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General introduction 
Men and women at work facing 
occupational hazards: issues of health 
and social justice  
Christelle Casse, lecturer on ergonomics, University of Lyon 
Marianne De Troyer, ergonomist 
 
 
General presentation of the topic 
 
In Spain, in 1994, some women working in a microbiology lab in a Barcelona 
hospital found themselves treated as ‘nervous’ and ‘hypersensitive’, even 
‘hysterical’ when they complained to their departmental head of ‘feeling 
irritation in their eyes, noses and throats, as well as an irritable cough’ 
following a ‘disinfestation’ treatment at their workplace. The inquiry conducted 
following this incident by the Spanish trade union federation Confederación 
sindical de comisiones obreras (CCOO) [Workers’ Commissions] and doctors 
from the Spanish National Centre for Safety and Hygiene in the Workplace 
found that these women were in fact poisoned by some highly toxic products. 
As a consequence of this poisoning seven women were recognised as affected 
by occupational disability, two of them severely. This case illustrates the lack 
of credibility accorded to women when they make complaints related to their 
working conditions and the real difficulties they face in obtaining recognition 
for damage to their health in the course of their work. Such difficulties are 
clearly reflected in the substantially lower level of recognition accorded to 
women than to men in all European countries.  

In Europe, despite the existence of laws on equal treatment that mainly 
concern wages and non-discrimination between individuals, the gender 
division of labour is ubiquitous: men and women do not pursue the same 
occupations and, when they are in similar jobs, their work activities, work 
experiences, chances of professional advancement and remuneration are not 
the same. One justification put forward for collective inequalities observed 
between men and women in the workplace is the stereotype according to which 
women are generally assigned to less dangerous and less arduous tasks. 
Policies on health at work and prevention practices, too, continue to be based 
on a gender-neutral model of ‘workers’, with the implication that these are male 
workers. That is why it makes sense to analyse the obstacles and resistance to 
taking the gender dimension into account in the context of health in the 
workplace, to produce data and studies to enrich our knowledge of the 
differences between men’s and women’s working conditions and their impact 
on their health and to come up with interesting examples and alternatives. 
These are the goals of the present study.  

It is essential to bring home to those involved in prevention (workers’ health 
and safety representatives at work, researchers, prevention officers, labour 



inspectors and so on) what analysis differentiated by gender can offer when it 
comes to understanding and developing working conditions and health in the 
workplace. Such analysis can highlight and help eliminate mechanisms of 
injustice afflicting both men and women. It can serve as a basis on which to 
encourage exchange and debates between all those involved in prevention on 
these issues and facilitate the diffusion of knowledge to all concerned. It can 
also open up new perspectives for study that articulate equal treatment 
between men and women in the labour market and the issues involved in 
improving working conditions and health at work.  
 
 

What has been done so far and what led to this 
publication 
 
For around thirty years now a succession of international conferences 
(Barcelona in 1996, Rio de Janeiro in 1999, Stockholm in 2002, New Delhi in 
2005 and Zacatecas, Mexico in 2009 among others) have fostered exchanges 
of knowledge and experience concerning the gender dimension in work and 
its impact on health, furnishing instruments for understanding and 
transforming women’s work. The main concern of these conferences is to 
develop cooperation between the academic world, the trade unions and 
women’s movements. In parallel or more recently other initiatives have also 
been developed at European and national level. Consequently, the European 
Agency for Safety and Health at Work (EU-OSHA)1 has published a number of 
studies on gender issues related to health at work. The group ‘Genre-Activité-
Santé’ (GAS)2 [Gender-Activity-Health], bringing together specialists in 
ergonomics and health at work from different European universities and trade 
union institutes (from Belgium, France, Italy, Portugal and Switzerland) has 
also been conducting studies and organising events on this topic for a number 
of years. 

The European Trade Union Confederation (ETUC) is also increasingly taking 
an interest in the gender dimension of working conditions and the differential 
treatment of men and women in the labour market and in enterprises. The 
European Trade Union Institute (ETUI) has a long history of involvement in 
these initiatives and research and has published numerous books, reports and 
articles on the issue3 and organised related events.4 For example, in January 

1. https://osha.europa.eu/fr/themes/women-and-health-work
2. The group ‘Genre-Activité-Santé’ [Gender-Activity-Health] (GAS) is part of the technical 

committee ‘Gender and Work’ of the International Ergonomics Association (IEA).
3. Messing K. (1999) Integrating gender in ergonomic analysis, Brussels, ETUI; Vogel L. 

(2003) The gender workplace health gap in Europe, Brussels, ETUI; Vendramin P. and 
Valenduc G., A gender perspective on older workers’ employment and working conditions, 
Working Paper 2014.03, Brussels, ETUI; etc. HesaMag, the ETUI’s biannual periodical 
devoted to health and safety, regularly addresses this topic and issue 12 of 2015 devoted a 
special segment to it ‘Women at work: in search of recognition’. These publications are 
freely available on the ETUI website (www.etui.org) under the heading ‘Publications’. 

4. These events and the contents of most of the contributions are freely available on the ETUI 
website (www.etui.org) under the heading ‘Past events’.
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2012 it organised, in collaboration with the Belgian Institute for Gender 
Equality, a daylong workshop entitled ‘Gender inequality and occupational 
illnesses’. This was followed by two seminars in 2014 and 2017. The first was 
aimed at disseminating knowledge and research generated by investigation of 
the gender dimension in conjunction with health at work, namely the sexual 
division of labour, policies on health at work and prevention practices in the 
enterprise. The second, in 2017, was held in Brussels and probed the question 
of gender in conjunction with specific occupational risks (such as cancer and 
musculoskeletal disorders) and the ways in which workers are able to ‘take 
ownership’ of – or not – their return to work or their occupational reintegration 
in the event of contracting an occupational illness. The 2015 conference entitled 
‘Women, health and work: sharing knowledge and experiences in order to 
improve women’s working conditions and strengthen equality’ completed the 
project. It forms the basis of the present volume.  

At the level of the member states France has developed, through its Agence 
nationale pour l’amélioration des conditions de Travail (National Agency for 
the Improvement of Working Conditions or ANACT), a method of risk 
evaluation that allows its staff, in the course of their visits to companies, to 
conduct risk evaluations that take into account the gender dimension of health 
at work. The trade unions, too, have not been idle on this topic. In Spain, the 
Confederación sindical de comisiones obreras (CCOO) developed a risk 
evaluation method several years ago for its prevention representatives that 
enables them to take gender into account. The same applies to the UK Trades 
Union Congress (TUC). And these examples are far from exhaustive.  
 
 

Why is it relevant and necessary to continue to work 
on this issue? 
 
While the studies and activities instigated by researchers, trade unions and 
institutions at national or European level have developed, as things stand they 
are still insufficient to fundamentally transform the policies on workplace 
health, recognition and compensation of national agencies dealing with 
accidents at work and occupational illnesses so that they take the gender 
dimension into account. At present, although knowledge on the subject has 
advanced, gender discrimination remains firmly entrenched in existing 
systems for reporting and recognising occupational illnesses.  

Nevertheless, as regards enterprise inspections aimed at improving working 
conditions, experience shows that taking gender into account transforms the 
aims and meaning of the process and even affects how it is carried out. Looking 
through a gender lens makes it possible to shift focus and put the emphasis on 
important underlying issues, previously scarcely visible, concerning work 
organisation (diversity, adaptability), working time (schedules, accrual), 
reconciliation of work and private life, onerous work and occupational risk 
(pace of work, stress, violence, differential chemical exposure and so on), skills 
and professional development (recognition of experience, career paths and/or 
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professional mobility). This therefore opens up possibilities for improving 
working conditions and living standards for all, men and women.  

Despite the undeniable potential, however, retrospective evaluations of certain 
interventions carried out in this area also show, unfortunately, unintended and 
counterproductive consequences. One example is a retrospective evaluation of 
the results of action taken in Québec concerning the working conditions and 
health of hospital cleaners. This brought to light unequal treatment between 
men and women as regards working conditions, wages and health impact to 
the detriment of women. The response was to attempt to eliminate inequalities 
by streamlining the job designation, work content and wages of men and 
women. Unfortunately, one unintended consequence of this was to exclude 
women from the job: the changes in designation and wages had the effect, by 
virtue of mechanisms the researchers had not anticipated, of discouraging 
women from applying. This example is one indication of the difficulties 
involved in controlling the consequences of interventions in this domain and 
of counteracting mechanisms of inequality in societies structured on the basis 
of gender differences, in terms of both practice and perceptions.  

We nevertheless remain convinced that introducing the dimension of ‘women-
health-work’ helps to enrich the approaches and procedures of all actors 
involved in prevention at work, whether at macro or micro level, as well as the 
approach of trade union organisations to issues of equality and health at work 
for the sake of general and lasting improvements in working conditions for all, 
both men and women.  

 
Contents of the present volume  
 
In this book we examine what the gender dimension means in terms of 
workplace epidemiological and health data, ergonomic interventions in 
enterprises or the actions of prevention personnel. Thus in recent years labour 
inspectorates have contributed to working out inspection methods, guidelines 
and interventions focused on promoting both equality of access for men and 
women to all jobs and an effective level of protection of their health and safety. 
Undoubtedly this action supports the activities of workers’ representatives and 
other actors involved in prevention.  

The idea for this book came in the wake of the 2015 conference organised by 
ETUI on the topic ‘Women, health and work – sharing knowledge and 
experience to enhance women’s working conditions and gender equality’. To 
implement this project we invited contributors from a range of backgrounds, 
researchers, representatives of institutions or trade unions – some of whom 
had participated in the 2015 conference – with the aim of synthesising the 
results of studies and experiences gained in various sectors and countries in 
the hope of advancing knowledge in this area. Although we were able to 
mobilise authors and ETUI teams to participate in this project, work, 
unfortunately, had to be interrupted until 2019. But given the quality and 
originality of the contributions we decided nevertheless to carry the project 



through to publication. We have updated it where possible and insofar as it 
made sense, in keeping with the substance of the chapters. We would like to 
thank the contributors for their commitment and their patience.  

The book comprises three complementary parts. Part 1 focuses on differences 
between the working conditions of women and of men. Colette Fagan and 
Helen Norman draw on the results of the European Survey on Working 
Conditions in order to provide a detailed picture of the connections between 
gender, working conditions and health in Europe. They demonstrate that 
women and men are exposed to different kinds of occupational risk and that 
work has a more harmful effect on women’s health than on that of men, 
stemming from a combination of situational factors.  

Lucía Artazcoz sheds light on the inequalities in the distribution of working 
time between the genders in Europe, in particular men’s long paid working 
days and weeks in contrast to women’s double working days, divided between 
paid work, and domestic and care work. She stresses the structural influence 
of employment, social and family policies in different countries on observed 
inequalities.  

The following – shorter – chapters provide specific insights into particular 
sectors or occupations. Sandrine Caroly, Melissa Bohórquez and Aurélie 
Fortune are specifically interested in the sexual division of labour in the 
agricultural sector in France, analysing the functioning of a family farm and 
suggesting hypotheses concerning the differentiated exposure to risk of 
musculo-skeletal disorders. Dominique Cau-Bareille and Catherine Teiger 
present the results of a study on part-time working among secondary school 
teachers in France and on the forms of discrimination it can give rise to, 
especially for women. María del Mar Maira Vidal and Linda Clarke, analysing, 
respectively, the situation of female mechanics in Spain and that of women in 
Europe’s construction sector, each address the varieties of discrimination 
affecting women who choose occupations largely performed by men. They 
examine – one at local level and the other at European level – the obstacles to 
their integration, the difficulties they encounter, especially in terms of 
harassment, and the means of overcoming them. Finally, Katharina von 
Rymon Lipinski, Patrick Sérafin and André Klußmann conclude this part by 
sharing the results of a study carried out in the agricultural machinery sector 
in Germany, with a view to taking account of gender-related differences, as 
well as real working conditions in defining work requirements with regard to 
operating force in national and European regulations.  

Part 2 focuses on the health impacts of differences in working conditions for 
women and for men and on bringing them to light. Gérard Valenduc and 
Patricia Vendramin introduce this part with their presentation of the results 
of a study based on the European Working Conditions Survey, which analyses 
older people’s conditions of employment, work and health through the prism 
of gender. Katherine Lippel provides a reflective and qualified analysis of the 
history and development of the recognition of women’s occupational health 
problems in Canada. In the same vein, Paul Bouffartigue and Jacques 
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Bouteiller offer a critical analysis of the statistical approaches utilised in France 
to study exposure to psychosocial risks and occupational mental health 
problems. They show women’s overexposure to psychosocial risks, whatever 
their occupation, and its more substantial impact on their health. The last two 
chapters look more specifically at musculo-skeletal disorders, which 
particularly affect women in all European countries, although they are 
underrepresented in national institutional mechanisms regarding recognition 
and compensation. Silvana Salerno highlights in particular inequalities with 
regard to the declaration, recognition and care of musculo-skeletal disorders 
suffered by women in Italy and especially immigrant women employed in 
personal assistance and care work. In relation to the industrial sector Elise 
Galioot sheds light on similar situations in which musculo-skeletal disorders 
tend to remain hidden in relation to female workers in the agrifood sector in 
France.  

Part 3 addresses the forms of intervention and policies needed to curb gender 
inequalities at work and reduce their harmful impact on health. Florence 
Chappert analyses the experiences of the network of the national and regional 
agencies for the improvement of working conditions (Anact-Aract) in France, 
which has developed and distributed a method for intervening in enterprises 
that makes use of gender-based data to improve workers’ organisation and 
working conditions. Margaret M. Keith, James T. Brophy and Michael Hurley 
analyse the evolution of violence against health workers, most of them women, 
in Canada, and consider means of tackling and stemming this disturbing 
phenomenon affecting carers, which gives rise to psychosocial risks. The same 
authors then examine problems involved in screening and recognising breast 
cancer of work-related origin and analyse what would be involved in awareness 
raising and social mobilisation on a global scale. Dimitra Penedis, drawing on 
the Belgian case, alerts us to the toxic risks to which female hairdressers are 
exposed and the difficulties of raising awareness of the occupational illnesses 
associated with them in the relevant regulations.  

By way of a conclusion Karen Messing returns to the emergence and 
development of studies on occupational health through a gender prism since 
the end of the twentieth century and reminds us of both the progress that has 
been made and also the distance that remains to be covered in order to bring 
to light women’s sufferings in the workplace and to tackle their causes. Recent 
studies have increasingly revealed male/female segregation, not only in 
occupations, but also in terms of tasks, exposure and the ways in which 
exposure impacts on health and are likely to continue to impact it over time. 
She underlines that taking women’s distinctive biology into account and 
analysing their needs as key issues for improving prevention can open up 
crucial scientific perspectives and important policies for the health of both 
women and men.  

The book does not address certain issues, such as the training of people 
involved in health at work and trade union activists in relation to the gender 
dimension. It has to be said that the training of European-level union activists 
in the gender dimension is, at present, scarcely a priority. There are exceptions, 
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such as CCOO and TUC, which have undertaken progressive initiatives in this 
area. Nevertheless, if the struggles of trade union organisations are to improve 
working and living conditions, social progress and full citizenship, including 
gender issues in an integrated perspective represent a challenge and ambition 
of considerable urgency.

General introduction
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Part 1 
Different working conditions for women 
and for men





Gender, working conditions and health: 
headlines from the European Working 
Conditions Survey 
Colette Fagan* and Helen Norman** 
* Professor, Deputy Dean (and Associate Dean for Research), Faculty of Humanities, 
University of Manchester 
** Research Associate and Assistant to Professor Colette Fagan, School of Social Sciences, 
University of Manchester 

 

Introduction 
 

Gender differences in employment and working conditions affect health 
outcomes through four related circumstances:  

— Employment segregation - women and men work in different jobs, and 
job quality impacts on health and well-being; 

— Working time - men spend more time in employment over the working 
week and working lifetime, and working-time quality impacts on health 
and on the fit between employment, family life and other activities (work–
life balance); 

— The household division of domestic labour - women have the more 
onerous ‘second shift’ of housework and care work in addition to their 
employment, and hence the total work time of an employed woman often 
exceeds that of an employed man; 

— Sexism, sexual harassment and discrimination – women are more 
exposed to this environment, which impacts negatively on health and 
well-being.  

 
We illustrate the gender differences in working conditions and the impact on 
health, well-being and work–life balance using the Eurofound’s European 
Working Conditions Survey (Eurofound 2012, 2013, 2015, 2017; see also 
Burchell et al. 2007; Fagan and Burchell 2002). We provide an overview of the 
occupational and sector differences in the types of jobs that men and women 
do, as well as gender differences in working time, before turning to examine 
occupational and gender differences in exposure to a range of hazardous 
working conditions. The health and well-being outcomes from these working 
conditions are then compared, and gender differences identified and discussed. 

 
Gender gaps in employment and working conditions 
 
There are gender gaps in employment and working conditions across the 
European Union (Table 1). Women have a lower employment rate than men 
in both 2010 and 2015. When women are employed, they are less likely than 
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men to be self-employed but more likely to be employed part-time or to have 
a fixed term or temporary contract. A similar proportion of employed women 
and men have had more than one job.  

Occupational segregation is a persistent feature of European labour markets 
(Table 2) and has an effect on job quality, working time and well-being (Bettio 
and Verashchagina 2009; Fagan and Burchell 2002; Burchell et al. 2007; 
Eurofound 2013). Many occupations are male-dominated, including various 
managerial functions, most types of engineering, IT software professionals, 
craft trades, transport operators, postal workers, the fire service and the armed 
forces (Table 2). Women predominate in professional activities where they 
have traditionally been concentrated (schoolteachers, nurses and social welfare 
and community workers) and in most clerical and low-paid service jobs.  

Many women and men work in jobs which are done mainly by workers of their 
own gender. The 2015 European Working Conditions Survey (EWCS) found 
that 58% of employed men and 54% of employed women in the EU27 worked 
in jobs where the workforce was at least 60% of the same gender. Only 22% of 
women and 19% of men worked in jobs that were gender-balanced (the 
workforce profile comprised at least 40% men and 40% women) (Eurofound 
2017). 

Within professional and managerial career ladders, vertical segregation is 
pervasive and women are under-represented in the more senior levels or in the 
better-paid, more prestigious specialist functions, including at board level 
(Fagan et al. 2012a; Eurofound, 2017). The opportunities for career progression 
into the more senior grades remain more limited for part-time employed 
women than for those who pursue a full-time career (Anxo et al. 2007; Fagan 
and Walthery 2011; Fagan et al. 2014). However, in 2015 compared to 2010, 
there was a slight increase in the number of women in management positions, 
as well as in machine operators and basic jobs, although their number is 
declining in sales and services. 
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Table 1 Gender gaps in employment and working conditions in the EU27, 2010-2015 (%)

 

EWCS year 

Employment rate 

% of employed who are self-employed 

% of employed who work part-time 

% of employed with fixed term/temporary 
contract 

% of employed who have more than one job  

Men 

 

71 

18 

10 

11 

 

8

Women 

 

60 

11 

33 

12 

 

8

Men 

 

70 

18 

9 

12 

 

7

Women 

 

60 

10 

33 

14 

 

7 

2010 

-10 

-8 

+24 

+2 

 

0

2015 

-11 

-7 

+23 

+1 

 

0

Source: Fifth and sixth European Working Conditions Survey (Eurofound 2010, 2015)  

20152010

Gender gap (W-M) 



The European labour market is also segregated by industrial sector (Figure 1) 
and firm size. Men hold more than 60% of jobs in agriculture, manufacturing, 
transport and construction. Women hold more than 60% of jobs in health, 
social work and education. The other sectors have relatively balanced 
proportions of men and women. However, the ‘other services’ sector includes 
a number of very different activities, in which the workforces are highly 
gendered. One example is private household services, which includes cleaning 
and care for children and elders, and is a particularly poorly regulated sector 
of the labour market.  

Gender, working conditions and health: headlines from the European Working Conditions Survey
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Table 2 Occupational segregation of employed men and women by occupational 
group, EU27, 2010/2015

Occupational group 
(ISCO 1-digit classification) 

EWCS year 

1 Managers 

2 Professionals 

3 Technicians and associate professionals 

4 Clerical support workers 

5 Service and sales workers 

6 Skilled agricultural workers 

7 Craft and related trades workers 

8 Plant and machine operators 

9 Elementary occupations 

Total 

 

2010 

69 

46 

50 

33 

33 

65 

88 

85 

51 

58

 

2015 

67 

48 

50 

33 

36 

69 

89 

82 

45 

58 

 

2010 

31 

54 

50 

67 

67 

35 

13 

15 

49 

42

 

2015 

33 

52 

50 

67 

64 

33 

11 

18 

55 

43

Source: Fifth and sixth European Working Conditions Survey (Eurofound 2010, 2015)

Men Women

% gender profile of the occupational group

Figure 1 Gender segregation of employment by industrial sectors (2015), EU27 (%)

Source: Eurofound (2017)
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Women are more heavily concentrated in the public sector and thus more 
exposed to the impact of the public expenditure cuts that have been 
implemented across most European countries in response to the financial crisis 
(Bettio et al. 2013; Smith 2009; Eurofound 2013: 54-55). They are also more 
heavily concentrated in small and medium-sized enterprises (SMEs) and so 
are less likely to be represented by a union or to have access to a specialist 
human resources department.  

Gender-segregated employment patterns combined with persistent under -
valuation of women’s jobs, despite the legislation on equal pay for work of equal 
value, result in women being paid less than men (Grimshaw and Rubery 2007; 
Rubery 2003). This gender-segregated employment is fuelled by the unequal 
sharing of family responsibilities within the home, for it is mainly women who 
interrupt a career or reduce their hours of employment in order to take care of 
children or elderly relatives, which impacts negatively on their opportunities 
for promotion into better-paid jobs. The latest data for the EU27 shows an 
unadjusted gender pay gap of 16.2% in 2014; in the same year, women were 
more at risk of low pay and poverty (25.3%) compared to men (23.6%) 
(Eurostat database 2016).  

 
Gender, working time and work–life balance 
 
The volume of hours worked is the main working-time dimension which 
impacts on health and on work–life balance (by which we mean the fit between 
employment, family life and other activities). Long working hours have a 
pronounced negative impact on men and women’s self-assessment of the 
quality of their working time and their work–life balance, as well as on health 
outcomes (Tucker and Folkard 2012; Fagan et al. 2012b and 2014; Eurofound 
2017). Long working hours are associated with above average levels of work 
intensity (Eurofound 2012). Work intensity due to heavy workloads, tight 
deadlines and pressurised work environments can create a strain between the 
demands of employment and personal life, compounding the fatigue caused 
by long working hours. 

Regular schedules during daytime weekday hours generally make it easier for 
workers to plan and coordinate their employment and private lives. So do work 
practices which give workers some autonomy, by which we mean discretion 
and control, to decide when and where they do their work. Employed men and 
women are more likely to report a poor work–life balance if they work non-
standard work schedules (working in the evening, at night, early morning or 
at weekends) or if their employer changes their schedule at short notice, 
compared to those who work daytime, weekday and predictable schedules 
(Amuedo-Dorantes and De la Rica 2009; Barnes et al. 2006; Eurofound 2012; 
Fagan et al. 2012b; Fagnani and Letablier 2004; Ingre et al. 2012; La Valle et 
al. 2002; Nijp et al. 2012). When workers have some autonomy over their start 
and finish times, or over where they do their work, it reduces the negative 
effects of long hours and unsocial (non-standard) schedules but it does not 
eradicate them (Fagan and Burchell 2002; Burchell et al. 2007). 
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Men are more exposed than women to work schedules which are detrimental 
to health and to work–life balance. Men are more likely to work long hours, at 
nights and at weekends. Over a fifth of all employed men (21%) and 10% of 
employed women worked over 48 hours per week in the EU27 in both 2010 
and 2015. By contrast, almost 40% of employed women and around 15% of 
employed men worked less than 34 hours per week. Employed men are more 
likely than employed women to work long days of ten hours or more, to work 
at night, at weekends (Fagan and Vermeylen 2016) and to work rotating shifts 
(including nights) (Fagan and Burchell 2002; Eurofound 2017). While women 
are less exposed than men to these non-standard work schedules, such working 
arrangements are prevalent for women in certain occupations and sectors: 
notably nursing and other health service occupations, as well as the hotel, 
catering and retail sectors.  

Men and women who combine employment with raising children or looking 
after elderly relatives or other adult dependents have additional demands on 
their time. Full-time employed men and women are more likely to report a 
poor work–life balance if they have care responsibilities. In some countries it 
is common for women to reduce their employment hours, including switching 
to part-time employment when they become mothers or take on other family 
care responsibilities. Part-timers are more likely than full-timers to report that 
they have a good work–life balance but they are less likely to consider that they 
have good career prospects (Eurofound 2012; Fagan et al. 2014) and part-time 
employment is penalised by lower hourly pay and reduced pensions (Grimshaw 
and Rubery 2007; Rubery 2003).  

The gender imbalance in working time changes when we look at total paid and 
unpaid working time (Figure 2). Parents do more unpaid work than those who 
do not have dependent children at home, but in every household type employed 
women do more unpaid work, and have a longer total working week than 
employed men. 
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Figure 2 Composite working time of the employed by household and gender (2015), EU28

Source: Eurofound (2017)
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This longer ‘double shift’ of paid and unpaid work is detrimental to health and 
interacts with the negative health effects of the hazardous employment 
conditions encountered in some jobs (see section 4). Furthermore, it is relevant 
to note that housework also incurs health and safety risks associated with 
physical demands (e.g. lifting heavy objects, carrying children, assisting elderly 
relatives to move), the chemicals in some cleaning materials, and injuries from 
accidents (e.g. falls, burns, etc.). 

 
Gender and hazardous working conditions 
 
We illustrate the gender differences in the experience of hazardous working 
conditions that are detrimental to health by discussing four types of job-related 
risks: physical risks; work intensity; emotionally demanding work; and 
bullying, harassment and discrimination. 

 
Physical risks 
 
Employed men are more exposed than employed women to job-related 
physical risks whether posture-related, biological and chemical, or ambient 
risks (Figure 3). Not only are men more likely to be exposed to these risks than 
women, the amount of exposure is usually greater because of their longer 
average working hours.  

This gender difference in the exposure to physical risks applies for younger, 
mid-working life and older workers. The gender gap narrows for older workers 
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Figure 3 Exposure to combined job-related physical risks, by gender and age (2010), EU27

Source: Eurofound (2012): Figure 21, p. 49
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because employed men in this age group are slightly less exposed to physical 
risks than younger employed men. 

Workers employed in ‘blue collar’ manual occupations (craft and related trades, 
agricultural work, plant and machine operators and elementary occupations) 
are the most exposed to physical risks (Eurofound 2012: figure 23). Women 
employed in ‘blue collar’ manual occupations are more exposed to these 
physical risks than men or women who are employed in service, clerical, 
professional or managerial positions (Fagan and Burchell 2002: table 25). 
Part-timers have a slightly lower exposure on average, and this holds for both 
‘blue collar’ and ‘white collar’ occupational categories (Fagan and Burchell 
2002: table 22). 

The most common hazard for men is ambient risks; for women it is posture-
related risks. Women’s posture-related risks are associated with 
occupationally-specific job requirements. Posture-related risks are above the 
European workforce average for service and sales work, a female-dominated 
activity where the jobs often require workers to stand for a lot of the time and 
carry out repetitive movements such as serving food or scanning products at a 
cash register. While women are less exposed to the posture-related risk of 
lifting heavy objects, they are more likely than men to encounter the risks of 
lifting and moving people (Eurofound 2017: figure 36), which is associated 
with the high number of women employed in health and social care 
occupations (Burchell et al. 2007). The posture-related risks in clerical, 
professional and managerial positions are commonly incurred from prolonged 
computer-based work, such as repetitive strain injury (RSI), back problems 
and eye strain.  

 
Work intensity 
 
Between 1980 and 2000 there was an overall increase in work intensity 
(working at high speed, to tight deadlines, not having enough time to finish 
the work etc.) across the European Union, although this increase appears to 
have slowed since 2005 (Eurofound 2012, 2017). Work intensity can damage 
health by being physically onerous and creating stress. When it leaves workers 
feeling unable to meet the demands of their job without it impacting on their 
family and personal life, the strain can contribute to ill health as well as 
impacting negatively on their assessment of the quality of their work–life 
balance. 

Overall, a higher proportion of men than women report that work intensity is 
a feature of their job (Eurofound 2012: table 12). However, among managers 
and professionals, it is women who are the more likely to experience work 
intensity (Eurofound 2013). Part-timers are less likely to be in jobs which have 
a high level of work intensity (Fagan and Burchell 2002: table 29).  
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Emotionally demanding work 
 
Excessive emotional demands can result in burn-out (Maslach et al. 1996 cited 
in Eurofound 2012) and are also linked to musculoskeletal disorders and high 
blood pressure (Molinier and Flottes 2010 cited in Eurofound 2012; 
Roquelaure 2018). 

Women are slightly more exposed than men to the stress of dealing with angry 
or emotionally demanding clients (experienced by approximately 7% of 
employed women) (Eurofound 2013). 

 
Bullying, harassment and discrimination  
 
Bullying and intimidation in the workplace increases the risk of mental health 
problems (Leymann 1990 cited in Eurofound 2012). Women are more likely 
to report that they experience discrimination. They are also more likely than 
men to receive unwanted sexual attention over a 12-month period; but there 
is no gender difference in the experience of other forms of bullying and 
harassment or physical violence (Eurofound 2012, 2017). There are notable 
sector differences in the risk of this adverse social behaviour: women are more 
at risk than men in financial services, retail, hotels and catering, transport and 
agriculture; while men are more at risk than women in health, education and 
public administration (Eurofound 2012: figure 31). 

 
Gender, working conditions and health outcomes 
 
Workers in ‘blue collar’ manual occupations (craft and related trades, 
agricultural work, plant and machine operators and elementary occupations) 
are not only the most likely to be exposed to physical risks, as discussed in the 
previous section, they are also the most likely to report that their job puts their 
health and safety at risk (Figure 4) and that they have poor general health 
(Figure 5). 

Employed men are more likely than employed women to perceive that their 
job puts their health and safety at risk. This applies for every occupational 
group except professionals. Just over 20% of women professionals consider 
that their job puts their health and safety at risk, slightly higher than the rate 
reported by male professionals. However, employed women are more likely to 
report poor general health in every occupational group except clerical work 
(Figure 5). Overall reports of poor general health are highest for women in ‘blue 
collar’ manual occupations, followed by men in the same occupational 
categories, and lowest for men in managerial and professional occupations. 
Part-timers are less likely than full-timers to think that their job has a negative 
effect on their health or exposes them to health and safety risks (Fagan and 
Burchell 2002: table 53). 
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Employed men and women report broadly similar work-related health 
problems, except that women are more likely to report posture-related pains 
in the upper body and headache/eyestrain, while men are more likely to report 
an industrial injury (Table 3). Self-reported assessments of health have been 
shown to be a good predictor of actual health in validation studies (Eurofound 
2012: 116). 
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Figure 4 Workers’ perception that their job puts their health and safety at risk, by occupation  
and gender (2015), EU27 (%)

Source: Sixth European Working Conditions Survey (Eurofound 2015) 
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Figure 5 Poor general health perception by occupational group and gender (2010), EU27 (%)

Note: We were not able to update the data for 2015.  
Source: Eurofound (2012): adapted from table 21

0%

10%

20%

30%

40%

50%

60%

Professionals Technicians
and associate
professionals

Craft and
related
trades

Men Women

Managers Clerical
support

Service
and sales

Skilled
agricultural

Plant and
machine
operators

Elementary



Combined variables analysis reveals that employed men and women are more 
likely to report job-related poor health if they have physically demanding 
working conditions, long working hours, a schedule which fits poorly with 
family life (work–life balance), job insecurity and low earnings (Eurofound 
2012: 121-3, 2019).  

Women are still more likely than men to report job-related ill health (cf. 
Table 3) (Fagan and Burchell 2002; Burchell et al. 2007). There are several 
possible reasons. It might be that the standard survey items are not capturing 
the full picture of working conditions in the jobs that women do. Women may 
be less resilient to the impact of job-related health risks; perhaps because they 
have poorer health than men in general (which evokes the old sexist notion of 
women as the ‘weaker sex’). Or, more plausibly, the additional domestic 
workload which many women have, impacts negatively on their health because 
this adds to the volume of hours worked and brings the additional stress of 
coordinating employment with childcare and so forth. Certainly, women’s 
health is more sensitive to the negative effects of time pressures, unsocial 
schedules and variable hours (Fagan and Burchell 2002; Burchell et al. 2007). 

Women are also more at risk of poor mental health in every occupational 
category, with the highest risks occurring for women employed in ‘blue collar’ 
manual jobs, followed by managerial positions (Figure 6). Men in managerial 
and professional occupations have the lowest risk of poor mental health. 
Examined from a different vantage point, employed men have higher well-
being scores in every occupational group, peaking for men in managerial and 
professional positions (Eurofound 2013: figure 30, p. 67). Well-being is also 
higher in gender-mixed occupations (Eurofound 2013). There is little 
difference between full-timers and part-timers. 
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Table 3 Health problems in the last 12 months in 2010 and 2015 by gender, EU27 (%)

 

 

Backache 

Muscular pains in shoulders, neck and/or 
upper limbs 

Headache/eye strain 

Overall tiredness 

Muscular pains in lower limbs 

Insomnia or general sleep problems 

Anxiety 

Stomach ache 

Injury 

Hearing problems

Men 

 

42 

39 

 

30 

32 

29 

* 

13 

* 

10 

7

Women 

 

45 

44 

 

42 

33 

30 

* 

7 

* 

6 

7

Men 

 

46 

41 

 

33 

37 

30 

16 

18 

12 

11 

5

Women 

 

47 

45 

 

46 

39 

30 

21 

10 

15 

6 

5

2010 

+1 

+4 

 

+13 

+2 

0 

+5 

+3 

+3 

-5 

0 

2015 

+3 

+5 

 

+12 

+1 

+1 

 

+5 

 

-4 

0

*Data not available in the Sixth European Working Conditions Survey (Eurofound 2015). 
Source: Fifth and sixth European Working Conditions Survey (Eurofound, 2010, 2015)

20152010

Gender gap (W-M) 



Again there are several possible explanations for why employed women are 
more at risk of poor mental health and have lower levels of well-being than 
employed men. It might be that women have a greater susceptibility to stress 
and are more predisposed to depression (Weissman et al. 1996), or they may 
have more stressful or intense experiences than men. This latter explanation 
is plausible since negative working conditions, such as excessive workloads 
over which people feel they have little control or poor workplace relationships, 
are associated with heightened stress levels (Spector et al. 2000). Women may 
have less time to relax and unwind given their higher average domestic 
workloads. And women’s well-being is deflated further by their lower status in 
society (Tesch-Romer et al. 2008 cited in Eurofound 2013).  

