calcularon las
odds ratio crudas (cOR) y las ajustadas por edad (aOR) y finalmente, estratificaron por
clase social ocupacional (manual y no manual) y luego por la actividad econdémica de la

empresa: agricultura, industria, construccion y servicios.

Para el tercer objetivo, se utiliz6 una muestra de trabajadores entrevistados en la cuarta
Encuesta Europea de Condiciones de Trabajo, 2005. Esta muestra estaba compuesta por
27.465 trabajadores, de los cuales 12.402 e ran mujeres, procedentes de 28 pa ises
europeos. Los riesgos psicosociales relacionados con el trabajo que se analizaron como
variables dependientes fueron: alta tension, iso-tension y el desequilibrio esfuerzo-
recompensa. La variable independiente analizada fue el sexo, siendo los hombres el
grupo de referencia. Agrupamos los 28 pa ises Europeos en cinco regimenes de
bienestar: Escandinava, Anglo-Saxon, Continental, Sur y los regimens del Este. Se
calculd la prevalencia en hombres y mujeres, y la razéon de prevalencia ajustada por
edad (aRP) de las mujeres frente a los hombres en relacion a la exposicion a los riesgos
psicosociales relacionados con el trabajo antes mencionados mediante modelos de
regresion logistica multivariante. Todos los calculos se realizaron por separado para:
Europa en su conjunto, cada régimen de estado de bienestar, y cada clase social
ocupacional (directivos / profesionales, empleados / trabajadores de servicio / tienda y
trabajadores manuales). Se utilizaron cuatro modelos diferentes de ajuste para tratar de
explicar las desigualdades de género observadas: M1, estado civil; M2, el tiempo

invertido en el cuidado de familiares y M3, la actividad econdmica de la empresa.

Resultados: En relacion con el primer objetivo, la mayoria de los 30 estudios incluidos
se realizaron en Europa (n=19) y tuvieron un disefio transversal (n=24). El tema mas
comumente analizado se relaciona con la exposicion al os riesgos psicosociales
relacionados con el trabajo (n=8). Las mujeres empleadas tienen mas inseguridad
laboral, inferior control sobre la demanda de trabajo, peores condiciones laborales

contractuales y una percepcion mas pobre de su salud fisica y mental que los hombres.
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Por el contrario, los hombres mostraron un mayor grado de trabajo con altas exigencias
fisicas, inferior apoyo social, los niveles mdas altos de desequilibrio esfuerzo -
recompensa, un posicion laboral superior, estaban mas expuestos a ruido y trabajaban

mas horas que las mujeres.

Después de analizar la sexta Encuesta Nacional de Condiciones de Trabajo de 2007,
encontramos que mas mujeres que hombres trabajan sin contrato (ORa = 1,83 , IC 95%
: 1,51 a 2,21) y en condiciones alto esfuerzo y baja recompensa (1.14:1.05 - 1,25). Las
mujeres también experimentaron mayor acoso sexual (2.85:1.75-4.62), discriminacién
(1.60:1.26-2.03) y problemas musculoesquelético (1.38:1.19-1.59). Por otro lado, mas
hombres que mujeres realizan el trabajo por turnos (0.86:0.79-0.94), trabajan con altos
niveles de ruido (0.34:0.30-0.40), y demandas fisicas elevadas (0.58:0.54-0.63). Los
hombres también sufren mas lesiones por accidentes de trabajo (0.67:0.59-0.76). Por el
contrario, las trabajadoras no manuales eran mas propensas que sus homologos hombres
a tener un contrato temporal (1.34:1.09-1.63), estar expuestas a los riesgos psicosociales
relacionados con el trabajo y la discriminacion (2.47:1.49 - 4,09 ) y a tener una
enfermedad profesionales (1.91:1.28-2.83). En general, las desigualdades de género

analizadas eran mucho mas altas en el sector de la industria.

Después de analizar la cuarta edicion de la Encuesta Europea de Condiciones de
Trabajo de 2005, se observdo que mas mujeres que hombres entre los directivos /
profesionales, informo: alta tension, iso-tension y el desequilibrio esfuerzo-recompensa
en Escandinavia (aPR = 2,26 , IC del 95 % : 1,87-2,75; 2.12:1.72-2.61; 1.41:1.15-1.74,
respectivamente) y en el regimen Continental (1.43:1.23-1.54; 1.51:1.23-1.84;
1.40:1.17-1.67). Igualmente se observe que mas mujeres que hombres mostraron una
alta tension y el iso-tension en los regimens del bienestar Anglo-Saxon (1,92:1.40-2 .63;
1.85:1.30-2.64, respectivamente), Sur de Europa (1.43:1.14-1.79; 1.60:1.18-2.18 ) y los
regimenes de bienestar del Este de Europa (1.56:1.35-1.81; 1.53:1.28-1.83).

Conclusiones: La revision sistematica de la literature ha identificado un conjunto de

condiciones laborales y de empleo como determinantes de las desigualdades de género

en salud laboral. Estos resultados pueden ser ttiles para los responsables politicos que
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tratan de monitorizar y de reducir las desigualdades de género en salud en el trabajo, asi
como para los investigadores que deseen analizar estos determinantes con mayor

profundidad.

En Espafia, existen importantes desigualdades de género relacionadas con el trabajo en
las condiciones de empleo y de trabajo, asi como en los problemas de salud
relacionados con el trabajo. Estas desigualdades de género se ven influidas por la clase
social ocupacional y el sector econdémico de la empresa, y deben ser consideradas en el

disefio de futuras politicas publicas en salud laboral en Espafia.

Las relevantes desigualdades de género observadas en la desigual exposicion entre
hombres y mujeres con respecto a los riesgos psicosociales relacionados con el trabajo
entre las clases sociales profesionales mas favorecidas en todos los regimenes del
bienestar en Europa, se deben tomar en cuenta, no sélo por los investigadores para
desentrafiar las vias causales de esta relacion tan compleja, sino también por los
responsables politicos de analizar los efectos que las politicas de equidad de género

tienen sobre las desigualdades de género.
Palabras clave: identidad de género, estado de salud, trabajo, encuestas de salu, factores

socioecondmicos, factores psicosociales derivados del trabajo, el estado del bienestar

social.
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SUMMARY

Background: Gender inequalities in occupational health have been scarcely study, in

spite of its great public health interest.

Objectives: The three main objectives of this thesis were: a) to identify and summarize
the working and employment conditions described as determinants of gender
inequalities in occupational health in studies related to occupational health published
between 1999 and 2010; b) to analyze gender inequalities in employment and working
conditions, in balancing job and family life, and work-related health problems in a
sample of the employed population in Spain in 2007, taking into account social class
and the economic sector of the company; and finally c¢) to examine whether gender
inequalities in the exposure to work-related psychosocial hazards differ by the welfare
state regime at the European level in 2005, and additionally to test whether gender

patterns are different by occupational social class.

Methods: For the first objective, a systematic literature review was undertaken of
observational studies available in MEDLINE, EMBASE, Sociological Abstracts,
LILACS, EconLit and CINAHL between 1999 and 2010. Studies were selected by
applying a set of inclusion and exclusion criteria to the title, abstract, and complete text.
The quality of the studies was also assessed. The thirty selected studies were
qualitatively analysed, resulting in a compilation of all differences between women and
men in the prevalence of exposure to working and employment conditions and work-

related health problems as outcomes at each study.

For the second objective, we used the sample of workers interviewed at the sixth
Spanish National Working Condition Survey, 2007. This sample consists of 11,054
workers from which 4,583 w ere women. Work-related gender inequalities were
analysed using 25 indicators grouped in the dimensions: employment and working
conditions, balancing job and family life, and work-related health problems.
Multivariate logistic regression models were used to calculate odds ratio comparing

women to men (reference group) in the exposure to these 25 indicators at the confidence
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intervals of 95% (95% Cls). Crude odds ratio (¢ OR) were adjusted by age (a OR) and
stratified by occupational social class (manual and non-manual) and then by the

economic activity: agriculture, industry, construction and services.

For the third objective, we used a sample of workers interviewed at the fourth European
Working Condition Survey, 2005. This sample consists of 27,465 workers, from which
12,402 were women, coming from 28 European countries. Work-related psychosocial
hazards analysed as dependent variable were: high strain, iso-strain and effort-reward
imbalance. The independent variable was sex, being men the reference group. We
grouped these 28 E uropean countries into five welfare state regimes: Scandinavian,
Anglo-Saxon, Continental, Southern and Eastern regimes. We calculated the prevalence
in men and women and the prevalence ratio adjusted by age (aPR) of women compared
to men of being exposure to the work-related psychosocial hazards mentioned above
using multivariate logistic regression models. All calculations were made separately for:
Europe as a whole, each welfare state regime and each occupational social class
(managers/professionals, clerks/service/shop workers and manual workers). Four
different models of adjusted variables were used attempting to explain gender
inequalities observed: M1, marital status; M2, time invested in caring for relatives and

M3, economic activity of the company.

Results: Related to the first objective, most of the 30 studies included were conducted
in Europe (n=19) and had a cross-sectional design (n=24). The most common topic
analyzed was related to the exposure to work-related psychosocial hazards (n=8).
Employed women had more job insecurity, lower control, worse contractual working
conditions and poorer self-perceived physical and mental health than men did.
Conversely, employed men had a higher degree of physically demanding work, lower
support, higher levels of effort-reward imbalance, higher job status, were more exposed

to noise and worked longer hours than women did.
After analysing the sixth Spanish National Working Conditions Survey, 2007 we found

that more women than men worked without a contract (aOR = 1.83; 95% CI: 1.51-2.21)

and under high-effort/low-reward conditions (1.14:1.05-1.25). Women also experienced
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more sexual harassment (2.85:1.75-4.62), discrimination (1.60:1.26-2.03) and
musculoskeletal pain (1.38:1.19-1.59). On the other hand, more men than women
carried out shift work (0.86:0.79-0.94), worked with high noise levels (0.34:0.30-0.40),
and high physical demands (0.58:0.54-0.63). Men also suffered more injuries due to
occupational accidents (0.67:0.59-0.76). By contrast, non-manual women workers were
more likely than their men counterparts to have a temporary contract (1.34:1.09-1.63),
be exposed to work-related psychosocial hazards and discrimination (2.47:1.49- 4.09)
and had occupational diseases (1.91:1.28-2.83). In general, gender inequalities analysed

were much higher in the industry sector.

After analysing the fourth European Working Conditions Survey, 2005 we observed
that more women than men among managers/professionals, reported: high strain, iso-
strain and effort-reward imbalance in Scandinavian (aPR =2.26; 95, CI: 1.87-2.75;
2.12:1.72-2.61; 1.41:1.15-1.74; respectively) and Continental regimes (1.43:1.23-1.54;
1.51:1.23-1.84; 1.40:1.17-1.67); and high strain and iso-strain in Anglo-Saxon
(1.92:1.40-2.63; 1.85:1.30-2.64; respectively), Southern (1.43:1.14-1.79; 1.60:1.18-
2.18) and Eastern welfare regimes (1.56:1.35-1.81; 1.53:1.28-1.83).

Conclusions: From the occupational health literature, the systematic review has
identified a set of working and employment conditions as determinants of gender
inequalities in occupational health. These results may be useful to policy makers
seeking to surveillance and to reduce gender inequalities in occupational health, and to

researchers wishing to analyze these determinants in greater depth.

There are substantial work-related gender inequalities in employment and working
conditions and work-related health problems in Spain. These gender inequalities are
influenced by occupational social class and the economic sector of the company, and
should be considered in the design of future public policies in occupational health in

Spain.

The relevant gender inequalities observed in the exposure to work-related psychosocial

hazards among the most advantageous occupational social classes across all welfare
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state regimes in Europe, should be taken into account not only by researchers to
disentangle the causal pathways, but also by policy makers to analyse the effects that

gender equity policies are having on gender inequalities.

Keywords: gender identity, occupational health, work, health surveys, socioeconomic

factors, psychosocial work factors, social welfare
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PREFACIO

Esta tesis doctoral esta basada en un proyecto original realizado por el propio autor de la
misma en colaboracion con sus dos directores de tesis. La idea original del proyecto
nace en la Universidad de Alicante y tras unas modificaciones es aprobado por el Centro
de Investigacion en Salud Laboral de la Universitat Pompeu Fabra, donde el doctorando
se desplaza desde la Alicante para la realizacion de su tesis doctoral. La idea original del
proyecto surge en parte tras el analisis desde una perspectiva de género de los
protocolos de prevencion de riesgos laborales del Ministerio de Sanidad, un proyecto
que inicialmente se realiza desde la Universidad de Alicante y que es financiado por el
Instituto de la Mujer. El proyecto termina finalmente con un i nforme dirigido al
Ministerio de Sanidad y la publicacion de un articulo cientifico en Archivos de

Prevencion de Riesgos Laborales.

Para la realizacion de esta tesis se han analizado las bases de datos de los articulos
publicados en Medline, EMBASE, Sociological Abstracts, LILACS, EncoLit y
CINAHL. Igualmente, se han utilizado datos de la sexta Encuesta Nacional de
Condiciones de Trabajo del afio 2005, pr omovida por el Instituto de Seguridad e
Higiene en el Trabajo del Ministerio del Trabajo y Seguridad Social, asi como de la
cuarta edicién de la European Working Conditions Survey de 2007 de la European

Foundation for the Improvement of Living and Working Conditions.

De acuerdo a la normativa de la Comision de Direccion del Programa de Doctorado del
Departament de Cieéncies Experimentals i de la Salut de la Universitat Pompeu Fabra,
esta tesis doctoral se presenta como un compendio de tres articulos originales
publicados, dos de ellos en revistas internacionales, por lo que estan escritos en inglés, y
uno de ellos en una revista nacional, por lo que esta escrito en espafiol. Las tres revistas
en las que se encuentran publicados los articulos estan indexadas en Medline y cuentan
con rango del factor de impacto de 1.03 a 1.84. El primero de los articulos identifica, a
partir de una revision sistematica de la literatura, la desigual exposicion entre hombres y
mujeres a los riesgos laborales derivados de las condiciones de empleo y trabajo, asi

como la desigual distribucién entre hombres y mujeres de los problemas de salud
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relacionados con el trabajo. Este primer articulo, ha recibido el galardon de “Highly
Accessed” por parte de la misma revista en la que ha sido publicado, debido ala alta
solicitud de descargas que han recibido en sus primeros 15 dias de su publicacion. El
segundo de los articulos, se centra en el analisis las desigualdades de género en cuanto a
la exposicion a los riesgos laborales derivados de las condiciones de empleo y trabajo,
la conciliacion de la vida laboral y familiar y los problemas de salud relacionados con el
trabajo en Espafia, teniendo en cuenta la clase social ocupacional y el sector de
actividad de la empresa. Finalmente, el tercer articulo se centra en analizar la desigual
exposicion entre hombres y mujeres a los riesgos psicosociales derivados del trabajo en
la poblacion laboral Europea y como esta se ve influenciada por el estado del bienestar
y la clase social ocupacional. Este ultimo articulo se realizd en colaboracién con el
“Research Group for Occupational and Environmental Medicine del Department of
Public Health and Primary Health Care” de la Universidad de Bergen de Noruega. En
este grupo de investigacion, el doctorando realizd una estancia de 3 m eses como

investigador visitante.

De forma complementaria, al final de este documento se anexan los resultados de otros
articulos relacionados con la actual tesis doctoral de los que el doctorando es autor o
coautor y que tratan sobre los aspectos metodologicos de las encuestas de condiciones

de trabajo y la violencia de género del compatfiero intimo.

Esta tesis doctoral ha sido financiada parcialmente por el Centro de Investigacion en
Salud Laboral de la Universitat Pompeu Fabra y el Centro de Investigacion Biomédica
en Red de Epidemiologia y Salud Publica (CIBERESP). Ademas ha contado con una
beca del Ministerio de Educacion, Cultura y Deporte para financiar la estancia de 3
meses en la Universidad de Bergen, perteneciente al Espacio Europeo de Ensefanza
Superior, con la finalidad de obtener la mencion Europea al titulo de doctor. Igualmente
ha contado con una ayuda de la School of Public Health de la University of Texas
(EEUU) para presentar parte de los resultados de esta tesis en sus “Research Seminar

Series”.
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Finalmente, esta tesis doctoral opta a la mencion europea al titulo de doctor siguiendo
para ello la normativa de la Comision de Direccidon del Programa de Doctorado del

Departament de Cieéncies Experimentals i de la Salut de la Universitat Pompeu Fabra.
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PREFACE

This thesis is based on an original project made by the main author in collaboration with
his two thesis supervisors. The original idea of the project came from the University of
Alicante and after a few modifications it was approved by the Center for Research in
Occupational Health at the Universitat Pompeu Fabra, where the doctoral student moves
from Alicante to carry out his doctoral thesis. The original idea for the project came out,
in part after the analysis from a gender perspective of risk prevention protocols work of
the Ministry of Health, which was a original project from the University of Alicante and
was funded by the Spanish Institute for Women. The project eventually ended up with a
report to the Ministry of Health and the publication of a scientific article in the journal

“Archivos de Prevencion de Riesgos Laborales”.

For the realization of this thesis we have analyzed the databases for observacional
articles published in Medline, EMBASE, Sociological Abstracts, LILACS, CINAHL
and EncoLit. Similarly, we have used data of the sixth Spanish National Survey on
Working Conditions from 2005, promoted by the Institute of Safety and Health at Work
of the Ministry of Labour and Social Security, as well as the fourth edition of the
European Working Conditions Survey 2007 of the European Foundation for the

Improvement of Living and Working Conditions.

According to the rules of the Steering Committee of the PhD program of the
“Departament de Ciéncies Experimentals i de la Salut” at the Universitat Pompeu Fabra,
this thesis is presented as a collection of three original articles published, two of them in
international journals, so they are written in English, and one of them in a national
journal, so itis written in Spanish. The three journals in which the three articles are
published are indexed in Medline and have an impact factor ranged from 1.03 to 1.84.
The first article identifies, from a systematic review of the literature, the unequal gender
exposure to occupational hazards arising from the employment and working conditions
as well as the unequal distribution among women and men of work-related health
problems. This first article, has received the award of "Highly Accessed" by the same

journal at it was published due to the high demand for downloads they have received in
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their first 15 days of its publication. The second article focuses on analyzing gender
inequalities in terms of exposure to occupational hazards arising from the employment
and working conditions, the balancing of work and family life and work-related health
problems in the Spanish workforce, taking into account the occupational social class
and sector of activity of the company. Finally, the third article focuses on analyzing the
unequal gender exposure to work-related psychosocial hazards in the European
workforce and how this gender inequality is influenced by the welfare state regime and
the occupational social class. That article was performed in collaboration with the
Research Group for Occupational and Environmental Medicine, Department of Public
Health and Primary Health Care at the University of Bergen in Norway. In this research

group, doctoral students conducted a 3-month stay as a visiting researcher.
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1. INTRODUCTION

““Social inequality among men and women

is not a consequence of the natural inequality,

otherwise, social and political inequalities are the responsible

for the theories that postulate the inferiority of the feminine nature”
Poulain de la Barre, 1674
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1. INTRODUCTION

In order to discuss work-related gender inequalities in occupational health and how are
influenced by the welfare state regime and the occupational social class certain concepts
related to this five spheres: gender, work, inequalities, welfare state regime and
occupational social class and its internal pathways of interplay must be previously

outlined.

1.1 Work-related gender inequalities in occupational health

1.1.1 The concepts: Gender and sex; inequalities and differences

Gender and sex are two terms that have been constantly constructed, deconstructed and
reformulated depending on the historical and social contexts. Both terms represent a
very old and well-known debate that has been held between sociologist and biologist
trying to draw the line division between which is related to culture and to nature.
However, this clear dichotomy has been questioned by new theories that postulate that
the complex socio-political relation contexts are acting as determinants of health
inequalities and illness processes[1]. In public health perspective, sex might be thought
to determine genetically-based sensitivity to health determinants and gender to express
some social-political forces that could influence exposure and responses to health

determinants|2].

While gender refers to a social construct regarding culture-bound conventions, roles,
and behaviours for, as well as relations between and among, women and men and boys
and girls; sex is a biological construct premised upon biological characteristics enabling
sexual reproduction. Biological sex is variously assigned in relation to secondary sex-
characteristics, gonads, or sex chromosomes; sexual categories include male, female,
intersexual (persons born with both male and female sexual characteristics), and
transsexual (persons who undergo surgical and/or hormonal interventions to reassign
their sex). Thus sex links biological and invariable characteristics a long time and a
cross societies. Instead, gender roles vary across a continuum and both gender relations

and biologic expressions of gender vary within and across societies, typically in relation



to social divisions premised on pow er and authority (e.g., occupational social class,

race/ethnicity, nationality and religion)[3-5].

