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Achieving gender equality in all aspects of em-
ployment is now a key European priority. It is a
matter of rights, but it is also a matter of sound
economic policy — especially considering the
human and economic costs of injuries and ill
health caused or made worse by work.

The European Commission has adopted a com-
prehensive policy (') to tackle gender inequali-
ties, based on integrating or mainstreaming
gender into all its activities. On this basis, the
Community strategy on health and safety at
work for 2002-06 (?) stresses that measures
should be taken in order that gender equality is
mainstreamed throughout the strategy. This re-
port, by investigating issues such as the extent
to which gender is taken into account in the oc-
cupational safety and health field, and gender
differences in risk exposure and prevention,
should make an important contribution to
taking gender policy forward in this area.

It offers an insight into the risks women face at
work, how these arise, and how their situation

(") Commission communication COM(2000) 335.

() Commission communication COM(2002) 118.

compares to their male colleagues. It provides
an analysis of existing research information,
practical information on improving risk pre-
vention by taking account of gender issues
and positive proposals for the policy level to
consider.

The report highlights the dual importance of
considering gender in risk prevention and in-
cluding occupational safety and health in gen-
der equality employment activities. Coopera-
tion between these two policy areas is crucial,
from the European level, down to the work-
place, to promote improved workplace risk pre-
vention for both women and men.

The Commission believes that this report will be
an invaluable catalyst for advancing discussions
with all key players (European institutions, na-
tional authorities, social partners, and experts)
and for developing concrete measures to en-
sure that the gender dimension is effectively in-
tegrated into health and safety policies.

Anna Diamantopoulou

European Commissioner responsible for
employment and social affairs



The world of work is changing. There has been
a shift away from rural work and also away
from heavy industry and manufacturing. New
jobs are being created in the service sector and
information technological change has created
new types of work and forms of working. Glo-
balisation has increased competition and pres-
sures to rationalise and be more flexible. One
important change has been the entry of more
women into the labour market.

Prevention of work-related deaths, injuries and
ill health is important, because of the high costs
of failure to do so to enterprises, to society and
to the individuals concerned. Continued efforts
to improve prevention for both male and fe-
male workers are therefore needed. However,
the changes mentioned above and employment
conditions and circumstances of life outside
work can have different implications for work-
ing women and men, including with regard to
their work-related health. It is EU policy to pro-
mote equality of men and women in all areas
that it covers, including occupational safety and
health. In the light of this and the increasing
participation rate of women in the EU labour
market, and the EU’s aim to increase this partic-

ipation still further, ‘mainstreaming’ the gender
dimension into occupational safety and health
was included as one of the key objectives in the
European Community strategy on safety and
health at work 2002-06.

To contribute to this European objective, the
Administrative Board of the European Agency
for Safety and Health at Work decided to in-
clude a report to review gender issues in occu-
pational safety and health in the Agency’s 2002
work programme.

The aim of this report is not only to give a clear
overview of gender differences in safety and
health at work and how they arise, but also to
provide information about what this means for
prevention and how a gender-sensitive ap-
proach can be taken in occupational safety and
health.

In this way, we hope that the report can give
strong guidance on what is needed to main-
stream gender into all areas of occupational
safety and health in practice and will serve as an
important input to the realisation of the Com-
munity strategy, which includes gender main-
streaming as an objective.

The Agency would like to thank Kaisa Kauppinen
and Riitta Kumpulainen from FIOH, Irene Hout-
man and Anneke Goudswaard from TNO, Maria
Castriotta from ISPESL, Alan Woodside from
OSHII, Birgit Aust from AMI, Veerle Hermans
from Prevent, Dolores Solé from INSHT, and Karl
Kuhn and Ellen Zwink from BAUA for their con-
tributions to the drafting of this report. The
Agency would also like to thank its focal points
and other network group members and all other
contributors for their valuable comments and
suggestions with respect to the report.