 
Conclusions 
 
‘In every country where health data are collected, rates of morbidity and 
mortality are higher for those with lower educational attainment, occupational 
status or income’ (Eurofound 2012: 116). 

Job quality has a significant and positive association with health and well-being 
outcomes (Eurofound 2012b, 2017, 2019). Those who work in high-paid good 
quality jobs have fewer job-related health problems, better general health, and 
a higher self-assessment of their well-being and work–life balance than other 
workers. 

An individual’s job quality also impacts on the health and well-being of other 
members of their household. For example, job insecurity (the fear of losing 
one’s job) can have serious negative effects on the health and well-being of the 
worker and household members (Wichert 2002 cited in Eurofound 2012). 
Likewise, low earnings and poor-quality working time and work–life balance 
impacts negatively on family members as well as the worker.  
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Figure 6 Mental health at risk (WHO-5), by occupational group and gender (2010), EU27 (%)

Source: Eurofound (2012): adapted from table 21 
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In this paper we have shown that men are more exposed to many of the 
working conditions that are associated with poor health outcomes: physical 
risks, long working hours and work schedules which fit poorly with family life 
and work intensity. This applies particularly for men in ‘blue collar’ manual 
occupations.  

Women’s exposure to these working conditions is generally lower but there are 
some key points to note. Firstly, women do more unpaid work, which means 
that on average employed women have a longer total working week than 
employed men. Secondly, women employed in ‘blue collar’ manual jobs are 
more exposed to physical risks than men or women in ‘white collar’ non-
manual jobs. Thirdly, among ‘white collar’ non-manual workers, women are 
more exposed to work intensity than their male counterparts. Fourthly, women 
are more exposed to discrimination and unwanted sexual attention, and 
slightly more likely to work with emotionally demanding customers and service 
users. Finally, posture-related physical risks are the more common risk for 
women, while for men it is ambient risks. 

Women are less likely to perceive that their job puts their health and safety at 
risk, but in every occupational group they are more likely to report poor general 
health, to be more at risk of poor mental health and to have lower levels of well-
being than their employed male counterparts. While there are several possible 
reasons for women’s poorer job-related health, we suggest that it is the result 
of a combination of situational factors rather than a predisposition per se. 
These include women’s longer working hours once unpaid domestic work is 
factored in, the time pressures of coordinating employment with childcare 
schedules, women’s lower social status in a gender-unequal society and the 
pressures to conform with social expectations that largely benefit men (which 
manifests itself, for example, in a greater exposure to discrimination and 
unwanted sexual attention in the workplace). 

Finally, it should be noted that part-timers are slightly less likely to be exposed 
to physical risks or work intensity and less likely to think that their job has a 
negative impact on their health. They are also more likely to report a good 
work–life balance. Thus, part-time employment offers some protection from 
job-related ill health, but this comes at a price. Part-timers have inferior career 
prospects and lower earnings and pensions due to periods of part-time 
employment. 
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Introduction 
 
The gender division of labour, present in all societies, means that men and 
women are assigned different duties and responsibilities, as well as different 
entitlements. Although the precise nature of this division varies between 
societies, there remains an overall high degree of consistency: women generally 
have primary responsibility for household and domestic labour, while the 
principal role of men is to engage in paid work (Doyal 2000).  

This gender division of labour determines corresponding inequalities in 
working time and health. In order to fully understand these inequalities in 
working time, the gender division of the breadwinner and carer roles in the 
family should be taken into account. (Artazcoz et al. 2007b). Additionally, 
labour market, family and gender policies, which are to a great extent 
determined by welfare state regimes and which influence the gender division 
of labour (as well as its related demands), should also be considered (Pfau-
Effinger 2004; Pfau-Effinger 2005).  

The objectives of this chapter are: 1) to describe the gender inequalities in 
working time in Europe; 2) to analyse the interaction between employment 
and the family sphere in relation to the connection between work and health 
status; and 3) to examine the intersection between gender and other axes of 
health inequalities, both at the individual level (social class) and the contextual 
level (welfare state regimes). 

 
Gender inequalities in working time in Europe 
 
Across Europe, labour force participation is lower among women, but rates 
differ considerably between countries. Those with more conservative family 
and gender policies, such as Mediterranean countries, have lower activity rates, 
and a significant proportion of women are full-time homemakers. Conversely, 
Nordic countries that promote dual earner/dual carer models with generous 
public resources for childcare have the smallest gender differences in labour 
force participation (Table 1). 
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Table 1 Labour force participation in the EU28 by country and sex (%)

Women 

 

67.4 

65.5 

68.3 

72.2 

74.8 

75.8 

75.6 

68.1 

49.1 

61 

67.6 

60.1 

53.1 

68.9 

74.8 

76.7 

68 

66.8 

63.4 

74.2 

71.7 

65 

72.1 

60.6 

71.7 

65.5 

74.5 

80.4 

73.8 

83.2 

76.5 

77.9 

52.9 

45.2 

55.8 

35.2 

Men 

 

79 

73.9 

76.5 

87.4 

81.5 

83.9 

83.4 

80.3 

70.1 

73.1 

75.2 

70.3 

72.9 

79.3 

79 

79 

76 

82.1 

85.7 

84.3 

80.7 

79.4 

78.9 

78.9 

79 

79.2 

78.2 

84.7 

83.7 

89.5 

81.7 

87 

66.7 

66.6 

70.5 

76 

Difference  
(Men-Women) 

11.6 

8.4 

8.2 

15.2 

6.7 

8.1 

7.8 

12.2 

21.0 

12.1 

7.6 

10.2 

19.8 

10.4 

4.2 

2.3 

8.0 

15.3 

22.3 

10.1 

9.0 

14.4 

6.8 

18.3 

7.3 

13.7 

3.7 

4.3 

9.9 

6.3 

5.2 

9.1 

13.8 

21.4 

14.7 

40.8 

 

 

EU - 28 countries 

Belgium 

Bulgaria 

Czechia 

Denmark 

Germany* 

Estonia 

Ireland 

Greece 

Spain 

France (metropolitan) 

Croatia 

Italy 

Cyprus 

Latvia 

Lithuania 

Luxembourg 

Hungary 

Malta 

Netherlands 

Austria 

Poland 

Portugal 

Romania 

Slovenia 

Slovakia 

Finland 

Sweden 

United Kingdom 

Iceland 

Norway 

Switzerland 

Montenegro 

North Macedonia 

Serbia 

Turkey 

*Until 1990 former territory of the FRG 
Source: Eurostat, Labour Force Survey, 2018 



The growing trend of part-time female work, with national 
contrasts  
 
The proportion of part-time workers among the total workforce has 
dramatically increased over the past 15 years in most EU countries but, 
significantly, part-time employment is much more frequent among women. 
Although the labour force participation of women (and especially of married 
women) has increased steadily, a high proportion of them work part-time, and 
once again there is significant variation between countries (Table 2, p. 32). 
Whereas the Netherlands has the highest proportion of men and women 
working part-time – with almost 75% of women in part-time jobs – the 
proportion is much lower in southern European countries and some eastern 
European countries. It should be noted that for many workers part-time work 
is an involuntary option that has increased in the context of the economic 
crisis; it is also more frequent among women. 

A study of working patterns and preferences in the EU15 found that the 
countries where the proportion of mothers working part-time is greater than 
the proportion working full-time (35+ hours) are Austria, Belgium, Germany, 
Britain, Ireland and the Netherlands (Lewis et al. 2008). It has been reported 
that country-specific arrangements strongly influence women’s decisions to 
work part-time. This is not the case for the male results, where the 
determinants of part-time work do not vary significantly by country 
(Buddelmeyer et al. 2005). This may reflect cultural factors or national 
differences in labour market institutions and family policies. 
 

Inequalities in the division of domestic and family 
responsibilities  
 
Women’s workforce participation is related in particular to the distribution of 
household and family tasks between men and women in families. There are 
several explanations for the gender division of domestic and family work and 
the consequent divergence in time devoted to employment. Generally, the 
smaller the difference between spouses’ earnings, the more equitable the 
domestic work division is. But this is not always the case, nor is the pattern 
universally applicable (Greenstein 2000; Kroska 2004). The considerable 
impact that parenthood has on the time that women devote to housework 
contrasts with the minimal impact it has on men, who rather experience a 
surprising stability in housework time in most forms of the family (Baxter et al. 
2008). Equal sharing of housework by both partners is rare in countries with 
traditional family models, regardless of their relative resources, time 
availability and gender ideology, suggesting that the division of labour at home 
is not only negotiated by two partners but also shaped by such contextual 
factors as labour markets, family models and gender policies (Geist 2005).  

Moreover, studies reveal gender differences in the hours of flexible and 
inflexible domestic work according to welfare state models (Pfau-Effinger 
2005; Pfau-Effinger 2004). Men do less and women do more time-inflexible 
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Table 2 Part-time employment as a percentage of total employment  
by sex and country

Women 

 

30.8 

40.5 

2.0 

10.8 

31.0 

46.7 

14.7 

28.5 

13.2 

23.6 

28.7 

28.7 

6.6 

32.4 

14.2 

9.6 

8.7 

31.4 

6.2 

21.7 

73.8 

47.6 

9.5 

10.2 
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housework in nations where work hours and parental leave are long. Women 
do less of this work where there is more public childcare and men are eligible 
to take parental leave (Hook 2010). However, in all European country 
typologies there is a more or less marked gender division between the 
breadwinner and carer roles (Figures 1 and 2).
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Figure 1 Time devoted to domestic work among European workers that are married or cohabiting 

Source: Fifth European Working Conditions Survey, 2010
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Figure 2 Person who contributes the most to the household income among European workers 

Source: Fifth European Working Conditions Survey, 2010
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Long working hours and impact on employment 
of women and men 
 
In Europe, long working hours are much more frequent among men. Among 
the western European countries, men work the longest hours in the UK, and 
this is complemented by women’s (and especially mothers’) part-time working 
hours. Female part-time work would appear to be a response to both the long 
working hours of their partners and a lack of institutional support for 
combining work and family responsibilities (Tang and Cousins 2005).  

The long hours worked by a third of Greek mothers and 13–19% of Spanish and 
Portuguese mothers provide additional evidence of the southern European long-
hours culture. Taken together with the relative lack of part-time work 
opportunities and few public childcare services, this may help to explain the 
lower female employment rates in these countries. On the other hand, at least 
a third of fathers reports working 46+ hours per week in Austria, Belgium, 
Germany, Greece, Ireland, Spain and the United Kingdom. All of these are 
countries with traditional family models, but even in the Nordic countries, 
around a quarter of fathers claim to work long hours. Therefore, in Europe, 
where a large proportion of mothers work part-time and/or where there is a low 
employment rate for mothers, more fathers tend to work long hours. Women’s 
lower level of involvement in paid work seems to be a corollary of men’s more 
substantial investment in it. That constitutes a mode of regulation in many 
European countries that is at once economic, social and familial. However, in 
the Netherlands, where women tend to work very short part-time hours, the 
proportion of men working long hours is relatively low (Lewis et al. 2008). 
 
 

Social policies, combining work and family and  
health status 
 
In this section we present evidence of the relationship between health status 
and the combination of employment and family demands. We start with the 
proposal of a conceptual framework. Then, we focus on the situation in Spain, 
analysing the results of two studies which examine the intersection between 
gender and socioeconomic position in the relationship between health status 
and the combination of employment and family demands. Following this, we 
examine the different patterns of association between work-family 
combination and health status in Europe according to welfare state typologies 
in a context of economic crisis. We conclude with a two-part analysis, first of 
part-time work and then of long working hours, in relation to health status. 
For all these questions we examine the role of gender.  

It should be noted that since the start of the economic crisis, many European 
countries have taken a range of measures to deregulate labour markets and 
boost enterprise flexibility, including increasing part-time employment and 
overtime options and extending the reference period for calculating working 
time (Clauwaert and Schömann 2012; Robert et al. 2014).
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A conceptual framework for summarising the determinants  
of gender inequality  
 
Figure 3 shows a conceptual framework for understanding the relationship 
between gender inequalities in working time and health status. Individuals’ 
work hours are influenced not only by personal characteristics but by the 
overall social structure in which they are embedded (for example, regulatory 
limits on full-time hours or availability of childcare services). There are large 
cross-national differences in the amount of time devoted to work, in how 
strictly work hours are regulated, in preferences for working time and in the 
kinds of family policy. Among the most important macro-level factors are the 
gender division of work according to family models – either traditional, with 
men as breadwinners and women as caregivers, or more egalitarian – and 
labour market regulations, which are associated with welfare state regimes 
(Korpi et al. 2009). 

Very different national models  
 
‘Nordic’ countries are characterised by fairly regulated labour markets, by 
social policies that play a major role in promoting dual earner/dual carer family 
models and maximum employment for women. However, in these countries 
more policies have been developed for promoting female participation in the 
labour market than male engagement in domestic work. ‘Liberal’ countries (the 
UK and Ireland), meanwhile, are characterised by deregulated labour markets, 
strong male breadwinner models and the dominance of the market in 
providing services. ‘Continental’ and ‘Southern European’ countries have 
strong labour market regulations, male breadwinner family models and low 
levels of support for female participation in the labour force; in these countries, 
primary welfare responsibilities lie with the family, and policies that help 
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Figure 3 Conceptual framework about the relationship between gender differences in working time and 
gender inequalities in health outcomes 
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reconcile motherhood and career are relatively undeveloped (primarily in 
southern Europe) (Ferrera 1996). ‘Eastern European’ countries combine dual 
earner families with a traditional division of housework and childcare for three 
to six year olds (Aidukaite 2009). 

 
Combining employment and family demands in Europe 
 
The impact of trying to combine a job with the demands of family life in Europe 
differs in accordance with one’s gender, occupation and the country one lives 
in.  

In Spain, for instance, studies carried out before the economic crisis found, as 
expected, a strong impact of the combination of employment and family 
demands on women’s health (Artazcoz et al. 2001; Artazcoz et al. 2004). 
However, a study based on the 2006 Spanish National Health Survey 
examining four health outcomes found a consistent correlation between poor 
health and family demands among manual workers (both male and female) 
but not among non-manual workers (Arcas et al. 2013). Gender and social 
class, as well as contextual factors explain this changing pattern over one 
decade. Whereas the association between family demands and poor health 
status among female manual workers could be related to their greater 
housework and caregiver responsibilities, among men, given their role as the 
main breadwinner in the home, it could be due to financial problems. It should 
be noted that between 2002 and 2005, financial stress among families had 
significantly increased in Spain, primarily due to a high increase in housing 
prices and mortgage payments over the preceding decade (Banco de España 
2005). 

A study about the relationship between poor health outcomes and the 
combination of employment and family demands based on the 2010 European 
Working Conditions Survey found that the relationship differed by gender, 
country and its welfare state regime (Artazcoz et al. 2014). The combination 
of employment and family demands was largely unconnected with health 
status in countries with dual-earner family policy models but was associated 
with poorer health outcomes in ‘Liberal’ countries such as the UK and Ireland, 
mainly among men. In these countries with a strong male breadwinner model, 
the consistent correlation observed between men’s poor health status and the 
number of children they are responsible for may be an indication of family 
financial stress. In the rest of Europe, the connection was more consistent 
among women in countries with traditional models, where males are the 
breadwinners and females are responsible for domestic and care work. In order 
to understand this finding, it should be noted that during the economic crisis 
that began in 2007, women in couples who were full-time homemakers entered 
the labour market or increased their hours in order to offset the drop in 
earnings of their male partner (Culleton and Dilworth 2011; Leschke and 
Jepsen 2011). At home, they are still likely to have primary responsibility for 
household work (Kroska 2004).  
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Part-time employment: detrimental to women’s working 
conditions, career and health  
 
While part-time work has increased in many countries, this has differed 
according to the national context in terms of whether government policy 
promoted part-time work per se and, if so, by what means and what the nature 
of this employment is (Fagan et al. 2014). Part-time working has historically 
been the way that women in western Europe have combined informal care for 
their children with employment. Many of these women have ‘elected’ to work 
part-time in an effort to reconcile work and family life. However, some women 
have become part-time workers involuntarily because they have been unable 
to realise their preference for working longer hours (Fagan and Warren 2001). 
Others are restricted to securing jobs with particular part-time schedules – 
such as evenings, weekends or fragmented periods during the school day – 
because they rely on other family members to provide informal childcare or 
because they have to coordinate their working hours with the availability of 
formal childcare services. This is because it is still largely women who adjust 
their working hours to care for children or elderly members of the family, while 
only a minority of men switch to part-time hours or take parental leave for 
these purposes (Anxo et al. 2007; Fagan and Hebson 2006; Plantenga and 
Remery 2005). 

Moreover, the amount and quality of jobs available depends largely upon the 
way employers use part-time working in their personnel and working-time 
policies, within the context of national policy frameworks. Where part-time 
employment is marginalised as a secondary form of employment, penalties are 
incurred in the form of lower hourly pay rates and inferior social protection or 
opportunities for career development. Conversely, it is more positively inte-
grated alongside full-time employment when the difference is simply that of 
reduced hours of work. It is this latter scenario of integration that usually offers 
the greater prospect of good quality part-time work (Palier and Thelen 2010).  

Between different countries, there is a disparity in the quality of part-time 
employment: extreme situations in the UK involve short hours, low pay and 
insecurity in routine service jobs (largely taken by mothers), contrasting 
significantly with the good quality of part-time jobs in countries such as the 
Netherlands and Sweden. However, on average, part-time employment incurs 
penalties regarding job security, average hourly earnings and opportunities for 
training and promotion. Even if part-time workers receive equal treatment in 
terms of current hourly wages and other contractual elements, in most 
countries a period of part-time employment has a scarring effect on subsequent 
labour market advancement and career progression. Part-time workers also 
have less access to unemployment benefits and job search assistance 
programmes if they become unemployed. They are also more at risk of poverty, 
not only because of their lower weekly earnings due to shorter work hours but 
also because their jobs are less stable, and they are less likely to be covered by 
unemployment insurance systems. There are however some benefits to part-
time work, such as better quality of life and reduced exposure to hazardous 
working conditions and work-related stress (Fagan et al. 2014). 
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In the United Kingdom, where part-time jobs are concentrated in low-skilled 
occupations, part-time status has been reported to be associated with 
occupational downgrading (Connolly and Gregory 2008). Occupational 
downgrading occurs when more highly qualified or highly skilled women (or 
men) ‘choose’ to reduce their working hours, often because of their domestic 
responsibilities. Because of the limited part-time options available in highly 
skilled jobs, many women compromise by taking lower-level jobs and then 
become ‘stuck’, with little opportunity for promotion. Downgrading affects as 
many as 29% of women from professional and corporate management jobs, 
and up to 40% in intermediate-level jobs. Those most likely to downgrade are 
women in managerial positions in smaller-scale enterprises (e.g. in restaurants, 
salons and shops), with almost half giving up their managerial responsibilities 
and reverting to customer service or sales assistant jobs. 51% of all part-time 
workers, male and female, defined themselves as working below their potential. 
It has been estimated that 69% of female part-time ‘downgraders’, equivalent 
to around 1.25 million women in the UK aged 25–54, are ‘stuck’ in jobs below 
their skill and experience levels (Lyonette et al. 2010).  

The mechanisms associated with part-time working observed in European 
countries – such as downgrading, low wages and the lack of career 
advancement – are mental health risk factors that affect women almost 
exclusively.  
 
 

Impact on health of long working hours: different mechanisms 
according to gender 
 
Although in recent years interest in health problems related to long working 
hours has increased, there are persistent gaps in the literature investigating 
this relationship and the factors involved (Virtanen et al. 2008; Virtanen et al. 
2012a; Virtanen et al. 2012b; Kroenke et al. 2007; Kivimäki et al. 2015; Bannai 
and Tamakoshi 2014). Moreover, most studies have focused their analysis 
exclusively on the workplace, without taking into account individual and 
contextual factors that motivate long working hours and influence their nature 
and their consequences for health. 

However, the impact of working time on health status is related to both 
individual-level and country-level characteristics. At the individual level some 
studies highlight the crucial role of choice in determining a person’s response, 
in terms of health and wellbeing, to working long hours (Beckers et al. 2008; 
Drago et al. 2009; Golden and Wiens-Tuers 2006). Family financial stress, 
which is very common in Europe in the current economic crisis, is identified 
as a reason for mandatory long hours that can lead to poor health outcomes 
(Artazcoz et al. 2013; Artazcoz et al. 2009; Artazcoz et al. 2007a). Many 
workers, primarily breadwinners, are obliged to accept high work demands 
simply to service their family debt (Artazcoz et al. 2005; Pollert and Charlwood 
2009). For example, a review about long working hours in the UK reports that 
those who work more hours are more likely to be men with children, large 
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mortgages or a high cost of living, and often with a partner who either does not 
work at all or not full-time (Kodz et al. 2003). Bargaining power is also 
important: where employers hold greater leverage over employees - as in the 
case of non-unionised workplaces, temporary contract and/or low-paid work, 
or situations of economic vulnerability – workers are more likely to be forced 
to work long hours (Stier and Lewin-Epstein 2003).  

Studies carried out in Spain have found a consistent correlation between long 
working hours – that is, working 41–60 hours a week (compared with 30–40 
hours) – and poor psychological well-being, job dissatisfaction, smoking, low 
levels of physical activity during leisure time and insufficient sleeping hours 
in cases where family financial stress or low bargaining power obliged people 
to accept these long hours (Artazcoz et al. 2007a; Artazcoz et al. 2009). 

A study based on the 2005 European Working Conditions Survey reports that 
in all countries except for those with a ‘Continental’ welfare model, working 
long hours is related to poor health outcomes; and the correlation is stronger 
and more consistent among men from ‘Anglo-Saxon’ countries. Finally, the 
correlation between long working hours and health is stronger among men in 
countries with traditional male breadwinner models, similar between men and 
women in ‘Nordic’ countries, and stronger among women in ‘Eastern 
European’ countries (Artazcoz et al. 2013). 

 
Conclusion 
 
Working life is probably one of the most important arenas for action for the 
improvement of the health status of Europeans in general, and in particular 
for reducing gender inequalities in health. Work - both paid employment and 
unpaid domestic and family work - is a social determinant of health and one 
of the main factors influencing gender inequality in health status. Working 
time therefore constitutes a structural determinant of health status, with 
gender inequality playing a pivotal role in this relationship. Working time 
policies should go beyond changing the typical schedules in individual 
countries and address the deep roots of this issue that lie in the conditions of 
the labour market and the private sphere. Most importantly, labour market, 
family and gender policies across Europe should systematically consider their 
impact on health and its pervasive gender inequalities. 
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Introduction  
 
In this chapter we shall look at work organisation from a gender perspective 
with a view to understanding the division of labour between women and men 
in the livestock sector, as well as improving efforts to prevent musculoskeletal 
disorders (MSDs). The field of study is livestock operations in the Rhône-Alpes 
region. The distribution of tasks between women and men in farming 
operations is determined by work organisation based on sex/gender. In fact, 
women and men are not subject to the same stresses and because their 
exposure to risks differs the effects on their health also differ. We shall show, 
based on qualitative data obtained on site at a farm, the factors that can affect 
work organisation and the effects of the gender division of labour on the health 
of farmers, female and male: professional background, the meaning of work, 
seasonality and work–life balance.  

 
Context 
 
In 2013, 27 per cent of French farms were livestock operations. In 2015, the 
French agricultural sector had around 1.1 million employees, including 
465,000 farmers. Breaking this population down by sex, 71 per cent of workers 
are men and 29 per cent women. The number of meat and dairy livestock farms 
has been falling for a number of decades now, and from 70,800 in 2000 to only 
23,600 in 2013. Two developments in particular explain this fall: the demise 
of small farms and the increasing number of cows per herd.  

In this environment musculoskeletal disorders (MSDs) account for 92 per cent 
of occupational illnesses found among workers in agriculture. The three areas 
most affected are viticulture, specialised breeding and speciality crops. The 
data on MSDs show that the age group most affected is people over 41 years of 
age. The most frequently encountered disorders are MSDs of the upper limbs. 
Women are more affected than men among people diagnosed with MSDs (3.5 
out of every 1,000 women and 2.5 out of every 1,000 men) (CCSMA 2012). 
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The enquiry  
 
Within the framework of a project in the Rhône-Alpes region ‘Promoting 
gender equality in agriculture and in rural areas’ the Mutualité Sociale Agricole 
(MSA) in the Northern Alps asked us to undertake an ergonomic intervention 
in livestock rearing to develop an approach based on the actual working 
conditions of dairy farmers, female and male, in the context of farm 
organisation. The purpose is to incorporate the research findings in the MSA’s 
risk prevention efforts, especially the gender-based development of tools and 
training materials concerning the evaluation and management of occupational 
hazards.  

By looking at work through the lens of gender we hoped to come to a better 
understanding of the work organisation of farmers (women and men) between 
winter and summer, including the links between work and life outside work 
that are part and parcel of agricultural life.  

 
Construction of the issues 
 
Is work gendered? 
  
Women and men do not do the same jobs in the world of work. Even if they 
have the same job title, they do not perform the same tasks (Messing 2000). 
They are therefore exposed to different kinds of MSD risk factors. As regards 
men, the strains are visible: vibration, heat, cold and heavy loads, among other 
things. For women, on the other hand, they tend to be invisible (Messing 2000): 
repetitiveness, lack of room to manoeuvre and part-time working. As a result, 
the effects of work are different for women and for men (Caroly et al. 2013).  

 
Animal farming and seasonality 
 
In livestock farming, agricultural activities are determined by the season. In 
summer, the cows go outside, and agricultural work is performed in the fields. 
In winter, the cows remain in the barn and work is performed inside farm 
buildings. Milking is the only activity shared between women and men both 
summer and winter. Activities are carried out in accordance with the type of 
building, equipment and milking parlour (Chambres d’Agriculture et des 
Associations Emploi Formation de Bretagne 2014).  

 
Issues 
 
Our issues concern the effects of the gender division of labour on health. This 
division, often imposed by the assignment of women’s and men’s roles at the 
farm, does not take into account possible gender-based strategies for protecting 
health. Seasonality reshapes work organisation with a new distribution of tasks 
that accentuates this division between women and men. What are the effects 
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of seasonal work organisation on the gender division of labour and, 
consequently, on the differential exposure of the sexes and genders to hazards 
with possible negative impacts on health?  

 
Methodology 
 
In order to obtain qualitative data on the links between work organisation, 
gender and health our methods focus on analysis of field work, based on 
observations and interviews with farmers.  

We subjected four farms to in-depth analysis. Here we have chosen to describe 
only one of the four in order to be able to present in-depth field data. Severe 
postural and gestural constraints were observed at this farm as a result of no 
specialized milking parlour with the cows elevated to avoid awkward postures. 
Analysis of the activities of the couple, who have lived on this farm since 2005, 
enables us to obtain a better understanding of the distribution of tasks between 
the woman and the man. This farm is situated in the mountains. The milk 
produced is sold to commercial clients. This farm differs from others in that 
the farmers prefer to keep the same number of cows and are shifting towards 
organic products.  

 
Results 
 
Effects of trajectory and tradition on work organisation 
 
The man took over the farm in 1993 after inheriting it. He has participated in 
agricultural activities with his parents since he was a boy. The woman, whose 
occupational background is non-agricultural, studied law. She gave up her 
profession to accompany her husband. She helped with administrative work 
at the farm before moving in. She did an agricultural training course in order 
to farm jointly with her husband and obtained a farmer’s certificate, 
formalising her and her husband’s decision to farm organically.  

Changes in organisation and in ways of doing things have been possible only 
since the decease of her father-in-law, the previous owner. The introduction 
of days off (one weekend a month) enables them to leave daily life behind and 
have a change of scenery.  

Together, the couple has adopted a new method of getting the cows into the 
barn. Previously, they put each cow in a specific place in the barn, which could 
induce a certain aggression among the animals and the farmers (slapping the 
cows, using a stick or a dog). One day, when the husband was indisposed, the 
woman had to get the cows into the barn on her own. She decided to let them 
make their own way back into the barn. The cows seemed less stressed and 
they were easier to milk. Since that day, the couple has allowed the cows to go 
back into the barn without putting them in a particular place. This practical 
adjustment enabled them to improve their working conditions. 
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Gender-based exposure to MSD risks and gestural and 
postural strategies  
 
Milking in this kind of building constricts the farmers’ gestures and postures: 
for example, repeated hand gestures, squatting posture, flexing and tilting the 
neck. They might also be kicked by the cows. The woman and the man adopt 
different strategies to protect their health. The man has developed gestural (he 
uses both hands) and postural (he shifts his weight from one leg to the other) 
strategies. The woman uses anticipatory verbal and visual strategies with the 
cows: she talks to them and takes a good look at them just before milking them 
to avoid being kicked.  

They do the milking together to reduce the drudgery of the work (this way they 
can get it done in an hour and a half instead of the three hours it takes if they 
tackle it alone). However, there is a division of labour by sex and gender in the 
performance of this task. The barn, divided into bays, compels each of them to 
do the milking on one side, moving in the opposite direction. The woman 
begins on the left at the back of the barn and gradually moves towards the cold 
storage. According to her, it is easier for her to carry the heavy equipment at 
the start of the milking (when she is less tired) and she can give milk to the 
calves located at the back of the barn. The man starts on the right near to the 
cold storage and moves progressively towards the back of the barn. In this way 
he can give grain to the calves when the milking is finished. In order to feed 
the animals the man drives the tractor and prepares the cow feed every day. 
He also maintains the equipment and the tools. When milking is over, the 
woman cleans the rags, while the man drives the tractor. These choices are 
based on the man’s driving experience and to save time. The woman also knows 
how to drive, but she would take more time than the man, so in order to finish 
at the same time and return to the house together she cleans the rags and rinses 
the milking claws and the floor of the cold storage. In this division of tasks 
therefore the woman and the man are not subjected to the same exposures and 
work strains. For him, these include vibration, noise, rotation of the head and 
the neck while driving the tractor, while for her, they include awkward gestures 
and postures while cleaning: flexion of the trunk without bending the legs, 
repetitive hand gestures and raising of the shoulders.  

The woman also does the administrative work.  

 

The gender-based effects of seasonality on the division  
of labour and on health  
 
In summer, a number of other tasks are required and the strains to which the 
woman and the man are exposed intensify. Indeed, the summer season is more 
arduous than the winter season: both farmers perform work in the fields on 
top of the milking tasks already described. The man works in the fields for the 
cows, preparing the hay for the winter and driving the tractor for longer periods 
than during the winter. He is thus exposed to strains for longer periods: 
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vibration, noise, static posture and twisting of the trunk, as well as rotation of 
the head and neck. The woman is engaged in cultivation for family 
consumption and preserves food to stock up for the winter. She is thus exposed 
to repetitive gestures and awkward postures. The summer season adversely 
affects health because the strains increase and intensify for both the woman 
and the man. The man’s back problems are what really stand out when talking 
to them, however.  

 
Managing non-working time 
 
Domestic work, as well as political and associative activities are equally 
gendered. Domestic work is the woman’s responsibility, although the child (12 
years of age) who is still living at home contributes a lot to household tasks to 
help mother. Associative activities and the woman’s training courses enable 
her to get out of the agricultural environment and enhance her skills in other 
areas. The man’s political activities enable him to exchange views with others 
outside the agricultural milieu. These non-work related activities enrich their 
conversations, at home in the evening, in addition to talking about cows and 
the farm.  

Finally, the decision to remain an organic farm and self-sufficient gives 
meaning to their work in agriculture and makes it easier to manage life outside 
work with possibilities to engage in other activities and to meet other people 
and not remain isolated.  

 
Conclusion 
  
Understanding the gender division of labour shows that the woman and the 
man are not subjected to the same strains and develop different strategies to 
protect their health. In this kind of farming the man has developed gestural 
and postural strategies, while the woman uses verbal and anticipatory 
strategies. The woman would be able to drive the tractor and the man is capable 
of doing the administrative work. But the actual distribution of the tasks 
reflects time-managing strategies and recognition of the different skills of the 
woman and the man. In summer, seasonal work in the fields is more intense, 
with a time dimension that brings this division of labour by sex and gender 
into even sharper relief and augments the different strains of the woman and 
of the man. The man’s work involves activities in the fields using a tractor over 
long working hours, while the woman cultivates the kitchen garden, makes 
preserves for the family and takes care of domestic work, while also doing 
administrative tasks. Both are involved in activities outside farming, but they, 
too, are gendered, the woman engaging in associational activities on top of her 
domestic responsibilities, while the man engages in political activities. MSDs 
are linked to a combination of biomechanical and psychosocial stresses in 
connection with work organisation. On this farm, the biomechanical strains 
are substantial, but on the other hand the possibility of taking days off, 
modifying ways of doing things (individually or together), remaining open to 
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other, non-agricultural activities and giving meaning to their work because of 
their decision to run an organic farm seem to protect their health.  
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Introduction 
 
This chapter is based on the findings of research carried out at the behest of 
the Women’s Group of the National Union of Secondary School Teachers 
(Syndicat National des Enseignements du Second degré, SNES) and the 
National Union for Physical Education (Syndicat National d’Education 
Physique, SNEP), two branch unions for teachers belonging to the Fédération 
Syndicat Unitaire (FSU). Noting the inequalities concerning professional 
development and pay between women and men, as well as problems with 
harassment in certain establishments that affect women more than men, the 
Women’s Group wanted action research to be carried out on teachers’ everyday 
work, looking at the issues that arise from gendered social relations in terms 
of employment conditions and work experiences.  