Sex differences and gender inequalities in health in general, and in occupational health
in particular, are two concepts which are very close but not identical or interchangeably.
While sex differences are related to those differences in health determined by sex-linked
biological characteristics in women and men, gender inequalities in health are related to
those disparities in health among women and men, which are determined by their
gender roles and the interplay between them. In other words, sex differences in
occupational health are linked to the biological concept of sex and are permanent and
unavoidable, while gender inequalities in occupational health are linked to the socio-
cultural construct of gender roles and are systematic, unnecessary, unfair, unjust and
avoidable [5-7]. Much of the differential between women and men in occupational
health cannot be accounted only on biological reasons; instead, other socio-economic
and cultural factors and socio-political contexts are implicated. The crucial test of
whether the resulting differential impacts on employed women and men’s health status
or the unequal exposure to work-related hazards among employed women and men, are
considered unfair and unjust seems to depend to a great extent on whether people chose
the situation which caused the ill health or the exposure or whether it was mainly out of
their direct control as a consequence of the socio-cultural and political context[4, 6]. On
the other hand, gender equality in the labour market implies that the interests, needs and
priorities of both women and men are taken into consideration, recognizing the diversity
of different groups of women and men. Moreover, gender equality is not just a
“women’s issue” but should concern and fully engage men as well as women. Equality
between women and men is seen both as a human rights issue and as a precondition for,
and indicator of, sustainable people-centred development[5]. Gender equality is the
preferred terminology within the United Nations, rather than gender equity, which was
definitely agreed in the Beijing conference in 1995. G ender equity is defined as the
fairness of treatment for women and men, according to their respective needs. This may
include equal treatment that is different but which is considered equivalent in terms of

rights, benefits, obligations and opportunities[5].



Undoubtedly, work plays an important part in determining women’s and men’s relative
wealth, power, prestige and position in society. This fact generates gender inequalities
in the distribution resources, benefits and responsibilities in the workplace and at
home[2, 8]. Thus, the workplace can be a setting where gender inequalities are
generated, manifested and sustained, with their consequent impact on health. In other
words, working tasks are different distributed among women and men, because of the
gender roles, even though among women and men who works under the same job
title[9]. Therefore, women and men are exposed to different work-related hazards and
subsequently their physical and mental health is affected in different ways[2, 9]. In
general, the problems associated with men’s work are better known than women’s,
since men do visibly heavy and dangerous work and tasks such as mining, cutting trees,
fishing and building from which men suffer more injuries caused by occupational
accidents[2, 8]. More women than men are exposed to low control[10, 11], while more
men than women are exposed to high demands[11, 12] and low support[10, 12]. More
men than women are exposed to effort-reward imbalance[11, 13]. Also more men than
women are exposed to noise[14, 15] and high physical demanding works[16].
Otherwise, more women than men have musculoskeletal symptoms[17] or mental health
disorders[18, 19]. Employment conditions also differed quite a lot among women and
men, being women under more precarious employment conditions than men[8]. For
example, more women than men are occupied in the informal sector, work part-time or
with temporary contracts[8, 20]. In addition, more women than men work with lack of
security, limited possibilities for training and career advancement and inadequate social

security coverage in terms of old-age pensions[21].

Work-related gender inequality refers to the lack of ability to enjoy equal rights,
opportunities and treatment by employed women and men in the labour market and in
the workplace[4]. Therefore, work-related gender inequality implies those differences in
the exposure to work-related hazards or work-related physical or mental health
problems between employed women and men, which are unfair, unjust, avoidable and

systematically affecting a higher proportion of women than men or vice-versa[6].



Consequently, work-related gender equality asserts that people’s rights, responsibilities,
social status and access to resources do not depend more on whether they are born
female or male than in their personal interests, capabilities and abilities in the labour
market and in their workplace positions. Work-related gender equality does not mean,
however, that men and women are the same or must become the same, or that all labour
market measures must arrive at the same results. Work-related gender equality implies
that all women and men are free to develop their personal abilities and interests, and
make jobs and life choices without the limitations set by stereotypes or prejudices about
gender roles or the sexual characteristics of women and men. Work-related gender
equality embraces equality of opportunity and treatment, equality of remuneration and
access to safe and healthy working environments, equality in association and collective
bargaining, equality in obtaining meaningful career development, maternity or paternity
protection, and a balance between work and home life that is fair to both women and
men. Work-related gender equality is understand worldwide as a matter of human

rights, social justice and sustainable development[4, 5].

1.2 Determinant factors of work-related gender inequalities

1.2.1 Sexual division of the labour market, horizontal and vertical segregation

The increase in women’s participation in the labour market has been one of the most
important social phenomena of the second half of the twentieth century. For example,
from the 3.0 billion people employed around the world in 2008, 1.2 billion were women
(40.4%). That fact represents an increase of nearly 200 million women employed in the
last 10 years. However, the gender gap in terms of activity, temporary employment and
unemployment rates between women and men has remained stable worldwide.[22] For
instance, although the women activity rate in the 27 counties of European Union (EU-
27) has increased in 3.3 per cent points from 2005 to 2012 (Figure 1), the gap between
women and men in the activity rates remains stable along this period, being in 2012 of

12.2% (Figure 2)[23].



Figurel Difference in women activity rate between 2005 and 2012 in the 27 Members
States of the European Union (EU-27) from 15 to 64 years old.
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Figure 2 Differences between women and men in the activity rate in 2012 in the EU-27

from 15 to 64 years old.
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In addition, in 2012 from the total women working population in the EU-27 14.1% was
working in temporary employments vs 13.1% of men (Figure 3) [23].
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Figure 3 Differences between women and men who are temporary employed as a
percentage of the total number of employed population by sex from 15 to 64 years old

in the EU-27 in 2012.
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Finally, the gender gap in the unemployment rate has been traditionally high in the EU-
27, being the average gender gap in 1.33 per cent points from 2003 to 2008.
Nevertheless, this average gender gap has been reduced until 0.86 points per cent from
2009 to 2012 due to the economic global crisis, probably because it has mainly affected

the construction sector, a masculinized sector in the EU-27 (Figure 4) [23].
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Figure 4 Average in percentage of two periods of the differences between women and

men in the unemployment rate for all ages in the EU-27.
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Something similar has happened in the Spanish labour market, where the women
incorporation to the labour market has occurred in unfavoured conditions regarding
men[22]. In this context, although our country is one of the 27 Member States of the
European Union (EU27) which was the largest increase in the women participation rate
(9.2%) between 2005 and 2012 (Figure 1), also represents one of the countries in the
European Union where greater is the distance that separates it from the activity rate for
men in 2012 (11.7%) (Figure 2). Spain is also one of the countries of the EU27 with a
higher rate of temporal contracts (being for female, 24.2% vs 14.1% of the EU27
average and for male, 22.0% vs 13.1% of the EU27 average in 2012) (Figure 3) and
unemployment rates (being for females , 25.4% vs 10.5% of the EU27 average; and for
males, 24.7% vs 10.4% of the EU27 average in 2012) (Figure 5). It was the current

economic crisis in Spain has mainly affected the construction sector (mainly men),
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largely responsible for shortening the gap between women and men in temporary
employment and unemployment rates, which have passed of 3.7 and 3.0 points in 2008
to 2.2 and to 0.7 in 2012 respectively and have traditionally been high[23]. Furthermore,
of the 550 million people considered poor workers in the world (workers who are

unable to earn themselves and their families more than a 1 US dollar a day) 330 million

(60%) are women.[22]

Figure 5 Women and men unemployment rate in 2012 in the EU-27.
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One explanation for the origin of all these gender inequalities is structural, as the labour
market has been organised on the pillars of a prevailing patriarchy and androcentrism
since the industrial revolution. Beginning with the Industrial Revolution, a division of
labour based on sex became the base on which gender inequalities were consolidated,
confining women to domestic work and a family care-giver role (unpaid work and with
very poor prestige in society) and men to paid work (more prestigious and well-valuable

in society)[24]. Women’s incorporation into paid work has not exempted them from

13



unpaid work. Then, they remain trapped in the family sphere, partly because they are
bound by emotional ties to those for whose care they are responsible (“sticky floor”), as
well as by an unequal distribution of domestic and family duties between partners[25].
Women and men entering the labour market also encounter feminised and masculinised
sectors of activity, due to the horizontal segregation, where women occupy the lowest
positions on the decision-making scale due to the vertical segregation of the labour
market. In addition, professional promotion is unequally balanced between women and
men because by the invisible barriers of masculine power (“glass ceiling”)[25, 26] and
by language differences in speech styles between women and men (“wall of
words”)[27]. All these conditions place women in a more precarious position than men
in the labour market [20, 28]. For example, horizontal segregation produces a dense
concentration of women in certain sectors of activity and in certain professions where
the levels of remuneration are lower. Vertical segregation reinforces the effects of
horizontal segregation, and also accounts for women’s lower wages and lower power in
the workplace [9, 29]. In addition, women and men with the same job title usually
perform different tasks, giving rise to an unequal distribution of working conditions and
work-related hazards between the two sexes, with a differential impact on their health,
being women in a more disadvantageous position [1, 2]. For example, the job title of
butcher is applied to women who work behind a delicatessen counter and interact with
the public, and also to men who work behind a meat counter cutting large pieces of

meat[30].

We can find also a reliable example of these differences in the distribution of work-
related hazards between women and men in the specific dimension of working
conditions, where there seems to be significant differences in the prevalence of
exposure to work-related psychosocial hazards. Some studies indicate that employed
women experience worse psychosocial working conditions than employed men in
general, and that a higher health burden might result from these exposures[16, 31-33].
Previous research has found that men experience higher job demands, effort, and
overcommitment, and lower social support at work; whereas women exhibit lower job
control and lower reward [34-36]. On the other hand, some studies have found that

women experience higher emotional job demands [10] and higher job reward [11]. In

14



addition, in the European Union, women’s jobs are characterized by a greater level of
monotony, with lower participation in planning, higher demands, more psychological
and sexual harassment, higher exposure to the public, lower salaries, less prospects for
promotion, and more precariousness than those of men[37]. Furthermore, it has been
suggested that these inequalities put women at a higher risk of physical[38] and mental
disorders[39], sickness absence[40], disability[41], and mortality[42] from work-related

psychosocial hazards.

The consideration of a gender-based division of labour in occupational health studies
not only implies separate analyses based on sex, but must also take into account the
potential different meanings of a given role for men and women in different socio-
cultural contexts. Moreover, research on work-related gender inequalities should tend to
explain the complex pathways in which the social relations of gender may affects on the
unequal exposure to work-related hazards among employed women and men and hence
the particular work-related health problems in employed women and men. Therefore,
consideration of both sex differences and gender inequalities is required to incorporate
appropriately the gender perspective into occupational health studies[43, 44]. That
means, to explore thoroughly the unequal exposure to work-related hazards among
women and men, which implies not only pay attention to biological, but also social

mechanisms|2].

1.2.2 Differences in expectancies between women and men in the labour market

Those families who share a more liberal gender-role ideology believe that domestic
work (home task and caring for children) and workplace responsibilities should be
equally shared between women and men. In contrast, in those couples with more
traditional gender-roles, women believe that they are duty-bound to be home full time
caring their children rather than being in the workplace and men believe that they have
to assume the traditional bread-winning model. Thus, in families with more traditional
gender-roles men become the principal provider of family goods expending long hours
in the workplace and not assuming any responsibility in domestic work[45]. Those

families with more liberal gender-roles women and men will tend to occupy full-time
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jobs and will try to manage with domestic task sharing equally the demands, because of
that they will be benefit more in terms of physical and mental health for this multi-role
model, combing work and family roles, than those families with more traditional
gender-roles[45]. In addition, in those families with more traditional gender-roles
women will enter mainly the labour market in case of a family financial stress in order
to increase the household income, or as secondary activity with less relevance than
men’s ones[45]. This fact, among others, will determine that those women assumed
more part-time jobs than men in order to better balance work and family demands[46].
Part-time jobs are segregated into a narrower range of occupations than full-time jobs
and are typically lower-paid, lower status, more monotonous, with fewer opportunities
for advancement and are more related to job insecurity[47]. Moreover, part-timers
usually earn less per hour than full-timers, even after controlling for education,

experience and other relevant issues[48].

Employers have the opportunity to offer precarious working and employment
conditions to those women and men who are entering the labour market from a more
traditional gender-role ideology than to those who come from more liberal gender-role
ideology. Then, employers could force women to be less paid for the same work done
by men, have less employment social benefits, work with a temporary contracts or even
though with no contracts and could also force men to more work long hours than those
women and men who come from a more liberal gender-role ideology. This fact of the
different expectancies that women and men have, when they are entering the labour
market, becomes other sources of the current gender inequalities in the labour

market[49, 50].

1.3 Buffering factors of work-related gender inequalities

1.3.1 Welfare state regimes
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Work-related gender inequalities in occupational health needs to be put into its larger
socio-political context, which is determine by power relations, labour market and social

policies according to their level of social protection policies (Figure 6) [51].

Figure 6 Macro-theoretical framework of employment relations and health

inequalities[51]
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Power relations is related to the interaction of government and civil society from which
results labour market characteristics such as: labour regulations, collective bargaining
and the power of trade unions, as well as to the level of development of the welfare
state, that is the extent to which state exerts its distributive power through the
implementation of social policies [51]. Labour market regulations and social protection
polices promoted by the welfare state modify social stratifications and therefore acts as
buffering gender inequalities in occupational health. The labour market and the welfare
state are two institutions which are deeply inter-connected and it is not possible to

understand the labour market without considering the welfare state that surround [52].
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In 1990, Esping-Andersen proposed three theoretical welfare state regimes (Liberal,
Conservative and Social Democratic) based upon three principles of the labour market:
decommodification (the extent to which an individual’s welfare is reliant upon t he
market, mainly by unemployment or sickness benefits and pensions), social
stratification (the role of welfare states in maintaining or breaking down social
stratification), and the private—public mix (the relative roles of the state, the family, the
voluntary sector, and the market in welfare provision)[52]. In Liberal welfare states (i.e.
United Kingdom) modest universal transfers or social protection policies exist.
Conservative (i.e. Germany) was one regime where the welfare state provides welfare
services, but at the same time maintains social status differences so that the resulting
redistributive impact is minimal. The role of churches and families as social service
providers are considerable. Social Democracy (i.e. Scandinavina countries) is the
regime in which the universalism and de-commodification of social rights are extended
to the whole citizens. This regime also takes over much of the social role of the family
and offers full employment as part of its welfare state commitment[52]. Welfare state
regime could act as a buffer to protect against the unequal gender distribution of work-

related hazards mentioned above (Figure 7)[51, 53].

However, Esping-Andersen’s proposed classification system has been widely revised
[54]. The principal criticisms have focused on the range of countries and regimes used
to construct his typology, primarily the misclassification of the Southern European
welfare states as immature Conservative ones[55]. As aresult of this criticism and
subsequent empirical testing[56], a range of modified and alternative typologies were
proposed[55-57]. A standard classification was recently proposed by Eikemo[58] and
Bambra[59] which, among other aspects, extends the classification to a wider range of
countries and includes considerations of gender and the role of public services[58, 59].
These authors introduced the ‘‘Eastern’’ welfare state typology, which has been widely

used in a number of studies and recommended for public health research[60-62].

18



Figure 7 Relationship between worker’s bargaining power, welfare state, employment

relations, and health[51]
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The particular buffer effect of each particular welfare state regime likely relates to the
feminist and trade union tradition, levels of social organization, and the number of
government labour market interventions in the form of regulations and social protection
policies (focusing, for example in subsides for childcare and plans of employment for
mothers with young children)[63, 64]. The level of the welfare state regime determines
the level of “decomodification”, that is, the extent to which workers are able to maintain
a livelihood in society without reliance in the market[52]. For example, some countries
such as Germany and The Netherlands have coordinated labour markets, with a high
level of collective bargaining. This arguably leads to better control of work-related
psychosocial hazards. These countries are also relatively redistributive with regard to
social policies reaching a relatively high level of labour market decommodification. At
the same time, they are characterized by rather conservative family policies, which have
an impact on the segregation of men and women in the labour market (e.g. part-time
employment or retrenchment from the labour market of women with young children).
On the other hand, the Swedish daycare system is organized to accommodate the needs
of the working women with young children. To obtain a place in the childcare centre,
either parents (or the single parent) must be working or studying at least 20 hours per
week. This is an important fact to consider in determining how childcare subsidies
increase the labour supply[65]. It has been shown that welfare state regimes with more
comprehensive social protection policies (e.g. that enhance child care and parental leave

rights) also have labour protection policies that reduce women’s exposure to work-
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related psychosocial hazards[66, 67]. It has also been reported that welfare state regimes
with the most comprehensive systems of social benefits redistribution not only improve
the psychosocial work environment, but also mitigate the impact of work-related
psychosocial hazards on health and health inequalities[68, 69] (e.g. by providing more
resources to cope with stressful working events such as job insecurity and job loss)[70].
These arguments suggest a co rrelation between better social protection policies and
benefits redistribution in welfare state regimes, such as occurs in the Scandinavian
welfare state regime, which supposedly reduces women’s exposure to work-related
psychosocial hazards. In addition, the combination of all these characteristics may lead
to complex and welfare state regime-specific results in buffering the phenomenon of
double exposure to work-related psychosocial hazards[65]. In other words, welfare state
regimes may mitigate the difference between women’s and men’s exposure to work-
related psychosocial hazards by social and labour market protection policies and social
benefits redistribution[34, 71]. For example, countries with more protective social
policies, more redistributive social benefits and more regulated labour markets (e.g. the
Scandinavian regime) will have a lower gap between women and men in the exposure to
work-related psychosocial hazards than those countries with more conservative and
liberal welfare state regimes (e.g. the Southern regime) where the state has less tradition
of implementing social protection policies and policies to redistribute social benefits, as

well as less influence in regulating labour markets[68, 72].

1.3.2 Occupational social class

There is a growing body of evidence showing that workers at the lower occupational
social class (manual workers) are much more exposed to work-related hazards, no only
physical or chemical[73-75], but also psychosocial hazards (high strain, iso-strain and
effort-reward imbalance)[76, 77] (Figure 8). Thus, workers in lower occupational social
class are more often exposed to high strain and iso-strain than workers in higher
occupational social class[76, 77]. Occupational social class is a key relational
mechanism, as gender or ethnicity/race, that explain the why workers will be exposed

differently to work-related hazards. These three key specific social mechanisms which
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are generating work-related health inequalities are the concepts of exploitation,

domination and discrimination[51].

Figure 8 Micro - theoretical framework of Employment Conditions and Health

Inequalities[51]
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In addition, the distribution of low control and low support has been found to follow the
social gradient (with higher exposure in workers in the lower occupational strata),
although the same distribution was not shown for high job demands[76]. Moreover,
workers in the lower occupational social class have reported being exposed to higher
job strain, greater job insecurity and lower social support over time than those in the
higher occupational strata[78]. For Siegrist and colleagues, the asymmetry between
effort and reward may have adverse health effects that tend to disproportionately affect
persons in the lowest occupational social class, who lack flexibility due to their low skill
level and lack of mobility[34]. The effects of high job insecurity and low social support
have been stronger for increasing depression, distress and declaring poor self-rated
health in the lower occupational social class compared with the higher occupational
social class[78]. A study carried out in a British cohort[79], found that employed

women showed a consistent trend for better social support than employed men in both
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the highest and the lowest occupational strata. Furthermore, a study using data from the
Whitehall I Study[80], a longitudinal study of British civil servants, showed that
employed women in the lowest or middle occupational social class who reported low

control were at most risk for depression and anxiety.
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2. JUSTIFICATION

“Feminist inquiry joins other ‘underclass’ approaches in insisting on the importance of
‘studying up,’ instead of ‘studying down.” While employers have often commissioned
studies of how to make workers happy with less power and pay, workers have rarely

been in a position to undertake or commission studies of anything at all, let alone how
to make employers happy with less power and profit. Similarly, psychiatrists have
endlessly studied what they regard as women’s peculiar mental and behavioural
characteristics, but women have only recently begun to study the bizarre mental and

behavioural characteristics of psychiatrists”

Sandra G. Harding, Feminism and Methodology: Social Science Issues, 1987
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2. JUSTIFICATION

Several studies have shown that employed women experience worse employment and
working conditions than men do, and that a higher health burden might result from these
exposures [31, 33]. This different exposure to work-related hazards ends up producing a
different impact on women and men’s health [1, 2, 20]. In the field of occupational
health, researchers have incorporated the gender perspective only in the last decade
[81]. That not only implies to separate all the statistical analyses by sex, but must also
take into account the potential different meanings of a given role for men and women in
different social contexts, for example in the social determinants of health inequalities,
as: social class, age and ethnicity/race. Moreover, the incorporation of the gender
perspective to occupational health studies implies that researchers should tend to
explain the complex pathways by which the social relations of gender may have a
different impact on employed women and men’s health[46, 82]. In spite of these facts,
no study has been conducted to identify and collect all the work-related gender
inequalities in occupational health[43, 44]. To figure out which is the general picture of
the existing determinants of work-related gender inequalities in occupational health is of
importance, not only for researchers and practitioners in occupational health, but also
for policy makers, in order to optimise the efforts made by public administrations to

reduce them.