European Agency for Safety and Health at Work

November 2003
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The need to examine gender in
occupational safety and health

Women's share of the workforce grew in most
EU countries between 1990 and 2000, and to-
day women make up 42 % of the EU work-
force, although there are differences between
the Member States and particularly between
the north and south. Along with the increasing
participation rates, new types of work practices
and forms of work bear witness to an unmis-
takable period of change. Such change, as well
as different labour, social and health policies,
can all impact differently on the working lives of
women and men. Cultural differences must also
be added to the equation.

Because of strong occupational gender segre-
gation in the EU labour market, which remains
high despite changes in the world of work,
women and men are exposed to different work-
place environments and different types of de-
mands and stressors even when they are em-
ployed by the same sector and ply the same
trade. There is strong segregation between sec-
tors, between jobs in the same sector, and there
can be segregation of tasks even when women

and men have the same job title in the same
workplace. There is also strong vertical segrega-
tion within workplaces, with men more likely to
be employed in more senior positions.

Other gender differences in employment condi-
tions also have an impact on occupational safe-
ty and health. More women are concentrated in
low-paid, precarious work and this affects their
working conditions and the risks they are ex-
posed to. Gender inequality both inside and
outside the workplace can affect women'’s
occupational safety and health and there are
important links between wider discrimination
issues and health.

The European Union has stated objectives of fur-
ther increasing the participation of women and
men in employment, improving the quality of
working life for all and ensuring equality be-
tween women and men. In response to this, the
Community strategy on health and safety at
work 2002-06 (European Commission, 2002¢),
drawn up by the European Commission, includ-
ed ‘mainstreaming’ or integration of gender into
occupational safety and health activities as an
objective, recognising the increasing importance
of taking account of gender issues in occupa-
tional safety and health (OSH).

The current EU approach to occupational safety
and health is ‘gender neutral’, which means
that gender issues and differences are ignored
in policy, strategies and actions. They are also
often ignored in research. OSH policy decisions
that appear gender neutral may have a differ-
ential impact on women and men, even when
such an effect was neither intended nor envis-
aged. This is because there are substantial dif-
ferences in the working lives and employment
situation of women and men and therefore oc-
cupational safety and health, so we need to
take account of gender issues in work-related
risks and their prevention.

With these EU objectives in mind, this report ex-
plores the following questions:



Are there gender differences in occupational
safety and health, such as exposure to haz-
ards, health outcomes and access to
resources?

If so, what are these differences and what
causes them?

What are the gaps in knowledge?

What is being done to promote occupational
safety and health equality in the workplace
and mainstreaming gender into OSH?

What further action can be taken?

The findings of the report include the
following key issues:

e Both women and men can face significant risks
at work.

Different jobs, different exposure to hazards.

Gender segregation in the home: unequal shar-
ing of household duties adds to women'’s work-
load.

Different exposures to work hazards, different
health outcomes.

Reproductive hazards — an unequal focus.

Examples of hazards and risks in areas of
women’s work.

Linking equality and occupational safety and
health.

The risks of ignoring gender.

Research gaps — improving knowledge of risks
to women.

Promoting equality in prevention: gender main-
streaming and gender impact assessment.

Taking action to improve gender-sensitivity in
risk prevention.

Both women and men can face significant
risks at work

Improving the employability of women and
men and the quality of working life includes en-
suring that: women and men do not have to
leave the workforce through injury or ill health;
work is compatible with home life; and both
can work safely and healthily in a particular job,
be it nursing or construction work. There is also
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a high economic cost of failure to adequately
prevent risks at work. The participation of
women in the labour market generally appears
to be positive for their health. However, both fe-
male and male workers can face significant risks
from the jobs that they do, underlining the im-
portance of adequate risk-assessment and pre-
vention measures for both. For various reasons,
more attention has been paid to the risks that
men are more likely to face and their preven-
tion. In contrast, risks to women may be under-
estimated or ignored altogether.