Among the findings of this research1 a number of specific problems affecting 
part-time teachers emerged, which we shall examine here.2 Although one might 
have thought that these teachers’ choice of part-time working would help to 
improve their quality of life at work and make it easier for them to achieve a 
work–life balance they often mentioned problems and pressures related to 
status at their workplace. We hope to develop these little-documented aspects, 
which reveal organisational problems that, in our view, need to be brought into 
the open.  

 
Teaching part-time in France: a very unusual working-time ‘choice’ 
 
In several EU countries part-time working is the norm for women (80 per cent 
of women in the Netherlands, over 50 per cent in the United Kingdom and 
between 40 and 50 per cent in Belgium, Germany and Switzerland – Vogel 

1. A general report has been produced on the research as a whole, with its two disciplinary 
standpoints: Cau-Bareille and Jarty (2014).

2. Only the data arising from the ergonomic investigations are presented here.



2012). The situation is different in France, where only 24 per cent of employees, 
male and female, work part-time. Part-time work is considered to be ‘atypical’ 
work (Maruani and Michon 1998) there in comparison with full-time work, 
which remains the reference. Indeed, part-time work is often stigmatised or 
disparaged. The general view is that it is mainly something for women 
(Angeloff 2009).  

The education sector provides a good illustration of this state of affairs. 
‘Voluntary’ part-time work, which is a particular instance of part-time work 
(see Box), is even rarer in this sector, accounting for just over one secondary 
school teacher in 10, with women (15 per cent) resorting to it more than men 
(5 per cent). This take-up is well below that in other European countries 
(Siniscalco 2002).  

 
The general rule as regards part-time working in French public education 
 
The rule permits the use of part-time employment for a portion of full-time working, 
namely 50 per cent, 60 per cent, 70 per cent, 80 per cent or 90 per cent. There are 
two types of part-time employment:  
– part-time working ‘by right’ to raise a child below three years of age, to provide 

care for one’s spouse, a dependent child or a parent or grandparent. There is also a 
right to part-time working for health reasons, on the advice of an occupational 
physician; 

– ‘authorised’ part-time working for reasons other than those just mentioned, such 
as preparing for exams, participating in training courses or carrying out a parallel 
professional activity. A request for such authorisation can be rejected on the basis 
of operational requirements.  

 
In all cases, teachers can choose to reduce their working time temporarily, with the 
option of returning to full-time working when they wish to do so.  
 
Reference: Law 84-16 of 11 January 1984 (Articles 37–40). Memorandum 2004-065 published in the 

Official Bulletin of the Ministry of Education No. 18 of 6 May 2004. 
 
 

According to Ernst (2013), among permanent teachers working part-time, 
almost as many work half-time as work around 80 per cent or regular hours 
(22 per cent and 25 per cent, respectively). Shorter working hours tend to peak 
at 34 years of age and primarily concern women with young children (part-
time working by right), which leads one to believe that part-time working is 
first and foremost a tool for juggling work and family life, which enables people 
to cope with a tricky phase of their life course. A second peak comes at the very 
end of people’s working life (authorised part-time working). Switching to part-
time working is thus a way of conserving one’s health in the run-up to 
retirement, retaining the satisfaction of working without becoming completely 
exhausted (Cau-Bareille 2016).  
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Methodology 
 
This research follows an ergonomic approach that allows us to pursue both a 
systemic approach to teachers’ activities, situating them in their organisational 
and institutional contexts, and a historical approach to health and activity, 
which enables us to capture the development of forms of involvement in work 
in light of changes that may supervene in terms of health and in the private 
sphere. It makes use of the System of Activities model developed by Curie 
(2002). This model proposes a synchronic approach based on forms of 
subjectivity, in which everyone looks for strategies that will optimally reconcile 
the three areas of life in which they are involved – professional, familial and 
social – and therefore the pathways present in each of them (see Figure 1). 

 

From a general methodological standpoint, this research – from which we only 
present the findings relevant to part-time working – is based on a qualitative 
approach. It was conducted in three phases: individual interviews with teachers 
at different schools, collective interviews with work groups by subject taught 
and individual interviews within the framework of a case study conducted at a 
secondary school. Overall, our sample of those who have experienced periods 
of part-time working in the course of their professional lives comprises 24 
people: 18 women and six men.  
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Figure 1 Schematisation of the System of Activities model (after Curie 2002)
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Findings 
 
Reasons for seeking a working time reduction 

 
Two main reasons for reducing working time emerged clearly from the 
interviews: ‘looking after kids’ and ‘health problems/tiredness’ (they could also 
be combined).  

Parental part-time working predominates, mainly concerning women with 
children below three years of age. This is part-time working ‘by right’, which 
cannot be refused. Tiredness can be a significant factor in such part-time 
working, resulting from the difficulty of combining work with looking after 
young children. These findings are in line with the literature on part-time 
working (Ernst 2013; Jarty 2009).  

Two men also put forward this reason, but invariably cite another reason, too: 
for one (39 years of age), it was ‘carrying out another professional activity’, 
while for the other (40 years of age) a pedagogical reason underpinned his 
decision: ‘doing a better job as a teacher’. The dimension ‘providing child care’ 
is therefore not necessarily as pressing an issue for men as it is for women. This 
is a familiar finding (Jarty 2009).  
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Table 1 Number of teachers in our sample who have worked part-time during 
their career encountered at different stages of our research 

Proportion of  
part-time worked  

50% 

From 50% to 80% 

50% 

From 50% to 80% 

 

Phase 1: individual 
interviews  

1 

1 

7 

7 

16

Phase 2: 
work groups  

 

2 

 

 

2

Phase 3: 
secondary school  

1 

1 

 

4 

6

Total 

 

2 

4 

7 

11 

24

 

 

Men 

 

Women 

 

Total 

Table 2 Reasons given by teachers who have worked part-time at some point 
during their careers, by gender (sample of 24 people) 

Reasons for working part-time 

Looking after young children  

Significant health problems or tiredness  

Enabling a colleague to do the whole of their service  
in the same school  

Carrying out activities outside work  

Desire for time off work due to professional trauma or injury  

Pedagogical reasons: helping them with their job  

Preparing to take the ‘agrégation’* 

Men 

1/6 

2/6 

 

 

2/6 

2/6 

1/6 

Women 

14/18 

9/18 

2/18 

 

2/18 

 

2/18 

1/18 

* The ‘agrégation’ in France is a competitive examination for the public education system, enabling the 
successful candidates to teach in secondary schools or in higher education.



Turning to authorised part-time working, it concerns mainly teachers at the 
end of their careers or people with health problems; less often, it concerns 
people wanting to prepare for competitive examinations or carrying on 
professional activities outside school or teaching. Two men at the end of their 
career also opted for part-time working in circumstances of ‘professional 
trauma or injury’. One (60 years of age) had had to deal with a pupil who had 
spit in his face, which left him feeling extremely distressed. The other (53 years 
of age) had been assaulted by a parent in the middle of a lesson. Working part-
time is thus a way of distancing oneself from work. Such situations are not 
unusual in teaching and affect men as much as women. They inevitably affect 
people’s willingness to continue to work full-time.  
 
 

Working part-time does not mean reducing one’s  
professional commitment 
 
The vast majority (90 per cent) of the teachers interviewed said that they 
benefited from the extra time, which enabled them to prepare lessons more 
thoroughly, to engage in transversal projects or to do research. ‘Since I started 
working part-time, I spend much more time each week – when I’m not 
preparing for classes – doing research, doing lots of things; in other words, I’m 
still fully invested in the job. I don’t get the impression I’m doing it differently.’ 
(F, 49 years of age). For some, working part-time is an attempt to do their job 
better, in less of a hurry, improving their work–life balance a bit.  

We also found that part-time working is rarely accompanied by a reduction in 
workload. ‘Personally, I find that the Ministry of Education does quite well out 
of the deal because in business part-time working is exactly that. In teaching, 
however, no way! To some extent, I say to myself, yes, I get a part-time wage, 
but I’ll also have a part-time retirement; and I’ll have worked full-time my 
whole life. When you’re working 80 per cent part-time, you’re soon back at 
full-time again because you realise that at 80 per cent you’re actually paid less 
because you still have a lot on your plate: you’re working at 100 per cent. 
Working part-time is a trap.’ (F, 41 years of age). This dimension of part-time 
working, already emphasised by Vogel (2012: 21), is rarely addressed or 
debated, even by the trade unions. The problem is that the choice of part-time 
working is all too often not informed and is beset with pitfalls. It would be a 
good idea for the trade unions to provide information on the possible risks.  

Teachers working part-time therefore do not feel that they are ‘letting anyone 
down in terms of their professional commitment’, as Angeloff (2009) already 
noted. Nevertheless, they often have the sense that their head teacher or college 
principal considers them to have become to some extent ‘semi-detached’ from 
their work and their school’s concerns in the face of education reforms that are 
increasingly intensifying institutional demands and strains. 

 

Are part-time teachers discriminated against in French secondary schools?

53Gender, working conditions and health. What has changed?



Part-time jobs that create difficulties in the current context  
of education funding cuts  
 
From the Ministry’s standpoint the reforms imposed on secondary education 
for several years now are contributing to an intensification of work (‘doing 
more with less’) on the part of everyone employed in the system, including both 
teachers and management and administrative staff.  

Such multi-facetted intensification is linked to two main factors. The first 
concerns the human and financial resources allocated to educational 
establishments, which are being cut every year (the proportion of overtime in 
overall hours allocated to schools is increasing), thereby forcing teachers to 
work overtime. ‘School principals really have to resort to overtime. It’s 
important to understand that when schools or colleges receive overall 
allocations of hours they are told: OK, that’s how many hours you’re getting. 
The proportion of overtime hours is always quite high, let’s say between 8 and 
10 per cent. That means that if a school needs 100 hours, it isn’t going to get 
100 hours, it’s going to get 90. So those [other] 10 [hours] that the students 
need, someone has to provide by working overtime. In other words, it’s 
compulsory. However people working part-time can’t do overtime. That causes 
huge problems for schools and colleges.’ (F, 39 years of age).  

The second is connected to the proliferation of testing in a context in which 
the human resources for administering examinations are not always provided 
for or paid. This means that schools have to rely on people’s good will and 
teachers’ availability to organise exams.  

The difficulty facing upper management is to get teachers to accept such 
overtime when their workload is already substantial, while at the same time 
some of them are only working part-time; in other words, by their very nature 
they cannot do overtime. This inevitably gives rise to tensions.  
 
 
Manifold consequences 
 
By opting to reduce their working time such teachers are bound to face a range 
of consequences: tensions with management and with colleagues who have to 
make up for their ‘lost’ hours. This is likely to have an impact on the allocation 
of classes, their time schedules and their performance ratings.  

Tensions with management  
 
These teachers are always going to find it difficult to ensure that they really do 
work part-time. The view often is that they have more free time than their full-
time colleagues and so they are often asked to perform additional duties, such 
as becoming head teacher, supervising exams or accompanying students on 
school trips. ‘When someone asks to work part-time it’s usually because they 
want to spend more time with their family. Many principals don’t understand 
this. [They think] that this colleague gives fewer classes so they have more time 
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and that means it’s OK to ask all kinds of “favours” from them, whether it be 
meetings or unpaid school trips. One of my part-time colleagues told me “no, 
no, there’s nothing in writing about this stuff, in so many words”. When you 
are on 80 per cent hours you get an 80 per cent salary; you’re only supposed 
to do 80 per cent of meetings, after all, and since you have fewer classes you 
do fewer class councils. And as a result the principal takes a dim view of it and 
says, “Oh yes, her, you can never ask her to do anything!”’ (F, 36 years of age). 

As a result of this, all kinds of ‘reprisals’ may ensue, as mentioned by 90 per 
cent of the part-time teachers we interviewed. They complain of being given 
‘rotten’ time schedules since they switched to part-time working, because 
school principals consider them to be an ‘adjustment variable’, filling in the 
gaps in students’ timetables, without taking their wishes into account. ‘They 
took advantage of the fact I was working part-time by using me as a stopgap, 
also to stand in for other teachers because I was there less often, less than the 
others. I had to help out by filling in wherever necessary. I got the feeling that 
I was nothing more than a stopgap. I was always last in the queue, because it 
was always easier to draw up a part-time timetable.’ (F, 41 years of age).  

In fact, their switch to part-time working does not necessarily allow them to 
free up more days or half-days during the week. ‘I don’t think that working 
time is any more pleasant when it’s part-time than when it’s full-time. My first 
timetable in September meant that I came in every day; I did two hours in the 
morning and two hours in the afternoon.’ (F, 54 years of age). This form of 
working time thus does not necessarily promote a better work–life balance. ‘I 
was always saying to myself, “watch out, you’ll have to be prepared, you mustn’t 
waste time! In half an hour you’ll have to start again”. I knew that my day 
wasn’t finished with the students, that is the hardest thing: in other words, to 
relax when you know that you’ll have to come back again.’ (F, 41 years of age).  

These teachers ultimately find themselves in a paradoxical situation. The 
fragmentation of their working time makes it more difficult to strike a good 
work–life balance, even though that was the whole point of switching to part-
time working. Hence the tears and the upsurge of anguish on reading the 
timetable at the start of the year. ‘I recall certain scenes at the start of the school 
year at the back-to-school assembly, right when the part-time teachers find out 
that their timetables are all over the place and they react accordingly. If they 
read their timetables and it turns out that their hours are distributed without 
taking any account of the fact that they are working part-time plenty of tears 
are shed on the day before the first day of school. I saw the same thing this 
year, too. As it happens, the women who are most distraught are those working 
part-time whose timetable is scattered throughout the week. This reaction 
shows how important part-time working is to them; they opted for it because 
they don’t want so many hours or whatever.’ (F, 56 years of age). 

Part-time working, which in any case entails a financial sacrifice, can in the 
end be very costly for parents, who have to get someone to look after their 
children every day when their working hours are so fragmented.  
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The same applies to the allocation of responsibilities. The teachers we 
interviewed have the feeling that they are given primarily to full-time teachers, 
to people ‘you can count on’ based on their commitment to the school or college 
and their willingness to take on additional duties. The criterion of presence in 
the workplace tends to trump competence. Around 90 per cent of the part-time 
teachers we interviewed explained that when they announced their decision to 
go part-time the management took away the ‘good classes’, the classes 
preparing for examinations (in France), but also that they do not necessarily 
get those classes back when they return to full-time working: ‘I lost some 
classes when I switched to part-time [classes studying for specialist technical 
certificates], which I didn’t get back when I returned to full-time.’ (F, 42 years 
of age). 

On the whole, these teachers feel that they are regarded and valued differently 
from when they worked full-time: ‘one consequence of part-time working is a 
loss of status in the eyes of the management’ (F, 32 years of age). Three of them 
reported that it resulted in a lower grading on the part of the school principal 
when they switched to part-time working. ‘For me, the fact that I had children 
and worked part-time has put a brake on my career, especially at the start. 
Furthermore, my evaluations by principals when I worked part-time were not 
very good because I didn’t put in as many hours as they wanted. I remember 
once that a principal put in my evaluation that he found it difficult to assess 
me because I was hardly ever there. I didn’t appreciate his remark at all and I 
went to see him. He let the evaluation stand. I thought to myself that I had 
been penalised for having children!’ (F, 43 years of age). 

This kind of differential, even discriminatory treatment gives rise to ill-feeling, 
even resentment at work; sometimes people even give up working part-time. 
Such situations, which are tantamount to psychosocial risks (along the lines of 
psychological bullying), are rarely mentioned to colleagues or trade unions, 
leaving the teachers affected to deal with their problems alone. This gives rise 
to genuine suffering and feelings of injustice.  

Tensions with colleagues 
 
There is often pressure from full-time colleagues concerning the allocation of 
the most difficult classes. Teachers working part-time often find themselves 
having to accept more difficult classes in view of their extra capacity to 
recuperate after class. ‘In negotiations on who gets what classes the following 
kind of thing comes up: you work part-time, you have fewer hours, surely it 
would be easier for you to take a few more fifth-form classes.’ (F, 54 years of 
age). It may also happen that certain colleagues doubt their word in discussions 
of the subject being taught: ‘my colleague quite often complains that I’m 
basically not there half the week, and of course that’s right, I’m only there half 
the week. And when he wants to criticise me for something he can just say, 
anyway, it’s easy for you, you aren’t here half the week. … Yes, it’s happened 
that at a meeting he’s said to me that, anyway, given the time I spend at the 
college I don’t really matter!’ (F, 60 years of age). This gives us a glimpse of 
workforces having to cope with heavier and heavier workloads in the 
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workplace. Part-time working is thus not just an individual challenge, but a 
collective and organisational one.  

Are men and women affected in the same way? 
 
Let us recall that the motives for switching to part-time working are different 
among men3 and among women. For most women the main reason is looking 
after children, less so among men (although it does exist), whose main reason 
is rather to enable them to engage in non-teaching activities. Health issues are 
cited by both groups.  

Finally, if one analyses the impact of gender on the experience of part-time 
working it turns out that problems with working time and class allocation are 
as often found among men as among women. However, if part-time working 
taken up by women to look after young children is still an artefact of social 
stereotypes that legitimise it then that clearly differs from the situation faced 
by men. ‘Some of my colleagues in my subject have made comments … there 
was some surprise, a little envy: “sure, financially he can afford to switch to 
part-time working”; also some surprise that a man in a household opts for part-
time working. There were four of us in my subject at school; two of them took 
the view that my decision disrupted our teaching and I became a bit stressed 
… the atmosphere wasn’t particularly pleasant.’ (M, 39 years of age). 

Often their action is not really understood and can lead to some fairly 
unpleasant remarks on the part of colleagues or management. Similarly, 
switching to part-time working for reasons of tiredness, health problems or 
exhaustion meets with a lack of acceptance among men. ‘Part-time working is 
taken up mainly by two kinds of people: women, first of all, and older teachers, 
by which I really mean older men, because guys are getting into it. In the past, 
among us, male colleagues who opted for part-time working, were quite rare 
and people tended to take a dim view of it: “he’s switching to part-time working 
because he’s tired, he’s worn out, because the kids are getting on top of him!” 
They said that kindly. It was a bit degrading for men to opt for part-time 
working; sort of. There was a stigma attached to it for the younger ones. Now 
what is new is that we men take it because we’re getting worn out: this is the 
first generation that has to work past 60 years of age because now we don’t 
have much of a choice!’ (M, 60 years of age). 
 
 
Conclusions 
 
Contrary to what one might have imagined, working part-time in French public 
education does not necessarily mean an improvement in working conditions 
and a better work–life balance. In fact, it often marginalises teachers in a school 
system structured for full-time working and whose demands are changing as 
regards teachers’ presence at school. Behind closed doors in the workplace 

3. Given the low number of men in the sample (6), these results are only indicative and 
require confirmation from a larger study.
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inequalities exist that can have ramifications even for teaching itself (classes, 
grade levels), for time organisation (timetables) and for the mental health of 
teachers working part-time.  

Capturing all of this requires seeing work up close, analysing developments 
affecting workplaces, meeting teachers, drawing them out to talk about their 
working time, which is something of a taboo subject among colleagues and may 
be the subject of tricky negotiations with management. With nowhere to talk 
about their problems in the workplace, tense or even abusive situations may 
elude local trade union representatives, who will then not be able to support 
the teachers affected.  

We therefore consider it important to re-establish social dialogue within 
schools, not only in relation to working time, but also concerning the 
intensification of work that the situations of part-time workers highlight, 
criteria pertaining to decent work and the evaluation of teachers. This could 
be achieved by making trade unions and school and college principals aware 
of the issue of part-time working. As Angeloff (2009: 81) suggests: ‘It is 
important to establish more personalised support for people working part-time 
because their very situation marginalises them. More fundamentally, this 
means that finally part-time working has to be regarded as a category in its 
own right, in conjunction with the full-time majority and no longer as 
something separate.’  
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Sexist or sexual discrimination and 
harassment in masculinised occupations: 
the case of female mechanics in Spain  
María del Mar Maira Vidal 
University of Valladolid, Spain 

 
 
Between 2012 and 2014, as part of a research project,1 we analysed women’s 
career paths in traditionally masculine occupations. Using women’s life 
histories we examined the factors that have positive and/or negative effects on 
access to and retention of employment in certain sectors. We looked at women 
workers’ career paths in five extremely masculinised occupations: mechanic 
in an auto repair shop, painter and decorator, IT specialist/repairer of 
computer equipment, aircraft pilot and railway machinist. We carried out more 
than 50 in-depth interviews with workers, bosses and business owners.  

This contribution focuses mainly on the profession of mechanic in a car repair 
shop. We carried out 12 in-depth interviews in the Community of Madrid. We 
interviewed female mechanics; a female owner, manager and foreperson; a 
female workshop foreperson; a female sheet metal worker and painter; a 
woman products sales representative for workshops; male mechanics and 
bosses, managers and owners of workshops. The fieldwork was conducted 
between December 2012 and July 2014.  

According to the population census data of Spain’s National Statistics Institute 
(2001), only 4.8 per cent of mechanics and machine fitters and 3.6 per cent of 
car repair shop forepersons in Spain were women at the beginning of the 
twenty-first century. Ten years later, however, both categories stood at 3.6 per 
cent. This is plainly a very masculinised sector (with the exception of 
administrative positions) from which women are largely absent.  

 
‘Women who are out of the ordinary’ 
 
Women mechanics thus fit Kanter’s decades-old (1977) notion of ‘tokens’. 
According to Kanter, ‘tokens’ (females viewed through, for example, a racial 
prism) are minorities who differ from the predominant members of a group 
and who represent, for the latter, a novelty or rarity in a given environment. 
Generally, ‘tokens’ have clearly discernible physical characteristics and are not 
defined solely by their belonging to a minority, but also by a set of symbolically 

1. The research entitled ‘Women in men’s worlds: access barriers and strategies for 
overcoming them’ (REF. MICINN-12-FEM2011-25228) was subsidised by the National Plan 
for Research, Development and Innovation of the Ministry of the Economy, Industry and 
Competitiveness in Spain. 



charged features attributed to them with regard to behaviour, character, 
capabilities and aptitudes, among other things.  

One characteristic of ‘tokens’ is their high visibility: all their actions 
disproportionately draw the attention of the group. The exaggeration, even 
distortion of their differences in relation to the majority or dominant members 
of the group is another important characteristic (Kanter 1977). It may happen 
that ‘token’ women become victims of sexist or sexual discrimination or 
harassment on the part of their superiors or colleagues at work. It is not merely 
a question of isolated hostile attitudes, but rather of behavioural norms and 
negative treatment that have become institutionalised over a long period. Thus 
we identified different instances of discrimination and harassment towards 
women mechanics reported either by the women themselves or by owners, 
bosses or forepersons.  

Furthermore, it is important to note that ‘token’ women’s aptitudes are often 
not appreciated as much as those of men, as a result of which they find 
themselves compelled to work much harder than men and expend much more 
energy in both educational and occupational environments to obtain 
recognition in their trade. Kanter calls this the ‘demonstration effect’: women 
have to study or work much harder than their masculine colleagues to 
demonstrate their skills (Kanter 1977).  

 

Discrimination and harassment ever present from 
training onwards 
 
It is important to emphasise that certain female mechanics were already 
included in the social category of ‘token’ when they were still at school or 
college, before entering the labour market.  

In 2012–2013, in Spain, only 3.33 per cent of students enrolled in occupational 
training (intermediate and higher level) in vehicle servicing and maintenance 
were women, totalling a mere 105 students in the whole country. Based on 
interviews we found that the existence of ‘tokens’ in these training cycles is 
significant. In fact, both directors of training centres and teachers and fellow 
students are guilty of sexist and sexual discrimination and harassment. Such 
behaviour constantly reminds women that they are out of place, transgressing 
established social boundaries. They may also encounter attempts to redirect 
them towards what is considered to be ‘their [true] path’, which leads some 
simply to give up studying to become a mechanic.  

In training institutions, ‘token’ women often face an intimidating, hostile and 
abusive environment. Their masculine peers often treat them as objects of 
mockery, gossip, jokes, humiliating comments and sexual attention. They are 
highly conspicuous as women and in terms of physical appearance. They are 
sometimes also victims of sexual harassment on the part of their fellow 
students. It is also significant, however, that some of these women are not 
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aware that what they are experiencing is harassment. Sometimes they even 
manage to dedramatise the difficult situations that they have to endure by 
minimising or playing down men’s actions or attitudes on the basis that ‘that’s 
just how men are’ and ‘irrepressible’ male sexuality.  

Women studying to be car mechanics thus have to devote a lot of time to 
resolving problematic relations or interactions, which causes them 
considerable stress. As a result, they often try to be as inconspicuous as 
possible, which can negatively affect their productivity or training 
performance. This may give them a distorted image of themselves, at odds with 
reality, and ultimately generate feelings of frustration, which may in some cases 
lead them simply to give up their studies. 

 

Women experience progressive isolation once they find 
employment, which affects their health and their career 
 
Choosing an occupation that deviates from social norms and gender roles is 
penalised in a variety of ways, ranging from parental disapproval and social 
disapprobation to sexist and sexual discrimination and harassment on the part 
of superiors, teachers and/or work colleagues or fellow students (Dainty et al. 
2004). It is particularly important to underline that men partly create their 
own identity in opposition to the female gender and, just like women, on the 
basis of their occupation. As a result, they often have the feeling that their 
identity is under threat and may show reluctance, even hostility and violence 
when women enter spaces that men consider reserved for them, namely 
masculinised sectors or occupations (Akerlof and Kranton 2000). Sexist 
discrimination and harassment of this kind are relatively common social 
sanctions, based on what women told us in interviews: they have experienced 
situations in which colleagues and/or superiors socially isolated them in their 
workplace, excluding them from informal get-togethers organised outside 
work. To give a few examples, some were not given information they needed 
to be able to do their jobs; some were not given help or support; others were 
denied the clothing or tools they needed to do their jobs; some received 
contradictory instructions; they endured constant rebukes, but were never 
praised for work they had done well; they were treated differently from their 
male colleagues; and their self-esteem had been demeaned and undermined 
to the point of experiencing serious occupational health problems.  

As a result, this isolation severely affects them in many respects, 
psychologically, socially and professionally. As regards this particular sector, 
it has a negative impact on the possibility of pursuing a career or being 
promoted, considering that in this sector, in Spain, apprenticeship is largely 
conducted in the workplace and apprentices are trained by their work 
colleagues (Kanter 1977; Dainty et al. 2004).  
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Widespread blindness towards gender-related 
discrimination 
 
The female mechanics were not aware, before they started looking for work, of 
the intimidating and degrading environment and the barriers they would face 
in their efforts to get into the sector. Nevertheless, none of them had reported 
their situation to the Labour Inspectorate or the Social Security Inspectorate. 
Occupational health problems linked to anxiety or depression become 
increasingly evident and it becomes harder and harder to keep their jobs.  

According to the seventh national survey of working conditions in Spain, 
carried out in 2011, psychosomatic symptoms are found much more frequently 
among workers exposed to violent behaviour at work than among those who 
are not exposed to it. Such workers complain much more frequently of 
headaches (26.4 per cent), problems getting to sleep (22.9 per cent) and stress, 
anxiety or nervousness (28.2 per cent) than others (12.5 per cent, 8 per cent 
and 14.6 per cent, respectively – INSHT 2011).  

It is important to draw attention to the lack of awareness among Spanish 
workers, male and female, and enterprises of sexist discrimination as regards 
access to work and at the workplace. The same applies to sexist or sexual 
harassment. Spain is one of those EU member states in which sexist or sexual 
violence and harassment are not considered particularly important by the 
public authorities or in society. It is also one of the countries in which 
enterprises have the fewest procedures and protocols for dealing with this issue 
and where the fewest complaints of sexual or sexist harassment are made 
(Eurofound 2015). The 2011 survey of working conditions also shows that a 
mere 0.6 per cent of workers report sexist discrimination and only 0.4 per cent 
sexual harassment, while the 2013 annual report of the Labour and Social 
Security Inspectorate (a body of the Ministry of Employment and Social 
Security) mentions in one year, in all production sectors at national level 
combined, only 372 interventions for sexist discrimination in access to 
employment and 1,533 for discrimination in the workplace (see Table 1, p. 64), 
together with 294 interventions for sexist discriminatory harassment and 681 
for sexual harassment. As we show in Table 1, the number of violations and 
formal notices imposed on enterprises was even lower (INSHT 2011; ITSS 
2013). 

The database of the Labour and Social Security Inspectorate contains a lot of 
other interesting information. In the Community of Madrid, where the 
fieldwork for our research project was carried out, there have been only 56 
complaints of sexist discrimination, 36 complaints of sexual harassment and 
three complaints of sexist discriminatory harassment in the past 20 years 
(since 1 January 1995), all production sectors included.  
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Preventive measures to be implemented by law and at 
all levels of society  
 
Based on an analysis of sexist discrimination and sexist and sexual harassment 
encountered in educational institutions and workplaces in the sector under 
study, we can truly say that such cases represent a very serious and pressing 
problem, one that has to be tackled head-on, without delay and without pulling 
any punches.  

We must be clear that, although the law is indispensable, it is not sufficient. A 
commitment on the part of public institutions and societal actors is also needed 
to ensure that the principle of equality of opportunity is respected and 
guaranteed in educational and professional settings. That being the case, 
policies and prevention and intervention measures must be implemented to 
tackle discrimination and harassment. Furthermore, merely sanctioning 
discrimination and harassment when they happen to arise is not enough; 
rather they must be prevented from happening at all.  

It is therefore essential to inform, train and raise the awareness of employers 
and their staff, as well as the managements of educational institutions and their 
teachers, concerning the obligation to respect the applicable regulations on 
equality, so that they fully address the dynamics of discrimination and 
harassment, acquire the knowledge they need to identify, prevent and condemn 
them, and acknowledge the need to eliminate them. They also need to be made 
aware of the terrible consequences that these dynamics may have for female 
students and employees, not to mention the damage they cause to enterprises 
and institutions in terms of loss of talent. The public authorities must also 
ensure that the existing legal sanctions are applied in circumstances in which 
practices of discrimination and harassment are not uprooted.  

On top of all this, trade union organisations and all stakeholders in collective 
agreements need to pay a lot more attention to this issue. In Spain, there are a 
number of agreements in this sector that deal with gender equality in the 
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Table 1 Number of interventions by the Labour and Social Security Inspectorate 
related to sexist discrimination, sexist discriminatory harassment and 
sexual harassment in 2013

 

 

Sexist discrimination in access 
to employment  

Sexist discrimination at work  

Discriminatory sexist 
harassment 

Sexual harassment 

Interventions in all sectors 
at national level  

372 

 

1,533 

294 

 

681

Violations  

 

8 

 

15 

2 

 

8

Formal notices  

 

112 

 

117 

54 

 

160

Source: Annual report 2013, Labour and Social Security Inspectorate (ITSS 2013)



workplace and combating sexist discrimination. These include the collective 
agreement of the auto repair shop sector of the Autonomous Community of 
Asturias, signed in 2013, and the Automotive Agreement 2013–2014 of the 
Province of Malaga. These agreements only address the issue is a very general 
way, however, and do not include concrete measures. Collective agreements 
need to include clear criteria and goals with regard to access to employment: 
prevention protocols, definitions of misconduct and sanctions and measures 
aimed at eliminating sexist discrimination and sexist and sexual harassment. 
It is equally important, with regard to sexual harassment, to lay down a gradual 
scale of violations and sanctions in order to ensure that sanctions are not 
confined to direct physical sexual aggression alone.  
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Women in the Building Sector 
Linda Clarke 
University of Westminster 

 
 
 
 
 
Introduction 
 
With some exceptions, particularly in the east and except in times of war, 
women’s participation has remained extremely low in most construction 
occupations across Europe and equality has appeared elusive. Nevertheless, 
and challenging claims that women are not physically able to work in such a 
demanding industry, statistics reveal that they have always been present – 
including as bricklayers and carpenters, apart from in those times and places 
where they were systematically excluded, such as from these occupations in 
post-war West Germany. In many European countries there have also been 
consistently higher numbers of women undertaking vocational education and 
training (VET) courses in construction than are found in construction 
employment, indicating that many women do want to work in the industry but 
fail to obtain entry. But how are we to explain the exclusion mechanisms and 
how can the participation of women in construction be improved? 
 
Whilst the employment of women in the European construction industry, 
employing 14.8 million workers and contributing to 10.4% of GDP, is 
consistently low, with average participation of 4–6%, there is significant 
variation between countries, from 2% in Greece to around 10% in Denmark, 
France and the Netherlands. In UK in 2014 around 11% of those employed in 
the industry were women, but only about 1% of these were in the manual 
trades, rather lower than nineteenth century levels (Clarke and Wall 2014; 
Clarke et al. 2015). In Austria, whilst women account for 11.9% of the whole 
construction workforce (including administrative, technical and professional 
occupations such as engineers and architects) (Schulz 2015). In contrast, 8.5% 
of all apprentices in the building and woodworking sector in Austria are 
women, particularly in carpentry and painting occupations.  
 