Furthermore, previous studies conducted in Spain have shown that a higher proportion
of women than men are exposed to work-related psychosocial hazards, while men to
physical hazards and injuries related to work accidents[83, 84]. It has also been shown
that this gender inequalities are influenced by the occupational social class of the
workers, being even higher in those at the lowest occupational social class (manual
workers)[85-88]. However, these work-related gender inequalities in occupational
health have not yet been analysed in Spain in a homogeneous and representative sample
of workers from neither all the different sectors of activity of the company (industrial,
agriculture, construction and services) nor from all Spanish autonomous regions and
even less taken into account the occupational social class[83, 89, 90], as it has been

highly recommended in previous studies[85-88, 90]. In this regard, the Spanish sixth
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edition of the National Working Conditions Survey, 2007 ( NWCS 2007), which
incorporates important methodological advances over previous editions[91], is an
opportunity of great interest. Furthermore, in case that this analysis would be repeated
in future editions of the NWCS, work-related gender inequalities could be followed and
monitored. It would be even possible to measure the impact that public policies,
promoted for gender equity in occupational health, have on closing the gender gap in

the Spanish working population[92].

As ithas been previously settled in the introduction section, welfare state regimes
influence psychosocial work environments, mainly through shaping the labour market
and social protection system[93, 94]. However, little is known about whether and how
welfare state regimes influence the unequal distribution of work-related psychosocial
hazards between employed women and men[68, 72]. In the same direction, occupational
social class also influences the exposure to work-related psychosocial hazards among
workers. Thus, workers in lower occupational social class are more often exposed to
high strain and iso-strain than workers in higher occupational social class[76, 77].
Although, for Siegrist and colleagues, the asymmetry between effort and reward may
have adverse health effects that tend to disproportionately affect persons in the lowest
occupational social class[34], very little in known whether and how the exposure to
work-related psychosocial hazards differ by gender in the different social class strata.
While the welfare state regime model[60-62, 68,95] and the occupational social
class[20, 86,96 -99] have been widely, but separately, used to analyze health
inequalities in occupational health, the gender perspective has been poorly incorporated
simultaneously into these analyses[46, 68, 100, 101]. Therefore, it is still not clear at all,
which it is the role played by gender within the welfare state regime model and the
occupational social class in determining health inequalities in occupational health. Then,
to disentangle how the exposure to work-related psychosocial hazards differ among
employed women and men by welfare state regime and occupational social class, will
be a very relevant issue not only for policy makers, in their efforts to reduce gender
inequalities in occupational health, but also for researchers and occupational health
practitioners, who also must work to reduce the impact of these inequalities on workers’

health.
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3. HYPOTHESIS AND OBJECTIVES

“There are marked differences by social class, ethnicity and age in the way gender
inequalities are manifest. These persistence of gender and class inequalities pose a
challenge for those who argue that the traditional social ties, relations and belief

systems that used to shape people’s lives are losing their significance”
Jacqueline Scott, Gender inequalities in the 21% century, 2010
3. Hypothesis and objectives

3.1. Hypothesis
3.2. Objectives
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3. HYPOTHESIS AND OBJECTIVES

Below are the hypothesis and objectives for each of the three papers that constitute the

core of this dissertation.

3.1. Hypothesis

3.1.1. Paper 1

Important gender inequalities related to the unequal distribution of working and

employment conditions exist in occupational health.

3.1.2. Paper 2

In Spain, women are exposed to worse working and employment conditions, balance
of job and family life and have poorer work-related health than men have. These
gender inequalities would be worse in women than men would in the lowest
occupational social class and in masculinised sectors of economic activity of the

company as the construction and industrial sectors.

3.1.3. Paper 3

There is aco rrelation between better social protection policies and benefits
redistribution in welfare state regimes, which supposedly reduces working women’s
exposure to work-related psychosocial hazards compared to working men. Thus,
those welfare state regimes within greater levels of social protection policies and
standards of benefits redistribution (e.g. Scandinavian regime) will have less gender
inequalities in the exposure to work-related psychosocial hazards, independently of
the occupational social class of the worker. In other words, welfare state regimes
may mitigate the difference between working women’s and men’s prevalence of
exposure to work-related psychosocial hazards depending on their protection policies

and benefits redistribution.
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3.2. Objectives

3.2.1. Paper 1

. The first objective was to identify and summarize the working and employment
conditions described as determinants of gender inequalities in occupational health in

studies related to occupational health published between 1999 and 2010.

3.2.2. Paper 2

« The second objective was to analyze gender inequalities in working and employment
conditions, balancing job and family life as well as work-related health problems in a
representative sample of the working Spanish population, taking into account the

occupational social class and the sector of activity of the company.

3.2.3. Paper 3

o The third objective was to examine whether gender inequalities in the exposure to
work-related psychosocial hazards differ by welfare state regimes, and to test

whether gender patterns differ by occupational social class across five different

welfare state regimes in Europe.
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4. METHODS

“(...)Resolved lo que querais, pero afrontando la responsabilidad de dar entrada a esa
mitad de género humano en politica, para que la politica sea cosa de dos, porque solo
hay una cosa que hace un sexo solo: alumbrar; las demas las hacemos todos en comun,
y no podéis venir aqui vosotros a legislar , a votar impuestos, a dictar deberes, a
legislar sobre la raza humana, sobre la mujer y sobre el hijo, aislados, fuera de

nosotras”

Clara de Campoamor, El voto femenino y yo: mi pecado mortal, 1935

4. Methods

4.1. Paper 1

4.2. Paper 2
4.3. Paper 3
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4. METHODS

This section summarizes the epidemiological design, data sources, the variables

analyzed and statistical analyzes used in each of the three articles of this dissertation.

4.1. Paper 1

This first paper was based on a systematic review of observational studies.

Search strategy

Electronic databases searched included MEDLINE (through PUBMED) EMBASE,
Sociological Abstracts, LILACS, EconLit and CINAHL. The search was limited to
publication dates from 01/01/1999 to 31/12/2010. This period was selected because it
was during this time that the gender perspective was largely incorporated in the
occupational health literature[81]. Keywords used were different terms reflecting gender
and occupational health. The terms reflecting gender included: sex, gender, women,
men, woman and man; the terms reflecting occupational health included: occupational
health, industrial health, occupational safety, employee health, work, health, and
workplace. The terms reflecting inequality (inequity, inequality and difference), were
not used because otherwise they reduced significantly the results of the search
conducted. The Boolean operators AND and OR were combined in a common search
strategy in order to achieve the most sensitive, but not the most specific results in the
search (Figure 9). Although the language of the publications did not limit the search
strategy, only articles in English or Spanish were selected, due to the researchers’

fluency in these languages.
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Figure 9 Flowchart followed in the selection process of the studies

("Occupational Health”[mh] OR occupational health*[tw] OR industrial health*[tw] OR occupational safety[tw] OR
employee health*[tw] OR (work*[ti] AND health*[ti]) OR workplace [ti]) AND (sex[ti] OR gender[ti] OR woman][ti]
OR man[ti] OR women([ti] OR men([ti])
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Studies selection process

The common search strategy identified 5,498 references, 1,308 in MEDLINE, 4,190 in
EMBASE and none in the remaining databases (Figure 9). Of these, 1,153 duplicated
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articles were excluded. In the first phase, after applying the inclusion and exclusion
criteria to the titles and abstracts (Table 1), the principal reviewer (JC) excluded 4,057
additional articles, for the most part because they did not focus on occupational health.
In the second phase, after applying the selection criteria to the complete text of the
remaining 288 articles, 104 were found to match the inclusion criteria. From these 104
articles, 28 were left out because they were reviews. Finally, a quality check was
conducted during the second phase of the selection process. After going through the title
and abstracts, 5% of the 288 included references were randomly selected. The two
principal reviewers (JC and ER) independently applied the criteria for inclusion and
exclusion throughout the complete text of the articles. The Kappa statistic for agreement
between them was quite acceptable (k=0.85). All disagreements between JC and ER
were due to different interpretations of one of the exclusion criteria, which were
resolved after a short discussion. When this process was finished, the selection criteria
were clarified and rewritten. Thus, it was not necessary to ask any other reviewer’s
opinion since JC and ER reached agreement on all studies for which there was initial

disagreement.

Table 1 Inclusion and exclusion criteria used in the selection process

Inclusion criteria Exclusion criteria

Studies focusing on the differences between women Studies not focusing on the differences between
and men in prevalence of exposure to occupational women and men in prevalence of exposure to
hazards related to working or employmentoccupational hazards related to working or
conditions as determinants of health inequalities of employment conditions as determinants of health

working populations from a gender perspective inequalities of working populations from a gender
perspective
Studies in Spanish and English Studies focusing only on women or men, but not

both at the same time

Studies including women and men, but without a
gender perspective

Study reviews

Studies in occupational health focusing on specific
biological differences between women and men such
as pregnancy, birth, and breastfeeding

Studies focusing on the unequal distribution between
women and men of domestic and family tasks and
their effects on health inequalities of working
populations from a gender perspective
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Quality appraisal

In the third phase, the remaining 76 articles were critically and independently appraised
by two reviewers (JC and ER) using two different specific standardised evaluation
guidelines appropriate to the type of the epidemiological design of the study[102, 103],
both based on the STROBE statements[104].

The specific tool used to assess the quality of the 65 c ross-sectional studiesl[102]
comprised 27 items distributed in 8 domains with 6 categories of answer (poor, fair,
good, very good, no information available, and not applicable). The domains were: a)
research question, one item mainly evaluating whether the study is based on a clearly
defined research question; b) participants and internal validity, five items mainly
evaluating the sample adequacy and similarity to the base population and the control of
selection bias; ¢) comparability between groups, four items mainly evaluating the study
groups’ comparability and the control of selection bias; d) study variables, four items
mainly evaluating the adequacy of the measurements of the main variables and the
control of information bias; e) statistical analysis and control of confounders, four items
mainly evaluating the adequacy of the analysis in measuring the control of confounding
variables; f) results, four items mainly evaluating to which extent the results are well
described, useful and precise; g) conclusions, four items mainly evaluating whether the
results can be generalized to the population and to the context in which it aims to apply;
and h) conflict of interest, one item evaluating whether the conflict of interests do not
prejudice either the results or the conclusions of the study. The total quality score was
determined as high-quality, if the majority (50% or over) of the 8 d omains were
classified as very good or good, unless the internal validity (evaluated through domains
b to e) was classified as fair or poor; medium-quality, if the internal validity was
classified as fair, or if the majority of the domains were classified as fair; and low-
quality, if the internal validity was classified as poor, or if the majority of the domains
were classified as poor. The internal validity was classified as fair or poor, when at least

two of the four domains from b to e were scored as fair or poor, respectively.

The tool[103] used to assessed the quality of the five case—control studies included a

checklist of 37 items distributed in 6 domains with 4 categories of answer evaluating if
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the domain was optimal or not (yes, no, partially and not applicable). The domains
were: a) research question using three items; b) methods and internal validity,
evaluating the participants with three items, selecting case and controls with 11, the
groups’ comparability with two, the exposure with four, and the statistical analysis with
five; c¢) results using five items; d) conclusions, using one; ¢) conflict of interest, using

two; and f) external validity, using one.

The tool[103] to assess the quality of the six cohort studies used a checklist of 49 items
distributed in 6 domains with 4 c ategories of answers evaluating if the domain was
optimal or not (yes, no, partially and not applicable). The domains were: a) research
question, using four items; b) methods and internal validity, mainly evaluating the
participants with six items, the groups’ comparability with three, the exposure with
nine, the effects with four, the groups’ monitoring with seven, and the statistical
analysis with six; c) results, using six items; d) conclusions using one; e) conflict of

interest using two; and f) external validity using one.

In both case—control and cohort studies, all six domains were taken equally into account
to classify them as high, medium or low-quality studies. They were classified as high-
quality, when five or more of any of the six domains were assessed as optimal; medium-
quality, when three or four domains were assessed as optimal; and low-quality, when

only one or two domains were assessed as optimal.

After this assessment, 41 medium and 5 low-quality studies were rejected, because the
review team decided to limit the focus to articles with the highest standards of quality.

Twenty-nine high-quality studies were finally included in our review.
Identifying working and employment conditions as determinants of gender inequalities

We obtained a set of descriptive variables to characterize each of the 30 studies included
in the review: first author, year of publication, country where the study was conducted,
study design, study population, main dimension assessed, sample size, main objective,
main findings and the relevance for the review. We also calculated the frequency of the
dimension and subject mainly examined. Finally, we conducted a qualitative analysis of

the descriptive results of each of the 30 studies. We focused on the differences observed
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between women and men in the prevalence of exposure to different working and
employment conditions as determinants of gender inequalities in occupational health. In
addition, we focused on the differences between women and men in the prevalence of
work-related health problems as outcomes in each of the 30 studies. The statistical
significance of each of the differences observed in the prevalence (p-value) was
considered in the results and discussion section of this manuscript, but not in the
selection process of the differences observed in the studies. Gender differences in the
prevalence of exposure to the working and employment conditions were selected when
the same gender difference appeared in two or more of the 30 studies included in the
review, regardless of whether the difference in prevalence was statistically significant.
We considered that a difference between women and men in the prevalence of exposure
to the working and employment condition or in the work-related health problems was an
inequality when it was avoidable, unfair, and systematically affected a higher proportion
of women than men or vice-versa[6]. We grouped gender inequalities identified in the
three dimensions analysed in this review: working conditions and employment
conditions as determinants of gender inequalities in occupational health and inequalities

related to work-related health problems as outcomes; including physical and mental

health.

4.2. Paper 2
Participants and study sample

The study population consisted of 11,054 w orkers (4,583 women and 6,471 m en)
interviewed in the 6™ Spanish National Survey of Working Conditions (6" SNWCS)
conducted by the Spanish National Institute of Safety and Health at Work (SNISHW).
The 6™ SNWCS is a cross-sectional survey representative of the employed population in
all autonomous regions in Spain. Briefly, the sample design was a multi-stage random
sample including all autonomous regions and sectors of economic activity of the
company in Spain. The sample process was stratified in different clusters samplings.
The primary sampling cluster (municipalities) and secondary (census tracts) were
selected at random, and the tertiary (employees) were selected by random routes and

quotas determined by the economic activity of the company, the size of the workforce
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and the different autonomous regions in Spain. The employed population, that was
finally selected were interviewed between December 2006 and April 2007 at his home
by trained interviewers[91]. For more details about the sample selection process and the
characteristics of the sample finally selected could be tackle in Appendix I at the end of

this document.

Independent variable

The main explicative variable along the whole study was sex.

Dependent variables

The research group identified 25 indicators to analyze gender inequalities (Appendix II)
from the 76 questions that comprise the 6" SNWCS questionnaire[91] (Appendix I). In
this process, we followed the definition of gender inequality indicator provided by the
Canadian guideline for developing gender sensitive indicators[105]. This guide defines
these indicators as those, which are able to show direct evidence of the status of women
in relation to men and to capture gender-related changes in society over time. For this
process, we conducted as ystematic review (Medline, EMBASE, Sociologycal
Abstracts, LILACS, Encolit and CINAHL, 1999-2010) epidemiological studies that
examined the conditions of employment, work and reconciling work and family life as
determinants of gender inequalities in occupational health from a gender perspective.
The keywords used were: "sex, gender, women, men, woman, man, occupational health,
industrial health, occupational safety, employee health, work, health and workplace".
After applying a common strategy search 4,345 studies were located, from which were
finally included 43. In this selection process, a group of inclusion and exclusion criteria
(Appendix IV) were applied firstly to the title and abstract excluding 4,057 studies.
Secondly, the criteria were applied to the full text of the remaining studies, excluding
171. Most of the studies were discarded because they were not focused on occupational
health (42.7%), or single pregnant women (11.1%) or only in women or men’s (6.6%)
occupational health problems that could affect both, and finally followed by those

studies without a gender perspective (2.8%). The literature reviews were also excluded
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(n = 28). Similarly, in the final phase of the selection process, we assessed the quality of
studies considering its specific design: cross-sectional[102], cohort and case-
control[103]. We excluded medium (n = 41) and low quality studies (n=5). Finally wee
obtain 43 articles of the highest quality. From the analysis of these 43 studies we
identified a set of exposures related to employment and working conditions and to
balancing work and family life, which were constantly and differently distributed
among women and men, affecting more women than men or vice-versa. In addition, we
identified work-related health problems, which were also affecting differently and
significantly a higher proportion of women than men or vice-versa. Based on the set of
employment and working conditions, balancing job and family life and work-related
health problems differently distributed among women and me; and on the 76 items of
the 6™ SNWCS, the research group proposed a set of 25 indicators of work-related
gender inequalities, after a discussion process that took several meetings. The 25 work-
related gender inequality indicators proposed were grouped into four dimensions of
analysis before being applied to the 6" SNWCS: a) employment conditions, b) working

conditions, c¢) balancing work and family life and d) work-related health problems.

a) Employment conditions

Employment conditions were measured with three indicators: 1) Work without a
contract, 2) Work with temporary contracts, including contracts for work and service,
casual, temporary, training, interns and temporary through a temporary employment
agency and 3) Shift work, including rotating equipment working morning and afternoon

or morning, afternoon and evening.

b) Working conditions

Working conditions were measured with nine indicators: 4) High noise levels, measured
by a question on the perceived level of noise exposure, 5) High physical work demands,
measured by the sum of six questions with five categories of response based on the level
of intensity and frequency of exposure (Cronbach's alpha = 0.70). It was considered to

be exposed to high physical work demands when the exposure of the worker was above
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the median, 6) High demand / low control[106] considered when the worker was
exposed to high psychological job demands and low job control, 7) High demand / low
control / low support social[107], which incorporates the concept of social support. In
both cases (6 and 7), psychological job demands were measured by the sum of 11
questions with five response categories (Cronbach's alpha=0.76); the control over the
job demands with the sum over nine questions with five response categories
(Cronbach's alpha=0.84) and the social support, with the sum of four questions with five
response categories (Cronbach's alpha=0.80). Then, taking as cut-off the corresponding
median, psychological job demands, control over job demands and social support were
dichotomized into high psychological job demands above its median, and low control
and low social support, below its respectively median values; 8) High effort / low
reward[108]. Effort was measured by the sum of the same 11 que stions with five
response categories (Cronbach's alpha=0.76) as it was measured with the psychological
job demands, since both are similar categories of analysis[107, 109, 110]. Reward was
measure by the sum of five questions with five response categories (Cronbach's
alpha=0.72). Both variables were dichotomized using as the cut-off the respectively
median values, 9) Physical violence was measured from three questions with two
response categories (Cronbach's alpha=0.58). We considered physical violence if
workers answered yes to any of these three questions; 10) Bullying was measured by
the sum of four questions with five response categories (Cronbach's alpha=0.83).
Bulling was considered above the median value, 11) Sexual harassment was measured
with a question with two response categories (yes or no) and 12) Discrimination was
measured from seven questions with two response categories (Cronbach's alpha=0.64).
Workers were considered to be discriminated if they answered yes to any of these seven

questions.
c¢) Balancing work and family life
13) Conflict balancing work and family life and working with a full-time contract.

Balancing work and family life was measured with the only available question in the 6™

SNWCS and taking into account if workers were working with a full-time contract to
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control the potential confusion factor that the type of contract could introduce in this

analysis.

d) Work-related health problems

Work-related health problems were collected with a battery of 29 he alth problems.
Depending on the importance that the worker gave to the work-related health problems,
they were ordered from the highest (first mentioned) to the lowest importance given by
the worker (eighth mentioned). The analysis of the work-related health problems were
focused on the first mentioned health problem. The 29 response categories were
grouped into 20 response categories following a regional and biological organic system
framework. Of these 20 response categories, only 12 were included: six as indicators of
physical health 14) Musculoskeletal pain at upper limb, 15) Respiratory symptoms, 16)
Hearing loss, 17) High blood pressure, 18) Skin problems, 19) Venous diseases
(varicose veins, thrombosis, etc.) and other four as indicators of mental health 20)
Stress, 21) Depression, 22) Insomnia and 23) Chronic fatigue. We also analyzed 24)
Injuries related to work accidents, collected with a question about the fact that the
worker declared to have suffered injuries due to his or her tasks at workplace that
required medical assistance and 25) Occupational diseases as any person who has been

diagnosed or in the process of recognition of a professional disease.

Covariates

The adjustment variable for all analysis performed was the age of the worker (16-29,
30-39, 40-49, 50-65 and over 65 years). The stratification variables were the
occupational social class (manual and non-manual) and the sector of activity of the
company (agriculture, industry, construction and services). The occupational social
class was built from the occupation classification used by the 6™ edition of the SNWCS
that was taken from the Census of Population and Housing in Spain in 2001[111]. The
concept of occupational social class (manual and non-manual) refers to the type of work
performed by the worker that means his occupation. Occupational social class is closer

to a technological-cultural concept than to a social class concept. However,
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occupational social class (manual, non-manual) was used in our study as a proxy of
social class, because it has been highly correlated with social class and widely used in
previous sociological studies[112]. We decided to stratify by the sector activity of the
company because it is constituted by separate analytical categories (agriculture,
industry, construction and services) and the existence of male-dominated sectors such as
agriculture, industry and construction, and other feminized as services. In both

stratifications variables the age remained as an adjustment variable.