Different jobs, different exposure to
hazards

For all the different types of hazards, both physi-
cal and psychosocial, job segregation strongly
contributes to work exposure to hazards and
therefore to health outcomes. In general, men
suffer more accidents and injuries at work than
women do, whereas women report more health
problems such as upper limb disorders and stress.

Women are more likely to work in jobs involving
caring, nurturing and service activities for people,
while men are more likely to work in manage-
ment and manual and technical jobs associated
with machinery or plant operation (see Fagan
and Burchell, 2002). Even within sectors, there is
horizontal segregation, for example in the man-
ufacturing sector women are concentrated in
textiles and food processing. This segregation is
also vertical, namely men are more likely to work
in jobs higher up the occupational hierarchy. For
example, while men hold the majority of skilled
agricultural jobs, in the lowest level, unskilled oc-
cupations, women are disproportionately repre-
sented in agricultural-related jobs. Even where
men and women appear to be employed to do
the same job, in practice, the tasks they carry out
can often be segregated by gender.

In addition, women are far more likely to work
part-time than men and women part-time work-
ers are even more strongly segregated into
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female-dominated jobs. Part-time jobs are more
monotonous with fewer opportunities for ad-
vancement. Women are also more likely to work
in the public sector or for small firms and to have
temporary contracts (Fagan and Burchell, 2002).

Gender segregation at home: unequal
sharing of household duties adds to
women's workload

Another striking difference between the work-
ing circumstances of women and men is that

Safety and

Health at Work

women still carry out the majority of unpaid
work in the home, such as domestic chores and
caring for children and relatives, even if they are
employed full-time. This adds considerably to
their daily work time and puts extra pressure on
many women workers. It also increases the
costs to the economy of women'’s work-related
illness and injury. It is important to acknowledge
that the long and often inflexible working hours
of men can also affect the employment and
family roles of their female partners.

Influences on gender differences in 0SH
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Different exposures to work hazards,
different health outcomes

Gender segregation of the workforce strongly
contributes to gender differences in working
conditions, and hence gender differences in ex-
posures to hazards and health outcomes. In
addition, those working part-time will have a
lower exposure to hazards than full-time work-
ers in the same jobs. Unless careful account is
taken of the gender differences in working con-

ditions, so as to assess real exposure to hazards,
it is not possible to assess real rates of work-
related accidents and ill health, or ascertain
whether women or men are more vulnerable
from exposure to certain work hazards.

Even when adjustments are made for the
number of hours worked, men still suffer more
accidents and injuries at work than women
do, whereas women report more upper limb
disorders and stress. Occupational cancer is
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more common among men than women, but
there are some occupations, such as food ser-
vice and certain manufacturing industries,
where women have higher rates. Asthma and
allergies appear to be more common among
women than men. Sources of respiratory haz-
ards in women’s work include cleaning agents,
sterilising agents and protective gloves con-
taining latex dust used in the healthcare sector
and dusts in textile and clothing manufacture.

In addition, women suffer more skin diseases,
for example due to working with wet hands in
jobs such as catering, or from skin contact with
cleaning agents or hairdressing chemicals. Men
suffer more from noise-induced hearing loss
than women, from exposure to noisy machinery
and tools, but women in textile and food pro-
duction can also be exposed to high noise levels.

Women are more exposed to infectious dis-
eases, particularly in care work but also in the
education sector. Men carry out more heavy lift-
ing, but, for example, women in cleaning,
catering and care work suffer injuries from
heavy lifting and carrying. Women report more
upper limb disorders and high incidences are
found in some highly repetitive work carried out
by women such as ‘light’ assembly line work
and data entry work, where they have little con-
trol over the way they work.

Both women and men report high levels of
work-related stress; it is certainly not just a
‘women’s problem’. However, there are certain
stressors to which women are more likely to be
exposed because of the jobs they typically do.
These include emotionally demanding work and
work in low-status jobs where they have little
control over the work they do. Discrimination
and sexual harassment are also sources of stress
that women face more than men, as well as the
double burden of paid work and unpaid work in
the home. Women workers have more contact
with members of the public and consequently
are more exposed to work-related violence.