Such statistics obscure a much more encouraging picture at local level, in terms 
of both participation and initiatives to change the situation, including by the 
construction trade unions. These provide insights into the obstacles entailed 
in improving participation and measures that can succeed. In the English 
Midlands, for instance, Leicester City Council Building Department has a long 
history of employing women, with 123 employed in 2012 as part of its 431 
strong workforce and 18 female apprenticeships out of 75 (Craig and Oates 
2014). In Denmark women in the age range 35 – 60 years account for around 
70% of the total number of women employed in the construction industry over 
the last decade and 27% of unionised employed painters are women, 
representing a solid change (Pedersen 2015). 
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The trade unions have become more active in promoting women, signifying a 
departure from the findings of a 2004 survey of the European construction 
social partners‘ gender equality agenda that, whilst expressing a ‘discourse’ of 
gender equality, corroborated rather than countered inertia and conservatism 
in policies, collective agreements and practices playing a role in women’s 
integration (Clarke et al. 2005). The UK Union of Construction, Allied Trades 
Technicians (UCATT) has, for instance, set up a Women’s Network Forum and 
publishes a newsletter Women in Construction. Whilst only 3.1% of the 
approximately 116,000 workers organised in the Austrian trade union of 
construction and woodworkers (GBH) are female, it was one of the first unions 
in Austria to establish a women´s department and it now organises a women´s 
trade union representatives´ conference every five years, a national women´s 
committee meeting at least twice a year, and regional women´s committees in 
four of the nine regions. Since 2008 special training courses are also offered 
annually for works councils and female members concerning legal and social 
problems, teambuilding, personal empowerment, psychological strain etc. 
(Schulz 2015). In 2014, on the initiative of the German construction trade 
union, IG-BAU, female members of the German, Swiss and Austrian 
construction unions (IG-BAU, UNIA and GBH) intensified transnational 
cooperation between women´s departments at a Future Conference, in which 
participants worked out the principles for a better, humanised world of work. 
Earlier, in December 2011, the European Federation of Building and 
Woodworkers (EFBWW) Congress approved a resolution recognizing the 
importance of a Women’s Network and its priorities, encouraging all the 
affiliated organisations to focus on the issues of gender and equal opportunities 
and to increase participation of female workers and women in EFBWW 
structures and activities (Lorenzini 2015). 
 
 
Barriers for women 
 
Various research studies have addressed the structural and cultural obstacles 
to the integration of women into the construction industry. These include 
inappropriate and poor working and employment conditions (especially long 
working hours), fragmented employment, discriminatory recruitment and 
selection practices based on word of mouth rather than qualifications, lack of 
work–life balance possibilities and also the persistence of traditional 
stereotypes and sexist macho attitudes (Clarke et al. 2004; Wall and Clarke 
1996; Clarke and Gribling 2008; GLA 2007; Fielden et al. 2000; Sang and 
Powell 2013). Lack of state regulation and employer responsibility have also 
been found to play important roles, as well as the nature of the labour market 
and VET, difficulties in transiting from college to work, employer 
disengagement with training, and a decline in apprenticeships in many 
countries (Clarke and Wall 2014).  
 
Above all, studies point to the impact of the nature of employment in the sector, 
as emphasised, for instance, by a Greater London Authority (GLA) study on 
diversity in construction (2007): ‘The prevalence of self-employment and 
temporary agency working (in particular of migrant workers) on short projects 
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on sites, often under different terms and conditions even on the same site and 
in the same trade, hampers the development of a stable workforce with clear 
paths of recruitment, retention and progression that a wider, more diverse, 
pool of workers can enter.’ (GLA 2017: 93–4). 
 
Long hours working in particular is not only an obstacle to women’s 
participation, but the product of their historical exclusion from the world of 
work: ‘The long, irregular working hours and travel times often required in 
construction act to exclude many people from working in the industry due to 
the difficulty of combining work with domestic and other responsibilities. 
These work patterns underpin the preference for engaging mobile workers … 
and hamper the development of a sustainable labour market.’ (GLA 2017: 94). 
 
This GLA study of major projects, including Heathrow Terminal 5 (T5) and 
Wembley Stadium, recommended the promotion of ‘stable working hours and 
shorter travel times in conformity with Working Time Directive requirements, 
clean environment and transport policies, effective health and safety 
procedures and measures, and minimising disturbance to the general public’ 
(GLA 2017: 60). Surely these are also important considerations for men as well 
as women working in construction? 
 
 
Attempts to include women 
 
The size, complexity and nature of major infrastructure projects mean that they 
are often highly regulated and subject to scrutiny, opening up the possibility 
for a more inclusive employment policy, as well as a change in the composition 
of teams. A number of mega projects have set out to use their size, capacity and 
profile to make a difference to gender equality and set ambitious targets and 
aspirations as a prerequisite for action.  
 
They indicate particular factors critical to the achievement of securing greater 
inclusivity, such as:  
— securing an overriding agreement with all stakeholders, including 

contractors, subcontractors, trade unions, clients, and local authorities 
on working conditions, direct employment (e.g. Olympic Park – Wright 
2013); 

— contract compliance, including equality measures and employment 
goals in all tender documents, carried through by pre-job compliance 
meetings and continued monitoring (New York Times Building – Moir 
2014); 

— recruitment, setting clear targets, employing a workforce reflective of the 
local population, proactive application of equal opportunity policies by 
all contractors and subcontractors; 

— training, including formal links with colleges in the vicinity, work 
placements and work experience (Vancouver Highway, Canada – Griffin 
and Braid 2000); 

— working conditions, including structured working hours, childcare 
provision, and inclusive maternity leave; 
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— securing support at senior level and from women’s groups and trade 
unions in meeting objectives and monitoring, and organising meetings 
and conferences. 

 
As a result of implementing a number of these measures, women employed by 
Crossrail in London accounted for: 29% of project managers; 12% of 
apprentices and 19% of graduates (Kitching 2014). In Canada, women on the 
Vancouver Highway accounted for 5% of those employed and 10% of hours 
worked, including as carpenters, labourers and machine operators (Calvert and 
Redlin 2003). And, in the US, the New York Times Building (2004–7) had a 
15% female participation rate (Moir 2014).  
 
Much attention has been given to the implementation of Human Resource 
Management policies, including creating supportive networks, flexible 
working, and mentoring. Nevertheless, research has revealed that those 
initiatives do not significantly affect women’s overall career advancement, 
although they do provide a happier and more family-friendly work 
environment (Francis 2015). Indeed, factors that positively influence the career 
progression of women in construction are the same as those for men, including 
the organisations worked for, education and qualifications, work experience 
and hours worked.  
 
 
Current changes in the construction industry 
 
Changes taking place and required by the industry open up the possibility for 
greater inclusivity. In particular, the imperatives for low-energy construction, 
to increase renewable energy and to reduce carbon dioxide (CO2) emissions 
by 20% by 2020 (the construction sector being responsible for 40% of 
European Union (EU) CO2 end-use emissions) are a great opportunity. The 
EU Build-up Skills programme has emphasised the need to improve the quality 
of training courses in many countries to meet the requirements for pan-
European ‘nearly-zero energy buildings’ (NZEB) and renewable energy targets. 
It noted the shortage of cross-occupational knowledge and skills, insufficient 
coordination between occupations and unsatisfactory interdisciplinary training 
opportunities (Cliquot and Gausas 2014: 26). NZEB is qualitatively different 
from the traditional construction process in requiring a singular approach to 
the building envelope by all occupations. It emphasises insulation continuity, 
treatment of thermal bridges and targeted air tightness. For on-site 
occupations, this means going beyond their immediate scope of responsibilities 
and understanding the building fabric as a unified system. This suggests 
greater educational input to achieve thermal literacy, broader qualification 
profiles to overcome interfaces between the activities of different occupations, 
and integrated team working and communication given the complex work 
processes involved. The imperatives to improve energy efficiency can thus be 
seen as at odds with a labour process often characterised by fragmented 
contractual relations, extensive subcontracting, use of agency labour, and self-
employment and as offering new opportunities to open up the industry to a 
wider range of candidates and at the same time to transform the VET system.
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Many countries in Europe are also confronted by what might be regarded as a 
recruitment crisis in the construction industry, marked by a failure to expand 
the pool of candidates, to attract high calibre applicants, and an aging 
construction workforce. Of those who enter construction training, many are 
on full-time courses, suggesting greater reliance, on one hand, on recruiting 
directly from vocational colleges, where generally higher proportions of women 
are found than in the labour market, and, on the other hand, on the provision 
of work experience and placements. The employment relation itself has also 
been undergoing transformation, including through the use of agencies, so that 
the ‘old boys’ network’, on which much recruitment depended, is weakening. 
More formal recruitment practices, which give greater recognition to 
qualifications achieved and are more favourable to women, are also increasing. 
Finally, the EU and the European Trade Union Confederation (ETUC) policy 
gives an added impetus to increasing the participation of women in 
construction, including the gender dimension of the 2020 Strategy and policies 
for gender equality. 
 
 
Conclusions 
 
All these changes imply a transformation of the construction sector and a 
reform of existing norms within the male workplace to encompass sustainable 
construction, stable employment, workforce education and training. The 
danger at the moment in efforts to increase female participation is that too 
much onus is placed on women to change the situation and that purely 
economic arguments are resorted to, especially those built into the ‘business 
case’ such as concerning skill shortages, so pushing the role of men in the 
industry to one side. These arguments obscure the real problem confronted, 
which is political, the need to change power relations. Equity can never be 
achieved through the efforts of women alone, but, only with active support 
from men. Ultimately, it is the construction industry that has to change to 
accommodate women, not the other way round, and the time is ripe for this, 
to the benefit of both men and women. 
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Background 
 
Agricultural machinery has developed a lot over the past few decades and has 
increased both in its dimensions and in the number of technological 
implementations. On some machines, the operations are mechanically assisted. 
However, on a significant percentage of machines, completely manual 
operations are still necessary. To operate levers, to swing hatches, covers and 
ladders into position and latch them there or to move other parts, the operators 
of agricultural machinery must exert certain forces.  

Some examples on harvesters:  

– the straw shredder has to be adjusted manually, which requires high 
forces; 

– the corn tank has to be opened and closed manually, which also requires 
high forces; 

– during maintenance, ladders have to be moved, side flaps to be opened 
and closed, and levers (which may have rusted over time) to be operated. 

 
National and international standards on agricultural machinery (e.g. ISO 4254 
(ISO 2013-2019)) make clear statements regarding the requirements of these 
machines. During a revision process of standards, the OSH (occupational safety 
and health) experts in the standardisation committee identified that the 
existing requirements concerning operating forces needed to be adjusted. Some 
standards state that the force to be exerted must not exceed 400 Newton (N). 
These forces of 400 N peak forces and 250 N average forces seem to exceed 
many operators’ capabilities. Most women, for example, are on average unable 
to exert a force of 400 N (see Figure 1). In general, when evaluating maximum 
allowable operating forces, particular attention has to be paid to the effects of 
gender and age on the strength of operators. A study of Serafin et al. (2015) 
shows that on average women reach about 66% of the maximum strength level 
of men. It also has to be taken into account that strength decreases with age. 
In addition, the values stated in the standards have no (known) scientific basis. 
Nor, as yet, has a measurement method been described by means of which 
manufacturers or inspectors from governments could measure operating forces 
simply and cheaply, but nevertheless reproducibly. 
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To establish a solid base for defining the content of standards, the Commission 
for Occupational Health and Safety and Standardisation (KAN) commissioned 
a study on operating forces at the Institute of Occupational Health, Safety and 
Ergonomics (ASER) in Wuppertal (Germany). 

 
Aims of the study 
 
The aims of the study were: 

1. To determine the current state of affairs concerning the science and 
technology used for the measurement of operating forces; 

2. To develop and evaluate a practicable measuring procedure which 
makes it possible to measure operating forces on (agricultural) machines 
simply and cheaply, but nevertheless reproducibly; and 

3. To examine whether the maximum acceptable operating forces (400 N 
peak and 250 N average) often mentioned in ISO standards for mobile 
agricultural machinery are appropriate (particularly with respect to the 
operator’s gender) from an ergonomic point of view. 

 

Methods 
 
First, the project team examined a number of operating scenarios on 
agricultural machinery (levers, flaps, hoods, clamps, locking devices and other 
movable components etc.). A manual and an automatic measuring procedure 
for the determination of operating forces was developed (see Figure 2) and 
corresponding measurements were performed in different ways. The manual 
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Figure 1 The effect of age and gender on pulling strength and grip strength 
(n=1,207)

Source: In accordance with Serafin et al. 2015



procedure involved a number of test subjects, equipped with hand-held force 
measuring devices, operating controls and moving parts in various different 
postures and with different directions of force exertion. To estimate the validity 
of the measurements performed in this way on test subjects, comparative 
measurements were performed with the aid of a winch connected through a 
force transducer to the handle or hatch of the operating element (automatic 
measuring procedure). Overall more than 700 repeated measurements of 
different operating elements were conducted in field and laboratory conditions. 
As measures of accuracy of the measuring procedures, repeatability and 
reproducibility have been determined in accordance with ISO 5725-2 (ISO 
1994). 

Furthermore, to determine maximum operating forces feasible for female and 
male operators, orienting measurements of maximum isometric body strength 
in typical postures assumed when operating agricultural machinery were 
conducted on eight subjects (four female and four male). Three cases of force 
exertion (lever actuation, opening/closing side flaps and locking a ladder), each 
in 3 to 15 positions distributed over the human handling area have been 
examined in more than 3,000 single measurements in 133 positions. 
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Figure 2 Automatic (top) and manual measuring procedure with two examiners 
(bottom)



Results 

 
 
The averaged results for repeatability and reproducibility from all 
measurements done in laboratory conditions are shown in Table 1. Both 
measuring procedures primarily provide comparable results. The automatic 
procedure predominates in accuracy. The manual procedure is much easier to 
apply and still provides adequate, slightly higher results than the automatic 
procedure. Furthermore, tests have shown that the manual procedure requires 
practiced examiners in order to achieve accurate results. 

Maximum operating forces feasible for female and male operators are 
presented in Figure 4. Results show that female subjects reach considerably 
lower forces than male subjects (about 60%). Depending on the body posture, 
force direction and the individual properties of the operator population, it can 
be stated that maximum operating forces, mentioned in standards, are too high 
to be executed by most female and many male operators. 
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Figure 3 Typical force-time diagrams of the manual procedure for three repeated 
measurements with two examiners (dashed lines, grey) and the automatic 
procedure (black) for the same test object

Table 1 Repeatability- and reproducibility-coefficient of variation (C.O.V.) 
averaged over all measurements of operational force in the laboratory

 

Automatic procedure 

Manual procedure 

Average repeatability - C.O.V. 

2.8% 

4.4%

Average reproducibility - C.O.V. 

2.9% 

6.6%



Discussion 
 
The study confirmed the impression of the OSH experts, namely that the values 
stated in the standards are substantially too high, unless only particularly 
strong individuals are to be able to operate agricultural machinery. This means 
that the values should also consider female trainees or older workers on farms. 

The scope of the study did not allow for definitive values for specific application 
scenarios to be determined which could be included in the standards. Owing 
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Figure 4 Summary of one-handed pushing forces over the human handling area for 
women and men

Note: Values expressed in percentage related to the maximum strength in the most favourable position 
(top left).



to the limited body of data, the values determined can only serve as 
recommendations. For robust values to be obtained, the body of data would 
have to be considerably expanded.  

The study nevertheless provides constructive recommendations for 
instruments and measurement techniques. Hand-held instruments that can 
be connected to a computer produce robust values. Owing also to their low 
cost, they could conceivably be used by mobile employees for the purpose of 
market surveillance as well as by accident insurance providers and 
manufacturers. The results of the study can also be applied to mobile 
machinery in other sectors, such as construction machinery. 

 
Conclusions for standardisation and practice 
 
The force values currently stated in agricultural machinery standards are too 
high. The priority now is for the approach described in the study to be 
developed further. Standardisation activity either requires robust values based 
on an extended body of data, or it must seek other solutions by which 
requirements can be formulated even in the absence of specific values, in order 
to enable all users of agricultural machinery to work with it safely and 
ergonomically.  

The extensive report about this study is available on the KAN website in both 
German (Klußmann et al. 2013a) and English (Klußmann et al. 2013b). 
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Annex 
 
The task of the Commission for Occupational Health and Safety and 
Standardisation (KAN) is to monitor standardisation work from the 
occupational safety and health (OSH) perspective and to ensure OSH interests 
are reflected in standardisation. 

The social partners, the state, the statutory accident insurance institutions and 
the German Institute for Standardisation (DIN) are represented in KAN. The 
commission ‘pools’ the opinions of the various OSH stakeholders (based on a 
broad consensus between all parties) and the resulting position is expressed 
in the form of comments and provided as input into current and planned 
standardisation projects or existing standards, via DIN. It also represents the 
opinion of the German OSH world in debates concerning standardisation 
policy. KAN itself is not, however, a standardisation body. 

KAN was created in 1994. Responsibility for the commission lies with the 
Association for the Promotion of Occupational Safety in Europe (VFA) and 
financial support is provided by the Federal Ministry of Labour and Social 
Affairs. Its membership consists of the social accident insurance institutions 
for trade and industry and for the public sector. 

Since 1976 the Institute of Occupational Health, Safety and 
Ergonomics (ASER) research group carries out basic and application-
oriented research and development projects in the area of work, safety 
information and traffic sciences. His traditional fields of work include work-
scientific analysis and the assessment and organisation of work, as well as basic 
research in the field of occupational sciences and safety in order to identify 
cause-and-effect relationships through field and laboratory studies. Research 
and development projects in the area of product development and product 
design are carried out with ergonomic, safety and occupational psychology 
goals in mind. Since the beginning of the 1990s an additional working field 
concerning the effective and efficient transfer of information and knowledge 
about work, safety and traffic sciences has been established for experts from 
small and medium-sized enterprises as well as for citizens, leading to the 
production of an innovative research network and lasting system 
developments. 
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In an increasingly challenging economic environment European and national 
policies on active ageing are being progressively narrowed down to calls to 
prolong working lives. Remaining in employment, however, is strongly 
influenced by exposure to harmful factors during a substantial portion of one’s 
career, by working conditions at the end of one’s career and by the development 
of one’s state of health. In this respect, women and men do not follow similar 
paths. Gender disparities with regard to an ageing workforce are related not 
only to sexual segregation in employment, but also to the unequal distribution 
of care roles.  

This chapter looks at gender disparities in an ageing workforce. It is based 
mainly on the results of Eurofound’s fifth European Working Conditions 
Survey 2010 (EWCS). Parts 1 and 2 examine the effects of arduous work and 
the possibility of finding fulfilment at work as one grows older. The following 
two parts are concerned with the burden of unpaid work and with the 
insecurity of employment and income at the end of the working life.  

 

The differentiated effects of difficult working 
conditions 
 
Eurofound’s EWCS in 2010 provides data on the links between the working 
conditions and health of employees 50 years of age and above.1  

The survey asks respondents to evaluate their general state of health. The 
findings show that the proportion of employees who report a poor state of 
general health increases with age, for both women and men, peaking between 
the ages of 55 and 59 (38 per cent). Between 50 and 59 years of age the main 
factors underlying this perception of poor health status include, among women, 
harmful or tiring posture at least half of the time and working hours ill adapted 
to life outside work. These factors are also important for men, but to a 
significantly lower extent.  

1. These data are analysed in ETUI Working Paper 2014.03 (Vendramin and Valenduc 2014).  
The sixth survey (2015) does not provide the same data, which would be needed to enable a 
comparison of the variables used in this chapter through the prism of gender and age. With 
regard to the variables presented and those in the report on gender equality at work 
published by Eurofound (2020), however, the results and trends are similar to those of this 
study (editor’s note).
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Concerning whether work has negative effects on health, 25 per cent of female 
workers and 30 per cent of male workers between 50 and 59 years of age believe 
that it does. The main differences between men and women are linked to their 
occupations (Eurofound 2013; 2020). Among 50–59 year-olds, substantially 
more women than men report that their work has a negative impact on their 
health in higher occupations, in other words, management, white-collar workers 
and teachers (31 per cent as against 22 per cent) and in retail services (30 per 
cent as against 21 per cent). Among men, medium-skilled manual workers and 
those in technical occupations have the highest perception of occupational 
hazard. The most unfavourable work situations, among both women and men, 
include arduous or tiring postures, as well as working hours that are poorly 
adapted to life outside work. These findings have to be related to other research 
outcomes that underline that women and men are not exposed to occupational 
hazards in the same way (Teiger and Vouillot 2013). Certain risks that are more 
easily measurable and better recognised (through bonuses or early retirement 
options, for example) concern men to a greater extent: noise and vibrations, 
excessive temperatures, exposure to toxic products, heavy loads and night work. 
Women, by contrast, are more exposed to repetitive movements, inability to 
interrupt their work and restricted autonomy (Caroly et al. 2013). 

Certain health problems become more frequent with age. Back complaints and 
musculoskeletal disorders of the upper limbs affect more than half of workers, 
both women and men, from 50 years of age onwards. With age, general fatigue 
affects an ever growing proportion of women, peaking between 45 and 49 years 
of age (45 per cent), while among men the peak comes between 50 and 54 years 
of age (42 per cent). As regards sleep disorders, women are slightly more 
affected than men, increasing with age. The gap between women and men 
widens from the age of forty up to the early sixties. In their fifties, more than 
one woman in four reports having trouble sleeping. Women’s ‘double day’ is 
an important factor underlying fatigue and sleeping problems.  

While the ability to withstand stress generally declines with age, 25 per cent of 
male workers and 28 per cent of female workers aged 50 or over are exposed 
to stress in their work. Depending on their occupation, the differences between 
women and men can be substantial. Thus more women than men are exposed 
to stress in higher occupations and in management positions, as well as, to a 
lesser degree, in intermediate positions (Figure 1).  

Together with stress, work with a substantial emotional component can also 
be onerous (Figure 2). ‘Emotional work’ includes activities directly involving 
people, such as patients, passengers, customers or students, or certain 
situations that arouse emotions, such as having to face angry customers, having 
to hide one’s emotions, being confronted with suffering or distress and so on. 
Emotional work is more frequent not only in certain occupations that are 
mainly female because of gender segregation in ‘care’ jobs, but also among 
women in occupations in which they do not make up the majority, such as 
higher or intermediate occupations. This can be explained by the higher 
concentration of women in interpersonal tasks – something that, here too, 
attests to the existence of ‘gender roles’ in these occupations.  
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In an analysis of the findings of the survey ‘Health and Professional Life after 
50 Years of Age’, conducted in France in 2003, arduous work at the end of a 
career is approached in three dimensions (Molinié 2012). The first is prolonged 
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Figure 1 Exposure to stress by occupational group and sex  
(percentage of workers aged 50 and over), EU27

Source: EWCS, 2010
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Figure 2 Exposure to emotional work by occupational group and sex 
(percentage of workers aged 50 and over), EU27

Source: EWCS, 2010
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exposure to the physical demands of work, which is more frequent in manual 
trades. The physical demands of women’s work, however, are not always 
characterised in the same terms as those of men’s work. In women’s work, the 
similarity of certain forms of drudgery in the workplace to domestic work 
makes it more difficult to describe what older women workers do as ‘physically 
demanding work’. If fewer women than men are exposed to physical demands 
such demands tend to be more prolonged because early exit from the labour 
market is more frequent among men. The second dimension is perceived 
arduousness, which refers to work constraints or strains experienced as 
difficult to bear. This calls into question organisational capacity to 
accommodate older workers with decent working conditions, favourable to 
both their health and their efficiency. The third dimension is the interaction 
between work and the health problems that can appear with age and pose an 
obstacle to professional activities. To the extent that women, given their 
fragmented careers, are compelled to give up work later, they will be more 
affected.  

 
Possibilities of finding fulfilment in one’s work 
 
If continuing in employment among older employees is strongly influenced by 
their working conditions, a lack of meaning at work (career prospects, learning 
opportunities, signs of recognition) adds to the difficulty of getting older in 
that context (Bertrand et al. 2010; Eurofound 2012b). The 2010 EWCS survey 
provides a number of indicators in this area. One such indicator is the capacity 
to anticipate a professional future or, by contrast, the feeling that the only 
prospect is one of unrelenting routine. The survey shows that career prospects 
decline constantly with age, with substantial gaps between women and men, 
depending on profession. The most striking differences concern higher 
professions (55 per cent of women have no career prospects, compared with 
40 per cent of men), retail services (67 per cent of women have no career 
prospects as against 57 per cent of men) and elementary occupations 
(characterised by a lack of prospects for 81 per cent of women and 71 per cent 
of men). A lack of career prospects is one of the main factors in dissatisfaction 
with regard to working conditions among those aged 50–59. Other indicators 
enable us to examine the sense of work satisfaction in more detail. Certain 
indicators score well among 50–59 year-olds, for women as much as for men: 
the feeling of doing useful work, a sense of work well done and the fact of 
knowing what is expected of you. For other indicators the outlook is more 
clouded: the ability to influence decisions about one’s work, involvement in 
change and the opportunity to apply one’s own ideas in one’s work. Another 
indicator points to substantial differences between women and men, namely 
fair pay, especially among highly qualified employees. In the higher 
professions, 59 per cent of men have the feeling that they are paid fairly in 
relation to the work they do, compared with 45 per cent of women, while in 
the intermediate professions the figures are 56 per cent and 41 per cent, 
respectively. 
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Moreover, many studies show that exposure to age discrimination or 
stereotyping has an impact on decisions on early departure (Desmette and 
Gaillard 2011). According to the 2010 EWCS survey, 6 per cent of female 
employees and 4 per cent of male employees of 50 years of age or above report 
having been the victim of age discrimination in the course of the past year. 
Analysis of the findings of the European Social Survey 2006 further shows that 
social norms as regards retirement age are gender-related. People interiorise 
these institutionally constructed norms, comparing themselves to others and 
setting targets for transitions in the course of their lives (Radl 2012).  

 
Employment at career end: gendered profiles 
 
Professional segregation has already been mentioned as a key differentiating 
factor in the working conditions of women and men (Eurofound 2012; 2020). 
It is even more pronounced in relation to older workers than among the young 
(Vendramin and Valenduc 2012).  

In the European Union, employees between 50 and 64 years of age made up 
26 per cent of the total in 2013. Among 50–64-year-olds the representation of 
women is higher in public administration, teaching, health care and social work 
(overall, 49 per cent of women’s jobs), while industry and construction 
concentrate 37 per cent of male employment. Still among employees aged 50–
64, women are more concentrated in certain occupations: 15 per cent of them 
work in administrative jobs, 12 per cent in cleaning and domestic help, 11 per 
cent in teaching and 11 per cent in intermediate professions other than health 
care. These four occupational groups represent half of all older employees. 
Distribution of workers between 50 and 64 years of age differs among men: 
21 per cent are employed in manual occupations in industry, handicrafts and 
construction, 10 per cent are drivers or machine operators, and 9 per cent are 
executives or managers (compared with 4 per cent among women). These 
figures illustrate the professional segregation between women and men fairly 
well.  

Three other factors further reinforce the disparities between women and men 
at the end of their careers (Vendramin and Valenduc 2014): 

1. Part-time working at the end of a person’s career. Part-time working is, 
on average, more significant among employees of 50 years of age or 
above. In 2013, it accounted for 9 per cent of men, but 34 per cent of 
women among older employees in the European Union, although in 
certain countries the proportion of women above 50 years of age working 
part-time may surpass 50 per cent (in descending order of importance, 
the Netherlands, Germany, Belgium, Austria, Luxembourg, the United 
Kingdom and Ireland). In these countries, part-time constitutes a 
common way of organising working time at the end of a career.  
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2. Prolongation of the average working life. This is measured by an 
indicator established by Eurostat.2 In 2012, the average working life for 
men (estimated at 37.6 years) was significantly longer than that of women 
(32.2 years) in all the 28 countries of the European Union, with the 
exception of the Baltic states, albeit with substantial differences from one 
country to another. From 2001 to 2012 the average length of working life 
increased overall, but even more among women than among men: the 
European average was 2.9 years for women and 1.3 years for men, again 
with substantial differences between countries. Whether the legal 
retirement age is the same for women and men does not explain the gaps 
between countries. These can be explained by other factors, related to the 
differentiation of careers and life courses of women and men.  

 
3. The nature of activity or inactivity among 50–59-year-olds. For older 

workers, there can be many different reasons for inactivity: unemploy -
ment, incapacity or illness, retirement or early retirement, family 
responsibilities or care, among other things. In 2012, in the population 
aged between 50 and 59 years of age in the EU, the average proportion of 
employees was 59 per cent among men and 55 per cent among women, 
while the proportion of self-employment was 18 per cent among men and 
only 9 per cent among women. In other words, the main reason for the 
gap between women’s and men’s employment rates was self-employment. 
The unemployed, the incapacitated and the retired represented 6 per cent, 
7 per cent and 6 per cent, respectively, with no substantial difference 
between women and men. By contrast, the proportion of those inactive 
because of family responsibilities or care was much higher among women 
than among men (8 per cent as against only 1 per cent), with similar 
figures for ‘miscellaneous other reasons’ (9 per cent as against 3 per cent).  

 
The unequal burden of unpaid work  
 
Epidemiological studies have shown that the cumulative workload of paid and 
unpaid work has different impacts on the life courses and health of women and 
of men (Artazcoz et al. 2001). The prospect of working longer cannot be 
properly interpreted without taking into account the short- and long-term 
effects of this accumulation.  

At whatever age, domestic and care tasks fall mainly on women. From 50 years 
of age onwards the burden starts to diminish, but still affects 22 per cent of 
women and 17 per cent of men. Parental responsibilities or care for old or 
handicapped family members looms larger in this age group, affecting 9 per 
cent of female employees and 3 per cent of male employees. Furthermore, 
according to the European Quality of Life Survey (Eurofound 2011), 26 per cent 
of women and 20 per cent of men aged 50 or above report that work-related 

2. This indicator uses a probabilistic model to calculate, for persons currently in employment, 
the estimated number of years of work they are likely to put in during their active life, given 
the characteristics of the labour market in a given year.
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tiredness often prevents them from taking on domestic tasks after the working 
day is over.  

Work–life balance is one factor among others that is likely to influence the 
decision to remain in employment or not. According to the 2010 EWCS the 
proportion of employees aged 50 or above who no longer feel capable of 
continuing to work up to the age of 60 is strongly correlated with the quality 
of the reconciliation of their working hours and private life. In the case of those 
whose work–life balance is particularly poor, 58 per cent of women and 48 per 
cent of men report no longer feeling capable of continuing in their current 
employment up to 60 years of age.  

The association and reciprocal effects of their particular activity and working 
conditions and the strains of trying to reconcile working life and private life 
translate over the long term into declining health and a lower expectation of 
life in good health for women, even though they tend to live longer (Teiger and 
Vouillot 2013).  

 
Economic insecurity and end-of-career trajectories 
 
Insecurity of employment and financial constraints play an important role in 
end-of-career trajectories. According to the 2010 EWCS, 16 per cent of men 
and 15 per cent of women aged 50 or above fear losing their jobs in the near 
future. Almost two-thirds of women and men (64 per cent) believe that it would 
be difficult to find an equivalent job if they lost their current one.  

On top of job insecurity comes insecurity of income. The respective situations 
of women and men differ in this regard as they get older. The older women get, 
the more likely they are to be the main contributor to household income: 57 per 
cent of women still working beyond 60 years of age are the main earners in 
their household, as against only 31 per cent at 40 years of age. The household 
profiles of women and men differ from 50 years of age onwards. Thus, the 
majority of men over 50 years of age have spouses or partners who are in work, 
ranging from 72 per cent for 50–54 year-olds to 60 per cent for 60–64 year 
olds. The proportion of single-person households among men remains stable 
at around 9 per cent between the ages of 50 and 64. The situation is different 
among women. The proportion of women aged 50 or above with a working 
spouse falls more sharply than in the case of men: from 83 per cent for 50–54 
year-olds to 45 per cent for 60–64 year olds. Above 60 years of age, 47 per cent 
of them have a retired partner, as against only 16 per cent of men in the same 
situation. Furthermore, just over one in four female employees aged 60–64 
(28 per cent) is in a single-person household. The financial situation of women 
aged 50 or over in single-person households seems to be worse than that of 
men in the same circumstances: 41 per cent of them report having difficulties 
getting through the month, as against 31 per cent of men. This cursory look at 
the profiles of end-of-career households reveals different situations for women 
and for men that may affect whether they prolong their careers: above 50 years 
of age the proportion of women who are the principal earners in their 
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household increases, as does the proportion of women in single-person 
households.  

The standard career model, with prolonged stability in the same job, seems to 
apply to fewer and fewer employees and slightly less for women than for men. 
Again, according to the EWCS, in the 55–64 age group only 21 per cent of men 
and 14 per cent of women report more than 30 years’ seniority in their current 
employment, while 34 per cent of men and 41 per cent of women report 
seniority of less than 10 years. People in their fifties thus face the prospect of 
changing job, whether forced or voluntary, in a context that scarcely favours 
older workers.  

Other surveys confirm the assumption of a financial constraint affecting the 
growth in employment among older women. Rosende and Schoeni (2012) 
show, based on the Swiss case, that the variability in the second part of careers 
and of paths towards retirement originate in the gendered division of labour 
that shapes people’s life courses. The measures being contemplated to increase 
the employment rates of older people often discriminate against women. 
Although they seem to be egalitarian, in fact they do not take account of prior 
inequalities between women and men during the first part of people’s careers. 
Furthermore, pension schemes based on the second pillar discriminate against 
people (mainly women) with discontinuous and/or part-time professional 
careers. As for the third pillar, based on people’s capacity to save, it turns out 
to be less accessible to women because of the persistent pay gaps between 
women and men. There is therefore a substantial difference between people 
(often women) who have to work to an advanced age to make up for a 
fragmented career or who started working later in life and those (often men) 
who benefit from various kinds of early retirement under fairly good conditions 
(Molinié 2012). In this context, women’s choices are constrained in many 
instances (Duberley et al. 2014). 