Statistical analysis

Firstly, we described the sociodemographic characteristics of the sample separately in
women and men. Secondly, we calculated the prevalence of exposure to each of the 25
indicators of work-related gender inequalities separately in women and men. For each
of the 25 indicators of work-related gender inequalities was calculated crude odds ratio
(cOR) and adjusted odds ratio (aOR) by age, with its confidence intervals of 95% (95%
Cls) being men the reference category. The cOR and aOR, and their CI95% were
obtained using logistic regression models. For the calculation of each of the 25
indicators we excluded workers that gave for an answer not know (a maximum of 190
men and 145 women) or did not answer the question (a maximum of 117 men and 80
women). Finally, we stratified each of the 25 aOR calculated by occupational social
class (manual and non-manual) and sector of activity of the company (agriculture,
industry, construction and services). To evaluate the possible interaction of each of the
25 indicators analysed with gender we used the likelihood ratio test. Logistic regression

models, adjustments and stratifications were performed with SPSS v15.

4.3. Paper 3

Participants and study sample

Data were obtained from the Fouth edition of the European Working Conditions Survey

(4™ EWCS)[113]. Briefly, the sample design was a multi-stage random sample

including 31 European countries. More details about the sample selection process and

49



the characteristics of the sample could be tackling in Appendix III. An employed person
was defined as one who was aged 15 years or older and had any paid job during the
week in which the interview was held or who had a job but was temporarily
absent[114]. Trained interviewers at workers’ homes between September and November
2005 conducted 29,680 interviews (16,558 in men) and 13,122 in women. The same
questionnaire (Appendix III), translated into 27 different languages and 15 l anguage
variants, was used in all countries covered. The final sample of our study included
15,063 men and 12,402 women. The average response rate was 48% for all eligible
participants, ranging from 28% in The Netherlands to 69% in the Czech Republic. The
countries included in the survey were grouped into five welfare state regimes, following
Eikemo[58] and Bambra’s[59] standard classification. We used the following
typologies of welfare state regimes: Scandinavian (Finland, Norway, Sweden, and
Denmark), Anglo-Saxon (Ireland and UK), Continental (The Netherlands, Germany,
Switzerland, France, Belgium, Austria, and Luxembourg), Southern (Spain, Portugal,
Italy, and Greece), and Eastern (Latvia, Lithuania, Estonia, Bulgaria, Poland, Slovenia,
Croatia, Hungary, Slovakia, Romania, and the Czech Republic). Malta, Cyprus and
Turkey, although they were included in the 4™ EWCS, were not considered in our
analysis, because they did not match any of the welfare state regime characteristics.
Table 2 summarizes the characteristics of each welfare state regime, and our hypothesis
about how the social protection policies and socio-cultural traditions of each welfare
state regime could be affecting gender inequalities in the exposure to work-related

psychosocial hazards.

Table 2 Researchers’ hypothesis of influence on gender inequalities in the exposure to
work-related psychosocial hazards based ont he common features of social/work

protection policies and socio-cultural context of the welfare state regime

Social/work protection policies[57-59] H Socio-cultural context[52, 66, 115-117] H

Welfare state
regime

Scandinavian

Finland The state promotes social equality of the ++ Social-democratic. The well-being of their ++
Norway highest standards through a redistributive citizens is largely independent in social
Sweden social security system, providing highly provisions from family roles. Child care and
Denmark decommodifying programmes, house work are well balanced between
universalism and generous social transfers, women and men. The male bread-winner
a commitment to full employment and an model is not relevant.

important social protection system and a
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Continental

Netherlands
Germany
Switzerland
France
Belgium
Austria
Luxembourg

Anglo-Saxon

Ireland
United
Kingdom

Southern

Spain
Portugal
Italy
Greece

Eastern

Latvia
Lithuania
Estonia
Bulgaria
Poland
Slovenia
Croatia
Hungary
Slovakia
Romania
Czech
Republic

strongly interventionist state. The well-
being of their citizens is largely
independent  of prevailing market
conditions.

Benefits are often earnings related,
administered through the employer; and
geared towards maintaining existing social
patterns. The redistributive impact is
minimal. However, the role of the market is
minimal. Social expenditures are high and
social benefits are good. Social security is
tied to labour market position.

The state provision of welfare is minimal,
social protection levels are modest and
often involve entitlement criteria, and
recipients are usually means-tested and
stigmatized. The state minimises the
decommodification effects of the welfare
state regime and a rigid division exists
between those, largely the poor, who rely
on state aid and those who are able to
provide for themselves.

Characterised by a fragmented system of
welfare provision which consists of diverse
income maintenance schemes that range
from the meagre to the generous and
welfare services, particularly, the health
care system, that provide only limited and
partial coverage.

The formerly Communist countries of the
East Europe have experienced the demise
of the universalism of the Communist
welfare state and a shift towards polices of
marketization and decentralization. They
also have limited welfare services. These
countries have experienced extensive
economic upheaval and have undertaken
comprehensive social reforms. They have
emphasized the Liberal regime approaches
of marketization, decentralization and the
reform of health insurance schemes. In
comparison with the other member states
of the European Union, they have limited
health service provision, and overall
population health is relatively poor.
However, these countries clearly comprise
the most underdefined and understudied
regions.

Conservative-corporatist. The role of the
family is emphasised. Child care and
house work is acceptably balanced
between women and men. The male
bread-winner model is not relevant.

Conservative-Liberal. The role of the family
is not overly emphasised. Child care and
house work is acceptably balanced. The
male bread-winner model is relevant.

Conservative. The role of the Catholic
church and the family is crucial and
reliance on the voluntary sector is also
emphasized in social provision. Childcare
and housework is quite unbalanced, with
women assuming most of these
responsibilities. The male breadwinner
model is much more relevant.

Post-state-socialist countries. Difficult to
categorize as conservative-corporatist,
liberal or social democratic. The role of the
family is crucial. Traditional gender-roles
and patriarchy within the family remains, so
that childcare and housework is quite
unbalanced, with women assuming most of
these responsibilities. The male
breadwinner model is relevant.

H: Researchers’ hypothesis of influence on gender inequalities in the exposure to work-related psychosocial hazards:

strongly decreasing ++, moderately decreasing +, strongly increasing - - and moderately increasing -

Independent variable

The main explicative variable along the whole study was sex.

Dependent variables
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Work-related psychosocial hazards

The demand/control[106], demand/control/social support[107], and effort-reward
imbalance models[108], which have been widely used in occupational health research to
characterize psychosocial work environments, were followed as a guide for the
measurement of the exposure to work-related psychosocial hazards. Job demands were
measured through two items with seven response categories and three items with five
response categories[113] (Cronbach’s alpha=0.61); job control was assessed with five
items with five response categories[113] (Cronbach’s alpha=0.71) and social support
with three items with five response categories[113] (Cronbach’s alpha=1.00).
Psychosocial job effort was measured through two items with seven response
categories[113] and three items with five response categories[113] (Cronbach’s
alpha=0.61); and reward was measured by seven items with five response
categories[113] (Cronbach’s alpha=0.80) (Appendix VI). Response categories with five
options were labelled from 1=almost always to 5=almost never, and those with seven
options were labelled from 1=all of the time to 7=never. We calculated the total sum of
the scores given for all items used to measure each work-related psychosocial factor.
Work-related psychosocial factors were dichotomized on the median. All values equal
to or under to the median for each work-related psychosocial factor were classified in
the lower exposure category (low-control, low-support, and low-reward). Conversely,
all values over the median for each work-related psychosocial factor were classified in
the higher exposure category (high-demand and high-effort). The median was used as a
reference point, because there was no other objective standardized reference scale.
Moreover, several previous studies that have based their analyses of work-related
psychosocial hazards on working conditions surveys have also used the median in this
way[40]. Work-related psychosocial factors were combined to create three work-related
psychosocial hazards: (1) high strain, which represents workers with a score above the
median for job demands and equal to or below the median for control; (2) iso-strain,
which represents workers with a score above the median for job demands and equal to

or below the median for control and social support; and (3) effort-reward imbalance,
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which represents workers with a score above the median for effort and equal to or below

the median for reward.

Covariates

The adjustment variable for all analysis performed was the age of the worker (15-24,
25-34, 35-44, 45-54, and 550 r over). Other variables, used to explain gender
inequalities observed, were: (1) marital status; (2) family burden, measured as time
invested in caring for relatives (children and elderly/disabled); (3) sector of economic
activity of the company; and (4) part-time/full-time status[113]. Marital status was
derived from one survey question: ‘‘Are you married or living with your partner?”’
(yes/no). The variable family burden was assessed with the question ‘‘How many hours
per day are you involved in caring for and educating your children or caring for
elderly/disabled relatives?”” The number of hours per week was calculated by
multiplying each reply by 7. We assumed that the worker reported the mean number of
hours worked per day considering the whole week. We generated four categories: from
1 to 14 hours a week; from 15to 21, from 22 to 35 and 36 or more hours a week.
Economic activity of the company was determined according to the statistical
classification of economic activities of the European Community (NACE11)[113] and
was grouped into four sectors: (1) agriculture (agriculture and fishing); (2) industry
(manufacture and mining, electricity, gas and water supply, wholesale and retail trade);
(3) construction (construction); and (4) services (hotels and restaurants, transport and
communication, financial intermediation, real estate, public administration and defence,
education and health). Finally, part-time/full-time status was derived from one question,
which asked ‘‘do you work part-time or full-time?’’ with two possible answers: part-
time or full-time. The analysis was stratified by occupational social class as a proxy for
social class[112]. Occupation was grouped into three categories: (1)
managers/professional (legislators and senior officials and managers, professionals,
technicians, and associate professionals); (2) clerks/service/shop workers (clerks,
service workers, and shop and market sales workers); and (3) manual workers (unskilled
agricultural and fishery workers, craft and related trades workers, plant and machine

operators and assemblers, elementary occupations). This operationalization of the
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occupation into three categories of occupational social class was based on the five
categories of the Registrar-General’s Social Classes classification (RGSCs): I:
professionals; II: managers, III non-manual: skilled non-manual; III: manual: skilled
manual; IV: semi-skilled manual; V: unskilled manual. The RGSC classification is
based on occupational skill and has been widely used in previous reports and studies

focusing on social class[118].

Statistical analysis

We calculated the proportion of men and women in each category of occupational social
class overall and within each welfare state regime, and differences were analyzed using
the Chi-square test with its P values. Then, we calculated the prevalence of high strain,
iso-strain, and effort-reward imbalance in men and women in the whole sample and
separately in each of the five welfare state regimes and applied the Chi-square test with
its P values to analyze gender differences. In addition, multivariate logistic regression
models were used to estimate crude and adjusted prevalence ratios (PRs) and 95%
confidence intervals (95% Cls) for all 28 countries together and separately for each of
the five welfare state regimes, considering men as the reference group. Age was the
common adjustment variable. After age adjustment, the following four independent
adjustment models were applied to the PR to try to explain the gender inequalities
observed: Model 1 (M1), PR adjusted for age and marital status; Model 2 (M2), PR
adjusted for age and family burden; Model 3 (M3), PR adjusted for age and sector of
economic activity of the company; and Model 4 (M4), PR adjusted for age and pat-
time/full-time status. All analyses were done separately for managers/professionals,
clerks/service/shop workers, and manual workers. Respondents who did not answer the
questions[113] ne eded to characterize work-related psychosocial hazards were
excluded from our analysis (a maximum of 89 men and 75 women). Analyses were
performed using SPSS v15 and Stata v9. To enhance the representativity of our results,
we applied two types of weighting to the data[113]: selection probability weighting and
non-response weighting. Both weightings were applied to the data before starting the
analysis and the process of constructing the dependent variables. Selection probability

weighting was applied to avoid the consequences of giving more probability of
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selection to respondents living in smaller households. Non-response weighting was
applied to avoid a bias in the estimations caused by the different response rates. The

missing values were left out of the analysis after applying both weightings.
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5. RESULTS

“In the nineteenth century, the central moral challenge was slavery. In the twentieth
century, it was the battle against totalitarianism. We believe that in this century the

paramount moral challenge will be the struggle for gender equality around the world”

Nicholas D. Kristof, Half the Sky: Turning Oppression into Opportunity for Women
Worldwide, 2009
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6. DISCUSSION

“C'est par le travail que la femme a conquis sa dignité d'étre humain; mais ce fut une

conquéte singulierement dure et lente”
Simone de Beauvoir, Le deuxieme sexe I, 1999
6. DISCUSSION
6.1 Main results

6.3 Strengthens and limitations

6.3 Recommendations and further lines of research
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6. DISUSSION

This section presents and discusses firstly the main results of each of the three articles
that compound the core of this dissertation, secondly shows their strengthens and
limitations and finally introduces implications, applicability and recommends further

research lines.

6.1 Main results

Results from the first paper show that more women than men have lower control on the
job demands; otherwise, men are more exposed to high job demands, less social support
and higher effort-reward imbalance than women do. In addition, men are exposed to
longer work hours, higher degree of physical demands and noise at the workplace, and
occupy higher job positions than women. However, more women than men reported
poorer self-perceived mental and physical health and job insecurity. In addition, more
women than men have worse contractual working conditions, as they are temporary

contracts, work without a contract or in part-time jobs.

Accordingly, to our findings, several studies have indicated that employed women
experience worse psychosocial working conditions than employed men, and that a
higher health burden might result from these exposures[31-33]. Furthermore, other
studies have found that men experience higher job demands, effort, and
overcommitment; and lower social support at work; whereas women exhibit lower job
control, higher emotional job demands and higher job reward[34-36]. In addition,
women’s jobs are characterized by a greater level of monotony, with lower participation
in planning, higher demands, more psychological and sexual harassment, higher
exposure to the public, lower salaries, fewer prospects for promotion, and more
precariousness than those of men[8, 37, 100]. Studies have also found that more women
than men work with a temporary contract, without a contract or in a part-time job[20,
46, 96, 119]. Finally, also many studies have showed that not only more women than
men suffer musculoskeletal problems, but also mental health problems[1, 2, 8, 100,

120].
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In relation with the second objective, we found that in Spain there are important work-
related gender inequalities, mainly related to working and employment conditions and
work-related health problems. In addition, occupational social class and the economic
sector of the company have a relevant influence on these gender inequalities. Women
have more unfavourable contractual relations, a higher exposure to work-related
psychosocial hazards and a higher prevalence of sexual harassment, discrimination and
musculoskeletal problems than men do. On the other hand, a higher prevalence of men
than women work in shifts works, exposed to high levels of noise and high physical
demands, and suffering injuries related to occupational accidents. While, temporal
contracts, work-related psychosocial hazards, discrimination, musculoskeletal pain of
the upper limb and professional diseases are higher among women non-manual workers,
working without a contract and suffering sexual harassment are higher among women
manual workers compared with their respectively men counterpart. In general, work-
related gender inequalities are considerable higher in the industrial sector, which is a
masculinised sector. In the industrial sector, we observe a more remarkable proportion
of women than men working without a contract, suffering sexual harassment,
discrimination and musculoskeletal pain of the upper limb, in contrast with the service
sector where the same inequalities were also observed, but less marketed. In addition in
the agriculture and construction sectors these gender inequalities were not observed.
However, only in the construction sector women suffer four times more occupational

stress than men do.

As we found in our systematic review[121] coinciding with other previous studies[20,
96, 122], women have more unfavourable contractual relations than men do. It means
that more women than men work in Spain without a contract or with atemporary
contract. That fact implies that more women than men will be exposed to worse work-
related hazards derived from their working conditions and will have a reduced access to
social protection benefits of labour as for example: paid annual and maternal/paternal
leave, temporary incapacity and unemployment benefits[122]. The observed association
between being women and working without a contract could be explained, in part, by

the high percentage of existing women in the domestic and caring services sector[123,
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1241 (14.6% vs. 1% of men according to the Spanish Labour Force Survey, 2009[125]),
since according to the current legislation when the NSWCS was held in 2007, it was
considered legal to work without a contract to any person who engages in domestic and
caring services exclusively a time less than 72 hours a month[126]. That more women
than men are working without a contract or with a temporary contract could be also
explained by less power that women have compared to men in bargain their
employment conditions[26, 127] and by the higher discrimination that women suffer in
the workplace[96]. The “glass ceiling” phenomenon, which is a metaphor for the
invisible barriers that prevent women from reaching positions of power that are
occupied by men, and the so-called “sticky floor” phenomenon, which prevents women
from loosening the emotional ties that bind them to the rest of the members of the

family unit could be reinforcing these two gender inequalities[25].

According to one of the main findings of our systematic review[121], employed women
experience worse psychosocial working conditions than men. In Spain, a higher
proportion of non-manual employed women are exposed to high demand and low
control, high demand, low control and low social support compared to men in the same
occupational social class, which match with the results of previous studies[10]. In
addition, more women than men were exposed to high effort and low reward in the
industrial sector and in the non-manual occupational social class. This result, that agrees
with previous studies[83], but contrast with the results of our systematic review[121],
could be related to any mechanisms of discrimination that more women than men suffer
in their workplace, specifically associated with gender[96], which in our study was also
higher in the industrial sector and among non-manual women compared to men in the
same economic sector of the company and the same occupational social class. This
discrimination that women suffer higher than men in the workplace has been found in
previous studies[96] and could be explained partly by the marked vertical segregation of
the Spanish labour market, which places women in the lower positions of the decision
making scale and also by horizontal segregation that generates and perpetuates
masculinised (industry and construction) and feminised sectors of economic activity
(services), where gender roles are more marked[25]. For example, the asymmetry in

duration between women and men in the maternal/paternal leave women in an inferior
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position than men in the workplace. However, it would be require further research to

contrast and clarify these hypotheses.

We has also found that more women than men suffer sexual harassment, but less
marked than other previous studies conducted in Spain[128]. The existence of a higher
proportion of women than men experiencing sexual harassment could be explained by
aspects of a culture which are deeply rooted and built on the pillars of patriarchy and
men domination systems that express their masculinity through sexual harassment[128].
In addition, it could be explained by vertical segregation, that generates gender
inequalities in power, which place men in a position of greater power over women, and
horizontal segregation that creates men dominated sectors of economic activity of the
companies. This hypothesis is consistent with the fact that the proportion of women
compared to men that suffer sexual harassment is even higher in the industrial sector,
which is mainly dominated by men (75.3% are men), in contrast with the service sector
which is a feminised sector. In fact, only in the industrial sector more women than men
suffer bullying reinforces this hypothesis. Perhaps that is why the origin of gender
inequalities in occupational health is based in cultural aspects, which are built on men
domination of women and expressed by andocentric models through processes of sexual
harassment, discrimination and bullying against women in the workplace. More specific

research is needed to clarify this hypothesis.

In this study we did not detect any gender inequalities in balancing job and family life,
contrary to what we expected. Previous studies have found more women than men
having problems in balancing job and family life[83, 129-132]. Family demands have
not been associated with men's health whereas married women who lived in family units
of more than three members had been found having a higher risk of poor self-perceived
health status and of psychosomatic symptoms. Among women, working more than 40
hours a week was also associated with poor self-perceived health status and,
additionally, with a higher probability of medical visits[129]. Responsibilities over
domestic work and childcare are still over women’s shoulders compared to men[86,
129, 130, 132]. Perhaps, this could be one of the main reasons because more women

than men occupy part-time jobs as we found in our systematic review[121]. Although
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women’s conflicts in balancing job and family life could be improved by working part-
time hours, part-time jobs are segregated into a narrower range of occupations than full-
time jobs[46, 47]. These narrow ranges of occupations are typically lower-paid, lower
status, more monotonous, with fewer opportunities for advancement and related to job
insecurity. In addition, part-timers have fewer social-work-benefits, less professional
promotion, fewer opportunities to occupy managerial position in the company and are
exposed to worse psychosocial work environments than full-timers[47, 48, 67]. While
men invest more hours a week than women in paid work, as we found in our systematic
review[121], more women than men invest more hours a week working if we sum the
time invested in paid and unpaid work (domestic and childcare)[130, 132]. It is also
important to remark here that the more time women than men invest in childcare will
explain in certain degree because more women than men are exposed to work-related
psychosocial hazards in Europe[133]. The fact that we did not find any gender
inequalities in balancing job and family life in Spain could be due to the limited
information collected by the questionnaire of the sixth edition of the SNWCS. The
inclusion of other specific items related to the family structure (living or marital status,
number and age of the family members or number and age of disable family members)
or to the use of time (time spent on paid work, domestic work, care of children, elderly,
disable relatives), as do other questionnaires like the fourth edition of the EWCS, is
essential to improve in the SNWCS the analysis of gender inequalities in balancing job

and family life.