Reproductive hazards — an unequal focus

While much attention has been paid to work
hazards affecting women who are pregnant or
breastfeeding, less attention has been paid to
male reproductive hazards, and other reproduc-
tive health issues for women, including men-
strual problems and the menopause. The Euro-
pean directive to protect pregnant workers
should be examined to see how it is operating in
practice: are conditions being improved and ad-
justed in workplaces to protect pregnant work-
ers and is the option to provide extended leave
where the risk cannot be otherwise removed
really being used only as the final option?

Examples of hazards and risks in areas of women’s work

Risk factors and health problems include:

Work area

Biological Physical

Chemical Psychosocial

Healthcare

Infectious diseases —
bloodborne, respiratory,
etc.

Manual handling and
strenuous postures;
ionising radiation

Cleaning, sterilising and
disinfecting agents;
drugs; anaesthetic
gases

‘Emotionally demand-
ing work’; shift and
night work; violence
from clients and the
public

Nursery workers

Infectious diseases —
particularly respiratory

Manual handling; stren-
uous postures

‘Emotional work’

Cleaning

Infectious diseases;
dermatitis

Manual handling, stren-
uous postures; slips and
falls; wet hands

Cleaning agents

Unsocial hours; vio-
lence, e.g. if working in
isolation or late

12
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Linking equality and occupational safety
and health

There are important links between wider issues
of discrimination and women'’s work-related
health, which were largely outside the scope of
the study. However, gender differences in social
conditions and employment conditions have an
impact on occupational safety and health and
cannot be ignored. As has been mentioned,
more women are concentrated in low-paid,
precarious work and this affects their working
conditions and the risks they are exposed to.
Issues such as sexual harassment and discrimi-
nation in the workplace are two stress factors
that women face more than men. As gender in-
equality both in and outside the workplace can
have an impact on women’s occupational safe-
ty and health, it should be included or ‘'main-
streamed’ into equality agendas. Women'’s
weaker participation in all levels of occupation-
al safety and health consultation and decision-
making will also contribute to less attention be-
ing paid to their OSH needs, and poorer risk
assessment, if they are not effectively consulted
(see below).

The risks of ignoring gender

There is evidence that taking a gender-neutral
approach to occupational safety and health is
contributing to the maintenance of gaps in
knowledge and to less effective prevention. For
example, it contributes to:
gender differences being obscured or over-
looked;
less attention being paid to some research
areas more related to women;
the extent of risks to women being under-
estimated;
reduced participation of women in occupa-
tional safety and health decision-making, as
positive action is not taken to ensure that
they are included;
not the most appropriate preventive solu-
tions being selected.

14

Policy decisions on priorities for legislative ac-
tion or labour inspectorate support and en-
forcement activities are increasingly based on
risk analysis. Therefore, to ensure equality of
treatment, it is very important that risks to
women are not underestimated. On the other
hand, where gender has been taken into ac-
count, the focus has been on women as child-
bearers, which has led to a neglect of other re-
productive hazards to both men and women.

Research gaps exist — improving
knowledge of risks to women

More attention is now being paid to the occu-
pational safety and health of women workers.
However, work-related health and safety risks
to women can be underestimated in various
ways. Methods to obtain more accurate infor-
mation include the following:
Systematically and routinely building gender
questions and analysis into occupational
safety and health monitoring and research.
Adjusting data for hours worked (women
generally work fewer than men) and break-
ing them down more accurately according to
actual jobs performed.
Looking at figures related to specific jobs,
rather than average figures.
Including both genders in research, and car-
rying out analyses so gender differences can
be examined, rather than ‘controlling’ for
gender. For example, coronary heart diseases
are a major cause of death for women, but
despite this occupational research has con-
centrated largely on men. This is partly due to
the fact that women develop heart diseases
later than men, when they have retired, so
the possible occupational connection has
often been ignored.
Ensuring that work-related injuries and ill
health that are relevant to women workers
are covered in statistical monitoring and
research. For example, injuries from work-
related violence are not always included in



national statistics and work-life balance is-
sues have not always been included in work-
place stress investigation.