 
Conclusion 
 
Thus the work situation, working conditions and state of health of women and 
of men evolve differently with age. The state of health of all wage earners in 
Europe deteriorates with age, but women state more often than men that they 
have to put up with painful or tiring postures and unsuitable work schedules. 
Women and men take different views of this deterioration depending on their 
gender and their job. From 40 years of age onwards women state that they feel 
generally tired more often and have more trouble sleeping than men, which 
can be explained by their dual working day and the jobs they do. The fact is 
that because they tend to work predominantly in work involving personal 
contact (in care, teaching or services) they are more exposed to stress and 
emotional work than men, especially in more highly skilled jobs, which can 
give rise to tiredness or insomnia. The reduction of career prospects with age, 
as well as the feeling that they are not being fairly paid, which are particularly 
characteristic of women, also lead to dissatisfactions that are a risk factor after 
50 years of age. These dissatisfactions can be partly compensated by their sense 
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of the usefulness and quality of their work. On the other hand, their 
dissatisfaction can be exacerbated by a lack of scope for decision-making or 
action experienced by both female and male workers as they get older. 
Occupational segregation because of gender is also exacerbated with age, as is 
the gap with regard to part-time employment. Paradoxically, women also feel 
that the prolongation of working life impacts them more than men, especially 
because their working lives are more often fragmented. Furthermore, they are 
more often obliged to ‘give up’ employment after the age of 50 to take care of 
elderly relatives or relatives experiencing problems. Overall, they experience 
more difficulty reconciling working life and domestic responsibilities, which 
still tend to fall mainly on women above 50 years of age, which affects their 
prospects of remaining in employment. Furthermore, even though they are 
subject to insecurity of employment and income as much as men of the same 
age, women over 50 are often discriminated against by measures aimed at 
increasing older workers’ employment rate, as well as by retirement systems, 
which do not take account of career or income inequality. They are nevertheless 
the main contributors to household income, whether they are in a couple or 
single. 

To sum up, two important findings emerge. First, the question of gender has 
to be taken into account systematically when analysing working conditions and 
in the development of policies designed to improve them. Second, the problems 
concerning working conditions cannot be dissociated from the institutional 
environment governing the organisation of the end of people’s careers, which 
are often country-specific, although in turn strongly influenced by European 
guidelines. The different trajectories of women and men both in employment 
and outside it have to be taken into account and the inequalities and injustices 
in this domain have to be put right.  
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Shedding light on the occupational 
illnesses of female workers: two steps 
forward, one step back 
Katherine Lippel 
University of Ottawa, Canada Research Chair on Occupational Health and Safety Law 

 
 
Despite some progress, gender inequalities persist in relation to the recognition 
of occupational health problems, both in Europe and in North America. In this 
chapter, after reviewing notable advances over recent decades, we shall 
examine two contemporary cases based on data from Quebec, Canada: 
women’s exposure to psychosocial risk and the illnesses associated with it, and 
recognition of forms of cancer linked to women’s occupational exposure. We 
conclude by asking about possible ways of counteracting women’s invisible 
suffering at work.  

 
Looking back, progress is being made, but… 
 
Gaining recognition for the occupational health problems suffered by women 
at work was a regular focus of attention in the latter decades of the 20th century, 
largely thanks to trade union campaigns and academic research in North 
America and Europe. In North America the work of ‘The invisible that hurts’ 
research team from Québec (Canada) stands out in particular. It included 
ergonomics, sociology and law researchers and representatives of the 
occupational health and status of women committees of the three trade union 
partners: the Quebec Federation of Labour (Fédération des travailleurs et 
travailleuses du Québec), the Confederation of National Trade Unions 
(Confédération des syndicats nationaux) and the Quebec Federation of Trade 
Unions (Centrale des syndicats du Québec) (Messing and Lippel 2013). In 
Europe, important research was carried out by the European Trade Union 
Institute (ETUI) on the occupational illnesses suffered by female workers 
(Vogel 2011; Vogel 2015). And in France, research resulted in beneficial 
amendments to the Labour Code (Code du travail); Article L.4121-3 now makes 
it an obligation, since August 2014, for employers to conduct a health and 
safety risk assessment that takes account of gender differences in the impact 
of exposure to risk (Chappert 2015). 

The research and debate on this issue highlighted the fact that problems 
associated with jobs traditionally held by women tended to be overlooked and 
their work trivialised. In some cases, this has led to greater recognition of the 
occupational harm suffered by female workers, but also by men – in particular, 
musculoskeletal illnesses and psychological disorders attributable to working 
conditions or events at work. Working together, trade unions and researchers 
have overcome stereotypes that were deeply entrenched in working 
environments and fed to decision-makers in organisations responsible for the 
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prevention of and compensation for occupational injuries and illnesses. As a 
result, the approval rate for claims made by female workers suffering from 
musculoskeletal disorders or psychological injuries, which was dispro -
portionately low during the earliest studies, has increased to a level comparable 
with that of male workers (Lippel 2015a; Lippel 2009; Lippel 2005). 

Despite this progress, however, gender inequalities in the recognition of health 
problems linked to work persist. Here, we will examine psychosocial risks and 
the illnesses associated with them, before going on to look at cancer linked to 
occupational exposure. 

 
The situation today: two specific examples 

Illnesses attributable to exposure to psychosocial risks, 
including violence at work  
 
In our first studies, which looked at the attitude of administrative courts 
towards claims from female workers suffering from mental health problems, 
we found that the underlying values in judgments refusing to recognise the 
occupational nature of these problems were rooted in certain prejudices against 
female labour (Lippel 1989; Lippel 1999). Where a female worker held a post 
in a sector normally associated with female employment, the courts could not 
see why the stressful situations cited by the women were out of the ordinary 
(the criterion for recognising a psychological occupational injury). If the 
stressful conditions were considered normal, the claim was rejected. During 
the same period, where a woman working in a traditionally male environment, 
such as prisons, was subject to sexual harassment and threatening behaviour, 
her claim of psychological damage would be rejected on the ground that it was 
normal for inmates to be sexually frustrated, or that the woman was too 
sensitive given the nature of the work; these decisions sometimes hinted that 
she was not in the right job. However, in cases where male prison officers made 
claims for psychological damage linked to their work, they were usually 
accepted by the claims authorities (Laprise 2003). 

So, what is the situation today? In Quebec, the Commission on standards, 
equity, health and safety at work (Commission des normes, de l’équité, de la 
santé et de la sécurité du travail or CNESST; formerly the Commission on 
health and safety at work [Commission de la santé et de la sécurité du travail 
or CSST]), now recognises the importance of violence at work as a source of 
occupational injury. It publishes an annual statistical analysis of claims 
approved under the Law on occupational accidents and illnesses (Loi sur les 
accidents du travail et les maladies professionnelles) (L.R.Q., c. A-3.001) 
concerning incidents of physical violence and psychological and sexual 
harassment, providing a profile of men and women’s exposure. This progress 
is very welcome, since it gives a better understanding of the actual situation of 
male and female workers. In its latest report, the Commission once again notes 
that it is women who suffer more from physical and psychological violence at 
work (CNESST 2018a). The Commission also publishes reports on the 
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recognition of psychological injuries attributable to occupational stress, in 
which it finds that injuries recognised as being connected to acute stress are 
more or less equally shared between men and women (53 per cent for women 
versus 47 per cent for men), whereas female workers suffered more than men 
from injuries attributable to chronic stress (66 per cent) (CNESST 2018b). 
Cases accepted as being connected to violence and stress at work are 
particularly to be found in the health and service sectors, where the vast 
majority of workers are women.  

Statistics on recognised injuries are just the tip of the iceberg compared with 
the number of people exposed to violence and stress at work who go on to 
develop health problems as a result. A study of a representative sample of the 
Quebec working population told us that the health sector was, again, where the 
greatest number of workers reported having suffered violence at work (for all 
three forms of violence studied: physical violence, psychological harassment 
and sexual harassment). The vast majority of victims of psychological and 
sexual harassment were women (the same trend was observed with physical 
violence, but the differences by gender were not statistically significant) (Lippel 
et al. 2011). 

The results relating to psychological harassment were particularly concerning. 
We found that a worker’s position in the occupational hierarchy determined 
his or her exposure to psychological harassment, with unskilled workers (both 
men and women) more likely to be targeted than other employment categories. 
In the other employment categories, however, the picture differed according 
to the gender of the worker. As Figure 1 shows, among men, exposure declined 
significantly towards the top of the organisational hierarchy. Among women, 
on the other hand, being a skilled worker or a manager did not necessarily 
guarantee protection against psychological harassment. This phenomenon 
reveals that access to power does not, in itself, protect female workers, whereas 
the reality is quite different for male workers.  

We have presented all the results of the study and outlined the implications 
for policies governing psychological harassment elsewhere (Lippel et al. 2016). 
However, it should at the very least be noted that women, more than men, 
remain vulnerable to this form of violence at work, and that the dynamics of 
psychological harassment differ depending on whether the victim of the 
harassment is a man or a woman. 

In the studies we have already cited, our initial findings linked the low profile 
of problems faced by female workers with systemic discrimination against 
them, particularly when it came to recognition of the occupational nature of 
the injuries they suffered at work. Our first studies highlighted the stereotypes 
conveyed in decisions of the administrative courts: for instance, it was readily 
accepted that a policeman’s work was stressful and violent, but not the work 
of a female teacher or benefits officer. We might have thought that these 
stereotypes were a thing of the past, yet the following example leads us to fear 
that things have not changed much in Canada.  

Shedding light on the occupational illnesses of female workers: two steps forward, one step back
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In 2016, the Ontario legislature adopted the Law amending the Law of 1997 
on occupational safety and insurance against industrial accidents (Loi 
modifiant la Loi de 1997 sur la sécurité professionnelle et l’assurance contre 
les accidents du travail) and the Law on the Ministry of Labour concerning 
post-traumatic stress (Loi sur le ministère du Travail relativement à l’état de 
stress post-traumatique) (2016 L.O. c. 4). This law adds post-traumatic stress 
to the list of occupational illnesses that are presumed to be linked to work, with 
the diagnosis often given following exposure to an ‘acute stress’ event. In 
Quebec, 67 per cent of cases of acute stress accepted in 2017 belonged to this 
category (CNESST 2018b), and 13.1 per cent of victims of acute stress were in 
the nursing profession (CNESST 2018b). In Ontario legislation, there is an 
agreed presumption that post-traumatic stress has been caused by a worker’s 
job if s/he receives the diagnosis while carrying out one of the stipulated 
occupations: firefighters (various categories), police officers, members of 
emergency teams (various categories including ambulance workers, 
dispatchers, etc.) and workers in various categories of prisons. Primarily female 
occupations (nurses in particular) are excluded from the scope of the 
legislation, even though in Quebec these are the occupations where post-
traumatic stress syndrome is most often recognised as an occupational injury. 
This raises the question of whether female workers are any less ‘invisible’ than 
they were in the twentieth century. 

It should be noted that the same government amended its occupational health 
and safety legislation to specify that sexual harassment was a form of violence 
at work and thus an occupational risk, and that employers and labour 
inspectors therefore have prevention obligations. The law came into force in 
July 2016 (Lois de l’Ontario, 2016, c. 2). This suggests that female workers are 
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Figure 1 Occupations and bullying by sex 

Source: Québec Survey on Working and Employment Conditions and Occupational Health and Safety (EQCOTESST), 2007–2008
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now on the radar for the government and the two sides of industry, but it is 
typically female risks that are recognised, rather than those arising from low-
profile problems in their day-to-day work. 

 
Recognition of occupational cancers in men and women 
 
In 2015, we published a standard legal study on the recognition of occupational 
cancers in Quebec, based on an analysis of Quebec’s compensation legislation 
and case law (Lippel 2015b). In preparing for the study, we identified all the 
judgments on cancer delivered between 1985 and 2014 by the Quebec 
administrative courts responsible for dealing with claims for the recognition 
of occupational illnesses. We analysed over 300 judgments. It must be said 
that the acceptance rate for cancer claims is very low in Quebec, particularly 
because there are few diagnoses that are presumed, in the legislation, to be 
linked to occupational exposure. Having said that, it is still remarkable that 
only eight of the judgments were related to cases involving female workers. Of 
those, three were upheld, all concerning mesothelioma, a cancer presumed in 
Quebec legislation to be linked to exposure to asbestos. The five other cases 
were rejected: two cases of breast cancer diagnosed in two female sterilising 
staff, working for the same employer, who had been exposed to ethylene oxide 
as a result of broken equipment; two cases of lung cancer, one working for the 
same employer and in the same department as the workers with breast cancer, 
and the other working in dry cleaning; and lastly, one case of bladder cancer 
in a female aluminium worker, Linda Grondin, who had spent 151 weeks 
working in Söderberg1 pot rooms, a location prone to the development of 
bladder cancers. This last case was rejected on the basis that Grondin had been 
exposed for a shorter period than men who had had their occupational cancer 
recognised after exposure in Söderberg pot rooms. The female workers were 
not covered by epidemiological studies on the effects of exposure to 
benzo(a)pyrene contained in the polycyclic aromatic hydrocarbons in the pot 
rooms. No scientific studies on women were submitted to the courts, no doubt 
because there were none. It is therefore impossible to know whether these 
carcinogens work differently in women than men, or whether the length of 
exposure that is sufficient to cause bladder cancer is shorter for women than 
men. In this specific case, we know that not only was the female worker a 
tobacco smoker, but that her husband also smoked; astonishingly, however, 
this evidence was not considered in any of the judgments rejecting claims 
involving male workers suffering from cancer.  

Female workers have often been excluded from academic studies of 
occupational cancers. In an analysis of the academic literature, published in 
2015 (Hohenadel et al. 2015), the researchers found that between 1991 and 
1995, only 39 per cent of studies on occupational cancer included women. 

1. Various processes are used in the production of aluminium. The ‘Söderberg’ process enables 
the reduction of alumina (extracted from bauxite) in large reduction cells. The very process 
of electrolysis in the cells causes the release of polycyclic aromatic hydrocarbons, which 
contain, among other things, benzo(a)pyrene.
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Between 2006 and 2009, the proportion increased to 62 per cent. By contrast, 
however, 91 per cent of the studies included men. In a context where a lack of 
epidemiological evidence means that occupational factors are not recognised 
as causing cancer, it is not surprising that few women claim compensation for 
an occupational cancer, and that when they do so, they have less opportunity 
than men to assert their rights on the basis of scientific knowledge. Funding 
for research is linked to risks perceived as being work-related, but the rate of 
recognised occupational illnesses is low (Messing and Boutin, 1997). 
Meanwhile, doctors do not think to consider occupational exposure in their 
female patients (even less than for male patients, where it is already 
uncommon for these issues to be mentioned). So, in the rare instances where 
women do make claims, it is more difficult to produce evidence because of the 
lack of scientific data, and in the absence of recognised occupational injuries, 
there is no incentive to do research: a vicious circle which Karen Messing has 
documented and criticised on many occasions (Messing and Stellman 2006; 
Messing et al. 2003; Messing 2002). 

 

Conclusion: how to overcome the invisible suffering  
of women at work 
 
There is better recognition for the occupational injuries of working women in 
Quebec and Canada now in 2019 than at the start of the collaborative research 
project carried out by ‘The invisible that hurts’ team. However, there are still 
problems, not just legal but also political, when it comes to demanding 
recognition of the risks associated with female labour. The legislation in 
Ontario recognising post-traumatic stress as an occupational illness illustrates 
just how complex the issue is. This is the first legislative recognition of this 
occupational illness in Canadian law: a victory brought about by determined 
campaigning by the trade unions representing first responders, in particular 
firefighters, ambulance workers, prison officers and police officers. Since our 
early studies on occupational stress, it has become widely accepted in society, 
including among judges, that this type of work is a source of stress (Lippel 
1989). However, it has taken twenty-seven years since that publication noting 
the institutional acceptance of the stressful nature of these occupations – by 
the Commissions des accidents du travail [Workers Compensation Board] and 
by the courts – for the legislature to recognise what decision-makers widely 
accepted in the 1980s. If the union coalition of 2016 had campaigned to include 
female nurses, more of whom than first responders are affected by violence at 
work and post-traumatic stress, it is possible that the legislature would quite 
simply have refused to adopt this innovative legislation. Is fighting for the 
recognition of female occupational illnesses therefore a double or nothing 
gamble?  

As regards the recognition of occupational cancers in female workers, the 
challenges are even greater. First of all, it is extremely difficult to combat the 
power of industrialists who produce carcinogens and expose workers of both 
sexes to them (Thébaud-Mony 2014), thus making it difficult for occupational 
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cancers to be recognised. Secondly, investment in research into the 
occupational causes of cancer is declining (Raj et al. 2014), while research into 
occupational cancers among female workers has never been a priority 
(Hohenadel et al. 2015). Rare studies into the occupational causes of breast 
cancer have been the subject of controversy among academics (Brophy et al. 
2012; Brophy et al. 2013), suggesting that we are a long way from the academic 
consensus needed for legislative reform of occupational diseases agenda.  

There is some cause for cautious optimism, but if we want change to happen 
faster than the current snail’s pace, researchers and trade unions must 
continue to highlight the occupational health problems faced by female 
workers.  

 
Editor’s note 
 
On 12 June 2018, important amendments to the Labour Standards Act came into force 
in Quebec. Three of them concern psychological harassment: the definition of the concept 
now officially encompasses words, actions or gestures of a sexual nature. The deadline for 
lodging a complaint has been changed from 90 days to 2 years. Since 1 January 2019, 
all employers must adopt a policy on the prevention of psychological or sexual harassment 
and on handling complaints.  
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Any attempt to address the relations between work, gender and mental health 
on the basis of statistical sources comes up against a number of theoretical and 
methodological problems. Even before ‘new’ occupational pathologies or 
diseases came to the fore, such as musculoskeletal disorders (MSD) and 
psychosocial risks (PSR), extending beyond physical health problems, 
ergonomics had shown the limitations of an approach that is causalistic – in 
the sense that it disregards chicken-and-egg situations and interdependencies 
between workers’ health and their perceptions of working conditions2 – and 
decontextualised as regards ‘risk factors’ (Volkoff and Molinié 2008). Given 
the new challenges to mental health at work, henceforth we have to tackle, head 
on, the ‘toxicological’ approach that underpins the idea of ‘occupational risks’ 
because it assumes a passive worker ‘exposed to’ hazardous agents in contrast 
to a standpoint according to which each person, in the course of their activity, 
adapts to the latter’s circumstances, constraints and resources (Clot 2010).3  

Furthermore, investigation of the gender dimension of occupational health as 
an activity and ‘construction’ (Messing 2002; 2009), and even more so of its 
psychological dimension (Bercot 2014; 2015) began only recently. The 
differences and inequalities between the two sexes within the world of work 
are inextricably linked to the fact that occupations and working conditions are 

1. The Medical Monitoring Survey of Professional Risks (Surveillance médicale des 
expositions aux risques professionnels, SUMER) was conceived and is implemented by 
France’s Ministry of Labour, Employment and Health. A total of 2,400 doctors of 
occupational safety and health (around 20 per cent of the total) participated in the SUMER 
survey in 2010. In periodic reviews these occupational health practitioners interviewed 
more than 50,000 employees representative of 22 million private and public and private 
sector workers in France. 
Editor’s note: A new SUMER survey was conducted in 2016–2017, whose preliminary 
results were published in September 2019. These initial results do not give gender-
differentiated data and so it has not been possible to use them.

2. For example, people whose health has been weakened by causes that may have nothing to 
do with the work environment tend to report much worse working conditions than people 
who are in good health.

3. Hence our preference for the term ‘confrontation with’ rather than exposure to ‘PSR’ factors 
or ‘psychosocial issues’. This term is the one used by the DIM-Gestes conference ‘What to 
do about occupational health?’ (Comment agir sur la santé au travail) held in Paris, 11–12 
June 2015. The term ‘occupational mental health’ is also used. 
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gendered. Gender is a social construct of masculine and feminine that 
naturalises and legitimises the different and hierarchised positions and 
practices of each sex within the framework of social organisation in accordance 
with the principle of masculine domination. From this arises the naturalisation 
and invisibilisation of feminine occupational skills and the kinds of drudgery 
they face at work. This in particular explains the downgrading and 
undercompensation of occupations and positions allocated to women. Gender 
stereotypes are deployed right down to the level of specific tasks, including for 
work positions with the same name (Fortino 2009). Whence feminist 
researchers’ counter-formulation ‘all other things being unequal’. In this spirit, 
our aim here is to explore the strengths and limitations of analyses along the 
lines of ‘all other things being equal’ (henceforth ‘ATBE’) by considering 
‘gendered occupational groups’. We also conduct other – qualitative – research 
on specific occupational groups in which relations between gender and health 
can be observed in an illuminating way (Bouffartigue et al. 2009; Bouffartigue 
and Bouteiller 2015).  

It should also be mentioned that the SUMER 2010 survey has inherent 
limitations in terms of its scope and questionnaire, with regard to both 
psychosocial risk factors and mental health (see box). We therefore have to 
handle the survey with some degree of caution.  

 
Merits and limitations of the SUMER 2010 survey  
 
This survey, carried out with the help of occupational health doctors, now interviews a 
more or less representative sample of the paid labour force (48,000 people). It therefore 
does not include unemployed people and those in precarious employment are 
underrepresented. The lack of questions about career paths and ‘health paths’, not to 
mention about family situation, means that it is not possible to evaluate the effects of 
health selection nor the effects of the interaction between life outside work and life at 
work. We know, however, that, among both men and women, the unemployed and so-
called ‘inactive’ adults of working age report that their mental and physical health is 
significantly less favourable than that of ‘active’ people in work. We also know that the 
burdens of the so-called ‘double working day’ weigh mainly on women and their health.  
      As regards ‘PSR’ the 2010 questionnaire was based on Karasek’s, with the addition 
of a section from the one developed by Sigriest. But it does not cover the set of six 
dimensions proposed by the report by the panel of experts convened to conduct a new 
inquiry into this topic (Gollac and Bodier 2011). We have mainly used the first two 
dimensions of Karasek’s questionnaire (‘psychological demands’ and ‘decision latitude’) 
and the indicator that results from combining them, ‘experiencing job strain’. The HAD 
(‘Hospital Anxiety and Depression Scale’) questionnaire was chosen to tackle mental 
health. It comprises 14 questions, seven of which assess anxiety and seven depression. 
Its results appear to be somewhat less than robust, given that it shows a similarity 
between the two sexes on the second dimension that is belied by epidemiological 
studies, which indicate a much greater frequency of depressive symptoms among 
women. We therefore decided to emphasise the global HAD score, which is more in 
line with current findings concerning gender differences with regard to mental health. 
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‘Exposure to PSR’ and persistence of the ‘gender effect’ 
in ‘ATBE’ analyses 
 
The two sexes do not experience either the same working conditions or the 
same occupational risks. Women are less exposed to physical stress and 
chemical hazards and, overall, seem to be less affected by occupational risks. 
Investigations of working conditions and occupational risks, however, although 
designed originally with a strong industrial and masculinist bias, have begun 
to show that, on many dimensions – generally the less visible ones – women 
are more affected by numerous stresses and strains. For example, working day 
after day ‘in contact with people in need or distress’ continues to be perceived 
as a kind of natural extension of ‘natural female compassion’ and thus, in 
contrast to ‘carrying heavy loads’, not justifying either wage compensation or 
prevention of occupational hazards. On the other hand, does not the emergence 
of so-called ‘new’ hazards, such as ‘MSD’ or ‘PSR’, which affect women more, 
indicate that more ‘feminine’ hazards are coming to the fore? 

According to the SUMER 2010 survey, 31 per cent of women suffer from ‘job 
strain’4 in contrast to 27 per cent of men (see Table 1). This ‘overexposure’ of 
women in relation to men seems to be decreasing in comparison with the 2003 
survey (28 per cent and 20 per cent, respectively). The same tendency is 
emerging regarding the indicator of ‘isostrain’ (a combination of low control, 
high strain and low social support at work). This reduction of women’s 
overexposure to ‘PSR’ factors is the result of more unfavourable developments 
for men, who in particular are more affected by the general phenomenon of 
increasing ‘psychological demands’ and diminishing ‘decision latitude’ 
(Guignon, Niedhammer and Sandre 2008; Arnaudo et al. 2012).  

4. The indicators ‘job strain’ and ‘isostrain’ are constructed as follows: ‘job strain’ or ‘pressure 
at work’ is a combination of meagre decision latitude and heavy psychological demands; it 
is associated with a higher risk of cardiovascular problems, musculoskeletal problems and 
problems of depression. ‘Isostrain’ is the outcome of accumulated tension and poor social 
support at work.

Table 1 Development of ‘job strain’ and ‘isostrain’, 2003–2010

Job strain 

All: % strain 

Women: % strain 

Men: % strain 

Isostrain 

All: % suffering isostrain 

Women: % suffering isostrain 

Men: % suffering isostrain

2003 

23.4 

28.17 

19.62 

2003 

14.46 

17.19 

12.49

2010 

27.32 

30.89 

24.43 

2010 

17.25 

18.91 

15.90

Source: SUMER surveys



The other composite indicators of exposure to ‘PSR’ are along the same lines. 
Such exposure is stronger in the category of employee and worker than in those 
of intermediate occupations or management. But women’s overexposure to 
PSR is also evident in all the major socio-occupational categories, although it 
is a little less marked in the category of employee. Socio-occupational 
inequalities vary from one sex to the other: among men, employees are most 
affected, while among women it is unskilled workers.  

If one thinks in terms of ‘exposure factors’ ‘PSR’ affects women more partly 
because of features characteristic of their occupational situation and partly 
because of other dimensions linking gender and work that are not covered by 
this survey, or that cannot be covered by such surveys (statistical, by 
questionnaire), but are provided by other kinds.  

 

Mental health and the persistence of a ‘gender effect’ 
in ‘ATBE’ analyses 
 
According to the 2006 Health and Career Path (Santé et Itinéraire 
Professionnel5) survey (SIP 2006), in common with quite a few others, the state 
of women’s mental health appears to have deteriorated somewhat in 
comparison with that of men, and in both the general and in the employed 
population (see Table 2).6 

The relatively higher frequency of mental health problems among women is 
confirmed regardless of their employment situation or other form of activity: 
in employment, seeking employment, retired or ‘homemaker’. Regardless of 
the limitations of the HAD questionnaire we used; it is confirmed by the 
SUMER 2010 survey.  

 

5. The SIP survey obtains a biography concerning the work, employment and health of those 
interviewed on two occasions, four years apart.

6. The mental health questionnaire referred to here is the ‘Mini International 
Neuropsychiatric Interview’ (MINI), which is of much broader scope than the 
‘HAD’ questionnaire.
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Table 2 Frequency of mental health problems by gender (general and employed 
population) (%)

 

 

At least three depressive symptoms  

At least three symptoms of anxiety

Men 

4.6 

3.8

Women 

9.8 

7.9 

Men 

3.8 

3.3 

Women 

8.0 

6.7 

Source: SIP survey 2006

General population Employed population 



The HAD indicator’s differentiation by socio-occupational category and gender 
makes it particularly useful: it shows, indeed, that mental health tends to be 
poorer in lower qualified socio-occupational categories.  

Turning to the variables referred to above in relation to ‘exposure to PSR’, in 
Karasek’s sense, and adding some variables specific to such exposure, the 
results confirm that gender affiliation continues to have a specific and 
important effect. They also show that the results of all models are similar when 
applied separately to the two sexes. Working conditions also have a significant 
effect, first and foremost those exhibiting exposure to psycho-social risks, 
especially ‘fear of losing one’s job’ or ‘changes in one’s work’, ‘worries about 
wage conditions’, ‘not receiving social support at work’ or ‘being affected by 
‘job strain’’. All these variables feature in the models in remarkably similar 
ways, whether applied to the two sexes together or separately.  
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Table 3 Mental health indicators by gender (employed population) (%)

 

Anxiety: score > 8 

Depression: score > 10 

Score HAD-1 (>17) 

Score HAD-1 (>21) 

Men 

47.4 

25.5 

52.1 

13.3 

Women 

56.5 

25.0 

57.8 

17.7 

Note: Mental health indicators based on the HAD questionnaire: a total score from 0 to 42 is calculated by 
adding up the four responses given to each of the 14 symptoms – namely, ‘most of the time’, ‘often’, ‘from time 
to time’ or ‘never’. The selected thresholds are 17 (‘HAD-1’) and 21 (‘HAD-2’). 
Source: SUMER 2010 survey 2010 

Table 4 Mental health indicators (‘HAD-2’) by gender and socio-occupational 
category (%)

Socio-occupational category 

Unskilled workers (U.W.) 

Skilled workers (S.W.) 

Employees (EMPL.) 

Supervisors (SUP.) 

Technicians (TECH.) 

Intermediate occupations in the civil service (INT. OCC. CIVIL SER.) 

Engineers, managers in the private sector (ENG. MAN. PRI. SECT.) 

Managers in the public sector (MAN. PUBL. SECT.) 

Overall 

Men 

14.5 

13.2 

15.2 

14.6 

12.8 

8.9 

12.2 

6.6 

13.3

Women 

23.2 

20.6 

17.8 

16.8 * 

21.7 * 

12.2 

15.9 

13.2 

17.7 

*The low number of female staff in the two socio-occupational categories suggests a need for caution. 
Source: SUMER 2010 survey
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Women’s occupations: overexposed both to PSR and to 
poor mental health 
 
We now need to make progress towards a more realistic and synthetic 
understanding of the interaction of psycho-social factors, first of all in 
accordance with the socio-occupational hierarchy, then in more detail with 
regard to occupations and groups 0f occupations.  

Among women, across socio-occupational categories, mental health seems to 
vary in accordance with exposure to PSR. Ranging from unqualified workers 
to intermediate occupations in the civil service scores on the two indicators 
diminish in a regular fashion. Among women in private sector management 
the mental health indicator diverges from the indicator of exposure to PSR: 
the latter is considerably lower than among other salaried employees, whereas 
the HAD indicator is scarcely higher than that of employees.  

Figure 1 Mental health (% HAD >21) and exposure to PSR (‘isostrain’), women and men
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Among men, across socio-occupational categories, the link is less clear-cut: for 
example, private sector managers score low on the mental health indicator, 
similar to technicians and even skilled workers, although they are significantly 
less ‘exposed to PSR’.  

Given that most occupations are gendered, we constructed 57 ‘gendered 
occupational groups’: 24 are female, 31 male and only two are mixed7. Out of 
the 27 occupational groups whose mental health status is more negative than 
average, 19 are female and the seven whose mental health status is most 
negative are female: 4 are in worker or employee occupations (post office 
employees, industrial workers, cleaning women and bank employees); the 
other two are intermediate administrative occupations in the public sector and 
the occupation of bank management. The latter case illustrates something 
already noted, namely that female managers in the private sector can have a 
low HAD even if their indicators of exposure to PSR are not unfavourable. At 
the other extreme, the ten occupations reporting the best mental health are all 
masculine, apart from nurses. They report, however, relatively strong exposure 
to PSR. While it is scarcely surprising to find public sector management here, 
as well as engineers and industrial management, rather more surprising – we 
shall return to this below – is the presence of workers in construction and 
public transport and even passenger transport drivers.  

Figure 2 (see p. 106) presents most of these gendered occupational groups 
along two axes, exposure to job strain and mental health status.  

Two things stand out the graphic. First, the scatter graph draws a diagonal that 
indicates a certain correlation between the degree of exposure to job strain and 
mental health status. Second, the feminine groups are more numerous in the 
right portion of the graph. Thus among the 18 occupational groups 
characterised by both overexposure to job strain and a deteriorated mental 
health status 14 are feminine. Conversely, among the 18 occupational groups 
characterised by underexposure to PSR and a better than average mental 
health status only three are feminine.  

In the upper-left quadrant there are eight groups whose mental health status 
is below average, but who are not overexposed to job strain, three of which are 
feminine (hairdressers/beauticians, senior financial and administrative staff 
and other occupations). The case of hairdressers-beauticians is all the more 
paradoxical as it is generally a very young profession – indeed the youngest, 
with an average age of 32 years and more than half of them under 30 - and 
whose lack of job satisfaction is no greater than average. In the bottom-right 
quadrant, there are eight groups both relatively protected from job strain and 
mental health problems, only two of which are feminine (intermediate 
occupations and senior sales staff, senior public service staff). It is worth 
nothing that they are a little younger than the average for women and in two 

7. This concerns two relatively mixed occupational groups; their workforces in the survey are 
too small to split into two: self-service employees and teachers.
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cases out of three they are a little more satisfied with their work. A feminine 
occupation, namely nursing, stands out in terms of exposure to PSR that is 
slightly above average, but with good mental health. With regard to the four 
masculine occupations located in the top-right quadrant – overexposure to job 
strain and below average mental health status – it is hardly surprising to find 
industrial workers. Another three categories of employee are also found there 
– banking, postal work and telecom work – who tend to be older and report a 
lack of job satisfaction significantly more often than the other groups.  

Figure 2 Occupational groups, isostrain and mental health
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Note: On the x axis, the percentage suffering from isostrain; on the y axis, the HAD >21 scores.  
In bold: feminine occupations or women in mixed occupational groups.  
In grey: masculine occupations or men in mixed occupational groups. 
Source: SUMER 2010 survey



Can these results be reconciled with other surveys linking working conditions 
and mental health? In order to describe ‘exposure to PSR’ and its relations to 
health and mental health, a typology of six groups of workers was worked out, 
based on the SIP 2010 survey (Bèque 2014). Each group is defined by the level 
and forms of ‘exposure to PSR’ and by the level of adverse health and mental 
health effects.8 The first three groups are characterised in particular by a lower 
than average probability of reporting ‘a major depressive episode or 
generalised anxiety disorder’ in the course of the previous year, while the other 
three feature a higher probability – and increasing substantially from the 
fourth to the last – of reporting such problems.  

The six groups are as follows:  

1. ‘Low exposure’ (28 per cent of the population). This is a mixed group, in 
which people aged 50 or above, people working in direct retail services, 
skilled craft workers and business administration employees are 
overrepresented; 

2. ‘Unrecognised but healthy’ (19 per cent). Mainly male and young, this 
group has no particular representation among any socio-occupational 
group; 

3. ‘Strong emotional exposure but with support’ (16 per cent. A feminised 
group often working in public services; 

4. ‘Under pressure’ (15 per cent). This group tends to be male managers and 
intermediate occupations in the private sector; 

5. ‘Unrecognised and unsupported’ (13 per cent). Feminised and older 
group, which includes many salaried employees in public health care or 
social work; 

6. ‘Overexposure’ (9 per cent). Mixed group, with an overrepresentation 
among direct retail services staff and shop workers (two feminised socio-
occupational groups), as well as unskilled and skilled industrial workers 
and unskilled craft workers (masculine socio-occupational groups).  