The Spanish study shows that a higher proportion of women suffer from work-related
health problems than men. Not only do more women than men report musculoskeletal
symptoms, but also occupational stress. These results match with those found in our
systematic review[121] and also with previous studies[15, 17]. Although some studies
has associated the inequalities in reporting musculoskeletal symptoms with differences
between women and men in their vulnerability to suffer musculoskeletal
affections[134], other studies has postulated that these inequalities are based onthe
horizontal segregation of the labour market, which places women in workplaces that
requires repetitive movements and with a highly exposition to psychosocial

hazards[135, 136]. Part of the explanation could be due to the unequal distribution of
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domestic and caring work, which makes women more time exposed to the same risk
factor as in paid work (double burden)[25, 119]. This fact reduces recovery time in
women compared to men after a day of work, a situation that is associated with
increased musculoskeletal symptoms[135]. More women than men suffered
occupational stress in the construction sector, which is a masculinised sector,
nevertheless more men than women were found suffering occupational stress in the
industrial sector, which is also a masculinised sector of activity and were more women
than men suffer sexual harassment, discrimination and bullying. More specific studies
are needed to clarify these complex findings. These findings could perhaps be explained
by the greater work-related psychosocial hazards under which women work in the
workplace and at home. As we have printed out, despite the dramatic increase of women
in the labour market in recent decades, there have been no significant changes in the
distribution of domestic work, even when both partners are working full time. Domestic
tasks are still unequally distributed, with most of them (for example, caring for children,

the elderly and disabled people) remaining women’s responsibility[46].

Finally, in relation with the third objective, we found that women are highly exposed
than men to high strain, iso-strain, and effort-reward imbalance than men in Europe as a
whole. However, in contrast to our hypothesis, gender inequalities in the exposure to
work-related psychosocial hazards show only slight variation across all welfare state
regimes, and are distinctly higher in managers/professionals than in clerk/service/shop
and manual workers. In addition, the Scandinavian welfare state regime shows the
highest gender inequalities in the exposure to work-related psychosocial hazards among
managers/professionals and clerk/service/shop workers, being more women than men
exposed to these work-related hazards. On the other hand, the Eastern welfare state
regime was the only one in which gender inequalities in the exposure to work-related
psychosocial hazards, with more women than men exposed, were detected across all

occupational social classes.

In relation to this highest gender inequalities found in the exposure to work-related
psychosocial hazards (high strain, iso-strain, and effort-reward imbalance) in the

Scandinavian welfare state regime, our results contrast with those by Dragano et al.[68],
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who observed that the psychosocial work environment (low control and high effort-
reward imbalance) was better in those welfare state regimes with more generous
systems of social and labour market protection policies. However, the data in that study
were not analyzed separately by gender and were not stratified by occupational social
class. Nevertheless, our results which show the highest gender inequalities in the
exposure to work-related psychosocial hazards in those welfare state regimes with
greater social protection policies are consistent with those of Bambra et al[72], who
used a similar classification of countries and which also analysed data separately by
gender, although they did not include Eastern European countries and did not stratify by
occupational social class. Bambra et al[72] found that women in the Scandinavian
regime and in the Netherlands were more likely to report poor self-perceived health
status than men. Their findings make sense in relation to our results of higher exposure
to work-related psychosocial hazards in women than men (high strain, iso-strain, and
effort-reward imbalance) in those regimes with more favourable social protection
policies. Furthermore, it has been suggested that the mechanisms at play in terms of
gender and health, and by extension, of the exposure to work-related psychosocial
hazards, cannot be overcome by the traditional social democratic welfare interventions

of income redistribution and extensive public service provision alone[137].

To explain these surprising results related to the higher proportion of women than men
exposed to work-related psychosocial hazards in the Scandinavian welfare regime
among managet/professionals we propose five different plausible explanations as a

hypothesis that should be tested separately in more specific future studies.

The first obvious explanation could be that the social and labour market protection
policies promoted in the Scandinavian welfare regime do not properly integrate the
gender perspective; that is to say, the perceptions, experiences, knowledge and interests
of women and men, and do not situate the gender equality issue at the centre of analyses
and policy decision. Thus, they are not adequate to tackle gender inequalities in
exposure to these psychosocial hazards[138-140]. It could be that Scandinavian social

and work protection policies may not be sufficient to guarantee equal opportunities for
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employed women and men entering in a competitive androcentric labour market[25,

301.

The second explanation comes from the fact that the traditional Scandinavian welfare
intervention of income redistribution and extensive public service provision is not
sufficient to overcome such inequalities[72, 137]. It has also been argued that such
policies have transferred women’s economic dependency from the family to the state,
from private to public patriarchy[141, 142]. Thus, some studies posit that these social
protection policies alone cannot adequately overcome gender-based inequities in
occupational health without accompanying changes at the cultural and societal
levels[72]. This transfer from ‘‘the private to the public patriarchy’’ is mainly seen in
the Continental welfare states, where generous ‘‘out-of-work-subsidies’’ are keeping
women out of work (e.g. long maternity leave in Germany). In contrast, Scandinavian
welfare states are keeping women in the labour market, which could result in less
favourable outcomes on work-related psychosocial hazards. It is precisely in countries
that promote policies to keep a large proportion of women (young mothers) in the
labour market — women who at the same time have heavy family responsibilities —
that the double burden may be expected to be very strong. This argument is consistent
with the reduced proportion found in the Scandinavian welfare states among
managers/professionals for job strain, iso-strain, and effort-reward imbalance after
adjusting for the time spent in caring for children and the elderly (family burden), a task
which is traditionally assumed by women[25, 66]. Although it has been argued that in
cases of double burden, women are more tempted than men to exchange full-time jobs
for part-time jobs (with lower quality: less job control, similar job demands, and
reduced wages)[67], this may be only part of the explanation, since we noticed no
differences in the PRs after adjustment for part-time/full-time status. Thus, in the
Scandinavian  welfare state, the larger proportion of women among
manager/professionals that do not change working hours or job contents, while at the
same time are assuming traditional family responsibilities in caring for children and the
elderly could be the main explanation for women’s higher exposure to work-related
psychosocial hazards. A nuance of this hypothesis could be that the double burden issue

added to the pressure of the work sphere could affect women managers/professionals,
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clerk/service/shop, and manual in different ways. For example, the effect on
managers/professionals could be more independent of the welfare state regime in place,
while women working as clerk/service/shop and manual may generally assume a more
traditional role as wife, mother, and worker, while being ‘protected’’ under the ‘‘male

breadwinner’” model[72].

The third possible explanation for the higher prevalence of women compared to men of
being exposed to work-related psychosocial hazards among managers/professionals,
could come from a difference in self-perceived exposure, and of what exactly is
understood by ‘‘a good job,’’ since standards for job quality may be different between
countries, based on social identity aspects related to the socio-culture context in the
welfare state regimes[143]. In addition, androcentric models of education could
influence women’s perceptions of their work. Cultural and educational values may also
shape structures of social inequality, the division of labour, the labour market, and the
family, mitigating and/or reinforcing the effect of social welfare policies. Ideas and
perceptions may vary according to material interests of social groups, but can also be
shared by a majority of the population independent of their material interests[115].
These cultural and educational values could facilitate or hinder the worker’s report of
being exposed to work-related psychosocial hazards in the different socio-cultural
contexts of the welfare state regimes. This could mean that because of the differences in
the educational process and the different socio-cultural contexts of the welfare state,
women in the Scandinavian welfare state are more sensitive to the perception of work-

related psychosocial hazards than in the Southern regime[72, 143].

The fourth plausible hypothesis could be that in those welfare states with a longer
tradition of egalitarian working policies, women are increasingly moving to the top of
the hierarchy within the workplace. However, while gender equality may be growing,
women could be occupying intermediate positions involving important responsibilities
but lacking the level of control needed to mitigate job demands without interfering with
their care-giving duties at home. All these hypothesis should be tested empirically in

future researches.
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Finally, it is possible that gender egalitarian policies have major unexpected side effects.
Mandel and Semyonov[144] claim that employing women in the public sector in
countries with highly developed gender egalitarian policies is likely to increase rather
than decrease the gender gap in rewards, based on an argument that public sector jobs
could be linked to worse work-related psychosocial hazards, such as job strain and
effort-reward imbalance. Mandel and Semyonov[144] argue that in highly developed
welfare states the ‘‘glass ceiling’” has become lower and wider resulting in reduce
access to positions of power, authority, and with high economic rewards for women in
higher occupational groups. In general, public policies donot enhance women’s
occupational and economic achievements, since none of them seriously challenges the
traditional distribution between men and women of market—family responsibilities. The
Scandinavian gender egalitarian care policies have shown that the availability of a
publicly-funded social care system unintentionally depresses women’s earnings by
intensifying their concentration in feminized service jobs and lowering their

representation in highly-paid, men dominated positions[ 145].

6.2 Strengthens and limitations

Each of the three studies included in this thesis dissertation present several limitations.
The systematic review has important limitations. One of these limitations could remain
in the literature search strategy, the keywords or the inclusion and exclusion criteria
used in our review, which were specifically focused on finding studies analyzing the
different distribution among women and men in the exposure to occupational hazards in
terms of working and employment conditions as determinants of gender inequalities in
occupational health. This could be may the reason because we did not find any study
analysing bullying, sexual harassment, discrimination and the gender-wage gap ratio in
terms of median hourly wage for comparable work from a gender perspective, otherwise
all of them have been highlighted as determinants of gender inequalities[146-149]. This
could be also the reason that justify that we only found one study integrating the gender
perspective to the influence of the occupational social class on the unequal distribution
of work-related hazards arising from the working or employment conditions[86].

Otherwise, the occupational social class has been also presented as an important
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determinant of gender inequalities in the field of occupational health[46, 79, 80] .
Another explanation for this lack of findings could be that these aspects of
discrimination, sexual harassment, bullying, gender-gap in wages and the influence of
the occupational social class on gender inequalities have been insufficiently investigated
in the field of occupational health and the need more research. Another limitation in this
review is that some of the differences identified as existing between women and men in
some studies were not statistically significant, or that a statistical analysis of
significance was simply not conducted. However, the differences shown are present in
the highest-quality studies available. Although MEDLINE and EMBASE include both
biomedical and sociological references, the indexed scientific literature may not cover
all investigations of the impact of gender inequalities as a determinant of occupational
health. Therefore, many other studies that reflect gender inequalities may be also
published in other documents that are less easily identifiable, the so-called grey
literature. However, we applied a highly sensitive search strategy, which produced an
optimal result in both databases. Another limitation could come from the possibility of
missing articles published in languages other than English or Spanish. However, the
language of the article did not initially limit th e search strategy, thus articles in a
different language also followed the steps in the selection process. In addition, provision
was made for translating and including any foreign-language article considered key in
this field. Finally, most of the studies analaysing how hazards related to working and
employment conditions are unequally distributed among women and men, have been
mainly conducted in Europe, following a cross-sectional design and have been mainly

focused on the unequal distribution of work-related psychosocial hazards.

Furthermore, the second paper has also important limitations. Firstly, the SNWCS is a
cross-sectional tool that was not specifically designed to analyze work-related gender
inequalities. However, this study is based on the best information available, from the
sixth edition of the SNWCS, which was performed for its first time at the worker’s
home[91]. This fact makes the SNWCS an instrument of great importance in the
identification, analysis and monitoring of gender inequalities in occupational health.
Another limitation to be noted is the low internal consistency in the scales assessing

discrimination and physical violence. This low consistency in the scales could be
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caused, because the questions used in the questionnaire were not the most appropriate.
On the other hand, in the case of discrimination, the questions used corresponded to the

global accepted recommendations of measurement[150].

Although the cross-sectional design represents a study limitation of our third paper, a
major strength is that it was carried out with data from a large population, which were
collected and controlled through a rigorous quality-protocol for the EWCS[113].
However, a limitation, could come from our choice of welfare state typology, which
may have obscured or highlighted some differences in employment organization and
work design. It is also possible that neither socio-cultural elements nor the state
approaches to reducing gender inequalities were captured by the classification typology
followed in our study[59, 151]. The fact that researchers do not yet completely agree on
which countries should be included in the Eastern welfare state regime must also be
considered[59, 62]. However, the rest of the welfare state typologies used in our study
(Scandinavian, Continental, Anglo-Saxon, and Southern) have been described as one of
the most empirically accurate one[61, 62, 72]. Another important limitation is the
possibility that the models used to characterize work-related psychosocial hazards were
not properly represented in the questionnaire items of the EWCS[113]. A further
limitation is the fact that only the summary scales (job strain, iso-strain, and effort—
reward imbalance) were considered, rather than their constituent subdimensions (high
demand, low control, low support, high effort, and low reward). Although the internal
consistency and reliability of the summary scales (Cronbach’s alpha) was quite
acceptable[152, 153], doing similar analyses with the separate sub-dimensions instead
of the summary scales could have shown different results. Nevertheless, exposure to
work-related psychosocial hazards as reflected in the summary scales has been found to
be correlated with physical[38] and mental disorders[39]. Although the response rate
varied widely across all countries, the average was quite acceptable for this type of
study. In addition, a specific weight was applied to control the non-response rate[113].
Another possible limitation could stem from the difficulties of translating the survey
questions into different languages, cultures, and contexts, which could involve a certain
degree of misunderstanding. However, the survey used validated questions and scales.

Furthermore, both the linguistic issue and the cultural and contextual aspects were taken
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into account in the translation process[113]. Thus, misunderstanding of the
questionnaire should not introduce a limitation per se. In addition, trained and
experienced interviewers participated in the survey process and the interviewers were
subject to random quality controls. A final limitation could be researchers’ decision to
operationalize the occupational social class into three categories instead of the five
proposed by the RGSC classification[118]. However, this decision was necessary so
that the occupational groups would be sufficiently large to maintain the statistical power

in the analysis.

6.3 Recommendations and further lines of research

It is highly recommended to increase the gender perspective in future research in
occupational health. To include the gender perspective means to explore thoroughly
women — men exposure differences, not only paying attention to biological, but also
socio-political mechanisms in the complex pathways, which interacts between the
exposure to work-related hazards and the outcomes as the impact on worker’s physical
and mental health. To include the gender perspective also means to take into account the
particularities of women and men along all the scientific process, from the design of the
study until the discussions of the results and of course in the conclusions and

recommendations given.

In future editions of the SNWCS, the worker’s questionnaire should introduce some
modifications, such as including items on the domestic and family sphere, which would
allow researchers to tackle gender inequalities in balancing job and family life and how
the unequal distribution of domestic task could be influencing gender inequalities in the
workplace, which remains unclear after all. All these items are already included in the

EWCS, but not in the SNWCS.

One recommendation to reduce the gender inequalities observed in the exposure to
work-related psychosocial hazards will be to share more equally the domestic and

caring duties among women and men.
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More studies related to sexual harassment, bullying and discrimination are needed in
occupational health from a gender perspective, taking also into account the occupational

social class.

More specific research on how the different types of discrimination (religion, ethnicity
and gender) are connected with the worse contractual employment conditions that more

women than men held in the workplace are required.

More research should be invested in analyse whist the poorer self-perceived mental and
physical health status and job insecurity that more women than men perceived, could be
due to the worse contractual working conditions that more women than men did held

and by the higher job positions that more men than women did occupy.

It will be of great interest to analyse if the poorer self-preceived mental and physical
health status and the higher job insecurity that more women than men perceived are due
to the worse contractual conditions that more women than men held or to the higher job

positions that more men than women occupy.

More effort should be invested in disentangle what is happening in the industrial and
services sectors, a m asculinised and a f eminised sectors of activity, where gender
inequalities analysed in Spain have been found higher. In addition, further work should
be done with the gender inequality indicators proposed, trying to identify those which
are more sensitive to gender inequalities in occupational health. To achieve this, both
the SNWCS and the EWCS could be used. To monitor a long time these more sensitive
gender inequality indicators should be of great interest to analyse how social context or
polices developed in gender equity could be influencing gender inequalities in
occupational health. For example, replicate the same analysis with the last edition of the
SNWCS, which have data collected in 2010, will permit to tackle the effects of the
global economic crisis on gender inequalities related to working and employment
conditions and work-related health problems. The same action could be done analysing
the last edition of the EWCS published in 2011. In this sense, taking into account the

most sensitive gender inequality indicators specific software could be developed to

130



monitor gender inequalities using the data from the SNWCS and the EWCS, which are
periodically conducted. Going further, the matrix and the results of these analyses could

be transfer to researchers and the general population from a interactive website.

Another very interesting analysis will be to take into account age and ethnicity since
they also are other two pillars of gender inequalities in occupational health. Moreover,
compared some gender inequality indicators within different national or regional
working conditions surveys as the recently conducted first edition of the Central
America Working Condition Survey (CAWCS) will be of great interest. This action will
permit to analyse how gender inequalities in occupational health could vary in different

socio-cultural context.

To analyse the impact on physical and mental health of the unequal distribution of
work-related hazards among women and men in general and work-related psychosocial
hazards in particular, will be also of great interest not only in Spain but also in Europe,

taking into account the occupational social class and the welfare state regime.

Moreover, it will be interesting to explore how the economic global crisis has impacts
on gender inequalities in the exposure to work-related psychosocial hazards taken into
account the welfare state regime and the occupational social class. This
recommendation could be achieve comparing our results with those coming up from the
analysis of the last edition of the EWCS, which has been conducted in the core of the

economic crisis in 2010.

In addition, it will be interesting to go deeper in the analysis of the pathways that it
seems to exist between invest time in caring and being much more exposed to work-
related psychosocial hazards. The hypothesis to test will be that the more time is
invested in caring for children, elderly or disable relatives, the more the worker is
exposed to work-related psychosocial hazards. Maybe when workers are investing more
time in caring they accept more non-standard works, which are much more exposed to

these unfavourable psychosocial environments.
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Moreover, it would be interesting for researchers to explore the five hypothesis that we
have presented above to explain the reasons why the welfare state regimes with more
traditions on social benefits and wealth redistribution has the highest gender inequalities
in the exposure to work-related psychosocial hazards, being women more exposed than

men.
Finally, it will be of great interest to tackle if the unequal gender exposure to these

work-related psychosocial hazards has a different impact on women’s and men’s

physical and mental health.
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7. CONCLUSIONS
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7. CONCLUSIONS

“Women are no longer victims. They have become leaders. They are at the forefront of

the demonstrations. We will share a role in all aspects of life, side by side with men™

Tawakkul Karman, Peace Nobel Prize 2011 (shared with EJ Sirleaf and L Gbowee)
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7. CONCLUSIONS

This dissertation led us to the following conclusions:

According to the scientific literature review,

1. Compared to men, women have greater feelings of high job insecurity, worse
contractual working conditions, work in worse psychosocial work environments and

report poorer self-perceived physical and mental health.

2. Compared to women, men are exposed to longer work hours, high physically

demanding work, noise, effort-reward imbalance and have higher job status.

3. We could hypothesize that the poorer self-perceived mental and physical health status
and job insecurity that more women than men perceived, could be due to the worse
contractual working conditions that more women than men did held and by the higher

job positions that more men than women did occupy.

From the Spanish National Working Conditions survey,

4. In Spain, a higher proportion of men compared to women work in shifts works,
exposed to high levels of noise, high physical demands, and suffering injuries related to

occupational accidents among the whole working population.

5. While temporal contracts, work-related psychosocial hazards, discrimination,
musculoskeletal pain of the upper limb and professional diseases are higher among non-
manual women workers, working without a contract and suffering sexual harassment

are higher among manual women workers compared men in the same category.
6. In Spain, while the industrial sector of activity is where more gender inequalities are

observed, followed by the service sector; the agriculture sector is where less gender

inequalities are detected. In the Spanish industrial sector of activity, there is a
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remarkable higher proportion of women compared to men working without a contract,
suffering sexual harassment, discrimination and musculoskeletal pain of the upper limb,
in contrast with the service sector where the same inequalities also exist, but they are
less market. These gender inequalities are not observed in the construction and the

agriculture sectors.

7. In the Spanish construction sector, more women than men suffer occupational stress,

while more men than women suffer occupational stress in the industrial sector.

The European Working Conditions Survey shows,

8. The unequal distribution of work-related psychosocial hazards among women and
men persists in the highest occupational social strata across all welfare state regimes,

with only slight variation.

9. Contrary to what we hypothesized, gender inequalities in the exposure to work-
related psychosocial hazards were not lower in those welfare state regimes with greater
levels of wealth redistribution and more universal social protection policies (e.g.

Scandinavian regime) and more specifically among the non-manual workers.
10. In the lowest occupational social strata, gender inequalities were lower among those

welfare state regimes with more comprehensive social protection policies compared to

much less comprehensive welfare state regimes (e.g. Eastern).

138



8. REFERENCES

139






References

[1] Krieger N. Genders, sexes, and health: what are the connections--and why does
it matter? International journal of epidemiology. 2003 Aug;32(4):652-7.

[2] Messing K, Mager Stellman J. Sex, gender and women's occupational health: the
importance of considering mechanism. Environmental research. 2006 Jun;101(2):149-
62.

[3] Krieger N. A glossary for social epidemiology. Journal of epidemiology and
community health. 2001 Oct;55(10):693-700.

[4] International Labour Office. ABC of women workers’ rights and gender
equality, second edition. Geneva: International Labour Organization; 2007 21st August
2013.

[5] Christodoulou J, Zobnina A. Glossary of Gender-related Terms: Mediterranean
Institute of Gender Studies; 2009 21 August 2013.

[6]  Whitehead M. The concepts and principles of equity and health. Int J Health
Serv. 1992;22(3):429-45.

[7] Braveman P. Health disparities and health equity: concepts and measurement.
Annual review of public health. 2006;27:167-94.