Paying attention to previously ignored
women’s health issues in the occupational
setting. For example, possible links between
some women’s health issues, among them
menstrual disorders and the menopause, and
occupation.

Improving data collection on the links be-
tween women’s ill health and occupation. For
example, by recording women’s occupation
in epidemiological health monitoring and in
death certificates, etc.

In research, looking at the real jobs done, not
simple job titles and descriptions, and the re-
lated risk exposure, and taking a worker par-
ticipation approach.

Targeting research into risks to women work-
ers and their prevention. For example, the US
Occupational Safety and Health Institute,
NIOSH, introduced a research programme
targeting women and female-dominated
jobs.

In addition, existing epidemiological research
should be critically assessed to find any system-
atic bias in the way investigations are carried
out when studying women and men’s health
and illness patterns in order to develop im-
proved methods.

Promoting equality in prevention:
gender mainstreaming and gender
impact assessment

There is a variety of EU legislation, or directives,
on gender equality, but the approach of EU di-
rectives on occupational safety and health is
generally gender neutral. This means that the
OSH approach does not specifically take ac-
count of gender issues. However, we find that
there is better coverage in specific EU directives
of risks that men are more commonly exposed
to, such as noise, or male-dominated work

areas, such as construction, than risks that
women are more commonly exposed to, such
as upper limb disorders and stress. One area of
female-dominated work, paid domestic work, is
excluded from coverage by the OSH directives
altogether. Many occupational safety and
health standards and exposure limits to haz-
ardous substances are based on male popula-
tions or laboratory tests and relate more to male
work areas. In addition, listed occupational
accidents and diseases for compensation pur-
poses provide better coverage for work-related
accidents and ill-health problems that are more
common among men. These issues need to be
addressed.

The Community strategy on safety and health
at work 2002-06 includes gender mainstream-
ing as a key objective, for example by incorpor-
ating gender elements into risk-assessment ac-
tivities, implementation of preventive measures,
compensation arrangements and benchmark-
ing actions. Mainstreaming concerns the inte-
gration of gender issues into the analyses, for-
mulation and monitoring of policies,
programmes and projects to reduce inequalities
between men and women. This implies that
gender should be taken into account through-
out the implementation of the Community
strategy, including areas of development and
promotion of political instruments, such as leg-
islation, social dialogue, progressive measures
and best practices, corporate social responsibil-
ity, economic incentives and mainstreaming oc-
cupational safety and health into other policy
areas.

The findings of this report support the need for
gender mainstreaming, and gender impact as-
sessment should be used as one of the tools to
achieve this. Gender impact assessment, which
forms part of the Commission’s gender equality
strategy, should be applied to all areas of occu-
pational safety and health policy, including re-
views of existing occupational safety and health
directives, development of new legislation and

15
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guidelines, the standardisation process and
compensation arrangements.

Despite the shortcomings of a gender-neutral
approach in EU occupational safety and health
legislation and guidelines, and the need to sub-
ject them to gender impact assessments, it is

safety and
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possible to apply them in a gender-sensitive
way. If effectively implemented and enforced in
all Member States, they could bring significant
improvements to many women’s jobs. Guide-
lines, risk-assessment instruments and training
are necessary to support the gender-sensitive
application of the directives.

Action levels for mainstreaming gender into the OSH system

Review tools
Gender-sensitive Gender impact assessments Gender-sensitive
research - changing world of work/ monitoring/data collection
risk observatory

Social +
economic

policy

Gender-sensitive legislation + policy
(EU + national level)

Public health

OSH policy

policy

OSH guidelines, standard setting, training,
risk assessment fools, equality agendas, etc.