 
Table 5 summarizes the characteristics of the six groups of workers (columns) 
in terms of exposure to PSR factors and health status (rows). It shows how 
some of the gendered socio-occupational groups we have identified on the basis 
of the SUMER 2010 survey – and mentioned in the last line of the table – can 
be fitted into this typology.  

Thus, women industrial workers, checkout workers and postal employees, but 
also self-service employees of both sexes tend to be found more often in the 
group ‘overexposed to PSR’, while also presenting relatively poor mental 
health.  

8. The methodological differences between this survey and the SUMER survey clearly call for a 
high degree of caution in this connection. In particular, the idea of ‘PSR’ is handled more 
comprehensively in the SIP survey. It covers the six dimensions proposed by the group of 
experts, thus going beyond the first two dimensions (‘psychological demands’ / ‘decision 
latitude’) of the Karasek model. Furthermore, the questionnaire used to capture mental 
health is not the same (cf. note 3).
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Conclusion 
 
The approach to the links between work, gender and mental health based on 
the SUMER 2010 survey confirms that female salaried employees, who are also 
highly concentrated in a small number of occupations, are both more affected 
by a certain number of psychosocial strains or issues and report symptoms of 
psychological fragility – in this case akin to anxiety – all the more so to the 
extent they are affected by this kind of strain or issue. This approach also has 
the merit, by virtue of its very limitations, of bringing to light findings that at 
first glance are surprising. The good mental health of construction workers 
could be due to selection effects and/or to the limitations of the HAD 
questionnaire. Nurses’ good mental health, notwithstanding their frequent 
exposure to job strain, could be linked to the limitations of the Karasek 
questionnaire in capturing the health resources inherent in their commitment 
and job satisfaction.  

We can therefore expect progress as regards statistical approaches to the links 
between ‘exposure to PSR’ and mental health problems, with the setting up of 
the national survey including the set of six dimensions constructed following 
the work of the group of experts and other investigations. But it is likely that 
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Table 5 Typology of occupations according to the degree and forms of exposure to RPS, and the level 
of physical and mental health impairments 
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health: ‘plus’ signs indicate a relatively favourable state, ‘minus’ signs indicate a relatively poor state. 
Source : SIP 2010 survey (Bèque 2014) and SUMER 2010 survey 



these approaches will continue to come up against a dimension that is always 
context-dependent, enshrined in a specific and gendered social and subjective 
configuration, namely the construction of health and mental health. On the 
other hand, such approaches are valuable to the extent that they undoubtedly 
help to focus and direct questioning along innovative paths, often 
counterintuitively, for example, those that open out onto the effects of selection 
by health, the effects of interaction between gender norms and occupational 
norms (Lefeuvre 2015) or unpleasant working conditions of the kind linked to 
‘inhibited activity’ (Clot 2010) or a ‘pathology of commitment’ (Hubault 2011).  
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Inequalities related to gender and 
immigrant status in the case of work-
related musculoskeletal disorders in Italy 
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Occupational doctor, researcher at the Italian National Agency for New Technologies, 
Energy and Sustainable Economic Development (Agenzia nazionale per le nuove tecnologie, 
l'energia e lo sviluppo economico sostenibile, ENEA)  

 
 

Gender inequalities in the recognition of  
occupational illnesses 
 
Since the 1990s, studies carried out in a number of countries have brought to 
light evidence of significant inequalities between women and men in terms of 
the reporting and recognition of occupational illnesses. These inequalities are 
significant (and not only in the statistical sense of the term) because they are 
not random but the result of various factors, often related to social, cultural 
and legal discrimination. Studies carried out in Sweden (Messing 1999), 
Quebec (Lippel 2003), Switzerland (Probst 2009), Belgium (Vogel 2011) and 
France (Chappert 2014) show that recognition of occupational illnesses among 
women leaves a lot to be desired compared with the situation with regard to 
men.  

This difference is not only quantitative (less reporting by female workers), but 
also qualitative (as regards type of occupational illness) because often the lack 
of recognition concerns occupational illnesses that women encounter most 
frequently, namely musculoskeletal disorders (Probst 2013) and tumours, such 
as pleural mesothelioma (Merler et al. 2011), to mention only a few that have 
been studied.  

In Italy, based on the findings of the studies conducted in the aforementioned 
countries and the enactment of Decree-law 81/2008 (especially Article 28, 
‘Purpose of risk evaluation’), which stipulates an obligation on the part of the 
employer to evaluate occupational risk with regard to ‘gender’, ‘age’ and 
‘immigrant status’, a specific study was carried out to analyse differences 
arising from gender and immigrant status in the national insurance system 
(Salerno 2014).1  

1. The study was carried out under the aegis of the Statistical Database (Base Dati Statistica, 
BDS) on occupational accidents and illnesses published online by the National Institute for 
Insurance against Accidents at Work (Istituto Nazionale Assicurazione contro gli Infortuni 
sul Lavoro, INAIL). It makes it possible to analyser male–female differences and differences 
related to the status of ‘foreigner’ with regard to both the reporting and the recognition of 
occupational illnesses.
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The study posed the following questions. In Italy, are there inequalities of 
treatment with regard to the recognition of occupational illnesses? Are there 
inequalities related to immigrant status? Does the increased biomechanical 
loading of the upper limbs, which is listed among occupational illnesses, 
constitute an exception?  

The study analyses, in particular, the increased biomechanical loading of the 
upper limbs, which ranks first among women’s reporting, the aim being to 
instigate gender-oriented reporting procedures and/or recognition and 
prevention. 

 

The Italian insurance system in relation to 
occupational illnesses 
 
The Italian insurance system pertaining to occupational illnesses is public and 
characterised by dual recognition: a list of occupational illnesses with a high 
probability of recognition (greater than 50 per cent) and off-list recognition, 
based solely on workers’ ability to validly document their illness so that the 
contracted occupational illness’s chain of cause and effect can be recognised.  

Getting an occupational illness included on the list thus facilitates recognition. 
For this reason, in the same year that the law was enacted (2008, see above) 
the list of occupational illnesses was updated and an occupational illness 
typically contracted by women – the increased biomechanical overload of the 
upper limbs – was inserted. This immediately resulted in an increase in reports 
of this type of condition among female workers.  

In order to be recognised, an occupational illness, classified by the National 
Institute for Insurance against Accidents at Work (INAIL), but also present in 
the International Classification of Diseases (ICD), must manifest itself during 
work specifically provided for in the list and cannot be reported beyond a time 
limit after the cessation of this specific work. For the various occupational 
illnesses linked to increased biomechanical overload of the upper limbs this 
limit is set at two years for the large majority of disorders. The time allotted 
for determining the occupational illness stands at four months for illnesses 
included in the list and at six months for off-list illnesses, given that the 
workload of the recognition procedure is higher for the latter.  

The Statistical Database concerning occupational accidents and illnesses (BDS-
INAIL) distributes the data on occupational illnesses by sector: industry and 
services, agriculture and civil service (public officials). This approach to data 
distribution emphasises the insurance aspects to the detriment of those linked 
to prevention because the data on service provision are not separated from 
those on the production of goods. This approach gives rise to data convergence 
between the two sectors, even though they are very different and have very 
different female occupation rates. The service sector indeed employs far more 
Italian and immigrant women.  
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Moreover, the INAIL insurance system covers around 75 per cent of all workers 
(9,400,000 women and 17,500,000 men) but does not indicate the total 
number of insured persons or working hours by sex. These incomplete data do 
not allow us to calculate different incidence and prevalence rates according to 
gender and thus to assess whether gender disparities are linked to a different 
number of workers and/or to a different number of working hours (exposure 
time).  

 
Statistical data by gender and country of origin 
 
Aggregate average statistical data related to reporting and recognition of 
occupational illnesses for women and men have been analysed for a four-year 
period (2010–2013). The acceptance rate was then calculated, that is, the 
number of occupational illnesses recognised compared with the number of 
occupational illnesses reported, expressed in percentage terms. Illnesses linked 
to increased biomechanical overload of the upper limbs in the 
industry/services sector, and more specifically the most often reported 
illnesses, were studied: carpal tunnel syndrome and supraspinatus 
tendinopathy.2  

 

All occupational illnesses that are reported and 
recognised 
 
Analysis of the gender and the immigrant status dimensions (see Table 1) 
showed that the acceptance rate of all occupational illnesses in the 
industry/services sector for women is 39 per cent, 4 percentage points lower 
than that of men. Immigrant women have a lower acceptance rate of 32.5 per 
cent, which is 3.5 percentage points lower than that of immigrant men (36 per 
cent).  

2. The statistical analysis was carried out using the χ2 test and the frequency of 2x2 variables 
was analysed to confirm that the main differences identified were not merely due to chance.
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Table 1 Differences in the acceptance rates of all occupational illnesses in the industry/services sector 
(2010–2013, average)

Industry/ 
services 

Gender 

Women 

Men 

Reported 

 

 

9,692 

25,991

Accepted 

 

 

3,765 

11,115 

Acceptance 
rate (%) 

 

39* 

43 

*p<0.001 

Source: INAIL data (updated 31 October 2014)

All

Reported 

 

 

822 

1,823 

Accepted 

 

 

267 

656 

Acceptance 
rate (%) 

 

32.5* 

36 

*p<0.10 

Immigrants



Analysis of the differences with regard to recognition of off-list occupational 
illnesses shows that the rate falls for workers as a whole, but even more so for 
female workers. Female immigrant workers are in the least favourable 
situation, with an acceptance rate of only 10 per cent (4 percentage points lower 
than that of immigrant men).  

A comparison between the data on Italian female workers and foreign female 
workers shows that the recognition rate of the latter is much lower than that 
of Italian women in relation to occupational illnesses in the list (by 7 percentage 
points) and off-list (by 3 percentage points). This is also the case among 
immigrant men for both occupational illnesses on the list (by 7 percentage 
points) and off-list occupational illnesses (by 4 percentage points), compared 
with Italian men. There is therefore, in the case of female immigrants, a double 
difference linked to gender and immigrant status (Table 2).  

Overloading the upper limbs 
 
A detailed analysis of occupational illnesses linked to overloading the upper 
limbs (see Table 3) in the industry/services sector shows a lower recognition 
rate for all women (by 3 percentage points) compared with men and even more 
so for immigrant women (by 7 percentage points) (see Table 4). The 
phenomenon of under-recognition of occupational illnesses linked to 
overloading the upper limbs, although to a lesser extent, is confirmed for each 
occupational illness in the group: under-recognition of carpal tunnel syndrome 
(–2 percentage points) is the same among all female workers as among female 
immigrants (–2 percentage points), while the figures for supraspinatus 
tendinopathy are –8 percentage points and –10 percentage points, the 
difference still not being significant because of the low figures available for 
immigrants. Comparison of the data on Italian and immigrant female workers 
(Tables 3 and 4) shows that the latter’s recognition rate is lower, both for all 
occupational illnesses linked to increased biomechanical loading of the upper 
limbs (–9 percentage points) and carpal tunnel syndrome (–10 percentage 
points) and supraspinatus tendinopathy (–8 percentage points).  

The same applies in the case of male immigrant workers: –5 per cent for all 
occupational illnesses linked to increased biomechanical loading of the upper 
limbs, –10 per cent for carpal tunnel syndrome and –6 per cent for 
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Table 2 Proportion of reported occupational illnesses recognised, all women and female immigrants, 
all men and male immigrants, industry/services (2010–2013) 

Industry/services 

Gender  

 

Women 

Men 

List 

39 

43

Off-list 

13 

18

Source: INAIL data (updated 31 October 2014)

Occupational illnesses acceptance rate (%) 

List 

32* 

36* 

Off-list 

10* 

14* 

List 

<0.05* 

<0.001* 

Off-list 

<0.05* 

<0.001* 

All Immigrants P



supraspinatus tendinopathy. Female immigrant workers are again subject to 
twofold discrimination here, associated with both gender and immigrant status 
for occupational illnesses linked to increased biomechanical loading of the 
upper limbs (see Tables 3 and 4).  
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Table 3 Total occupational illnesses linked to overloading of the upper limbs, 
industry/services (average 2010–2013)

Industry/services 

Gender  

 

Women 

Men 

 

 

Women 

Men 

 

 

Women 

Men 

Source: INAIL data (updated on 31 October 2014) 

All – occupational illnesses

Reported 

 

3,391 

3,492 

 

 

1,441 

1,000 

 

 

931 

1,454 

Accepted 

 

2,468 

2,667 

p<0.001 

 

1,044 

741 

P< 0.05 

 

660 

1,143 

p <0.001 

Acceptance rate (%)  

 

                 73*  

                 76 

               -3% 

 

                 72* 

                 74 

               -2%  

 

                 71* 

                 79 

               -8% 

1.      Overloading of upper limbs  

1.1    Carpal tunnel syndrome

1.2   Supraspinatus tendinopathy 

Table 4 Immigrants – occupational illnesses linked to overloading of the upper 
limbs, industry/services (2010–2013, average)

Industry/services 

Gender  

 

Women 

Men 

 

 

Women 

Men 

 

 

Women 

Men 

Source: INAIL data (updated on 31 October 2014)

Immigrants – occupational illnesses

Reported 

 

269 

247 

 

 

104 

66 

 

 

72 

102 

Accepted 

 

173 

174 

Ns  

 

64 

42 

Ns  

 

45 

74 

ns 

Acceptance rate (%)  

 

                 64*  

                 71 

               -7% 

 

                 62* 

                 64 

               -2%  

 

                 63 

                 73 

            -10% 

1.      Overloading of upper limbs  

1.1    Carpal tunnel syndrome

1.2   Supraspinatus tendinopathy 
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What are the causes of gender inequality and how can 
they be prevented? 
 
In conclusion, for the years 2010–2013, in Italy, the acceptance rate of 
occupational illnesses in industry/services was systematically lower among 
female workers, both for recognised occupational illnesses and off-list 
occupational illnesses. Female Italian and immigrants workers, moreover, 
report more off-list occupational illnesses.  

When one analyses the occupational illnesses linked to increased 
biomechanical loading of the upper limbs it is noticeable that they affect above 
all female immigrants rather than Italian women. Female immigrant workers 
thus face treatment that is doubly unfair, arising from their status as women 
and as immigrants. Moreover, it is evident that these women are younger (41 
years of age as against 46 years of age, on average) and work more hours than 
Italian women. To be sure, the disparities as regards recognition also affect 
immigrant men, but far less than immigrant women. Thus, on the scale of 
recognition, male Italian workers rank first, followed by female Italian workers, 
after which come male immigrant and, finally, female immigrant workers. 
There is thus clearly a ‘gender’ factor at work and an ‘immigration’ factor. This 
twofold discrimination, which generates social health inequalities, should be 
studied and rectified by determined action, as was emphasised by the World 
Health Organization’s Commission on the Social Determinants of Health 
(Marmot et al. 2008). Statistical analyses of health must by all means take 
gender into account (Messing 1999), but it is absolutely necessary that labour 
statistics (workers, working hours, immigration and so on) develop in the same 
direction.  

The differences affecting women that we see with regard to the recognition of 
occupational illnesses must be rectified by improving our understanding of 
women’s (Tieves 2011) and immigrants’ work activities, even when the ‘task’ 
is the same. The list of occupational illnesses must include more that affect 
women because, as it stands, it is not neutral, but developed in relation to work 
performed by men (for example, mental illnesses are still not listed, even 
though they often affect women). Furthermore, occupational illnesses can 
develop differently, depending on gender. We should therefore study the length 
of work absences more closely for recognition purposes, in order to avoid the 
exclusion of Italian and immigrant women.  

Finally, there is a problem with the general training of occupational doctors, 
prevention technicians and forensic doctors: they do not receive training in 
health and safety from a gender standpoint. The same applies in the trade 
union milieu, in which workers’ representatives responsible for health and 
safety in the workplace are mainly men, as are qualified doctors. Ideally, there 
should be a general application of Law 81/2008, compliance with which has 
hitherto been poor, because it enshrines an important innovation as regards 
gender, age and immigration.  



Taking advantage of good practice in terms of recognition of occupational 
illnesses among Italian and immigrant women workers would make it possible 
to improve ergonomics in workplaces (Habib 2012). In recent years, 
characterised by the financial and economic crisis, we have seen the pace of 
work and work rotations pick up speed, together with, by extension, 
musculoskeletal disorders and occupational problems. Moreover, social 
protection in Italy is being eroded by staff shortages, while the trade unions 
are focusing more on finding solutions to the lack of jobs.  
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Women in the agrifood industry and 
musculoskeletal disorders  
Eloïse Galioot 
European Ergonomics, Ergonomic Alternatives, Paris 

 
 
 
As an ergonomist with 10 years’ experience in a training and advisory structure 
alongside trade union teams in the agrifood sector, I have noted a particular 
interest on the part of employee representative bodies in the increase in 
musculoskeletal disorders (MSDs) and issues of occupational equality. 
However, these two sets of problems intersect only within the framework of 
collective bargaining processes or meetings of health and safety committees 
(Comités d’Hygiène Sécurité et des Conditions de Travail, CHSCT).  

Employee representative bodies rarely frame demands or actions that link 
exposure to MSD factors with occupational diversity.  

 
The leading occupational sector with regard to MSDs 
 
In France, the agrifood sector is the leading sector of activity when it comes to 
reporting and recognising occupational diseases of the MSD (musculoskeletal 
disorders of the upper limbs) type (Table 57),1 accounting for around 23 per 
cent of occupational diseases reported in 2014.  

It is difficult to determine gender distribution in detail because the publically 
available national statistics are not broken down by gender. Statistical 
classification by branch of activity or national technical committees (Comités 
Techniques Nationaux, CTN) relevant to agrifood groups together services, 
retail and food. A gender-based statistical analysis of the rate of occupational 
diseases of the MSD (musculoskeletal disorders of the upper limbs) type (Table 
57) would require a specific disaggregation, taking into account the fact that 
employees in the sector are covered by different social protection systems, 
namely, the general scheme managed by CARSATs2 and the agricultural 
scheme managed by the Mutualités Sociales Agricoles (MSA). On the other 
hand, the wide range of activities (artisanal food production, meat processing 
industry, dairy industry), coupled with the wide disparities with regard to 
status (permanent contract or CDI, fixed-term contracts or CDD, seasonal, 
service provider), raises the question of heterogeneity of access to occupational 
health care, which is what enables the detection of musculoskeletal disorders 

1. Tables of occupational illnesses (Tableaux des maladies professionnelles), available at: 
http://www.inrs.fr/publications/bdd/mp.html

2. The pension insurance and occupational health funds (Caisses d'assurance retraite et de la 
santé au travail, CARSAT) are French social security bodies focused on retirement, social 
assistance and the management/prevention of occupational hazards. CARSATs operate on a 
regional basis.
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and their corresponding reporting and recognition as occupational disorders. 
Furthermore, for employees regularly monitored by occupational health care, 
there is another phenomenon that contributes to underreporting: the lack of 
‘undemanding or adapted’ positions for workers of restricted capacities, in 
areas of high unemployment. This situation discourages people from reporting 
occupational illness from fear of being made redundant. 

These things make it more complicated for employee representative bodies, 
especially health and safety committees (CHSCT), to deal with problems. In 
the course of our company inspections, however, a number of work situations 
raised questions about the link between gender and exposure to MSD. 

  

Difficulties involved in incorporating working conditions 
in discussions of occupational gender equality 
 
The concerns of employee representative bodies are often guided by their 
mandates: working conditions and occupational illnesses are rather the affair 
of the health and safety committees (CHSCT) and/or staff representatives, 
while issues of gender equality in the workplace are addressed rather by 
representatives of the works council or trade union representatives in the 
course of negotiations on corresponding agreements. Few staff representatives, 
however, tackle improving working conditions as a factor in occupational 
diversity, which would enable women to have access to all positions in a 
company. Historically, negotiations on sectoral and company agreements have 
favoured occupations that require strong technical skills (such as deboners), 
marked biomechanical physical effort (carrying heavy loads, forceful and broad 
gestures) and specific qualifications (management of production lines, certified 
maintenance or electrical work). These occupations have generally been 
pursued by men, thus benefitting from some form of recognition from firms. 
Women have rather gravitated towards occupations in which technical skills 
are less called for and whose evaluation is more complex. Having said that, it 
should be added that most negotiators and staff representatives are men, who 
are more likely to recognise occupations that they themselves have pursued 
and whose difficulties are evident to them. Occupations that tend to be pursued 
by women suffer from a lack of visibility, perhaps because there are fewer 
‘ambassadors’ to plead their case. Making progress on gender issues thus 
requires raising questions about trade union, employer and employee 
representation with regard to the occupational diversity of risk exposure and 
occupational diseases, and evaluating the impact of such representation in 
negotiations on wage agreements, priorities in prevention activities and 
forward-planning as regards employment and skills.  

We now turn to a first example of an enterprise whose work organisation is 
structured around a division of labour in terms of traditional gender 
stereotypes.  
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In a pork-processing firm (pâtés, roast meat, bacon and bacon rashers), the 
allocation of tasks between women and men is organised in terms of the most 
visible and quantifiable criterion of arduousness: load carrying. Thus men are 
oriented towards positions in which handling is most prominent: that is, lifting 
meat off hooks weighing around 3 or 4 kilos and/or manual loading of a meat 
slicer at a rate of one piece of meat every 5 seconds for 7 or 8 hours a day. A 
lifting aid is available for this position that reduces awkward postures for the 
back. Women are only assigned to jobs involving putting things into trays. This 
involves rearranging the thin slices that fall into the plastic trays to make sure 
that slices or cut-offs do not interfere with the sealing of the packaging and 
thereby fail to comply with quality requirements. They also have to ensure the 
visual appearance of the product: there are seven to ten slices in each packet 
and they have to be arranged so that it looks attractive to the customer. The 
slices have to be spread out slightly so that the customer can see how many 
there are and so that torn or extra pieces can be extracted. Management 
classifies this job as light work because no carrying of loads is involved. In the 
course of our observations we noted that removing the residual meat by hand 
requires a broad gesture and constant muscular tension, in addition to the 
mental load caused by the visual monitoring of the appearance and number of 
slices. This job, regarded as ‘light’, exposes the (female) operators to a range 
of MSD risk factors to the upper limbs, every bit as much as feeding the slicer, 
a job reserved for men. The conception of arduousness focused on load carrying 
steers women towards jobs that do not involve load carrying, but whose 
gestural strains are every bit as damaging to their health.  

At the same time, the dextrousness that the women develop due to their 
diligence at the job only serves to nurture existing stereotypes concerning the 
natural facility women are supposed to possess for activities requiring speed 
and precision.  

 

‘Oh no, that’s not a man’s job!’ Feminine and masculine 
work groups are constructed around stereotypes 
 
The existing work organisation limits the possibilities for men to develop 
experience and gestures as regards jobs involving working with trays and 
prevents women from accumulating skills in feeding the slicers. And as a 
matter of fact, the firm is limited in its ability to consider new organisational 
models that would link risk prevention with professional development. We 
have often found that women themselves argue in favour of the current gender 
division of labour.  

Moving on to another enterprise case study, in a production line for processing 
calves’ heads, women alone are responsible for shearing, while men perform 
deboning operations. This factory’s health indicators have been deteriorating 
year after year, with MSD-type occupational diseases of the upper limbs 
(epicondylitis) overrepresented among women.  
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Varying forms of organisation (shearing of a whole head or side by side) are to 
be found in this production line. After scalding by machine all the calves’ heads 
are sheared with knives by expert (female) operators and then are transferred 
on a conveyor belt to the deboners, with no cooperation between the shearers 
and the deboners. It is each to their own task and, according to the (female) 
operators themselves, ‘men aren’t suited for this, this is precision work, men 
aren’t meticulous enough’.  

Attempts have been made by management to involve men in shearing to 
overcome problems of medical restrictions or absenteeism. But those who tried 
it were not fast enough, left hairs behind and slowed down the line. The female 
operators confidently dismissed all the arguments usually put forward by male 
management at the plant. By asking them about this in a joking kind of way – 
‘but men shave themselves at home every morning’ – we were attacking what 
kept them in this job.  

If the men cannot manage it, that means that only women can perform this 
activity. They take such pride in the fact that the enterprise itself has recognised 
how special this operation is, showing the women’s unique skill. Diversity is 
thus not regarded as an asset, but as a hindrance to their own productivity and 
work quality. It was becoming something of a threat to the group and to the 
rapport we had built up with them to continue to ask them questions on this 
subject. For the representatives of the CHSCT it was tricky to call into question 
an organisational model with which they had come to identify.  

Besides all this we were surprised to find that the gender division of labour in 
this workplace is part of the group organisation. If a job is ‘reserved’ for women 
they have no choice but to fall in with that and to make the best of it. This 
fundamental state of affairs can be so entrenched that it becomes ossifying for 
operators who would like to break free of it. It is a sort of denial of abilities, 
personal aspirations and individual competences for fear of destabilising the 
collective by switching activities to take up one that has traditionally belonged 
to the other gender. The desire to move on to take jobs that require technical 
skills (maintenance, supervising processing lines) is held back by the fear of 
‘rising above one’s station’.  

Such attitudes can hardly fail to recall broader questions of women’s 
emancipation in civil society. Agrifood enterprises are historically embedded 
in geographical areas in which, sociologically, the distribution of tasks within 
the family tends to be gendered. The enterprises in the sector have remained 
to a considerable extent family-owned and based on a kind of paternalistic 
management, with internal organisation that often emerged from familial 
models of domestic task distribution. It is perfectly natural therefore that 
women are allocated jobs that come closest to their ‘domestic’ skills.  
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Work activities that emulate feminine domestic 
activities 
  
The third case study is an enterprise in which lambs’ intestines are a high value-
added product. They are sold on in particular to make strings for high-end 
tennis rackets. The intestines are very fragile. They have to be disentangled 
and arranged on hooks to be cleaned. This operation is both repetitive and very 
tricky. It demands perfectly controlled gestures in terms of both the force used 
and the regularity of the gesture’s amplitude. It is continuous, under time 
constraints and requires very high quality work. 

As analysis of these three activities (putting in trays, shaving and sorting of 
intestines) within these three enterprises shows, there can be no doubt of 
women’s exposure to various MSD factors, such as repetitiveness, gestural 
control, time pressure and a demand for high quality. As a consequence, the 
difficulty for employee representative bodies and OSH experts is to work out a 
model of occupational risk prevention that establishes diversity in work 
organisation without detracting from the existing modalities of recognition and 
structuring of the collective work effort, which are based on a claim to 
professional expertise linked to gender.  

Technical improvements are essential if work organisation is to be harnessed 
to prevent MSD risks. Currently, such improvements are rather at the service 
of ‘masculine’ activities.  

In agrifood the development of technical aids is focused on traditional handling 
aids, such as lifting tables or rising trays, to solve problems involved in 
preventing occupational hazards. The risks linked to carrying loads and 
handling particularly affect men, who are overrepresented in jobs involving 
feeding the slicers and handling.  

Thus in the processing sector innovation is sluggish as regards production lines 
and specialised equipment. That could be explained by the falling number of 
suppliers in the French market, leading to quasi-monopolistic situations that 
constrain research and development with regard to improving working 
conditions. The particular features of the French market are also relevant: a 
renowned gastronomic heritage, a very broad range of basic materials 
(diversity of breeds) and standard French cuts that stand out as exceptions in 
the European and global markets.  

Technological innovation in terms of improvements in working conditions thus 
remain focused on standard, transferable sets of problems, such as handling 
aids or lifting aids. Handling aids are not of much use in jobs that require speed 
and dexterity; they are ‘too slow’ or not sufficiently adaptable to cope with the 
variability of the products. Only the automation of some activities would be 
capable of reducing exposure to certain risk factors. On the other hand, 
automation has many downsides: it can eliminate jobs and skills and displace 
operators, pushing them into control functions and flow management. It 
requires serious investment and significant mounting surfaces, necessitating 
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design projects for new production sites whose surfaces are defined by their 
location. Automation therefore calls for rather standardised production and 
large volumes, processes similar to those in the car industry or chemicals. This 
effectively excludes a large number of small-scale production sites, very small 
enterprises or small and medium-sized enterprises, as well as activities 
involving extremely variable basic materials, which applies to most agrifood 
businesses.  

The nature of the activities assigned to women, whose physical stresses are less 
visible and recognised, and which are less susceptible, technically and 
economically, to improvements from support aids, exposes them more to risks, 
including MSDs of the upper limbs.  

That is why a gendered division of tasks can lead to unfairness in terms of 
exposure to occupational hazards.  

The agrifood sector is structured in terms of organisational models derived 
from the distribution of domestic tasks. Stereotypes as regards occupational 
diversity are strongly embedded in them and technological advances are too 
limited to help to dismantle them. Female collective work efforts are heavily 
structured on the basis of this gendered division of labour and it is difficult for 
those organising work and for trade unions to tackle this issue because of the 
risk that they will destabilise the functioning of the enterprise.  
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Part 3 
Policies and interventions. 
What practical measures should be taken 
with the knowledge acquired? 





The experience of the Anact-Aract 
network in France: mobilising gendered 
occupational health data to improve work 
organisation for all 
Florence Chappert1 
National Agency for the Improvement of Working Conditions, France 
(Agence nationale pour l’amélioration des conditions de travail, Anact)  

 
 
In late 2008, the Anact-Aract2 network decided to introduce the ‘gender 
approach’ into its practices aimed at improving working conditions, at the 
instigation of the Administrative Service for Women’s Rights and Equality 
(Service du Droit des Femmes et pour l’Égalité). The initial hypothesis was that 
it would be possible to improve the prevention of certain occupational health 
problems if more account was taken of gender issues.  

Reviewing the history of the emergence of gender issues and occupational 
health in France in recent years it is evident that what impelled the public 
authorities, as well as companies, in this direction was, first of all, the 
publication of occupational health and safety indicators by gender, at both 
national and sectoral or enterprise level. A second factor was a number of 
diagnoses of the causes of women’s overrepresentation among those suffering 
from musculoskeletal disorders (MSDs) and absenteeism, which raises 
questions about (and indeed suggests a need to transform) work organisation 
in enterprises at different levels with regard to diversity in positions and 
activities, working conditions, career opportunities and working time.  

This wake-up call led to amendments of French legislation on companies with 
50 employees or above, with the introduction of occupational health indicators 
including gender in requirements on occupational equality and taking gender 
into account when evaluating occupational risks.  
 
 

1. Florence Chappert is responsible for the project Genre, santé et conditions de travail 
(Gender, health and working conditions) with the collaboration of Laurence Therry, Pascale 
Mercieca and all the project managers of the group ‘Égalité, genre’ (Gender equality) of the 
ANACT-ARACT network, as well as Margaux Vignet (Greps-Université Lyon 2).

2. The National Agency for the Improvement of Working Conditions (Agence nationale pour 
l’amélioration des conditions de travail, ANACT) in France is a tripartite public institution 
under the Ministry of Labour. Its mission is to promote innovative approaches to improving 
working conditions. It coordinates the Regional Agencies for Improvement of Working 
Conditions (Agences régionales pour l’amélioration des conditions de travail, ARACTs) 
throughout the country. 
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A puzzle: why are women’s occupational health 
indicators deteriorating? 
 
Research into gendered data on occupational health and safety carried out in 
France in 2009 by the Anact-Aract network and the results of research on the 
issue ‘gender and working conditions’ revealed a number of gaps. We were thus 
engaged in the same investigation as Karen Messing in Québec, who entitled 
her 2000 book Santé des femmes: la science est-elle aveugle? (Women’s 
health: is science blind?). The work of the affiliate research programme 
‘L’invisible qui fait mal’ (The invisible that hurts) allowed stakeholders from 
the Anact-Aract network to ask the right questions and get its investigations 
under way.  

Thus, since 2012, Anact has published a statistical analysis by gender based on 
data on accidents at work and occupational illness recognised by the National 
Health Insurance Fund for Employees (Caisse nationale d’assurance maladie 
des travailleurs salariés, CNAMTS) in France. The most recent statistical 
snapshot of 18.5 million employees in 2016 (Mercieca et al. 2018) reveals that 
even though women suffered half as many accidents as men in that year, the 
fall in the number of recognised accidents at work resulting in days off for the 
preceding 15 years (a reduction of 15 per cent between 2001 and 2016) conceals 
asymmetric developments by gender, namely a fall of 29 per cent for men, in 
all sectors, versus a 30 per cent increase for women in all branches except the 
three predominantly male branches, which also experienced a sharp drop in 
the number of employees between 2001 and 2016 (see Figure 1).  

The gap between the fall in the number of accidents among men and the 
increase in the number of accidents among women is most striking in two 
male-dominated sectors (construction and industry – transport, water, gas, 
electricity, printing and communication) and three mixed or female-dominated 
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Figure 1 Development of the number of accidents at work in France, 2001–2016
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sectors (non-food commerce – health care, cleaning, temporary work – banks, 
insurance, administration).  

More than three-quarters of women's occupational accidents are concentrated 
in three branches of activity (temporary work, social work, health care, cleaning 
– services, commerce and food industries – banks, insurance, administration). 
Thus, the temporary work, social action, health care and cleaning sectors are 
particularly accident-prone for women (with an increase of +88.7 per cent in 
the number of accidents over the period, while there is a decrease of –23.9 per 
cent for men in the sector). We therefore hypothesised that for the past 15 years 
women have entered burgeoning segments of the labour market in positions 
exposed to accident risk factors that have not been adequately assessed and 
recognised and in a context in which prevention policies seem ineffective with 
regard to activities performed by women. In sectors in which the number of 
employees has fallen sharply (metallurgy –21 per cent and wood, furniture, 
cardboard, textile, clothing and leather industries –45 per cent), there has been 
a decrease in accidents for both men and women, which could be linked to the 
elimination of exposed jobs, but also perhaps to older prevention policies 
concerning both men's and women's jobs. These developments should of 
course be seen in terms of the increase in paid employment (up 6.2 per cent 
between 2001 and 2013) to compare the number of accidents with the number 
of employees and for both sexes. Such data are not available, however.  