[8] Messing K, Ostlin P. Gender equality, work and health : a review of the
evidence. Geneva: World Health Organization 2006.

[9] Messing K, Dumais L, Courville J, Seifert AM, Boucher M. Evaluation of
exposure data from men and women with the same job title. J Occup Med. 1994
Aug;36(8):913-7.

[10] Magnusson Hanson LL, Theorell T, Oxenstierna G, Hyde M, Westerlund H.
Demand, control and social climate as predictors of emotional exhaustion symptoms in
working Swedish men and women. Scand J Public Health. 2008 Sep;36(7):737-43.

[11] LilJ, Yang W, Cho SI. Gender differences in job strain, effort-reward imbalance,
and health functioning among Chinese physicians. Social science & medicine (1982).
2006 Mar;62(5):1066-77.

[12] Muhonen T, Torkelson E. The demand-control-support model and health among
women and men in similar occupations. J Behav Med. 2003 Dec;26(6):601-13.

[13] Peter R, Hammarstrom A, Hallqvist J, Siegrist J, Theorell T. Does occupational
gender segregation influence the association of effort-reward imbalance with
myocardial infarction in the SHEEP study? Int J] Behav Med. 2006;13(1):34-43.

[14] Melamed S, Fried Y, Froom P. The joint effect of noise exposure and job
complexity on distress and injury risk among men and women: the cardiovascular
occupational risk factors determination in Israel study. Journal of occupational and
environmental medicine / American College of Occupational and Environmental
Medicine. 2004 Oct;46(10):1023-32.

[15] Karlqgvist L, Wigaeus T, Hagberg M, Hagman M, Toomingas A. Self-reported
working conditions of VDU operators and associations with musculoskeletal symptoms:
a cross-sectional study focussing on gender differences. Int J Ind Ergon. 2002;30:277-
94.

[16] Bildt C, Michelsen H. Gender differences in the effects from working conditions
on mental health: a 4-year follow-up. International archives of occupational and
environmental health. 2002 Apr;75(4):252-8.

[17] Hooftman WE, van der Beek AJ, Bongers PM, van Mechelen W. Is there a
gender difference in the effect of work-related physical and psychosocial risk factors on

141



musculoskeletal symptoms and related sickness absence? Scandinavian journal of work,
environment & health. 2009 Mar;35(2):85-95.

[18] Ludermir AB, Lewis G. Is there a gender difference on the association between
informal work and common mental disorders? Soc Psychiatry Psychiatr Epidemiol.
2005 Aug;40(8):622-7.

[19] Emslie C, Hunt K, Macintyre S. Gender differences in minor morbidity among
full time employees of a British university. Journal of epidemiology and community
health. 1999 Aug;53(8):465-75.

[20] Benach J, Solar O, Vergara M, Vanroelen C, Santana V, Castedo A, et al. Six
employment conditions and health inequalities: a descriptive overview. Int J Health
Serv. 2010;40(2):269-80.

[21] International labour office. Gender! A partnership of equals. Geneva: Bureau for
Gender Equality. International Labour Office; 2000.

[22] International Labour Organization. Global employment trends for women.
Geneva: International Labour Organization; 2009.

[23] Eurostat. European Union Labour Force Survey. 2011 [cited 2013 24 A ugust
2013]; Available from: http://epp.eurostat.ec.europa.eu/portal/page/portal/eurostat/home
[24] Kreimer M. Labour market segregation and gender-based division of labour.
European Journal of Women's Studies. 2004(11):223-46.

[25] Chodorow N. Glass ceilings, sticky floors, and concrete walls: internal and
external barriers to women’s work and achievement. In: Seelig B, Paul R, Levy C, eds.
Constructing and deconstructing woman’s power 2002.

[26] Navarro V, Shi L. The political context of social inequalities and health. Social
science & medicine (1982). 2001 Feb;52(3):481-91.

[27] Tannen D. Talking from 9 to 5: Women and men in the workplace. Language,
sex and power. New York: Avon Books 1994.

[28] Muntaner C, Solar O, Vanroelen C, Martinez JM, Vergara M, Santana V, et al.
Unemployment, informal work, precarious employment, child labor, slavery, and health
inequalities: pathways and mechanisms. Int J Health Serv. 2010;40(2):281-95.

[29] McDiarmid M, Oliver M, Ruser J, Gucer P. Male and female rate differences in
carpal tunnel syndrome injuries: personal attributes or job tasks? Environmental
research. 2000 May;83(1):23-32.

[30] McDiarmid MA, Gucer PW. The "GRAS" status of women's work. Journal of
occupational and environmental medicine / American College of Occupational and
Environmental Medicine. 2001 Aug;43(8):665-9.

[31] Bond MA, Punnett L, Pyle JL, Cazeca D, Cooperman M. Gendered work
conditions, health, and work outcomes. Journal of occupational health psychology. 2004
Jan;9(1):28-45.

[32] Peter R, Siegrist J, Hallqvist J, Reuterwall C, Theorell T. Psychosocial work
environment and myocardial infarction: improving risk estimation by combining two
complementary job stress models in the SHEEP Study. Journal of epidemiology and
community health. 2002 Apr;56(4):294-300.

[33] Vermeulen M, Mustard C. Gender differences in job strain, social support at
work, and psychological distress. Journal of occupational health psychology. 2000
Oct;5(4):428-40.

[34] Siegrist J, Starke D, Chandola T, Godin I, Marmot M, Niedhammer I, et al. The
measurement of effort-reward imbalance at work: European comparisons. Social
science & medicine (1982). 2004 Apr;58(8):1483-99.

142



[35] Karasek R, Brisson C, Kawakami N, Houtman I, Bongers P, Amick B. The Job
Content Questionnaire (JCQ): an instrument for internationally comparative
assessments of psychosocial job characteristics. Journal of occupational health
psychology. 1998 Oct;3(4):322-55.

[36] Nelson D, Burke R. Gender, work stress, and health. Washington, DC: American
Psychological Association. 2002.

[37] Paoli P, Merlli¢ D. Third European survey on working conditions 2000.
Luxembourg: Office for Official Publications of the European Communities.
Luxembourg: Office for Official Publications of the European Communities; 2001.

[38] Kuper H, Marmot M. Job strain, job demands, decision latitude, and risk of
coronary heart disease within the Whitehall II study. Journal of epidemiology and
community health. 2003 Feb;57(2):147-53.

[39] Stansfeld SA, Fuhrer R, Shipley MJ, Marmot MG. Work characteristics predict
psychiatric disorder: prospective results from the Whitehall II Study. Occupational and
environmental medicine. 1999 May;56(5):302-7.

[40] Gimeno D, Benavides FG, Amick BC, 3rd, Benach J, Martinez JM.
Psychosocial factors and work related sickness absence among permanent and non-
permanent employees. Journal of epidemiology and community health. 2004
Oct;58(10):870-6.

[41] Krause N, Lynch J, Kaplan GA, Cohen RD, Goldberg DE, Salonen JT.
Predictors of disability retirement. Scandinavian journal of work, environment & health.
1997 Dec;23(6):403-13.

[42] Kivimaki M, Virtanen M, Elovainio M, Kouvonen A, Vaananen A, Vahtera J.
Work stress in the etiology of coronary heart disease--a meta-analysis. Scandinavian
journal of work, environment & health. 2006 Dec;32(6):431-42.

[43] Doyal L. Sex, gender, and health: the need for a new approach. BMJ (Clinical
research ed. 2001 Nov 3;323(7320):1061-3.

[44] Annandale E, Hunt K. Gender inequalities in health: research at the crossroads.
In: Annandale E, Hunt K, eds. Gender inequalities in health. Buckingham: Open
University Press 2000.

[45] Barnett RC, Hyde JS. Women, men, work, and family. An expansionist theory.
The American psychologist. 2001 Oct;56(10):781-96.

[46] Artazcoz L, Borrell C, Cortes I, Escriba-Aguir V, Cascant L. Occupational
epidemiology and work related inequalities in health: a gender perspective for two
complementary approaches to work and health research. Journal of epidemiology and
community health. 2007 Dec;61 Suppl 2:1139-45.

[47] Fagan C, Burchell B. Gender, jobs and working conditions in the European
Union. Luxembourg: Office for Official Publications of the European Communities;
2002.

[48] Kalleberg A. Non-standard employment relations: part-time, temporary and
contract work. Annu Rev Sociol 2000;26:341-65.

[49] Lipietz A. Towards a New Economic Order: Postfordism, Ecology and
Democracy. Oxford: Oxford University Press 1992.

[50] Aglietta M. A theory of capitalist regulation. The US experience. London: Verso
classics 2000.

[51] Benach J, Muntaner C, Santana V. Employment conditions and health
inequalities. Final Report to the WHO Commission on Social Determinants of Health.
Geneva: WHO; 2007.

143



[52] Esping-Andersen G. The three worlds of welfare capitalism. London: Polity
1990.

[53] Borchorst A, Siim B. Women and the advanced welfare state — a new kind of
patriarchal power? London: Hutchinson 1987.

[54] Arts W. Three worlds of welfare or more? J Eur Soc Policy. 2002;12:137-58.
[55] Bambra C. Sifting the wheat from the chaff: A two-dimensional discriminant
analysis of welfare state regime theory. Soc Policy Adm. 2007;41:1-28.

[56] Bambra C. Decommodification and the worlds of welfare: revisited. J Eur Soc
Policy. 2006;16:73-80.

[57] Ferrera M. The southern model of welfare in social Europe. J Eur Soc Policy.
1996;6:17-37.

[58] Eikemo TA, Bambra C. The welfare state: a glossary for public health. Journal
of epidemiology and community health. 2008 Jan;62(1):3-6.

[59] Bambra C. Going beyond The three worlds of welfare capitalism: regime theory
and public health research. Journal of epidemiology and community health. 2007
Dec;61(12):1098-102.

[60] Bambra C, Eikemo TA. Welfare state regimes, unemployment and health: a
comparative study of the relationship between unemployment and self-reported health
in 23 E uropean countries. Journal of epidemiology and community health. 2009
Feb;63(2):92-8.

[61] Eikemo TA, Bambra C, Judge K, Ringdal K. Welfare state regimes and
differences in self-perceived health in Europe: a multilevel analysis. Social science &
medicine (1982). 2008 Jun;66(11):2281-95.

[62] Eikemo TA, Huisman M, Bambra C, Kunst AE. Health inequalities according to
educational level in different welfare regimes: a comparison of 23 European countries.
Sociology of health & illness. 2008 May;30(4):565-82.

[63] Kremer M. How Welfare States Care: Culture, Gender and Parenting in Europe.
Amsterdam University Press 2007.

[64] Siaroff A. Work, welfare and gender equality: A new typology. In: Sainsbury D,
ed. Gendering welfare states. London: SAGE Publication 1994:240.

[65] Bussemaker J, van Kersbergen K. Gender and welfare states: some theoretical
reflections. In: Sainsbury D, ed. Gendering welfare states:. London: SAGE Publications
1994:p.8-25.

[66] Craig L, Mullan K. How Mothers and Fathers Share Childcare: A Cross-
National Time-Use Comparison. Am Sociol Rev. 2011;76(6):834-61.

[67] Hook JL. Gender inequality in the welfare state: sex segregation in housework,
1965-2003. AJS; American journal of sociology. 2010 Mar;115(5):1480-523.

[68] Dragano N, Siegrist J, Wahrendorf M. Welfare regimes, labour policies and
unhealthy psychosocial working conditions: a comparative study with 9917 ol der
employees from 12 E uropean countries. Journal of epidemiology and community
health. 2010 Sep;65(9):793-9.

[69] Sekine M, Chandola T, Martikainen P, Marmot M, Kagamimori S.
Socioeconomic inequalities in physical and mental functioning of British, Finnish, and
Japanese civil servants: role of job demand, control, and work hours. Social science &
medicine (1982). 2009 Nov;69(10):1417-25.

[70] Bartley M, Blane D, Montgomery S. Health and the life course: why safety nets
matter. BMJ (Clinical research ed. 1997 Apr 19;314(7088):1194-6.

144



[71] Hasselhorn HM, Tackenberg P, Peter R. Effort-reward imbalance among nurses
in stable countries and in countries in transition. International journal of occupational
and environmental health. 2004 Oct-Dec;10(4):401-8.

[72] Bambra C, Pope D, Swami V, Stanistreet D, Roskam A, Kunst A, et al. Gender,
health inequalities and welfare state regimes: a cross-national study of 13 E uropean
countries. Journal of epidemiology and community health. 2009 Jan;63(1):38-44.

[73] Muntaner C. Invited commentary: social mechanisms, race, and social
epidemiology. American journal of epidemiology. 1999 Jul 15;150(2):121-6; discussion
7-8.

[74] Muntaner C, Benach J, Hadden WC, Gimeno D, Benavides FG. A glossary for
the social epidemiology of work organisation: part 2 Terms from the sociology of work
and organisations. Journal of epidemiology and community health. 2006
Dec;60(12):1010-2.

[75] Krieger N. Discrimination and health. In: Berkman L KI, ed. Social
epidemiology. Oxford: Oxford University Press 2000.

[76] Bosma H, Marmot MG, Hemingway H, Nicholson AC, Brunner E, Stansfeld
SA. Low job control and risk of coronary heart disease in Whitehall II (prospective
cohort) study. BMJ (Clinical research ed. 1997 Feb 22;314(7080):558-65.

[77] Siegrist J, Benach J, McKinght A, Goldblatt P, Muntaner C. Employment
Arrangements, Work Conditions and Health Inequalities: Report on New Evidence on
Health Inequality Reduction, Produced by Task Group 2 for the Strategic Review of
Health Inequalities post 2010. London: Marmot Review; 2009.

[78] Ibrahim S, Smith P, Muntaner C. A multi-group cross-lagged analyses of work
stressors and health using Canadian National sample. Social science & medicine (1982).
2009 Jan;68(1):49-59.

[79] Matthews S, Stansfeld S, Power C. Social support at age 33: the influence of
gender, employment status and social class. Social science & medicine (1982). 1999
Jul;49(1):133-42.

[80] Griffin JM, Fuhrer R, Stansfeld SA, Marmot M. The importance of low control
at work and home on depression and anxiety: do these effects vary by gender and social
class? Social science & medicine (1982). 2002 Mar;54(5):783-98.

[81] MacRae N. Women and work: a ten year retrospective. Work. 2005;24(4):331-9.
[82] Organization for Security and Co-operation in Europe. Glossary on gender-
related terms; 2006 21 August 2013.

[83] Artazcoz L, Escriba-Aguir V, Cortes 1. [Gender, paid work, domestic chores and
health in Spain]. Gaceta sanitaria / SESPA. 2004;18 Suppl 2:24-35.

[84] Zimmermann M. La mujer en el mundo del trabajo desde la perspectiva de la VI
Encuesta Nacional de Condiciones de Trabajo. Informe sobre el estado de la seguridad
y salud laboral en Espafa 2008. Madrid: Ministerio de Trabajo e Inmigracion. Instituto
Nacional de Seguridad e Higiene en el Trabajo 2010:23-37.

[85] Borrell C, Artazcoz L. [Inequalities gender on health: challenges for the future].
Revista espanola de salud publica. 2008 May-Jun;82(3):245-9.

[86] Borrell C, Muntaner C, Benach J, Artazcoz L. Social class and self-reported
health status among men and women: what is the role of work organisation, household
material standards and household labour? Social science & medicine (1982). 2004
May;58(10):1869-87.

[87] Borrell C, Benach J. [Health inequalities in Catalonia (Spain): are they actually
in the political agenda?]. Gaceta sanitaria / SESPA. 2008 Jan-Feb;22(1):80.

145



[88] Borrell C, Rodriguez-Sanz M, Perez G, Garcia-Altes A. [Social inequalities in
health in the Spanish state]. Atencion primaria / Sociedad Espanola de Medicina de
Familia y Comunitaria. 2008 Feb;40(2):59-60.

[89] Artazcoz L, Borrell C, Rohlfs I, Beni C, Moncada A, Benach J. [Housework,
gender and health in the working population]. Gaceta sanitaria / SESPA. 2001 M ar-
Apr;15(2):150-3.

[90] Artazcoz L. [Gender inequalities in health in the public health agenda]. Gaceta
sanitaria / SESPA. 2004;18 Suppl 2:1-2.

[91] Ministerio del Trabajo e Inmigracion, Instituto Nacional de Seguridad e Higiene
en el Trabajo. VI Encuesta Nacional de Condiciones de Trabajo. 2007 [cited 2010
January 23]; Available from: http://www.oect.es/portal/site/Observatorio/

[92] Borrell C, Artazcoz L. [Policies to reduce health inequalities]. Gaceta sanitaria /
SESPA. 2008 Sep-Oct;22(5):465-73.

[93] Fenwick R, Tausig M. The macroeconomic context of job stress. Journal of
health and social behavior. 1994 Sep;35(3):266-82.

[94] Muntaner C, Benach J, Chung H, Edwin NG, Schrecker T. Welfare state, labour
market inequalities and health. In a global context: an integrated framework. SESPAS
report 2010. Gaceta sanitaria / SESPA. 2010 Dec;24 Suppl 1:56-61.

[95] Eikemo TA, Bambra C, Joyce K, Dahl E. Welfare state regimes and income-
related health inequalities: a comparison of 23 European countries. European journal of
public health. 2008 Dec;18(6):593-9.

[96] Borrell C, Muntaner C, Gil-Gonzalez D, Artazcoz L, Rodriguez-Sanz M, Rohlfs
I, et al. Perceived discrimination and health by gender, social class, and country of birth
in a Southern European country. Preventive medicine. 2010 Jan-Feb;50(1-2):86-92.

[97] Artazcoz L, Benach J, Borrell C, Cortes I. Unemployment and mental health:
understanding the interactions among gender, family roles, and social class. American
journal of public health. 2004 Jan;94(1):82-8.

[98] Artazcoz L, Borrell C, Benach J, Cortes I, Rohlfs I. Women, family demands
and health: the importance of employment status and socio-economic position. Social
science & medicine (1982). 2004 Jul;59(2):263-74.

[99] Marmot MG, Bosma H, Hemingway H, Brunner E, Stansfeld S. Contribution of
job control and other risk factors to social variations in coronary heart disease incidence.
Lancet. 1997 Jul 26;350(9073):235-9.

[100] Messing K, Silverstein BA. Gender and occupational health. Scandinavian
journal of work, environment & health. 2009 Mar;35(2):81-3.

[101] Marmot M, Bell R. Challenging health inequalities-implications for the
workplace. Occupational medicine (Oxford, England). 2010 May;60(3):162-4.

[102] Berra S, Elorza-Ricart JM, Estrada MD, Sanchez E. [A tool (corrected) for the
critical appraisal of epidemiological cross-sectional studies]. Gaceta sanitaria / SESPA.
2008 Sep-Oct;22(5):492-7.

[103] Loépez de Argumedo M, Rico R, Andrio E, Reviriego E, Hurtado de Saracho I,
Asua J. Fichas de lectura critica de la literatura cientifica v1.1.0. OSTEABA - Servicio
de Evaluacion de tecnologias sanitarias; Departamento de Sanidad. Gobierno del Pais
Vasco. 2006.

[104] von Elm E, Altman DG, Egger M, Pocock SJ, Gotzsche PC, Vandenbroucke JP.
The Strengthening the Reporting of Observational Studies in Epidemiology (STROBE)
statement: guidelines for reporting observational studies. Journal of clinical
epidemiology. 2008 Apr;61(4):344-9.

146



[105] Canadian International Development Agency. Guide to gender-sensitive
indicators 1997 [ cited 2010J anuary 23]; Available from: http://www.acdi-
cida.gc.ca/inet/images.nsf/vLUImages/Policy/$file/ WID-GUID-E.pdf

[106] Karasek R. Job demands, job decision latitude and mental strain: implications
for job design. Administrative Science Quarterly. 1979;24:285-308.

[107] showJohnson JV, Hall EM. Job strain, work place social support, and
cardiovascular disease: a cross-sectional study of a random sample of the Swedish
working population. American journal of public health. 1988 Oct;78(10):1336-42.

[108] Siegrist J. Adverse health effects of high-effort/low-reward conditions. Journal
of occupational health psychology. 1996 Jan;1(1):27-41.

[109] Karasek RA, Theorell T. Healthy Work: Stress, Productivity, and the
Reconstruction of working life. New York, NY: Basic Books 1990.

[110] Bosma H, Peter R, Siegrist J, Marmot M. Two alternative job stress models and
the risk of coronary heart disease. American journal of public health. 1998 Jan;88(1):68-
74.

[111] Instituto Nacional de Estadistica. Censo de Poblacion y Viviendas. 2001 [cited
2010 October 20]; Available from: http://www.ine.es/cens02001/index.html

[112] Krieger N, Williams DR, Moss NE. Measuring social class in US public health
research: concepts, methodologies, and guidelines. Annual review of public health.
1997;18:341-78.