. M .
Enterprise-level practice

Taking action to improve gender-
sensitivity in risk prevention

Gender-sensitivity relates to taking account of
gender issues, differences and inequalities in
strategies and actions. The findings of this re-
port regarding existing research and good prac-
tice, and recommendations of bodies such as
the International Labour Organisation (ILO) and
World Health Organisation (WHO) and by con-
tributors to a Trade Union Technical Bureau
(TUTB) report (Messing, 1999) suggest that
there are already various actions that can be tak-
en towards achieving a more gender-sensitive
approach to risk prevention in EU workplaces.

=16

Workplace level — enterprises

Although there are some gaps in what we
know, there is sufficient scientific knowledge to
allow us to take action to prevent the work-
related risks to women covered in this report.
What is particularly important is that, during
risk assessment, the jobs of both women and
men are considered, and that this includes look-
ing at the jobs/tasks that they really do in prac-
tice and all the influences on them. This should
take place with the effective participation of all
in the enterprise. At the workplace level, the
following steps should be taken:



Take a gender-sensitive approach to risk
assessment, and ensure that information and
training on gender issues in OSH are pro-
vided.

Make links between equality activities and
OSH activities: for example, include working
conditions in equality policies and actions,
and include issues such as sexual harassment
and work-life balance in OSH activities, for
example in stress prevention. Look at issues
such as flexibility and enrichment of jobs, and
working schedules of both women and men
in order to improve work-life balance.
Facilitate the participation of women in OSH
consultation, decision-making activities and
safety committees.

Take account of both OSH and the gender
impact of any changes in work organisation.
Use the risk-assessment model and practical
examples given in this report as a starting
point for action, adapting them as necessary.

Take account of gender in all OSH activities.
Use social dialogue committees, at EU or na-
tional level, to develop guidelines and action
plans and promote a more gender-sensitive
approach.

Raise awareness of gender issues in OSH.
Develop guides and training resources and
encourage more women to be involved as
worker representatives or on safety commit-
tees, etc.

Include OSH in equality activities.

Key conclusions

e Continuous efforts are needed to improve the
working conditions of both women and men.
Making jobs easier for women will make them
easier for men too.

e There is strong segregation of women and men
into different jobs and tasks at work, and women
carry out a greater proportion of unpaid duties in

Ensure that occupational safety and health
policies and programmes contain a well-
defined and transparent gender dimension.
Develop guidelines and inspection tools, for
example for applying regulations in a gender-
sensitive way, and training resources.
Provide training and awareness raising for
labour inspectors and for workplaces.

Ensure that resources and intervention activi-
ties are directed towards jobs of both women
and men.

Promote research into risks or jobs of partic-
ular relevance to women, where these have
been neglected.

Apply gender impact assessments to OSH di-
rectives, legislation, limits and standards,
benchmarking, priority setting, compensa-
tion arrangements, etc.

Develop new OSH policies in a gender-
sensitive way.

Set up advisory groups on mainstreaming
gender into OSH.

Include gender in all OSH activities.

Include OSH in equalities policy activities.
Promote the involvement of women in OSH
policy setting.

Include gender issues and risks to women
workers in OSH research programmes.
Promote a holistic approach to OSH that cov-
ers the work—home interface.

Promote interdisciplinary cooperation.

the home. Women are also more likely to work
part-time. This gender segregation at work and
home and gender differences in employment
conditions have a major impact on gender differ-
ences in work-related health outcomes. Research
and interventions must take account of the real
jobs that men and women do. More studies are
needed that examine women and men carrying
out the same tasks under the same circumstances
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INTRODUCTION

Women's participation in the labour market has
been rising and the Lisbon European Council
(23 and 24 March 2000) set itself the task of
achieving an overall activity rate in the labour
market of 70 %, and 60 % for women. Pro-
viding a safe and healthy workplace is an im-
portant part of ensuring and maintaining em-
ployability, together with reconciliation of
working and non-working life. Prevention of ill
health and the promotion of well-being at work
are important for the quality of work of both
women and men and the costs of work-related

Health at Work

ill health are high for employers and society as
well as the individuals concerned.