An analysis that takes into account the number of hours worked – including 
women’s part-time hours and men’s overtime hours – is even more relevant. 
In 2016, the Directorate for Research, Studies and Statistics (Direction de 
l’animation de la recherche, des études et des statistiques, Dares) published a 
study that reports – albeit only on seven years (2005–2012) – an 11 per cent 
fall in the frequency rate3 of accidents at work. This average, however, disguises 
the development of gender disparities. A net fall of 17 per cent was observed in 
men’s accident risk, while that of women increased (by 6 per cent). In its 
summary Dares mentions that, in contrast to workers (ouvriers), men and 
young people, accident risk had not fallen for women.  

In the same vein, Anact shows that, overall, the number of commuting 
accidents (accidents on the way to or from work) rose modestly between 2001 
and 2016, by 1.5 per cent (Mercieca et al. 2018). By contrast, the number of 
commuting accidents suffered by women rose by as much as 18.6 per cent (+59 
per cent in services, health care, cleaning and temporary work and banks, 
assurance, administration), while for men this figure fell by 13.3 per cent. 
Women’s commuting accidents accounted for 54 per cent of all such accidents 
in 2016.  

Furthermore, over these 15 years between 2001 and 2016, reported and 
recognised occupational illnesses (87.2 per cent of them musculoskeletal 
disorders) increased among women (+145.2 per cent), twice as much as among 

3. The frequency rate is the number of accidents resulting in lost working time over the 
number of hours worked x 1,000,000.
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men (+71.5 per cent). In 2016, as many occupational illnesses were recognised 
for women (49 per cent) as for men (51 per cent), while they ensure a lower 
hourly volume by frequently working part-time jobs. However, the MSD 
frequency rate is much higher for women (two cases of MSD per 1 million paid 
hours) than for men (1.2 cases). The MSD frequency rate for female workers is 
8.4 cases per million paid hours compared with 2.4 cases for male workers. 

 

The Anact-Aract network’s construction of a ‘gender 
model’ for use in enterprises 
 
In enterprises, the Anact-Aract network’s stakeholder group noted, on a 
recurring basis, that for women and men ‘all other things were being unequal’ 
in occupational contexts. They were not present in the same trades, did not 
have the same working conditions, did not follow the same career paths and 
did not enjoy the same work–life balance. Thus, it had to be said that 
epidemiological analyses based on an ‘all other things being equal’ analysis are 
not necessarily relevant in seeking to understand the gaps, in terms of 
occupational health and safety, between women and men.  

Based on interventions in small and medium-sized enterprises in the form of 
occupational health inquiries between 2009 and 2012, Anact-Aract network 
participants, ‘through a gender lens’, worked out a model ‘all other things being 
unequal’ in an effort to understand occupational health inequalities between 
women and men. In doing so, they drew on the expertise of GAS researchers,4 
who accompanied them. Aract’s intervention at a printworks in Lower 
Normandy served as point of departure for the Anact-Aract network’s gender 
model (Chappert et al. 2014). The enterprise wanted to find out why, despite 
investment in machinery, women were more likely than men to contract 
musculoskeletal disorders and thus be absent from work. The consultant in 
working conditions, a male ergonomist, demonstrated that, even though they 
were in the same workplace, workers were not doing the same things. The 
women had four different types of position open to them, the men nine. He 
also showed that the positions earmarked for women – especially finishing 
assistants, among whom they were overrepresented – were particularly 
demanding, with loads of up to 11 tonnes and repetitive gestures at high speed, 
including picking up quires of paper with both hands, which was ‘very hard 
work’. All stakeholders in the enterprise were surprised that the finishing 
assistant position occupied by women had become more arduous than the male 
operator’s position that, as a result of automation, mainly involved overseeing 
machinery. It was possible to widen the diagnosis beyond ergonomics, 
however. A demographic approach using personnel data demonstrated that 
female finishing assistants followed different occupational development paths 
from men who had started work in the same job. Men quit this entry-level 
position in the enterprise after around three years, either for other 

4. GAS: research group ‘Genre Activités Santé’ in Europe, part of the technical committee 
‘Gender and Work’ of the International Ergonomics Association (IEA). 
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opportunities in the same firm or outside it. Furthermore, some were made 
redundant because they were not up to it or were unhappy doing a ‘woman’s 
job’, while women remained in the same job until retirement or were dismissed 
when they were no longer up to the task. The job of cutting quires of paper, in 
which it was possible to get promoted more rapidly, was reserved for men 
because it is extremely difficult: it was also an obstructive element in women’s 
occupational development (see Figure 2).  

Finally, the ergonomist showed that the system of breaks and their financial 
compensation for the two sexes was unfavourable to women: women were 
supposed to stop working within the framework of unpaid breaks, while the 
men had negotiated a bonus when the automated machinery was installed, 
machines that cannot of course be turned off.  

When the findings were presented to the health and safety committee (Comité 
d’hygiène, de sécurité et de conditions de travail, CHSCT), the women became 
extremely upset as they discovered such unfairness. The enterprise did not 
leave it at that, however, and took action, which is rare: many companies 
simply wring their hands and claim there is nothing they can do. First of all, 
the printworks became aware that it could not address the strenuous nature 
of the work merely by means of recruitment. It has done preliminary work with 
the suppliers of quires of paper in order to limit the load and the demands 
placed on the upper limbs. It has also put some thought into job design. 
Women’s career paths are also under reconsideration. In recognition of the 
skills deployed by finishing assistants and their responsibilities within the 
framework of the efficient functioning of the production line, the company has 
made it possible for women to advance to the positions of assistant operator 
or operator of the machinery.  
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Figure 2 Distribution of book binding employees by age, seniority and gender, 2009
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The Anact-Aract network’s ‘gender’ model provides the following four 
analytical dimensions to help to understand why women and men are not 
affected by work organisation in the same way:  

1. Organisation: women and men do not pursue the same lines of work and 
do not occupy the same jobs; 

2. Work: women and men are exposed to different risk factors and 
arduousness, partly visible, especially in predominantly female jobs; 

3. Careers: women and men do not enjoy the same occupational paths;  
4. Time: women and men do not have the same working time constraints 

and the same activities outside work.  
 
All these elements combine to explain the differentiated effects of work on the 
health of women and men (see Figure 3). This gender model has been used by 
Anact-Aract network participants to help companies, on a parity basis, in their 
negotiations on equal opportunity agreements. The gender model makes it 
possible to analyse occupational health gaps, as well as career and pay gaps, 
by means of a diagnostic tool5 that assesses the comparative situations of 
women and men and the different support provided in terms of awareness-
raising and training,6 using various indicators along the four dimensions.  

5. ‘Diagnostic Egalité’ (Equality diagnosis) tool developed by the Anact-Aract network, 
available at: https://www.anact.fr/outils/diagnostic-egalite-professionnelle

6. Occupational equality thematics available  on the websites of Aract and Anact  
https://www.anact.fr/themes/egalite-professionnelle.
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Figure 3 Gender model of the Anact-Aract network: four dimensions of analysis

Source: Chappert et al. 2014 ; Nicot 2014
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The Anact-Aract network now enables SMEs to use this approach to meet the 
challenges of occupational equality between women and men, as well as risk 
prevention and occupational health, in particular by means of innovative, joint 
collective support initiatives (for example, equality clusters7). The support the 
Anact-Aract network provides enables enterprises – usually in joint working 
groups with representatives of management/staff and business – to improve 
their understanding of inequalities. This involves simultaneously analysing 
pay, health and career indicators and suggesting possible measures to promote 
both occupational equality and quality of working life.  

 

Gender as a way of opening up new possibilities and 
understanding the causes of absenteeism 
 
Anact’s analysis of data on absenteeism among employees of enterprises in the 
portfolios of mutual companies (its scope is thus around 2.7 million employees 
in the private sector), found that in 2011 women took an average of 13.63 days 
off work per year (sickness and accident, not including maternity), yielding an 
absentee rate of 3.7 per cent, while men took 9.81 days off work per year (2.7 
per cent). The gap is therefore just under four days a year. Within the 
framework of research at a large enterprise Anact, assisted by a psychology 
research lab, tried to understand why women in this company are absent from 
work more often than men (30 per cent more), even when they are mainly in 
the same line of work. Furthermore, women and men are almost equally 
represented in the firm and it has equal pay, apart from the presence of a glass 
ceiling for senior positions. It was the introduction of the gender issue that 
motivated the trade unions, members of the sponsoring joint committee on 
occupational health and safety, to address the issue of absenteeism, suspecting 
that gender was going to raise questions about work organisation.  

Diagnosing absenteeism through a gender lens made it possible to go beyond 
the causes usually adduced by the various stakeholders in this large enterprise 
to explain the high level of absenteeism for both women and men (‘it’s a 
question of age’ or ‘it’s a management problem’) or women’s additional 
absenteeism, which is usually accounted for in terms of intractable biological 
differences or stereotypical social behaviour, lacking any real scientific basis. 
Specifically, interviews and observations concerning women’s and men’s work 
situations in the same occupation, taking gender into account, made it possible 
to shed light on the role of work organisation, pressures of work, management 
and human resources, as well as work–life balance in the differentiated impacts 
on women’s and men’s occupational health.  

In fact, in this company the gap between women’s and men’s absenteeism, 
which has been growing among those who have joined the workforce over the 

7. By way of illustration see ‘clusters égalité’ (equality clusters) supported by Aract Brittany. 
See http://bretagne.aract.fr/DETAIL/SWAM_5_PORTAIL/VIDEO?p_thingIdToShow= 
38355643
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past 15 years, is explained – apart from 15 to 20 per cent related to sick leave 
prior to maternity – by organisational constraints or pressures that apply in 
various ways to women and men along the four dimensions of the gender 
model (see Figure 3): work organisation; constraints and pressures of work, 
management and human resources; and working time. Thus, implementation 
of the seniority rule (women have on average four years less seniority than 
men) entails that women tend to be assigned to less demanding, but more 
physically stressful jobs or that they benefit from fewer vacation days in July 
and August than men. Similarly, equipment, such as shelving, trolleys or means 
of transport, are inadequately adapted to women’s physiques, thereby causing 
more frequent musculoskeletal disorders or incapacities among women (see 
Figure 4). The physical demands of jobs are the same for all, but, taking into 
consideration their physical constitution (lower height and muscular strength, 
for example) and their less developed physical condition (girls tend to stop 
participating in sport around the age of 12), women are required to make a 
much more substantial physical effort than men. This implies that in this 
enterprise the feminisation of jobs has not been accompanied by sufficient 
transformation of work systems (collective rules on organisation, working time, 
jobs, tools, equipment and so on).  

Following the ‘gender’ diagnosis the enterprise took on board a number of 
recommendations to promote sustainable prevention of absenteeism. Thus, it 
could be shown that taking into account the work situations and differentiated 
lives of women and men working in the same occupations helps to improve 
working conditions for all.  

Florence Chappert
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Figure 4 Distribution of the heights of 352 employees in Drôme and Ardèche  
(183 women and 169 men)

Source: Occupational health service (2014)
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Looking at French national statistics, the Dares study (2013) on absenteeism (sickness 
and accidents, exclusive of paternity and maternity leave), based on data from the 
French job survey between 2003 and 2011 in the public and private sectors, shows 
that in France women are absent from work 30 per cent more often than men (women’s 
average absenteeism rate is 4.1 per cent as against 3.1 per cent for men). This study 
shows that being a woman increases absence by 40 per cent ‘all other things being 
equal’. This absenteeism gap, like the wage gap, is usually linked to gender distribution 
in occupational sectors. It is also often explained by women’s domestic burdens. 
However, the study goes against this preconceived notion and reveals a 0.2 per cent 
higher absenteeism rate for employees with children below 6 years of age, ‘all other 
things being equal’. Having at least one child below 6 years of age and not being in a 
couple increases the risk of being absent because of sickness or looking after a sick 
child by almost 50 per cent for women and only 22 per cent for men.  
      A study by the Directorate for Research, Studies, Evaluation and Statistics 
(Direction de la recherche, des études, de l’évaluation et des statistiques, Drees) shows 
that women employees in the private sector aged between 21 and 45 years of age 
have, on average, 4.9 more paid days of sick leave per year than men in the same 
category (Marbot and Pollak 2015). The number of days of sick leave attributable to 
pregnancy, besides maternity leave, has been identified precisely: this explains 37 per 
cent of the gap between women and men aged 21–45 years of age. This declines 
substantially with age. Pregnancy does not explain more than a sixth of the gap 
between women and men aged 36–40 as regards days of sick leave, while it explains 
almost all of it for those aged between 21 and 25.  
      The issue of ‘absenteeism from a gender standpoint’ thus raises questions about 
work organisation, normalised and standardised, that applies to all, regardless of the 
particular situations and locations of work, and ultimately refers to the issue of women’s 
and men’s equality of access to quality of life at work.  
 
 

 

New laws to integrate equality, health and quality  
of life at work 
 
The Anact-Aract network’s experience in companies has shown that in France 
it is always risky to bring to light gendered data that show adverse effects on 
women’s health in the workplace because they may be taken to confirm deeply 
ingrained prejudices and stereotypes – such as, women are more fragile and 
less able to withstand pressure – and lead to sex discrimination, with women 
being made redundant or not hired in the first place.  

Having said that, statistical data and interventions in a number of enterprises 
have encouraged legislative advances. The law on substantive equality between 
women and men, enacted in France on 4 August 2014,8 introduced two changes 

8. http://www.legifrance.gouv.fr/affichTexte.do?cidTexte=JORFTEXT000029330832& 
categorieLien=id et http://femmes.gouv.fr/loi-du-4-aout-2014-pour-legalite-reelle-entre-
les-femmes-et-les-hommes-un-an-apres-des-mesures-effectives/
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in the regulations. First, as regards occupational equality between women and 
men, enterprises with 50 employees or above are now obligated to implement 
indicators concerning occupational health and safety by gender on a par with 
those concerning career and pay. Second, as regards risk prevention, from now 
on ‘risk assessment shall take into account the differentiated impact of risk 
exposure due to gender’. A superficial reading of the latter article, in an 
essentialist sense, would be mistaken and could lead to the conclusion that 
women should be kept away from certain tasks, functions and occupations 
because of their specific characteristics. This would be discriminatory. In fact, 
from now on in France, the only justified legal provisions introducing 
restrictions on women on the grounds of occupational health and safety would 
be those aimed at protecting pregnancy and maternity, as well as limiting the 
carrying of loads (25 kg for women and 55 kg for men). This provision on taking 
into account, in occupational risk assessment, the differentiated impact of 
exposure due to sex in fact refers to the conditions of risk exposure 
differentiated by gender related to the job held. Indeed, in the same enterprise 
women and men do not have the same lines of work, careers and activities 
outside work, and even the same work does not necessarily have the same 
impact on the health of women and of men taking into account the biological 
differences (in terms of reproduction, morphology and muscle strength). This 
regulatory provision thus reinforces and enriches the existing legal framework 
in France to better design preventive action and make it more effective. The 
law on the modernisation of social dialogue of 17 August 2015 also includes, 
among the three topics of negotiation that are compulsory for the social 
partners in the enterprise, a block entitled ‘occupational equality and quality 
of life at work’, following on from the national interprofessional agreement 
signed by a number of trade union organisations in 2013.  

The aim of these two regulatory provisions, adopted in 2014 and 2015, 
respectively, is to improve – cross-cutting – integration of equality and gender 
issues with issues of occupational health and safety and quality of life. From 
now on, work systems and prevention policies will have to take into account 
the differentiated working conditions of women and men. The design of 
working conditions and of occupational health and safety policies benefits from 
looking at problems through ‘gender lenses’ in an effort to achieve better 
equality of access for all to quality of life at work. It cannot be denied, however, 
that the issues that call for gender to be taken into account are complex or even 
taboo in some respects, in a context of apparent neutrality and egalitarianism 
in France.  
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Violence against health-care workers: 
the picture in Canada1 
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* University of Stirling 
** President, Ontario Council of Hospital Unions/Canadian Union of Public Employees 

 
 
In 2016, the Ontario Council of Hospital Unions (OCHU; of the Canadian 
Union of Public Employees, CUPE) carried out a survey among health-care 
workers in North Bay, Ontario, Canada, about violence on the job. Most of the 
respondents were registered practical nurses (RPNs) or personal support 
workers (PSWs), and most were women. Their responses described some 
alarming experiences: ‘Very quickly, the patient bolted to his feet with his hand 
and arm cocked, ran across the room and hit me in the nose and under the 
eye. I immediately fell backwards. I started to bleed, profusely, from my nose. 
I couldn’t breathe. I started to panic.’  

‘I’ve had my arm twisted … and after telling the patient, “you’re hurting me, 
you’re hurting me” they let go; then they reach up with their other arm to 
grab my neck.’2 

The majority of those surveyed said they had been subject to at least one 
incident of violence that year alone and many had experienced nine or more 
incidents. Furthermore, ‘86 per cent of the nurses and PSWs polled 
experienced incidents of physical violence such as pushing, hitting or having 
things thrown at them in the last year’ (OCHU 2016).  

The situation of carers in Canada subjected to violence during work is very 
worrying. In this chapter we shall look at three main points that will enable us 
to understand this phenomenon better and how to curb it: the situation at 
present, the current legislative framework and what action should be taken.  

 
Not just ‘part of the job’ 
 
This survey supports the evidence that the health and wellbeing of those who 
devote themselves to looking after the health of others seems to be increasingly 
at risk from angry, frustrated, or out-of-control patients. Every single one of 
the 150 RPNs from across Ontario attending a conference on violence in 
Kingston in January 2016 reported that they had been assaulted at work. A 
survey of paramedics in Ontario and Nova Scotia found that 75 per cent had 
experienced violence in the previous year, 67 per cent had been verbally 
assaulted and 26 per cent had been subjected to physical assault (Bigham et al. 

1. Adapted from a fact sheet produced by the Ontario Council of Hospital Unions (OCHU) of 
the Canadian Union of Public Employees (CUPE).

2. Quotations taken from the survey responses are presented in italics throughout the text. 
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2014). In recent years, a number of nurses in Ontario suffered serious injuries 
from patient attacks. In one case several nurses were repeatedly punched in 
the head, with one losing consciousness after being thrown against a wall. In 
another, a nurse was beaten unconscious with a lead pipe (Denise 2015).  

Studies of nurses and personal support workers find disturbing rates of 
violence, with nurses even being subjected to more acts of violence than police 
officers or prison guards (Kingma 2001). Fewer studies have explored violence 
experienced by workers in other health-care occupations, but clearly anyone 
who is dealing with patients and other members of the public are at risk.  

‘I go to work every day knowing that I will be abused, either verbally or 
physically that day. So, every day I prepare myself for that. And I shouldn’t 
have to… Nobody should have to go into work knowing that they are going 
to possibly be assaulted one way or another in the workplace.’  

‘It’s underreported because we chalk it up as just something that’s part of the 
job.’ 

The acceptance of violence in health-care settings, in all its forms and degrees 
of severity, as being ‘part of the job’ is arguably rooted in cultural, economic 
and political dynamics (Naylor 2012). Somehow, we, and the society around 
us, have come to see it as ‘normal’ or as ‘unavoidable’.  

‘We help people. We are there for them in their last days. We keep them pain 
free as much as we can. That’s the nursing that I went into. Not what we’re 
doing now. Not being police, not being security. Not rolling around on the 
floor in fights with patients.’ 

 
A chronic and widespread problem 
 
Violence in health care is not just a Canadian problem. According to a recent 
study carried out in the United States, ‘Health-care workplace violence is an 
underreported, ubiquitous, and persistent problem that has been tolerated and 
largely ignored’ (Phillips 2016). Health-care workers were found to require 
time off work due to violence four times more often than due to other types of 
injury. The study also identified that the most frequent victims were nurses 
and nursing aides. Caregivers in emergency departments, psychiatric units and 
dementia units were found to be particularly at risk.  

Studies that focused on violence in health care in Europe, meanwhile, found 
that the incidence is greater in some countries than in others. A project called 
NEXT3 that explored the reasons behind nurses’ premature departure from 
their profession found that ‘exposure to frequent violent events was highest 

3. ‘Nurses' Early Exit’ study, premature departure from the nursing profession in Europe is a 
European project lead in 2000 by the University of Twente (Netherland) and founded by 
the European Commission.
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amongst nurses from France (39 per cent), the United Kingdom (29 per cent), 
and Germany (28 per cent). In Norway (9 per cent) and the Netherlands (10 
per cent), nurses were less exposed to frequent violent events (European 
Agency for Safety and Health at Work 2010). 

When it comes to the protection of health-care workers, however, Canadian 
jurisdictions have nothing to be proud of. A study of violence in long-term care 
facilities found that Canadian health-care workers experience six times more 
incidents of physical violence than their counterparts in Scandinavian 
countries (Banerjee et al. 2012). The authors of the study asserted that 
Canadian workers were experiencing ‘structural violence’, which they blame 
on ‘systemic and organisational factors’ such as poor working conditions and 
lack of adequate support. 

But how exactly do we define workplace violence? According to the Canadian 
Centre for Occupational Health and Safety:  

‘It is any act in which a person is abused, threatened, intimidated or assaulted 
in his or her employment. Workplace violence includes: 

— Threatening behaviour – such as shaking fists, destroying property or 
throwing objects; 

— Verbal or written threats – any expression of an intent to inflict harm; 
— Harassment – any behaviour that demeans, embarrasses, humiliates, an-

noys, alarms or verbally abuses a person and that is known or would be 
expected to be unwelcome. This includes words, gestures, intimidation, 
bullying, or other inappropriate activities; 

— Verbal abuse – swearing, insults or condescending language; 
— Physical attacks – hitting, shoving, pushing or kicking.’ (CCOHS 2014) 
 
The European Agency for Safety and Health at Work states that there is no 
uniform definition for workplace violence. However, it is generally agreed that 
‘[v]iolence is a generic term that covers all kinds of abuse’, including ‘homicide, 
assault, threats, mobbing and bullying; in effect, all behaviour that humiliates 
degrades or damages a person’s well-being, value and dignity.’ (European 
Agency for Safety and Health at Work 2010 : 9). 

‘I’ve seen my co-workers, and myself, be ripped apart verbally. I’ve been 
called awful ... names over something so small as not getting someone a hot 
blanket for the bed or the coffee being cold or not getting rid of someone’s old 
water when I brought them new ice water.’ 

Workplace compensation statistics grossly underestimate the actual number 
of cases because many threats or acts of violence against health-care workers 
go unreported. This underreporting is partly a result of the long-standing 
culture of acceptance and partly because the victims (the health-care workers) 
fear retribution from their employers or even the patients.  

‘Everybody has a right to speak up and to voice their concerns. And it’s just a 
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shame that we’re made to feel that if you speak up, they’re going to put an X 
on your back, and they’re going to target you.’ 

‘We don’t report a lot of things that happen to us because we fear we’ll just 
get told we did something wrong, or we didn’t deal with the situation 
appropriately.’  

Understaffing has increased frustration among patients and their families, 
rendering health-care workers more vulnerable to attack.  

‘A lot of those frustrations could be avoided if we had staff to meet needs in a 
timely manner ... we’d have more face time with the patients, to establish that 
rapport, to build that relationship with them.’ 

Health-care workers report that sick workers are not replaced and that they 
often find themselves short of the required number of personnel. 

‘Even if you’re sick, sometimes you come in because you know you’re not being 
replaced. And the employer plays on that. They know that. They know we’re 
there for each other. So, if somebody’s got the flu, if somebody’s not feeling 
their best – you know what? They’ll come in if they have to because they know 
they aren’t going to be replaced.’ 

 
Legal rights 
 
Canadian law, as is the case in most jurisdictions, has legislation in place to 
protect health-care workers from violence at work. Public attention was 
galvanised on this issue in 2005 when a hospital nurse in Windsor, Ontario, 
named Lori Dupont, was murdered on the job by a doctor with whom she had 
had a previous relationship. She had reported to her employer that she was 
afraid of him but was largely ignored. This tragic case resulted in demands for 
improvement to Ontario’s Occupational Health and Safety Act (OSHA). The 
act now requires that employers carry out assessments to check for incidences 
of workplace violence at least once a year and that they prepare and maintain 
policies and programmes for preventing violence and harassment.  

Nevertheless, there are still real limitations to health-care workers’ rights under 
existing laws, especially when it comes to violence. Ontario legislation (OHSA 
Section 25.2(h)) states that, ‘the employer must take every precaution 
reasonable in the circumstances for the protection of the worker’. 
Unfortunately, this clause is open to interpretation and does not directly 
address the issue of violence. Furthermore, health-care workers have only a 
very limited right to refuse work they deem to be unsafe. 
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Better legal protection 
 
Under Canada’s Criminal Code, Section 270, assaulting a police officer could 
result in a penalty ranging from six months to five years in prison and a $5,000 
fine. However, there is no equivalent penalty for assaulting a health-care 
worker on the job. The protections provided under the health and safety act 
are not enough. Most attacks on health-care workers should be seen for what 
they really are: criminal acts.  

There are precedents to be found in the United States. Health-care workers in 
New York State, for example, are protected under criminal law. In 2010, it 
became a felony to assault a nurse on the job – a protection already given to 
emergency responders. In January 2016, the law was expanded to include any 
health-care personnel providing direct patient care (Sherwood 2015). Many 
states have enacted similar laws. The issue of whether the mental competency 
of the perpetrator of violence precludes criminal intent is decided by the justice 
system.  

‘It can be pretty scary sometimes. I have gone to codes [code whites, i.e. 
violence alerts] where patients have had weapons … I know we have called 
police in the past to help with those situations, but I know the police have been 
told they are not to touch the patients unless someone is actively charging the 
patient.’ 

 
What needs to be done? 
 
Violence permeates all aspects of our society. Violence against women remains 
a widespread social problem, resulting in injury, death, emotional trauma and 
insecurity. In Canada, most health-care workers are women. Whether because 
of the gender makeup of the workforce or the ubiquity of violence against 
women in our culture, workplace violence is a significant problem for women 
working in health care. The International Council of Nurses reported that 
‘nurses are the health-care workers most at risk, with female nurses considered 
the most vulnerable’ (ICN 2004). That is not to say, of course, that workplace 
violence is limited to attacks on women. Health-care workers of all genders can 
be, and have been, victims of violence in all its forms and degrees. 

As we know from comparative studies of other countries, strategies can be 
employed to reduce or eliminate the threat of violence, within the culture at 
large and within health care. On an institutional level, there are some 
straightforward and practical solutions that could help to prevent violence in 
health care. It seems, though, that limited health-care funding has made some 
employers resistant to spending money on adequate staffing, alarm systems, 
video monitoring and security.  

‘The more patients you’re working with, the more at risk everybody else is of 
making an error or being injured. The security presence as well is lacking up 
where we work … after you’ve had to restrain a patient and be physical with 
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them it makes it harder to work with them. It puts you at risk for further 
incidents with those individuals … I think there needs to be a lot of focus and 
education on staff safety, and letting the staff know that they are supported, 
that that they can talk to management about it.’  

Health-care workers throughout the world should take heed of the 
recommendation made by the OCHU and the CUPE, which strongly 
encourages health-care workers to stand up for their rights.  

Here are a few key actions they recommend to their members: 

— If you experience violence, REPORT it. Report to your employer and your 
union all cases of violence or harassment as they are defined under the 
health and safety act. Make sure your joint health and safety committee 
is informed; 

— Demand that your employer follow – to the letter and beyond – all the 
requirements introduced under recent legislative changes. Demand such 
safeguards as personal monitors, alarms, and adequate and consistent 
identification of potentially violent patients; 

— Demand adequate staffing to deal with the workload and particular de-
mands of the job. Staffing might include trained security personnel where 
needed who have the power to intervene. You should never be alone with 
someone who has been identified as posing a risk unless adequate safe-
guards have been implemented; 

— Share your stories of violence with your union and let them share your 
stories with the public, with administrators, and with regulators. The 
broader community needs to know what is happening; 

— Demand that acts of violence against health-care workers be considered 
criminal; 

— And demand ‘whistle-blower’ protection for workers with the courage to 
speak out about these shameful affairs. 

 
Violence in health care must not remain a dirty little secret. The health of 
health-care workers is a barometer of the health of the health-care system. 
By safeguarding health-care workers, on a province wide as well as national 
and international level, we can not only contribute to their wellbeing, but 
also help to improve our precious health-care systems for everyone.  
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Introduction 
 
Millions of women across the globe fundraise, march and lobby under the 
banner of the pink ribbon in the ‘war’ on breast cancer. However, despite the 
enormous sums collected for breast cancer research and awareness, we seem 
to be no closer to reducing the incidence of the disease. In Europe, 464,000 
women were diagnosed with breast cancer and 131,000 died from this feared 
disease in 2012 (Ferlay et al. 2013). It is the most common cancer among 
women in all industrial countries, including the United States and Canada 
where the ‘rates are amongst the highest in the world’ (Canadian Cancer 
Society 2007: 71). Meanwhile, according to the American Cancer Society (2001: 
11), the worldwide rate continues to rise.  

It may be disappointing for some pink ribbon event participants to learn that 
very little of the money raised will go towards prevention and still less to 
addressing occupational and environmental risk factors. Most breast cancer 
charities seem to be instead focused on early detection, genetics and treatment, 
while generally ignoring – or even dismissing – research into the primary 
prevention of breast cancer.  

Many scientists contend that the environment is playing a role in the disease’s 
increasing incidence, which is a powerful argument as less than 50 per cent of 
breast cancers cases can be explained by the known or traditionally suspected 
risk factors (Gray et al. 2010). However, the prevention research and education 
campaigns that are carried out tend to ignore environmental factors, such as 
the chemical hazards in many communities, farms, homes and workplaces. 
Instead, the predominant prevention efforts currently focus on such personal 
habits as diet, smoking, alcohol use and exercise. The mainstream media also 
generally reinforce these messages when they should instead be informing the 
public about the scientific evidence of the likely connection between 
involuntary environmental exposure and cancer. In other words, the 
predominant messages suggest that if you get breast cancer, it is because of 
something you personally did or did not do – something you individually could 
control.  

Because research into environmental causes is poorly funded, there are gaps 
in the evidence linking breast cancer to work and other environments, 
providing employers and legislators with a ready excuse to wriggle out of 
eliminating breast cancer hazards in the work environment. This lack of 
research and resulting evidence also gives employers and compensation 
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systems the justification to deny compensation for women who have developed 
breast cancer after working with carcinogens, i.e. cancer-causing chemicals or 
conditions such as working at night. In the UK, for example, the Health and 
Safety Executive estimates that 2,000 women develop breast cancer each year 
due to shift work, and yet no woman has ever been compensated (O’Neill and 
Watterson 2015).  

This lack of attention to occupational risks relating to breast cancer may 
seriously hinder prevention efforts, not only for the many thousands of women 
employed in potentially high-risk jobs but also for the broader public. Many of 
the chemicals produced or utilised in the workplace also end up in the general 
environment and in consumer goods. As cancer researcher, Sandra Steingraber 
(2010: 65), has said, ‘Understanding occupational cancers is important not 
only because people spend so many hours of their lives in the workplace but 
also because it yields critical clues about cancers beyond the factory wall and 
the office door’. 

Dr Lorenzo Tomatis, the former Director of the International Agency for 
Research on Cancer (IARC) acknowledged, ‘Much of the early understanding 
of the aetiology of human cancer originated from studies of occupational 
groups exposed to high concentrations of chemical carcinogens’ (Tomatis et al. 
1997). Yet despite Tomatis’ recognition of the importance of occupational 
exposures in cancer causation, almost all national cancer agencies and breast 
cancer charities continue to ignore or deny that workplace exposures and 
conditions contribute to a woman’s breast cancer risk. 

In 2010, the United States President’s Cancer Panel expressed concern that 
the establishment of precautionary regulations was being hindered by ‘undue 
industry influence’ and, furthermore, that the environmental causes of cancer 
had been ‘grossly underestimated’ (Reuben 2010).  

Research that addresses occupational and environmental risks may 
unfortunately reflect gender and social class bias; there are fewer studies on 
and less attention given to breast cancer than other cancers. In 1996, Goldberg 
and Labrèche reported that ‘Few high quality occupational studies directed 
specifically toward women have been carried out to allow the unambiguous 
identification of occupational risk factors for breast cancer’ (Goldberg and 
Labrèche 1996). 

Over a decade and a half later, the American Breast Cancer Foundation review 
of the evidence about environmental links to breast cancer found that 
‘Although women make up nearly half the workforce in the United States, 
relatively few studies have been conducted to identify occupational exposures 
associated with breast cancer’.  

The American Public Health Association (APHA), the largest public health 
organisation in the world, stated in 2014 in their ground-breaking resolution 
on breast cancer and work: ‘Notwithstanding the high incidence of breast 
cancer among women and calls for primary prevention of cancers linked to 
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work and other environments, the two topics seldom cross paths. The 
dominant epidemiological paradigm behind research and public policies 
remains firmly focused on individual lifestyles, genetics, and treatment 
options. The exogenous (i.e. involuntary and commonly shared) hazards and 
risk factors associated with chemicals – the causes of breast cancer that can be 
prevented or reduced – are passed over, ignored, and/or downplayed’ (APHA 
2014). 

 
Workplace risks 
 
Even with the paucity of research on occupational causes of breast cancer, there 
is still much we do know. There are many chemicals (at least 216) that have 
been identified as breast carcinogens. As Rudel and colleagues found, these 
include a long list of industrial chemicals, pesticides, products of combustion, 
pharmaceuticals and hormones (Rudel et al. 2007). 

Oestrogen, a known human carcinogen, is understood to be the principal 
causative factor in the development of breast cancer (Travis and Key 2003). 
‘For more than 200 years, scientists have appreciated that breast cancer cannot 
arise without hormonal influences’ (Davis and Sieber 1997). The traditionally 
accepted risk factors include age, reproductive history, hormone replacement 
therapy and family history, amongst others. All are related to a woman’s total 
lifetime oestrogen load. There is particular concern about the potential 
significance of exposures to synthetic oestrogenic compounds (Brody and 
Rudel 2003).  

Over 870 chemicals have been shown to mimic such hormones as oestrogen, 
and they are all part of the group of chemicals called endocrine disruptors 
(EDCs). Even very small amounts of exposure have been found to have negative 
effects. The Endocrine Society suggests that the increasing incidence of breast 
cancer over the past five decades may be the result of EDCs (Diamanti-
Kandarakis et al. 2009).  