[113] European Foundation for the Improvement of Living and Working Conditions.
Fourth European Working Condition Survey. 2005 [cited 2010 January 23]; Available
from: http://www.eurofound.europa.eu/surveys/ewcs/2005/index.htm

[114] Eurostat. The European Union labour force survey — Methods and definitions —
2001 2003 [ cited 2011 D ecember 20117]; Available from:
http://epp.eurostat.ec.europa.eu/cache/ITY OFFPUB/KS-BF-03-002/EN/KS-BF-03-
002-EN.PDF

[115] Pfau-effinger B. Culture and Welfare State Policies: reflections on a complex
interrelation. J Soc Policy. 2005;34(1):3-20.

[116] Arter D. Scandinavian politics today. Manchester: Manchester University Press
1999.

[117] Klenner C, Leiber S. Welfare states and gender inequality in Central and Eastern
Europe. Brussels: ETUI 2012.

[118] Bartley M. Measuring Socio-Economic Position.  Health inequality: an
introduction to theories, concepts and methods. Cambridge: Polity Press 2004:pag. 22-
34.

[119] Scott J, Crompton R, Lyonette C. Gender Inequalities in the 21st Century. New
barriers and Continuing Constraints. Cheltenham Glos GL50 2 J A United Kingdom:
Edward Elgar Publishing Limited 2010.

[120] Messing K, Stock SR, Tissot F. Should studies of risk factors for
musculoskeletal disorders be stratified by gender? Lessons from the 1998 Quebec
Health and Social Survey. Scandinavian journal of work, environment & health. 2009
Mar;35(2):96-112.

[121] Campos-Serna J, Ronda-Perez E, Artazcoz L, Moen BE, Benavides FG. Gender
inequalities in occupational health related to the unequal distribution of working and
employment conditions: a systematic review. International journal for equity in health.
2013 Aug 5;12(1):57.

147



[122] Vives A, Amable M, Ferrer M, Moncada S, Llorens C, Muntaner C, et al. The
Employment Precariousness Scale (EPRES): psychometric properties of a new tool for
epidemiological studies among waged and salaried workers. Occupational and
environmental medicine. 2010 Aug;67(8):548-55.

[123] Garcia-Calvente Mdel M, Mateo-Rodriguez I, Eguiguren AP. [The system of
informal caregiving as inequality]. Gaceta sanitaria / SESPA. 2004 M ay;18 Suppl
1:132-9.

[124] Berg JA, Woods NF. Global women's health: a spotlight on caregiving. The
Nursing clinics of North America. 2009 Sep;44(3):375-84.

[125] Instituto Nacional de Estadistica. Encuesta de Poblacion Activa de 2009. 2009
[cited 2010 November 4]; Available from: http://www.ine.es/

[126] Ministerio de Trabajo e Inmigracion. Seguridad Social. Régimen Especial de
Empleados del Hogar. [cited 2010 N ovember 4]; Available from: http://www.seg-
social.es/Internet1/Trabajadores/Afiliacion/RegimenesQuieneslos10548/RegimenEspeci
aldeEm32820/index.htm

[127] Van Gellecum Y, Baxter J, M W. Neoliberalism, gender inequality and the
Australian labour market. J Sociol (Melb). 2008;44:45—63.

[128] Topa Cantisano G, Morales Dominguez JF, Depolo M. Perceived sexual
harassment at work: meta-analysis and structural model of antecedents and
consequences. The Spanish journal of psychology. 2008 May;11(1):207-18.

[129] Artazcoz L, Artieda L, Borrell C, Cortes 1, Benach J, Garcia V. Combining job
and family demands and being healthy: what are the differences between men and
women? European journal of public health. 2004 Mar;14(1):43-8.

[130] Vaananen A, Kevin MV, Ala-Mursula L, Pentti J, Kivimaki M, Vahtera J. The
double burden of and negative spillover between paid and domestic work: associations
with health among men and women. Women Health. 2004;40(3):1-18.

[131] Bergman B, Ahmad F, Stewart DE. Work family balance, stress, and salivary
cortisol in men and women academic physicians. Int J Behav Med. 2008 J an-
Mar;15(1):54-61.

[132] Berntsson L, Lundberg U, Krantz G. Gender differences in work-home interplay
and symptom perception among Swedish white-collar employees. Journal of
epidemiology and community health. 2006 Dec;60(12):1070-6.

[133] Campos-Serna J, Ronda-Perez E, Moen BE, Artazcoz L, Benavides FG. Welfare
state regimes and gender inequalities in the exposure to work-related psychosocial
hazards. International journal of occupational and environmental health. 2013 Jul-
Sep;19(3):179-95.

[134] Rollman GB, Lautenbacher S. Sex differences in musculoskeletal pain. The
Clinical journal of pain. 2001 Mar;17(1):20-4.

[135] de Zwart BC, Frings-Dresen MH, Kilbom A. Gender differences in upper
extremity musculoskeletal complaints in the working population. International archives
of occupational and environmental health. 2001 Jan;74(1):21-30.

[136] Hooftman WE, van Poppel MN, van der Beek AJ, Bongers PM, van Mechelen
W. Gender differences in the relations between work-related physical and psychosocial
risk factors and musculoskeletal complaints. Scandinavian journal of work, environment
& health. 2004 Aug;30(4):261-78.

[137] Navarro V, Muntaner C, Borrell C, Benach J, Quiroga A, Rodriguez-Sanz M, et
al. Politics and health outcomes. Lancet. 2006 Sep 16;368(9540):1033-7.

148



[138] Crespi I. Gender mainstreaming and family policy in Europe: perspectives,
researchers and debates. Macerata: eum edizioni universita di macerata 2007.

[139] Skjeie H, Teigen M. Political Constructions of Gender Equality: Travelling
Towards ... a G ender Balanced Society? NORA - Nordic Journal of Feminist and
Gender Research 2005;13(3).

[140] Kjeldstad R. Gender Policies and Gender Equality. In: Fritzell J, Hvinden B,
Kautto M, Kvist J, Uusitalo H, eds. Nordic Welfare States in the European Context.
London: Routledge 2001:p.55-78.

[141] Showstack-Sassoon A, Borchost A, Siim B. Women and the advanced welfare
state: a new kind of patriarchal power? In: Showstack-Sassoon A, ed. Women and the
State: The Shifting Boundaries of Public and Private London: Routledge 1987:p.128-
57.

[142] Sum B. The Scandinavian Welfare States- Towards Sexual Equality or a New
Kind of Male Domination? Acta Sociol. 1987;30 255-70.

[143] Bambra C. Health inequalities and welfare state regimes: theoretical insights on
a public health 'puzzle’. Journal of epidemiology and community health. 2011
Sep;65(9):740-5.

[144] Mandel H, Semyonov M. Family policy, wage structures, and gender gaps:
sources of earnings inequality in 20 countries

Am Sociol Rev. 2005;70:949-67.

[145] Korpi W, Ferrarini T, Englund S. Egalitarian gender paradise lost? re-examining
gender Inequalities in different types of welfare states. Stockholm: Swedish Institute
for Social Research, Stockholm University 2009.

[146] Rohlfs I, Borrell C, Artazcoz L, Escriba-Aguir V. The incorporation of gender
perspective into Spanish health surveys. Journal of epidemiology and community
health. 2007 Dec;61 Suppl 2:1i20-5.

[147] Yodanis CL. Gender inequality, violence against women, and fear: a cross-
national test of the feminist theory of violence against women. Journal of interpersonal
violence. 2004 Jun;19(6):655-75.

[148] Hutchinson J, Eveline J. Workplace bullying policy in the Australian public
sector: Why has gender been ignored? Australian Journal of Public Health
Administration. 2010;69(1):47-60.

[149] Boeri T, Del Boca D, Pissarides C. Women at work: An Economic Perspective.
Oxford: Oxford University Press 2005.

[150] Krieger N, Smith K, Naishadham D, Hartman C, Barbeau EM. Experiences of
discrimination: validity and reliability of a self-report measure for population health
research on racism and health. Social science & medicine (1982). 2005 Oct;61(7):1576-
96.

[151] Bambra C. The worlds of welfare : illusory and gender-blind ? Social policy and
society. 2004;3(3):201-12.

[152] Aday L, Cornelius L. Designing and conducting health surveys: a
comprehensive guide. 3rd ed. San Francisco: Jossey-Bass 2006.

[153] Frost MH, Reeve BB, Liepa AM, Stauffer JW, Hays RD. What is sufficient
evidence for the reliability and validity of patient-reported outcome measures? Value
Health. 2007 Nov-Dec;10 Suppl 2:S94-S105.

149






9. APPENDIX

151






9. APPENDIX

9. Appendix

9.1 Appendix | Spanish National Working Condition Survey. INSHT, 2007: Worker’s
questionnaire and methodology of the sixth edition

9.2 Appendix Il Definition of the indicators proposed for analyzing gender inequalities
in occupational health from the items of the sixth edition of the Spanish National
Working Condition Survey. INSHT, 2007

9.3 Appendix Il European Working Condition Survey Questionnaire, 2005: Worker’s
questionnaire and methodology of the fourth edition

9.4 Appendix 1V Inclusion and exclusion criteria used in the selection process of
studies
9.5 Appendix V European welfare state regimes classification adapted from Eikemo

and Bambra

9.6 Appendix VI Definition of the work-related psychosocial hazards from the
questionnaire of the fourth edition of the European Working Conditions Survey, 2005
9.7 Appendix VI Other papers published during the PhD program related to the
dissertation

9.8 Appendix VIII Scientific stays abroad during the PhD program

9.9 Appendix IX Scientific meeting and conference attendance during the PhD
program

9.10 Appendix X Other academic merits

9.11 Appendix XI Impact on the media of papers published

9.12 Appendix XII Discussion process maintained with reviewers in paper 1
9.13 Appendix X111 Discussion process maintained with reviewers in paper 2

9.14 Appendix X1V Discussion process maintained with reviewers in paper 3

153



9. Appendix
9.1 Appendix I Spanish National Working Condition Survey. INSHT, 2007: Worker's
questionnaire and methodology of the sixth edition


U65956
Cuadro de texto
9. Appendix
9.1 Appendix I Spanish National Working Condition Survey. INSHT, 2007: Worker's questionnaire and methodology of the sixth edition



9.2 Appendix II Definition of the indicators proposed for analyzing gender inequalities
in occupational health from the items of the sixth edition of the Spanish National
Working Condition Survey. INSHT, 2007


U65956
Cuadro de texto
9.2 Appendix II Definition of the indicators proposed for analyzing gender inequalities in occupational health from the items of the sixth edition of the Spanish National Working Condition Survey. INSHT, 2007



9.3 Appendix Il European Working Condition Survey Questionnaire, 2005: Worker’s

questionnaire and methodology of the fourth edition

193



9.4 Appendix IV Inclusion and exclusion criteria used in the selection process of
studies


U65956
Cuadro de texto
9.4 Appendix IV Inclusion and exclusion criteria used in the selection process of
studies



9.5 Appendix V European welfare state regimes classification adapted from Eikemo
and Bambra


U65956
Cuadro de texto
9.5 Appendix V European welfare state regimes classification adapted from Eikemo and Bambra



9.6 Appendix VI Definition of the work-related psychosocial hazards from the
questionnaire of the fourth edition of the European Working Conditions Survey, 2005


U65956
Cuadro de texto
9.6 Appendix VI Definition of the work-related psychosocial hazards from the questionnaire of the fourth edition of the European Working Conditions Survey, 2005



9.7 Appendix VII Other papers published during the PhD program related to the

dissertation
1. Kjersti Alsaker, Tone Morken, Valborg Baste, Javier Campos-Serna, Bente E

Moen. Sexual assault and other types of violence in intimate partner relationships. Acta

Obstetricia Et Gynecologica Scandinavica. 2011; 91(3):301-7. Impac Factor: 1.77

230


https://www.researchgate.net/researcher/30804374_Kjersti_Alsaker/�
https://www.researchgate.net/researcher/14972619_Tone_Morken/�
https://www.researchgate.net/researcher/38125678_Valborg_Baste/�
https://www.researchgate.net/researcher/38817305_Bente_E_Moen/�
https://www.researchgate.net/researcher/38817305_Bente_E_Moen/�
https://www.researchgate.net/publication/51877383_Sexual_assault_and_other_types_of_violence_in_intimate_partner_relationships?ev=prf_pub�

2. Javier Campos Serna, Elena Ronda Pérez,J. M. Roel, Montserrat Garcia
Gomez, Jeronimo Maqueda Blasco, M* José Lopez Jacob, Lorena Maria Ivorra.

[Occupational health surveillance protocols in Spain: A gender perspective]. Archivos

de prevencion de riesgos laborales. 2009; 12(3):116-123.

231


https://www.researchgate.net/researcher/21954587_Elena_Ronda_Perez/�
https://www.researchgate.net/researcher/2008713081_J_M_Roel/�
https://www.researchgate.net/researcher/2008698016_Montserrat_Garcia_Gomez/�
https://www.researchgate.net/researcher/2008698016_Montserrat_Garcia_Gomez/�
https://www.researchgate.net/researcher/2008616151_Jeronimo_Maqueda_Blasco/�
https://www.researchgate.net/researcher/2008625342_M_Jose_Lopez_Jacob/�
https://www.researchgate.net/researcher/2008696130_Lorena_Maria_Ivorra/�

3. Javier Campos Serna, Antonia Almoddvar Molina, Javier Pinilla, Fernando G.
Benavides. [Methodological recommendations to consider in the design of surveys in
working conditions and health]. Archivos de prevencion de riesgos laborales. 2009;

12(4):195-198

232


https://www.researchgate.net/researcher/2008653787_Antonia_Almodovar_Molina/�
https://www.researchgate.net/researcher/2008660831_Javier_Pinilla/�
https://www.researchgate.net/researcher/44487724_Fernando_G_Benavides/�
https://www.researchgate.net/researcher/44487724_Fernando_G_Benavides/�

4. Fernando G. Benavides, Marta Zimmermann Verdejo, Javier Campos Serna, J.A.
Carmenate, Lino Carmenate, Isidto Bdez, Clotilde Nogareda, Emilia Molinero
Ruiz, Josep M* Losilla, Javier Pinilla. [Basic items to include when designing

occupational risk and health questionnaires]. Archivos de prevencion de riesgos

laborales. 2010; 13(1):13-22.

233


https://www.researchgate.net/researcher/2008661629_Fernando_G_Benavides/�
https://www.researchgate.net/researcher/2008673623_Marta_Zimmermann_Verdejo/�
https://www.researchgate.net/researcher/2008707201_JA_Carmenate/�
https://www.researchgate.net/researcher/2008707201_JA_Carmenate/�
https://www.researchgate.net/researcher/2008637845_Lino_Carmenate/�
https://www.researchgate.net/researcher/2008644385_Isidro_Baez/�
https://www.researchgate.net/researcher/2008716810_Clotilde_Nogareda/�
https://www.researchgate.net/researcher/2008623060_Emilia_Molinero_Ruiz/�
https://www.researchgate.net/researcher/2008623060_Emilia_Molinero_Ruiz/�
https://www.researchgate.net/researcher/2008669953_Josep_M_Losilla/�
https://www.researchgate.net/researcher/2008660831_Javier_Pinilla/�

5. Maria José Itati Ifiguez, Andrés A. Agudelo- Suarez, Javier Campos-
Serna, Cecilia 1. Cornelio, Fernando G. Benavides. Encuestas de condiciones de

trabajo y salud: su utilizacion en la investigacion en salud laboral.. Medicina y

seguridad del trabajo. 2012; 58(228):205-215.

234


https://www.researchgate.net/researcher/2008707084_Maria_Jose_Itati_Iniguez/�
https://www.researchgate.net/researcher/39107624_Andres_A_Agudelo-Suarez/�
https://www.researchgate.net/researcher/2008716899_Cecilia_I_Cornelio/�
https://www.researchgate.net/researcher/44487724_Fernando_G_Benavides/�
https://www.researchgate.net/publication/236845582_Encuestas_de_condiciones_de_trabajo_y_salud_su_utilizacin_en_la_investigacin_en_salud_laboral?ev=prf_pub�
https://www.researchgate.net/publication/236845582_Encuestas_de_condiciones_de_trabajo_y_salud_su_utilizacin_en_la_investigacin_en_salud_laboral?ev=prf_pub�

9.8 Appendix V111 Scientific stays abroad during the PhD program

1. Guest PhD student at the Department of Public Health and Primary Health Care,
research group of Occupational and Environmental Medicine at the University of

Bergen, Norway in the period 01/07 — 30/09 in 2010.

CERTIFICATE

Javier Campos Serna

has in 2010 been working as a guest PhD student at Department of Public Health and
Primary Health Care, research group of Occupational and Environmental Medicine at
The University of Bergen, Norway in the period 1/7 - 3(0/9,

He has been working here with data in his project “Gender inequality on
Occupational Health: working conditions and its impacts in health from a gender
perspective™. He has been writing a Spanish publication on data gathered in the 6™
Edition of the Spanish Nationale Working Conditions Survey, 2007.

He has also been analyzing the data for a publication comparing data from all

EU countries involved in the 4" Edition of the European Working Conditions Survey,
2005. He has been working hard in the period, and most results for this article are
produced.

Campos has been a part of the work environment in the group here, and he has
attended our scientific meetings and seminars. In addition, he has participated

in a course in statisties at our Centre for international health,

He has also presented parts of his work several times during his stay; for the whole
group and for parts of the group.

It has been very intereresting to work with Campos, and we have enjoyed his presence
both scientifically and socially. Our group look forward to future co-operation with
him.

Bergen, 30th September 2010

We 4+ E Neco
Bente E. Moen
Professor
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9.9 Appendix IX Scientific meetings and conferences attendance during the PhD

program

1. Campos-Serna, J. Gender Inequalities in Occupational Health in Spain: defining

indicators through a Systematic literature review. Conference speaker in the Research

Seminar Series placed at the School of Public Health in the University of Texas, EEUU.

April 9, 2010.
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Gender Inequalities in
Occupational Health in Spain:
defining indicators through a
systematic literature review

;B 4
Javier Campos Serna, MD, MPH
Centre d'investigacio en Salut Laboral
Universitat Pompeu Fabra — Barcelona, Spain

Friday, April 9, 2010
12:00-1:00 p.m.
SPH RAS 102B

Lunch will be provided for the first 50 attendees.

Please contact Bruce Banes (713) 500-0462
Bruce. E Banesifuth.ime.edu
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2. Campos-Serna J, Ronda Pérez E, Piedra N, Benavides FG. Desigualdades de género
en salud laboral en Espana. XXVIII Reunioén cientifica de la Sociedad Espafiola de

Epidemiologia. Celebrado en Valencia del 27 al 29 Octubre de 2010.

N. 116

Desigualdades de género en salud laboral en Espaiia

C] Sa Javier Campos-Serna {1,2), Elena Ronda-Parez (1,3), Naney Piedra (4), Fernando G Benavides (1,2)

st (1) CENLrD de InVvestigasion en Salud Laboral (CISAL), Universitat Pompeu Fabra, (2) CIBER Epidemiologia y
o Salud Pilblica, (3) Area de Medicina Preventiva y Salud Piblica, Universidad de Alicante, (4) Universidad de
Caosta Rica, San Jose
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3. Campos-Serna J, Ronda-Pérez E, Artazcoz L, Benavides FG. Gender inequalities in
Occupational Health in Spain. Industrial Relations in Europe Conference, Barcelona,

Spain, 1 — 2 September, 2011. (Conference speaker)

Title: Gender Inequalities in Occupational Health in Spai

Workshop: Workshop 4 - Employment, Gender Equality and Collective Bargaining

Abstract

Introduction

Sexual division of the labour market leads to gender inequalities in employment and working conditions,
in the balancing of work and family life, and work related health problems in the working population. The
aim of this study was to analyze these gender inequalities in a sample of the employed population in
Spain.

Methods

The study population consists of 11,054 workers that participated in the 6th edition of the Spanish
National Working Conditions Survey (NWCS). The sample was obtained by a stratified and clustered
sampling process. The primary sampling units (municipalities) and secondary units (census tracts) were
selected randomly. Tertiary units (employees) were selected following random routes and taken into
account certain shares. These shares were based on the proportion of workers employed in: a) the
different economic activity sectors (agriculture, industry, construction and services); b) the different size
of the companies (1 to 9, 10to 49, 50 to 249, 250 to 499, 500 or more workers); and c) the 17
Autonomous Regions in Spain. Participants were interviewed in their homes between December 2006 and
April 2007 by trained interviewers.

Gender inequalities were analyzed using a set of 25 indicators proposed by the research group. Those
indicators were based on the 76 items of the questionnaire of the NWCS. The indicators were elaborated
in order to obtain information about women'’s status in the workplace in relation to men as a standard of
reference. During this process, the study made use of the Canadian guidelines and recommendations for
the elaboration of gender sensitive indicators as well as a review of the relevant literature and the
experience of the research group. The indicators were distributed in four analytical categories: a)
employment conditions, which contains three; b) working conditions, nine; c) balancing work and family
life, one; and d) work related health problems, twelve.

Multivariate logistic regression models were used to calculate the crude and adjusted odds ratio (aOR)
and confidence intervals of 95% (CI95%), men were taken as the reference group. cOR were adjusted by
age (16-29, 30-39, 40-49,

50-65 and 65 or more years old); level of studies (less than primary, primary, secondary and tertiary);
company's economic activity (agriculture, industry, construction and services) and occupational social
class (blue collar and white collar workers).