The promotion of equality is an important area
of European Community social policy and this
includes equality in working conditions. Inte-
grating gender into Community policy areas is
what is termed ‘gender mainstreaming’. The
gender issue was included in the Community
strategy for safety and health at work for
2002-06 (European Commission, 2002c). The
strategy notes the increasing participation of
women in employment, and acknowledges
gender differences in the incidence of occupa-
tional accidents and diseases. The strategy puts
forward a number of objectives for a holistic ap-
proach to well-being at work that must be tar-
geted jointly by all players. These include ‘main-
streaming the gender dimension into risk
evaluation, preventive measures and compen-
sation arrangements, so as to take account of
the specific characteristics of women in terms of
health and safety at work’. The European Par-
liament, in its comments on the occupational
safety and health strategy, strongly emphasised
the importance of the gender element and
highlighted a number of areas for attention (see
Annexes 3 and 4).

In order to take the strategy on mainstreaming
gender into occupational safety and health for-
ward, it is important to look critically at what we
know about any gender differences in safety and
health at work, why there could be differences
and any gaps in knowledge. With this in mind,
the Administrative Board of the European
Agency for Safety and Health at Work included a
review of gender and occupational safety and
health in the Agency’s 2002 programme of work.

There are various other developments that
make it important to look at gender differences
in occupational safety and health. Women have
entered the service sector in particular and they
are over-represented in part-time and short-
term contract work. How does this affect their



occupational safety and health? In addition, are
there gender differences in occupational safety
and health between the EU Member States and
the candidate countries (')?

Statistics show that men are more likely than
women to suffer accidents at work, including
fatalities, but they also show that work can be
a serious source of ill health and work absen-
teeism for women.

There is growing awareness that women and
men are exposed to different hazards at work
and have different health outcomes. Neverthe-
less, women’s risks in the workplace are still of-
ten overlooked. Both research and prevention
activities have traditionally targeted risks in jobs
dominated by men.

Key questions to be addressed

Do the bare statistics tell the whole story? To
what extent are any differences in women'’s and
men’s work-related health due to sex differ-
ences (biologically determined differences) and
to what extent gender differences (social differ-
ences that are changeable and variable)? How
do the different jobs and tasks women and men
carry out affect their occupational safety and
health? Are there additional risks for women
entering male-dominated employment areas?
How are women and men provided for by oc-
cupational health services? It is assumed that a
safe and healthy workplace will suit everyone
the same. What effect does this gender-neutral
approach have? What effect do women'’s
greater responsibilities in the home have? Is the
same picture seen in the Member States and

() Candidate countries refer to 13 candidates for entry into
the European Union at the time of writing the report: Bul-
garia, Cyprus, the Czech Republic, Estonia, Hungary,
Latvia, Lithuania, Malta, Poland, Romania, Slovakia, Slove-
nia and Turkey. This report refers to the European Founda-
tion’s survey of working conditions in 12 of these candi-
date countries, as the survey did not cover Turkey (Paoli,
2002).
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the candidate countries? What do the answers
to these questions mean for risk prevention?

This report looks into the questions listed above
and other issues. The key questions addressed
are as follows:
Are there differences between men and
women in occupational safety and health,
and, if so, what causes these differences?
How gender-sensitive is current research and
what are the gaps in knowledge?
What has been done and what can be done
to promote occupational safety and health
equality in the workplace?
How gender-sensitive is the current occupa-
tional safety and health system and what are
the needs for action?
How can gender mainstreaming be incor-
porated into legislation and into occupation-
al safety and health management?

What to include — the conceptual model

Many factors inside and outside the workplace
can influence the health and well-being of
workers. These include physical working condi-
tions, the occupational safety and health sys-
tem, life outside work and social policy. It is im-
portant to consider all these factors and how
they interact when looking at gender differ-
ences in occupational safety and health. The
following model seeks to show these inter-
related factors. However, it has not been possi-
ble to explore all the issues in depth in this re-
port and the main focus is on the middle section
of the model, occupational safety and health in
the workplace (see Figures 1 and 2).