A recent study by the World Health Organization found links between exposure 
to EDCs and health issues such as: testicular problems; breast, prostate and 
thyroid cancer; developmental effects on the nervous system in children; and 
attention deficit hyperactivity disorder (ADHD) in children. There may also be 
a combined impact from exposure to carcinogens and hormonally active 
substances. 

American public health advocate, Dr Ted Schettler (2013), stated in his paper 
entitled ‘The Ecology of Breast Cancer’ that ‘it appears increasingly likely that 
workplace exposures to known or suspected carcinogens and endocrine 
disrupting chemicals can increase the risk of breast cancer. Specific 
occupations including chemical, rubber, plastics, and textile manufacturing, 
agriculture, and nursing deserve urgent attention’. 
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Human research findings 
 
The number of human studies that have examined the links between breast 
cancer and workplace chemicals is limited. This is partly because most studies 
have been on men in the workplace rather than women, so the cancers studied 
are generally ones that could appear in significant numbers among the male 
population, while the cancers that are the most prevalent among women are 
often ignored (Zahm and Blair 2003).  

There are, however, significant new findings of associations between 
occupational exposures and breast cancer in women, indicating that past 
neglect of working women in occupational health research has been costly in 
terms of damage to health and lives lost. 

In a landmark review of the scientific literature, the American Breast Cancer 
Foundation found evidence of increased risk among women employed as 
nurses, teachers and other education professionals, radiological technicians 
and chemical workers. There were also ‘less frequently studied’ occupational 
groups, such as dry-cleaning and laundry workers, firefighters, flight 
attendants, food and beverage production workers and others that were found 
to bear elevated risks (Breast Cancer Fund 2015).  

The IARC has recognised the association between shift work and breast 
cancer risk. According to Dr Cogliano of the IARC, ‘nearly 20 per cent of the 
working population in Europe and North America is engaged in shift work, 
which is most prevalent in the healthcare, industrial, transportation, 
communications, and hospitality sectors. To date, most studies have focused 
on breast cancer in nurses and flight attendants. Now more studies are needed 
to examine this potential risk in other professions and for other cancers’ 
(Watterson 2009). 

To date, Denmark is the only country to have granted shift workers’ compen -
sation claims for breast cancer.  

A French epidemiological study identified increased breast cancer risk among 
some white-collar occupations, among textile, plastics and rubber workers, and 
among women employed for more than 10 years as nurses. They also found 
elevated risk among women employed in the manufacturing of chemicals and 
non-metallic mineral products (Villeneuve et al. 2011). 

In 2012, a study involving 2,100 Canadian women found an overall increased 
breast cancer risk of 42 per cent among women across various occupations and 
industries in which they had been highly exposed for ten years or more to 
breast carcinogens or EDCs. It further found that women employed in 
agriculture, metal-working, restaurants and casinos, automotive plastics, and 
food canning bore an elevated risk. It was especially noteworthy that 
premenopausal women in both automotive plastics and food-canning 
industries had an almost fivefold risk. The study authors found that women 
are often exposed to a ‘toxic soup’ of chemicals in a number of these 



occupations that include such mammary carcinogens and EDCs as phthalates, 
bisphenol A and flame retardants (Brophy et al. 2012). 

In addition to concerns about workplace exposure to chemicals, there is 
evidence that excessive radiation exposure, experienced by unprotected 
medical radiology workers, increases the risk of breast cancer. There is also 
limited evidence that electromagnetic fields (EMFs) may induce greater risk. 

 
Animal research findings 
 
As experiments cannot be carried out on humans, researchers have relied on 
experiments on animals to find out about the risks of chemicals. For example, 
over 200 years ago, the British physician Percival Potts documented the link 
between soot and scrotal cancer among young chimney sweeps. Although a 
significant amount of time would elapse before the chemical components of 
soot were identified, by the 1930s it had been recognised that a major 
component of soot and vehicle exhaust were various polycyclic aromatic 
hydrocarbons (PAHs). Animal experimentation showed that many of these 
PAHs can cause breast cancer (Russo and Russo 1996).  

One particular PAH called dimethylbenzanthracene (DMBA) has been 
extensively used in animal experiments to induce breast cancer in order to 
investigate the factors that can modify how long it takes to produce mammary 
tumours and how many tumours are produced. For example, in rat 
experiments an interaction was revealed between exposure to DMBA and 
exposure to light at night, resulting in a 36 per cent shorter development time 
of the mammary tumours and a 60 per cent increase in the number of tumours 
(Shah et al. 1984).  

Strangely, the extensive evidence from these rat experiments on mammary 
cancer has only been slowly applied in occupational health and safety practice 
to protect women workers from conditions likely leading to breast cancer, such 
as exposures to PAHs and shift work. Moreover, despite the advice of Dr 
Tomatis that precautionary measures should be implemented when a 
substance is identified by animal testing to be cancer causing, such 
preventative steps are rarely taken.  

 
The resistance grows 
 
In the past decades we have seen the enactment of neoliberal, anti-regulatory 
policies, job cuts, and increasing globalisation, with the result that fear has 
been instilled among workers that the economy upon which they depend is 
becoming unstable. These conditions result in greater pressure to accept 
working conditions, regardless of the impacts on health, as long as there is a 
continuing pay cheque. Female workers – who arguably have even less security 
than their male colleagues – are particularly vulnerable.  
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However, women throughout the industrial world are increasingly asking 
questions and demanding answers. The growing challenge by the global 
women’s health movement of the traditional understanding of breast cancer 
causation is bolstering the efforts of working women and their trade unions to 
challenge employers and government regulators. 

The NGO Women in Europe for a Common Future (now called Women Engage 
for a Common Future, WECF) published a pamphlet titled ‘Politics and 
Prevention: Linking breast cancer and our environment’ that stated: ‘It is 
encouraging that as more women enter the workforce, they also have the 
opportunity to join their trade union and become actively involved in 
determining health and safety legislation which protects a woman at all stages 
of her working life. But there needs to be better enforcement of the legislation 
which does exist and a rethink about how to make research more women-
focused to prevent occupational cancer’ (Lynn 2007). 

A US coalition of trade unions and environmental organisations has sponsored 
a campaign called ‘Let’s Put Breast Cancer Out of Work’ (Blue-Green Alliance 
2013). They have developed educational materials and are informing female 
trade unionists and members about workplace exposures that might increase 
risks for women. 

These actions are encouraging. The identification and elimination of 
occupational risk factors for breast cancer is a monumental undertaking. It will 
require global campaigns involving trade unions, women’s health 
organisations, environmental activists, independent media and progressive 
researchers. It promises to be an uphill battle, but, as is the case with any social 
movement, with enough willpower and the right strategies it is a winnable one. 
We should take inspiration from the words of social activist and author Greg 
Jobin-Leeds: ‘When we fight, we win!’ 
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Hairdressers: forgotten victims  
of cosmetic products with every reason  
to get grey hair? 
Dimitra Penidis  
Confederation of Christian Trade Unions, construction, industry and energy 
(Confédération des syndicats chrétiens, bâtiment, industrie et énergie)  

 
 
Every day, people working in the hairdressing sector in Europe face substantial 
occupational hazards, first and foremost through their exposure to cosmetic 
and chemical products, and scarcely anyone bats an eyelid. Women make up 
more than 80 per cent of the workers in this sector and they are the primary 
victims. In Belgium, a quarter of these women are forced to give up their 
profession before the end of their careers. One reason for these premature exits 
is to be sought in the skin disorders and allergies caused by cosmetic products 
and chemical substances that they use every day, without adequate protection.  

It is, however, difficult to measure the exact extent of the problem, both at 
European and at national level. This is because of the glaring lack of statistics 
on and dedicated studies of the issue. Although we do have some information 
on the number and nature of accidents in the workplace and occupational 
illnesses in the hairdressing sector, many (female) workers in the sector do not 
speak out about occupational health or the health problems they face. All too 
often hairdressers resign themselves to their fate; quit their jobs and slip away 
unnoticed. François Laurent, trade union chair of the sectoral social dialogue, 
points out that ‘there’s an urgent need to raise the profile of the risks being run 
by people working in the hairdressing sector. It would be possible to prevent 
these early exits by means of information, training and awareness-raising and 
enable these workers to continue to practice the trade that they have chosen 
and that they love’. 

 
Europe can do better! 
 
When one sees the hard work that all the social partners in the sector have had 
to put in to reach a framework agreement on health and safety to be transposed 
into a European directive it is a shame that health and safety in this sector is 
not really a priority for the European Commission (see Box on the framework 
agreement). On this point François Laurent said: ‘Although both the employers 
and the trade unions had reached agreement on improving working conditions 
and establishing better prevention in the hairdressing sector we were forced 
to change our approach. As it turned out, the REFIT simplification programme, 
together with pressure from certain EU member states, made the transposition 
process complex and opaque. It had to wait until Jean-Claude Juncker’s 
presidency of the EC before we finally saw light at the end of the tunnel and 
resumed constructive dialogue. In Belgium, however, signing the health and 
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safety agreement, which exactly replicates the European framework agreement, 
encountered no problems. We even negotiated an annual (reimbursed) visit to 
a dermatologist.’  

There are multiple professional hazards to workers’ health in the hairdressing 
sector. The most important concerns the contraction of skin disorders. 
Although the skin is a marvellous organ, it is a veritable sponge that absorbs 
the chemical components of cosmetic products or the nickel in certain 
hairdressing implements, such as scissors, tongs and clippers. Furthermore, 
working in such a humid environment only makes things worse, fostering the 
development of various occupational skin disorders, such as irritant contact 
dermatitis or allergic contact eczema. In many instances, such undesirable 
effects could be avoided simply by putting in place certain collective and 
individual protection measures, such as alternating wet and dry tasks, wearing 
adequate protective gloves (latex-free, preferably nitrile) and regular 
moisturisation of the hands using a neutral, fragrance-free protective cream.  

Hazards include aerosols, products in powder form (especially bleaching 
powders with alkaline persulfates, which are highly volatile and remain in 
suspension in the air for a long time) and irritant ammonia vapours from 
certain colouring products, which cause many respiratory problems among 
hairdressers, such as rhinitis and asthma. Good ventilation of the hairdressing 
salon, as well as the use of products in non-volatile form, such as gels and 
granules, make it possible to considerably reduce occupational risks.  

We must also not forget musculoskeletal disorders (MSD), tendonitis or other 
back complaints caused by prolonged standing, repetitive movements of the 
wrists and fingers and poor posture when performing various tasks. Here, 
again, possible preventive measures include task alternation and correct 
posture.  

 
Are the dangers for pregnant women underestimated? 
  
Other occupational hazards merit closer attention, including those caused by 
the use of cosmetic products by pregnant women or those of childbearing age. 
This issue again raises numerous questions. Their regular use is suspected of 
having negative effects on women (including lower fertility, miscarriages, early 
menopause, fibromyalgia and breast cancer) and on their unborn children 
(deformations and retarded growth of the foetus, premature birth, learning 
disabilities). Owing to the lack of detailed investigations, however, it has not 
yet been possible to establish formal links. Some national studies nonetheless 
offer advice on prevention and recommendations, such as adaptation of the 
workplace, job rotation or even simply abandoning this line of work. But even 
here national regulations within the EU diverge. It is high time to conduct a 
European inquiry and to introduce robust legislation in this area. 
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Cosmetic and chemical products are often factoring in the development of 
occupational hazards. The fact is, however, that there is no obligation on the 
part of the manufacturers of such products that pose a potential health risk to 
take into account the additional exposure of professionals in the hairdressing 
sector in the course of their work. The sole obligation incumbent upon them 
on the basis of the European Directive on cosmetic products is to evaluate the 
health risks to non-professional users. This state of affairs is even more absurd 
given the fact that hairdressers, who are mainly women of childbearing age, 
use these products several times each day, in shampooing, colouring, doing 
perms and bleaching. The manufacturers must, as a matter of urgency, put 
serious efforts into research and development on less harmful cosmetic 
products, provide adequate protective gloves (currently, these are only made 
available to non-professional users) and improve the readability of instructions 
for use, which all too often are framed in complex language and in very small 
print.  

There can be no doubt of the urgent need to implement a real European health 
and safety plan for the sector that enshrines both the principle of prevention 
and the principle of substitution for dangerous substances. The same goes for 
toxicological studies and analyses concerning those working in the sector to 
clearly assess the risks to health and reproduction, thereby making it easier to 
legislate effectively and coherently. The European Commission should make 
particular efforts to promote instruments such as SafeHair (an information 
and awareness-raising tool developed by the social partners in the sector) and 
OIRA (Online Interactive Risk Assessment) for hairdressing. The European 
social partners in the sector will not rest in pursuit of these goals and are 
stepping up their joint initiatives aimed at improving hairdressers’ working 
conditions and health and safety. It is time that the European Commission 
stepped up to the plate and properly recognised and supported their efforts 
and expertise.   

 
Hairdressing sector in Europe: fact sheet  

 
– Number of workers: around 1.5 million  
– Share of personal services: 8 per cent of the personal services sector  
– Status: chiefly made up of SMEs (small and medium-sized enterprises) and ‘TPE’ 

(very small enterprises) 
– Proportion of women: above 80 per cent (mainly on part-time contracts)  
– Number of salons per capita: on average 1 salon/10,000 people (the average is 

higher in Belgium, Italy and Finland) 
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The revision and signing of the European framework agreement on the protection 
of occupational health and safety in the hairdressing sector  
Dimitris Theodorakis 
UNI Europa 
 
In January 2015 the social partners in the hairdressing sector (UNI Europa and Coiffure 
EU) decided to revise the agreement that had been reached by the sector’s social 
dialogue committee. The agreement, signed in 2012, was blocked by the European 
Commission, which was under pressure from certain EU member states that sought to 
oppose it. Following the social partners’ desire to have the agreement implemented 
the revision process was initiated with the European Commission’s Legal Service.  
         The aim of the agreement is to enhance the protection of occupational health 
and safety in the hairdressing sector, in which the majority of workers are young 
women. Work-related illnesses are prevalent in the sector, which has a high staff 
turnover for that reason. The agreement concerns occupational health and safety 
measures, ergonomic measures and principles of work organisation. The main elements 
of the agreement include the wearing of gloves when using hazardous substances, 
adopting a healthy posture while working to prevent musculoskeletal disorders later 
on and avoiding or substituting the use of products identified as problematic. In 
addition to combating precarious employment in the sector the agreement seeks 
protection against skin complaints, musculoskeletal disorders and breathing disorders, 
while ensuring good coverage of workers, regardless of status. The agreement is also 
aimed at covering self-employed hairdressers working alongside regular employees and 
employers in order to obtain the same degree of social protection. Since 2012 the 
European Commission had been blocking legal implementation of the agreement by 
the social partners and had been exerting pressure to exclude the self-employed and 
to avoid conflict with existing regulations on cosmetic products. The social partners, 
however, jointly managed to ensure broad coverage of all workers in the same salon, 
whatever their status.  
         The revision and signing of the text represent a victory for the sector, for workers’ 
health and safety and for the European trade union movement as a whole. The 
agreement enshrines the principle of prevention and strengthens the substitution 
principle with regard to hazardous substances. It covers self-employed workers whose 
work activities can have a negative impact on the health and safety of regular workers 
in the same salon. When it is implemented, the agreement will make it possible to 
protect occupational health and safety, help to reduce the costs borne by the social 
security and health insurance systems and promote sustainable working conditions in 
the sector. The European Commission has modified its position on a highly contentious 
issue, especially extension of the coverage of the agreement. The social partners hoped 
from the outset to include the self-employed alongside employees in the same 
hairdressing salon. The Commission initially rejected their position, but eventually they 
were able to have the European legal definition of ‘worker’ included in the agreement 
and to procure equal coverage for the self-employed when their activities can have a 
negative impact on employees’ health and safety in the same salon. The agreement 
could set a precedent. If the activities of self-employed workers verifiably have a 
negative impact on the health and safety of employees in the same workplace they 
must be included within the scope of application of agreements arising from the 
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European social dialogue. By extension, that could also be applied to all sectors whose 
workers are susceptible to negative occupational health and safety effects from self-
employed workers working alongside them. The agreement is a concrete example of 
what can be achieved for protection of workers’ rights through the sectoral social 
dialogue.  
         The social partners in the hairdressing sector have been able, after numerous 
disappointments and many assaults on their autonomy and legitimacy, to instigate a 
proposal of social legislation at the European level, acting on the basis of the rights 
conferred on them by the European treaties. The agreement and its implementation 
by a decision of the Council now hinges on the European Commission, which has to 
undertake an assessment of the agreement in accordance with the principle of ‘smart 
regulation’, before putting it before the European Council to decide on its 
implementation.  

Hairdressers: forgotten victims of cosmetic products with every reason to get grey hair?
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Conclusion  
The health of female workers: is science 
still ‘one-eyed’? 
Karen Messing 
CINBIOSE, University of Québec, Montreal 

 
 
In April 1996, the first international ‘Women, Work and Health’ conference 
was held in Barcelona. It was the result of a collaboration between scientists, 
practitioners and unions, and was an unusual example of fertile interaction 
among these groups to promote high-quality research on women’s 
occupational health. This paper aims to summarise where the research gaps 
were in 1996 and show some of the progress that has since been made; 
fortunately, there has been a lot – too much to cover in a single paper. Due to 
limitations of both space and competence, I will concentrate on two areas 
where I have been actively engaged in research: work-related musculoskeletal 
disorders and the work-family interface. Even within these areas, I have had 
to leave out many important research results in order to concentrate on a few 
specific points. 

By 1996, researchers like Jeanne Stellman, Vilma Hunt and Shelia Zahm had 
shown that women and the jobs usually done by women were dramatically 
under-represented in occupational health and safety research. In collaboration 
with the status of women committees of three Québec trade unions, we were 
able to show that this lack of knowledge had serious consequences for 
prevention efforts (Messing 1998). Figure 1 shows the ‘vicious circle’ affecting 
women workers as it existed at the time: a lack of knowledge about problems 
experienced by women led to interpreting women’s occupational health 
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Figure 1 The vicious circle in women’s occupational health, 1996
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problems as consequences of their biological or psychological ‘nature’. One 
peer-reviewed journal article, for example, referred to health complaints of 
flight attendants in the following terms: ‘… some of these girls have become 
rather anxious’; another suggested that the proportion of women among the 
victims of workplace air pollution be used as an indicator for determining 
whether problems were due to ‘mass hysteria’. Because of this type of prejudice, 
women were discouraged from reporting work-related illnesses and found it 
hard to access workplace health and safety promotion. Their problems 
remained invisible, cost little to employers and the state, and did not generate 
the kind of interest that stimulates research, thereby completing the circle. At 
the beginning of the 21st century, Niedhammer (2000) showed that women 
were still excluded from occupational health research and that data on 
women’s problems were seldom specifically analysed.  

A number of actors were to make that situation evolve over the following fifteen 
years. The European Trade Union Institute (ETUI), one of the sponsors of the 
Barcelona conference, produced a number of activities and publications on 
women’s occupational health (see for example Tieves 2011). A group of cancer 
researchers at the US National Institutes of Health focused on chemical 
exposures and their consequences and held several conferences on women and 
occupational cancers, encouraging inclusion of women in occupational cancer 
research (Hohenadel et al. 2015). In 1998, the Swedish government sponsored 
a programme called ‘Women’s Health at Work’ that stimulated research in both 
the social and natural sciences. A 1999 ‘Women, Work and Health’ conference 
in Rio de Janeiro inspired interest in women’s jobs in Latin America and 
research has since developed in several countries (for example, see Ansoleaga 
et al. 2014; Astudillo Cornejo and Ibarra Villanueva 2014). In 2006, the 
International Ergonomics Association established a Gender and Work 
Technical Committee, with subcommittees holding regular research and 
dissemination activities in Europe, North America and Asia. This activity was 
made visible in three special issues of journals: Work (vol. 40, Suppl 1, 2011) 
presented articles on gender, work schedules and work/family articulation, 
Ergonomics (vol. 55, no. 2, 2012) dealt generally with gender and ergonomic 
analysis, as did PISTES (vol. 18, no. 2, 2016). In 2006, the International 
Congress of Occupational Health established its Women, Work and Health 
Scientific Committee, which has also held symposia in various venues. 

There have been dissenting voices, however. Concerns have been raised about 
stimulating occupational health interest specifically in women, women’s health 
problems and women’s jobs.  

Some objections that have been articulated include:  

1. Some feminist scientists have objected to stereotyping. Their argument 
is that treating data on women separately implies that there are important 
differences between women and men that are relevant to their job per-
formance; such an attitude encourages stereotyping and indirectly en-
courages discrimination against women workers. It is said that biological 
and psychological differences between men and women are few and 
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minor and should not be exaggerated. Both women and men suffer from 
mental and physical health problems due to their work. According to this 
argument, we cannot generalise and say that one or the other gender has 
more problems; women and men need to work together to transform the 
workplace so that it will be safe for all; 

2. Demographers and progressive scientists point out that gender is only 
one source of diversity in the workplace. There are also differences due 
to age, ethnicity, social class and immigrant status. In fact, every worker’s 
mind and body have a specific interaction with the work task and work 
environment, depending on the details of workers’ anatomy and physiol-
ogy, their communication styles, family situation, team composition, and 
other components of the work ‘ecosystem’. This argument holds that it 
would be wrong to single out gender for special treatment to the exclusion 
of other groupings; 

3. Some scientists object to gender analyses on the basis that they are polit-
ical and thus anti-scientific. Their argument: politicising science will not 
help workers; only objective scientific results will improve the workplace.  

 
These arguments will be discussed below in relation to research on 
musculoskeletal disorders and work-family articulation. 

 
Stereotyping: why study women separately? 
 
Although it has been known for many years that women and men occupy 
different niches in the labour market, detailed knowledge of women’s and 
men’s exposures is relatively recent. A number of sources supply detail on the 
different professions and industries where women and men work 
(http://www.eurofound.europa.eu/surveys/ecs). At the same time, women and 
men report different frequencies of work-related musculoskeletal disorders 
and the gender/sex difference also varies by body site (Stock et al. 2011; 
Widanarko et al. 2011). Information is also emerging on women’s and men’s 
differing career trajectories and the relationship with exposure to health risks 
(Torgén and Kilbom 2000; Chappert et al. 2015). Even after women and men 
suffer from work-related health problems, and are awarded compensation, 
their musculoskeletal disorders evolve differently over time (Lederer and 
Rivard 2014). 

Increasingly, studies show gender segregation not only in professions, but also 
in tasks and exposures within jobs. With regard to musculoskeletal disorders, 
an Australian group has shown that women do more repetitive work than men 
with the same job titles in the same companies (Eng et al. 2011). Women and 
men working for the same employers in cleaning and restaurants are exposed 
to different working postures (Messing et al. 2015). Even within the same 
classification or name of an exposure such as ‘repetitive work’, ‘lifting weights’ 
or ‘prolonged standing’, men and women are exposed differently: men who lift 
weights tend to lift heavier weights and the weights women lift tend to be 
people; women’s repetitive work is also more so than that of men (i.e. more 
movements per minute); women who stand are less able to move around than 



men who stand (Vézina and Courville 1990; Messing et al. 2015). It is probable 
that other expressions such as ‘sexual harassment’ and ‘violence at work’ also 
denote different exposures for men and women.  

A similar situation exists for variables relating to the work-family interface. 
Variables like ‘night shift’, ‘possibility of a gradual return to work after parental 
leave’, ‘number of children’, ‘takes care of another person’ or ‘can take care of 
personal matters during work time’ have a different meaning for women and 
men, even among those who have responsibility for childcare or eldercare 
(Messing et al. 2009). In addition, in the European context, gender 
associations with family responsibilities vary widely among countries (Artazcoz 
et al. 2013). Unmeasured exposure variables like precarious employment, short 
notice of schedule changes or the ability to exchange work schedules can have 
an important influence on the work-family interface (Scheller 2012). 

However, some studies have found relatively few differences between women’s 
and men’s exposures. Data on the tasks of male and female house painters in 
Sweden presented by Heilskov-Hansen et al. (2014) suggest that some of the 
gender differences in the proportion of time allotted to specific tasks could be 
due to the pronounced age difference between women and men in this 
profession. Once age was taken into account, no gender differences exceeded 
4 per cent of total time. Observations and measurement of postures and 
movements during the most frequent tasks did not differ by gender. So we 
cannot presume that tasks and exposures differ by gender in all circumstances. 

Sex (biological) differences in response to workplace exposures have so far 
been little studied, but may be critical in designing both research and 
prevention. In general, women have been under-studied. Due to sex differences 
in physiology, the effects of some exposures and their interactions with other 
exposures may vary for women and men (Côté 2012). Some research has 
suggested that women in the same physically demanding tasks as men work at 
a level closer to their physiological limit, with a concomitant increased risk of 
injury.  

 

Diversity: to treat gender properly is important, but 
gender is not the only important variable 
 
Unfortunately, many exposure variables whose impact differs by gender are 
insufficiently described in questionnaires and ergonomic scoring systems. If 
the parameters of relevant exposures are unknown or cannot be fully specified, 
more accurate information will be obtained if analyses are stratified 
(separated) by gender, even where there is no obvious male-female difference 
in exposure-effect relationships (Messing et al. 2009).  

Does stratification exaggerate male-female differences and increase 
stereotyping? The fact of forcing diverse people into only two categories does 
involve a risk of false dichotomy. Few if any gender or sex differences are 
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absolute: some men are shorter than most women; many women never have 
responsibility for childcare; an increasing number of ‘non-traditional’ 
professions are welcoming women; the boundaries of sex and gender categories 
are fluid and some people cannot be readily classed as male or female. 
Probably, though, there are more advantages than disadvantages to taking 
gender and sex into account. It has been shown, for example, that women are 
less likely than men to be able to access compensation for their employment-
related injuries (Cox and Lippel 2008). As long as a pronounced imbalance in 
power, knowledge base and visibility persist between male and female workers, 
it is most important to make sure that women’s problems are studied, and that 
women’s jobs are safe. And as long as the dangers in men’s work are considered 
normal and ‘part of the job’, it is important to emphasise that gender can also 
be associated with health risks for men.  

Treatment of variables related to sex differences in size, strength, metabolism 
and pain sensitivity can also pose a problem. Some researchers use a more or 
less arbitrary factor to ‘normalise’ their data when including both sexes in their 
samples. Others have found ways to render some parameters comparable: 
Chung and Wang (2012) compared women’s and men’s walking strategies and 
physiological effects on the basis of ‘preferred walking speed’ for each 
individual, rather than ‘absolute walking speed’, which is dependent on sex-
related body dimensions and may differ greatly by sex.  

However, gender/sex is not the only sociodemographic descriptor associated 
with exposure-outcome relationships in occupational health. Many other 
groups suffer discrimination and under-recognition of their occupational 
health problems. Low socioeconomic status is associated with some injury-
prone working conditions (Falkstedt et al. 2014; Goh et al. 2015). Immigrant 
groups are treated differently both in the workplace and by compensation 
systems (Kosny et al. 2015). Age is related both to different likelihoods of 
exposure and to different effects (Volkoff et al. 2010). Stratifying 
simultaneously for gender (two strata), ethnicity (strata differ by country), 
immigrant status (at least two strata, more if recent immigration is considered 
separately), socioeconomic status (at least three strata) and age (several strata) 
would require enormous populations - impossible with the sample sizes 
available to researchers. 

Many scholars, including feminists, have long reflected on how to consider the 
combined impacts of different types of inequality (Kergoat 2012). Nancy 
Krieger (1999), an epidemiologist who has extensively studied health 
inequalities that are due to racial discrimination, suggests that workers’ bodies 
integrate the effects of multiple social determinants of health. Thus, 
researchers are advised to measure social constructs like organisational justice, 
job control or discrimination, in order to capture the health effects of power 
imbalances in the workplace. 

However, sex, age, ethnicity and even social class have physiological and health 
correlates in addition to their social dimensions. In order to avoid the problem 
of multiple strata while recognising the challenge posed by diversity; Swedish 
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researchers have proposed cluster analysis (Härenstam 2009). One way to use 
cluster analysis is to use mathematical techniques to group data on individuals 
so that those with similar working conditions are found in the same cluster. 
Then, clusters can be examined in regard to socioeconomic and health-related 
variables so as to detect patterns (Leijon et al. 2006). In particular, it can be 
seen that women or men (or people with young children, or low-paid workers, 
or people with health problems, etc.) are found more often in certain clusters 
of working conditions. The results of such studies have been used in Sweden 
to identify clusters of working conditions that should be changed. 
Unsurprisingly, women and other less-powerful groups are more often found 
in such clusters. Thus, cluster analysis is a way to make power relationships 
visible and reduce social inequalities in occupational health (Messing et al. 
2016). 

 

Political? The scientific advantages of studying 
gender/sex 
 
Although the efforts to include women in occupational health and safety 
research have necessarily involved policymakers as well as scientists, science 
itself has profited from research into sex and gender differences. This is the 
case because women’s biological specificity needs to be included in prevention 
efforts and also because looking at women’s needs sometimes opens the door 
to ideas for research or scientific strategies that are important for studying both 
men and women. 

 
Biological specificity 
 
In the area of work-related musculoskeletal disorders, there is a lot of interest 
in why women report more pain than men. Researchers have only recently 
noticed that almost all articles published on the mechanisms that process pain 
have only involved male mice. They were therefore very unhappy when they 
realised that male and female mice differ enormously in their reactions to pain. 
Completely different spinal cells are involved, and researchers are now 
beginning to more fully characterise pain-processing in females and males 
(Sorge et al. 2015). Other researchers have found that the muscles of women 
and men may be activated differently and may fatigue at different rates and in 
different ways, explaining to some extent why women appear to have more 
endurance but also report more pain (Nie et al. 2014).  

Lifting strategies may reflect biological as well as gender differences between 
women and men. Researchers in biomechanics at the Robert Sauvé Institute 
for Research in Occupational Health and Safety in Québec (IRSST) studied 
lifting by experienced and novice workers in order to prevent musculoskeletal 
disorders (MSDs). They quickly became aware that their research on male 
workers could not be applied to women. They found that even experienced 
women used different lifting techniques when given the same weights as men 
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(Plamondon et al. 2014). These findings have implications for worksite design 
and training. For example, Céline Chatigny and colleagues, working with 
unions in Québec, found that lifting techniques taught to workers in non-
traditional jobs were inappropriate for most women, given differences in size 
and body proportions (Couture et al. 2005). 

In the 1990s, the engineer Angela Tate of Memorial University, Canada, alerted 
scientists interested in gender and occupational health to bias in biomechanical 
studies, attributable to the use of male cadavers in developing the 
biomechanical models. However, her communications did not arouse much 
interest and there has still been no biomechanics research on the effects of 
breast size, for example, on lifting techniques associated with back pain.  

 

Why thinking about women is important for learning about 
men too? 
 
It is still common for researchers studying work-family conflict to adjust for 
sex and gender, for example by including sex/gender as a ‘co-variate’ in 
multivariate analyses (Higgins et al. 2014), rather than by studying the many 
possible interactions among gender, working conditions and health effects 
(Leineweber et al. 2012). This also happens in research on musculoskeletal 
disorders. In some circumstances, adjusting for gender can have the effect of 
adjusting for important unmeasured exposure variables (Messing et al. 2009). 
For example, the fact that women who stand at work are less likely to move 
around has been a source of confusion in the literature concerned with the 
effects of general working posture on mortality. Gender is therefore a surrogate 
for mobility at work and adjusting for gender simultaneously adjusts for 
mobility. The negative effects of prolonged static standing on musculoskeletal 
and cardiovascular health are thereby made invisible, leading common but 
erroneous recommendations that people stand rather than sit at work (Messing 
et al. 2015). 

Several studies have related working conditions to dysmenorrhea, which is 
often experienced as pain in the lower back. It would therefore be desirable for 
researchers who administer questionnaires on lower-back pain to distinguish 
between perimenstrual and non-perimenstrual pain; otherwise, they risk 
confusing their data analysis for all respondents. However, this is usually not 
done in studies of back pain. 

Some new conceptions and scientific approaches have been developed by those 
interested in women’s occupational health. For example, ergonomists 
interested in gender have developed an approach to ergonomic analysis of the 
work/life interface that enables them to identify workplace determinants of 
work-family conflict (See Work vol. 40 Suppl. 1). However, many researchers 
in the area of work-family conflict still adjust for gender without considering 
its different meanings in this context. 
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Finally, research in women’s occupational health has also served to make 
visible the important scientific impact of communication between workers and 
scientists, which serves to develop new ideas for research and to understand 
its findings (Messing 2014). As Eakin (2010) has pointed out, scientists’ 
‘standpoints’ determine not only their choice of what to study, but also what 
they consider important about the phenomena they are looking at. Working 
with the communities affected by the research provides important insights into 
the phenomena under study. 

Many researchers who have developed important concepts in women’s 
occupational health have close ties to unions or other community groups. ETUI 
was among the first organization to promote gender inclusiveness in 
occupational health research and practice. The initial 1996 Barcelona 
conference grew out of a collaboration among Spanish medical researchers, a 
community clinic and the union ‘Confederación Sindical de Comisiones 
Obreras’ [Trade Union Confederation of Workers' Commissions] (CCOO). In 
Chile, the Centro de Estudios de la Mujer [Woman Study Institute], a 
community group, has collaborated with the government public health 
institute as well as unions to develop an important research and intervention 
programme in women’s occupational health, leading to new policies providing 
for the integration of gender considerations in occupational health practice 
(Astudillo Cornejo and Ibarra Villanueva 2014). At the Université du Québec 
à Montréal, CINBIOSE researchers have greatly profited from a unique 
arrangement whereby professors are given specific course credit and financial 
and human resources for teaching and research carried out in collaboration 
with unions, women’s groups and other community organisations (Messing 
2014: Preface). Without this help, it would have taken us a lot longer to learn 
about the hazards in women’s work. We hope that other universities and 
communities will follow these leads. 
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