Results

More women than men worked without a co ntract (aOR=1.93; CI95%:1.55-2.40), with a temporary
contract (1.31:1.17-1.47), in high-strain jobs and with low social support (1.19:1.05-1.36), and in high-
effort/low-reward conditions (1.12:1.02-1.24). Women also suffered more sexual harassment (1.86:1.12-
3.11) and discrimination (1.66:1.26-2.18) at the workplace; and reported more musculoskeletal problems
(1.33:1.14-1.56). More men than women worked with shift work (0.83:0.75-0.92), high noise levels
(0.64:0.54-0.76), and high physical demands (0.83:0.76-0.91). Men also suffered more violence at the
workplace (0.66:0.56-0.78) and more injuries due to occupational accidents (0.75:0.65-0.87).

Conclusions

Important gender inequalities in employment and working conditions, and work related health problems
exist in Spain. The elimination of these inequalities should be considered a p ublic policy priority in
occupational health.

Key word: Spain, socioeconomic factors, gender identity, occupational health, health surveys.
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4. Campos-Serna J, Ronda-Pérez E, Moen BE, Felt E, Benavides FG. Gender
inequalities in Occupational Health across Europe by Welfare State Regime. 4™
European Public Health Conference, Copenhagen, Denmark, 9 — 12 November, 2011.

(Poster Comunication)

Gender Inequalities in Occupational Health across Europe by Welfare State Regime

C'lsal Javier Campos-Serna {1,2,3), Elena Ronda-Pérez (1 2,3), Bente E Moen (4), Emily Felt (1), Fermando G Benavides (1,2)

1. Center for Barceiona, Spain; 2. CIBER salud
ared Public Health Area, University of Alicante, Atlmz ‘Spain & Fiesearch Group for Occupatienl i
Heaih Care, University of Bergen, Bergen, Norway

Without any funds
Background Material and Methods
= The increase of women's participation in the labour market has

been one of the most important social phenomena of the last
decades.

ctacin swn a

and Primary

=The study population consists of 28,680 workers from 31 European
countries in the IV edition of the European Working Conditions
Survey, 2005. The sample followed a multi-stage, stratified and
clustered design with a “random walk™.

= Sexual division of the labour market leads 1o unequal distribution of

oceupational health hazards among women and men.

= The different roles of countries in the protection and promotion of
economic and social well-being has been shown o influence health
inequalities. Little is kmown about how social welfare sysiems
operate on the umequal distribution of occupational hazards among
women and men.

To analyze gender inequalities related to employrnent and working
conditions across Eurcpe and to explore how they are influenced by
welfare state regimes.

=Nine gender inequality indicators of employment and working
conditions were analyzed by ing diffe men
and wormnen.

=The 31 European countries were grouped into 6 welfare state
regimes: Scandinavian, Continental, Anglo-Saxon, Southemn, Eastern
and Mediterranean following an Eurcfound classification based on the
Esping-Andersen model.

= Multivariate logistic regression models were used to calculaie odds
ratios adjusted by age and level of swdies at 95% confidence
intervals for the 31 European countries. Finally, the adjusted odds
ratio were stratified by the 6 Welfare State Regimes. Men were the
reference group.

Table 1 Gender inequality indicators in employment and working conditions in the sample of the 31 European countries included in the:
European Working Gonditions Survey, 2003 (N=29,580) and grouped by Welfare State Regime

AN Gouniries *

Scandinavian® Centinental® Anglo-sanen® Seuthern® Easem? Mediterranean *
Finiane, Kormay hatnactaras Irsund anc Usisg Spain, Petugal Ral Latvia Lithuania Maka_ Gy and
Surden nd Desmats  Tierman St Vrepcamn “ine Lirese Excania, chigara T
France, Bsigh, ST —
Asatia an Creatia, mungar,.
por S asia, Ramana
arg Caece Fapubic
Employment conditions
Without a contract 1.03 [0.5%4-1.13] 0.86 [0.67-1.23] 0.88 10.66-1.15] 113 [08%1.44] 151 [1.52-2.40] 0.55 [0.70-1.06] 150[1.24-1.82]
Temparary conTac: 1.26 [1.26-147] 1.65 [1.34-204] 1.34 1121501 1.35 [1.88-177] 143 [1.49-227] 1330001271 158 [1.12-224]
Pars-time - parmer — chidren 5.85 [5.29-670] 8.83 [6.18-12.6] 1185 [5.41-14.51] 1568 [1018-24.98] 578 [3.92-853] 1.57 [1.58-2.46] 4,45 [2.98-5.56]
Shitwork 142 [1.85-119] 1.27 [1.08-1.49] 1.01 |0.88-1.17] 095 [0.74-1.24] 0.9 277109 1.20 [1.90-1.32) 0.850.64-1.12]
Working conditions.
High nose 046 [0.43-043) 0,53 [0.50-0.69] OUIS0.31-001) 03T [0.28-045] .40 [0.34-0.47] 10.50 [0.45-0.55] 054 [0.42-0.69]
High ' erkgad 0.91 [0.87-096) 1.54 [1.35-176] 10.95 |0.86-1.05] 068 [0.55-01] et [OLT0-0.93] 0.82 [0.76-0.90] 0TS [0.62-081]
High demands — low corTed 1.32 [1.26-139) 211 [1.63-2.43] 1.00 |9.93-1.17] 1.28 [1.05-150] T2 10.87-1.28] 1.40[1.29-153) 155 [1.28-1.487]
on de mands — oW cened - 1.28 [1.20-136] 1.97 [1.68-2:29] 1.02 [0.90-1.151 1I0@IE  DSETEIE 126141 123101185
High etfort — low reward 1.03 [0.52-1.08] 1.28 [1.11-1.49] 1.00 10.98-1.22] 081 [053-1.08] 042 [0.71-084] 141 1.02-122) 0.9010.74-1.0%]

Higher prapartion o wemen than men
Highar prapartion ot mer than wemen

Acusted Dods Fatios by age and level of scucation &t ks 957% confident iffervals being man the reference groas.

= Significant gender inequalities in employment and working conditions exist in Europe.

=Southern and Mediterranean Welfare State Regimes, with the weakest systems of promotion of social equality and with redistributive
social security systems, are characterized by a greater proportion of women working without a contract than men.

=While a more comprehensive analysis of the data is needed, Welfare State Regime seems to have a slight influence on gender inequalities

in employment and working conditions in Europe.
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9.10 Appendix X Other academic merits

1. Co-advisor shared with Fernando G Benavides of the Final Students Master work of
the Master degree in Occupational Health at the Universitat Pompeu Fabra (Barcelona),
of the student Pamela Merino, entitled: [Gender inequalities in occupational health of
the working population at the services sector in Spain]. It is digitally available at:

http://repositori.upf.edu/handle/10230/19835

up f Universitatb - -
.| Pompeu Fabra
Losipey REPOSITORIO DIGITAL DE LA UPF REPOSltOI'l

teb BibTIC Catald | English Ayuda Identificarse

Inicio =+ Treballs d'estudiants + Ciéncies Experimentals i de la Salut + Master en Salut Labaral, Treballs de fi de méaster + Ver documenta

[ ]

Ir

Para citar o enlazar este documento: http:/fhdl handle.net/10220/19835
[#cimcia €3 RefWorks

®Todo el e-Repositari

O Esta coleccion

Busgueda avanzada

Todo el e-Repositori . " . o
o Comunidades y colectiones Objetivos: Identificar las desigualdades de genero en las condiciones de empleo, en la

erposicion a factores de riesgo psicosocial ¥y en los dafios a la salud en los trabajadores

Titulo:

Autor:  Merino Salazar, Pamela

= Por fecha de publicacicn Resumen: " N _ ! , -
. asalariados del sector servicios, y examinar si los patrones son diferentes segun la categoria
o Titulos ocupacional,

@ Materias Directors: Fernando G, Benavides, Lucia Artazcoz

Esta coleccidn Descripcién:

N Tutors UPF: Fernando G. Benavides, Javier Campos-Serna
o Por fecha de publicacidn

o Autares Tipo de . . L. .
o Titulos e A Trabajos de investigacidn/Fin de master
o Materias

Fecha: 2012
Derechos:  © Tots els drets reservats

Identificarse

Consultad el texto completo

¢Qué es el e-Repositori ? Ficheras Tarnafio Formato Iista
Merino_2012 pdf 337.1kb applicationfpdf Wistafabrir

RRAYEG=mY

Mostrar el registro completo del documento
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9.11 Appendix XI Impact on the media of papers published

1. Las mujeres sufren mas precariedad, acoso y discriminacion en el trabajo. Paper 2.
Source: Servicio de Informacion y Noticias Cientificas (SINC) de la Fundacion
Espafiola de Ciencia y Tecnologia (FECYT), 2010. Available from:
http://www.agenciasinc.es/Noticias/Las-mujeres-sufren-mas-precariedad-acoso-y-
discriminacion-en-el-trabajo

Quiénes somos? | FAQ | @) Lisencia | Contscto | Maps del sitio IHICIAR SESION | REGISTRATE

[ ]
SINC e BB

SERVICIO DE INFORMACION ¥ NOTICIAS CIENTIFICAS miércoles, 25 de septismbre de 2043

Espafiol Endlish

PORTADS  CENCILS MATURALES  TECHNOLOGIRS 2 MATEMATICAS, FISICA ¥ QUIMICA  HUMANDADES = CIENCIAS SOCIALES  POLITICA CIENTIFICA | INMGYACION

NOTICIAS REPORTAJES EMTREWISTAS RAULTIVEDIA LGENDE ESPECIALES CPINIGN ULLERTAS  EMBARZ0S  INVESTIGADORES

Busgueds avanzadsa
BIOMEDICINA Y SALUD: Salud publica

LO ULTIMO

Las mujeres sufren mas precariedad, acosoy

- - - - r - N
discriminacion en el trabajo e mortaldad o renoe
de mortalidad
Un estudio europen ha analizado la relacidn
entre el consumo de frutes y verduras v el
(= nl. & Rt Fluegus 42 (W Tweet |33 vizso de mortalidad sobre 451 151
individuos durante més de 13 afios. Este
Espaiia sufre importantes desigualdades de género en salud laboral, a juzgar por la dltima Encuesta Nacional de }moaéoa'mzl;iuglfa;?ffggglggg’;a’gfﬁsn"
Condiciones de Trabajo. Un articulo publicado en la revista Gaceta Sanitaria revela que las mujeres estin mas  conojys que camer estos almentos redu...
expuestas a riesqgos psicosociales, al acoso sexual y a la discriminacién, mientras que los hombres se enfrentan a
mayores niveles de ruido, altas exigencias fisicas y a mas lesiones por accidentes de trabajo.
Un nuevo test detecta 170
Gaceta Sanitaria | 19 julio 2012 10:51 FOTOGRAFIAS mutaciones recurrentes en
poblacién europea

Investigadores del Centro de Investigacion en Salud Laboral de La empress GenoClinics ha desarrollado un

la Universidad Pompeu Fabra han analizado las respuestas de
los més de 11.000 trabajadores v trabajadoras  que
participaron en la ditima Encuesta Macional de Condiciones de
Trabajo

El estudio, publicado en la revista Gaceta Sanitara, afima
gue |a precariedad laboral es més profunda entre las mujeres.
La probabilidad de trabajar sin contrato s practicaments el
doble gque la de sus compafieros masculings (5 6% frente al
3,1%), sobre todo en los trabajos manoales, donde la
probabilidad es 2,32 veces superior

La temporalidad también es mayor en las trabajadoras (28%
frante al 27 2%), pero en esta ocasidn los contratos
ternporales son mas  habituales en las ocupacionss no
rmanuales, donde el riesgo es 1,34 veces superior. Entre los
hornbres, en cambio, es mas frecuente el trabajo a turmos
(24% frente al 21 5%)

La mujer también tiene

mas posibilidades de enfrentarse a riesgos psicosociales y discriminacidn en el trabajo.
La mujer también tiene  Realizar un alto esfuerzo y recibir a cambio una baja recompensa es mas habitual entre
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test genético para |a deteccion de
mutaciones recurrentes en personas de
origen caucasico y azcendencia europea. La
prusha analiza el ADM de los futuros padres
v determina si la persona es portadora de
alguna de kas 170 mutaciones més comunes
&n la poblac.

Mis de 300 ciudades europeas
celebran la Hoche de los
Investigadores

Este viernes se celebra la Moche de los
Investigadores en toda Europa. Un everto
que se realizard simuténeamente en més de
300 ciudades de 33 palses con el okbjetiva de
promover |a investigacion coma carrera
profesional, Los asistentes podrén participar
en experimentos, en espectaculos
cientifico...
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primera vez en Espaiia
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2. Las desigualdades de género calan hondo e n la salud laboral. Paper 2. S ource:
Ramiro Navarro, Diario de Sevilla, 26/04/2012. Available from:
http://www.diariodesevilla.es/article/salud/1242977/1as/desigualdades/genero/calan/hon
do/la/salud/laboral.html#

Las desigualdades de género calan hondo en la salud |aboral

Midreoles, 5 de septiembre de 2013 I GALERIAS GRAFICAS " CAMNALES " BLDGS " PARTICISACION " HE

diariodesevilla.cs SALUD

POATADA SEVILLA FROVINCIA ANDALUCTA DEPORTES ACTUALIDAD TECHOLOGIA  CULTURA <o

saLup  BCoNoMiA Y POLITICA  INVESTIGACION  ENFERMEDADES — FARMACIA  EXPERTOS

Diatio de Sevilla. Rotidas de Seville v s Frovingis Zalud Salud Les dasigualdades de génere calan hondo

TRABAID

Las desigualdades de género calan hondo en
la salud laboral

El aumento de la tasa de actividad femenina esconde una importante brecha que
hace gue las mujeres estén sometidas a mads rfesgos v en peares candiclanes

RAMIRD MAVARRO | ACTUALIZADO 26.04.2013 - 10:36
(=Y -
s T A KA

Me gusts <, 2 Twittaar < 4 £ COMPARTIR

@ comentarios 1 votw

50 bien Espana @s uno de los 27 estados o dbros de la
Unidn Eurapea donds mas ha aumentado la tasa de
adtividad femaning entre 2005 y 2010 (5,5%), tambi&n a5
uno de los dnee &n que mayor es la distancia que la
supara de la tasa de actividad masculing {16,1%]) Las
estad as indican gue existen desigualdades en
mujeres ¥ hombres en cuanto a las condicianes

contractuales, sociales, de trabajo y de tareas
domastichs, Todas esas difers: s dibujan una brocha
que se traduce tamblén en la aalud, Las mujeres astin
expuestas con mas frecuenca que los hombres a resgoes
ciales (mds presidn, mas estris, peorss
ionas, contfatos mds procatios, md culbade s para majorar), micnkras quo los hembros
lo estan & desgos fiskeos v sufren mds lesiones por accidentes de trahajn

Anora, un estudio realizade por el Centrn de Investigacian on Salud Laboral de la Universidad

Pompay Fabra de Barcelena v ol Centro de Investigaddn Biomddica an Red de Epidemiclogia v

Halud Poblica (Cherecp), ha quendo ahondar en eezs decigualdadas, Ssa0n recogen los autoras SUP
del estudio, publicade an Gaceta Sanitaris, "existen importantes desiqualdades de género an las

iones de amplee, trabajo y en los problemas de salud relacionades con ol trabajo, gque se

van influenciadas por la clase social y aciorde actividad, y gque sena necesaric tapar en ]
coneidaracion en 135 politicas poblicas de s2led laboral”, &1z horz de de
diferengias qus consolidan esta desigualdad los invastigadores hallaron que mas mujeras qus
hombros Urabajaban sin centrato con alio esfuerze o baja rmosmpenss ¥ con basas mads altas de
W0 Sexlal, o minacidn y mds delores osteomusculares, Mas hombres que m
con altos niveles de ruide, y suffiendo mas lesiones por accidentes de

ibir las princpzles

trabajo, Las trabajadoras no manuales presentan mas tasas de temperalidad, estdan expuestas
& mas resges picosodales ¥ sufren mayor discriminaciin v enfermedades orofesicnales. Por
c Iestudia mostrd qua an el dola industria lae desmualdades de gdners fueron mas
das, Haeta ahora astas dferencas entre hombres v mujeres adn no se hahain analzado

5 "

una muestra reprezentative de teda lz poblacidn ccupada espafiola. Poreso, la Encuesta
Wacional de Condigones de Trabajo, gue reans dates de mads de 11.000 personas, ha supussto
una buena hermamienta para poder profundizar 2n el analisls

El estudio anima a terier en consideracion estas desigualdades en el procesa de elaboracian de
peliticas plblicas en materia de prevencion y promo
recomiandan que las futuras encuastas de condiclones

noae la salud laboral Asimisma,
s dal trabaje modifiquan sus cuastionaros

para analizar meicr este fenomena,
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3. Scandinavian women in management positions face most psychosocial risk at work.
Paper 3. Source: Servicio de Informacion y Noticias Cientificas (SINC) de la Fundacién
Espanola de Ciencia y Tecnologia (FECYT), 2013. Available from:
http://www.agenciasinc.es/en/News/Scandinavian-women-in-management-positions-
face-most-psychosocial-risks-at-work
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A new study lyses the inequality | European men and women in their exposure to psychosocial risk factors

at work. Scandinavian women experience the worst conditions, whilst Anglo-Saxon men experience the hest.
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A newe studdy analyses the ineguality

Researchers at Pompeu Fabra University have studied how
European gender inequalities in exposure to psychosocial risk
factors at work wary according to the state of welfare and
socio-occupational class

"Our initial hypothesis was that the rore developed social
protection policies and the labour rarket were — as is the
case in Scandinavian countries — the lower associated gender
inequality would be " Javier Carnpos, lead author of the waork,
tells SINC.

The scientists also expectad the inequality to be mare marked
in lower socio-occupational classes with fewer socioeconomic
resources, for example, armong manual workers

However, the conclusions, published in the ‘International
Journal  of Occupational  and  Environmental  Health',  are
completely  the opposite.  In Scandinavia, executive or
professional women showed the highest prevalence in the
three types of psychosocial risk

41.0% of these wormen felt exposed to high work demands

with very little contral over thern. 34.7% believed they were subjected to high dermands without the support of their colleagues.
26.5% thought they invested considerable emational effort in their job commitrent, but received insufficient reward: a low salary ar

fre nrnsnercts for nrnnress
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betyween European men and women in their
exposure to paychosocial risk factors at
weork. Scandinavian women experience the
weorst condtions, whilst Anglo-Saxon men
experience the best.
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& reviewy in the journal 'Sports

Medicine' concludes that our ancestors”
litestyle would help modern athletes to adspt
better to training and improve their
performance
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of Events
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1933 Physicist Leo Szilard gets the nuclear
age roling, =0 to speak, by conceiving the
ides of & nuclear chain reaction whils
standing at & red light Szilard, 8 native of
Budapest and a soldier in the Austro-
Hungarian army during World War || left
Hunnare for Germany tn esrane the nnstoear



4. In Scandinavia, High-Level Women Experience More Stress at Work. Paper 3.

Source: Elisabeth Pain, Science Careeers, 25/09/2013. Available from:

http://sciencecareers.sciencemag.org/career magazine/previous_issues/articles/2013 09

_25/caredit.al300208
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T In Scandinavia, High-Level Women

.......................... Experience More Stress at Work

=) Print Article By Elisabeth Pain
-------------------------- September 25,2013

13 BooKrARK o 40 £ The Scandinavian countries are often held up as
T the most progressive countries in Europe for
wiorkplace gender equality. But a new study

suggests that those countries rate worse than the

Almost universally, the highest occupational
closs was most exposed to hazards, but this

rest of Europe when it comes o workplace siress e}j‘ect was mrge‘gt in Seandinovia.

among professional women.

The study, which was publishedearlisr this monith in the intermational dourna! of Oocupationa! and Environmeanta)
Hedlth, compared gender inequality acnoss Eunpe 25 messured by perceied exposure o “work-related
psychosocial hazards." ltconsiderad three common "hazards": high job gemands and litle job control; the same
high job demands and little job control plus & lack of social support; and high effort and low revward.

The study, which was basedan data from the Eourth European Warking Conditions Survey carriedout in 2005,
analyzedthe responses of mone than 12 400 women and 15,000 men in 28 countries across Europe. Those
countries were divided into five categories (Scandinavian, Anglo-Saxon, Continental, Southern, andEastern); the
categories reflected not just geography but also work protection policies and traditional gender roles. Respondents
weme alzo sofed into three occupational claszses: managers, professionals, and technicians, senvice and retail
employees; and manual workers. Workplace exposune o peychosocial hazards was com pared acmss gender,

geocultural region, and occupationsl class.

The reseanchers, who ane based in Spain and Sweden, expected 0 find that strong national policies for
employment and social protection cormelated with 10w perceived expasure to genoer-elated psychosocial hazarnds,
wiites first author Javier Campos-Serna of the Center for Research in Occupational Health atthe Pompeu Fabra
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