The report starts by looking at differences in the
general employment position between women
and men. It then covers a number of specific
hazards, jobs and health outcomes. This section
also pays attention to specific groups, such as
older workers. Then, the context of risk identifi-
cation and prevention is considered in more de-
tail, including information, occupational health
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Figure 1: Theoretical framework for the study
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systems, participation of the workforce and
mainstreaming. The report presents conclusions
and suggestions for taking forward the goal of
equal health at work.

The methodology

The European Agency’s Topic Centre on Research
wrote the original manuscript that was used for
the basis of this report. Information was gath-
ered through a prior survey and discussion at a
meeting of experts, a literature survey and Inter-
net searches. The theoretical framework for the
report was also developed at the expert meeting.
The Agency’s network in the Member States and
European Free Trade Association (EFTA) countries
and a further group of experts in this area com-
mented on the original manuscript. The final re-
port was edited by the Agency, in cooperation
with the topic centre. Details of all those involved
are given in Annexes 1 and 2.

Concepts and terminology

Definitions of terms such as ‘gender’, ‘gender-
sensitive’ and ‘gender mainstreaming’ are given
in the glossary.

A word on statistics

This report draws heavily on statistics from three
main sources: official records of accidents from
the Member States, which are collated and
analysed by Europe’s statistical office, Eurostat; a
self-report labour force survey carried out in the
individual Member States, the results again
analysed by Eurostat; and the European survey
on working conditions carried out by the Euro-
pean Foundation for the Improvement of Living
and Working Conditions. These statistics are sup-
plemented by information from individual Mem-
ber State and research studies. Each source has
its limitations, both in general and for obtaining
an accurate picture of gender differences.

National statistics from the Member States are
not directly comparable, as not all collect the
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same information in the same way. Only infor-
mation on serious accidents is collected, such as
accidents resulting in an absence from work of
more than three days. We will see that women
are more likely to suffer work-related diseases
and men accidents. The recorded Member State
information on cases of work-related diseases is
quite limited and even more variable. We will see
that workplace violence is one area that affects
women. Not all Member States collect informa-
tion on cases of work-related violence, and not
all countries collect information by gender.

The self-report surveys have been carried out to
obtain information on the occurrence of less se-
rious accidents and more information on work-
related diseases. Although they give a broader
picture, these too have their drawbacks. They
are only as good as the questions asked. The
replies are subjective and answers may depend
on awareness and understanding of the subject
matter of the question — for example, it has
been assumed that wide country variations in re-
sponse to a question in the European survey on
working conditions about harassment at work
are probably due to differences in awareness lev-
els. Not all Member States took part in the
labour force survey. Ideally, to ensure that the
differences are not masked and that the res-
pondents understand questions correctly, survey
studies should be complemented with discus-
sions in focus groups, for example. Fagan and
Burchell (2002) have made a number of
recommendations for improving the gender-
sensitivity of the European survey on working
conditions, in order to get a clearer picture of
gender differences and exposure to hazards that
particularly affect women. For example, im-
provements are suggested to the current ques-
tion on violence, harassment and intimidation.

We shall see that the jobs people do and where
they work have a great influence on the hazards
that they are exposed to. However, currently,
only rather broad information about sector and



job is collected. Industrial structure and sectoral
distribution of the workforce, including with re-
gard to gender, differ in each country too. The
likelihood of having an accident or suffering a
work-related disease is greatly determined by
level of exposure. Women work fewer hours
than men, and hours worked also vary by sector.
So, when looking at gender differences in occu-
pational accident and ill-health rates, it is very

important to adjust the figures for the number
of hours worked. Eurostat has carried out some
secondary analyses of the data it collects, and
these statistics are used in this report (Dupré,
2002). The European Foundation has also made
an extensive analysis of its survey information by
gender, including analyses by gender and full-
time and part-time working, and we draw con-
siderably too on these results in this report.
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GENDER DIFFERENCES IN
WORKING LIFE IN EUROPE

Key points

e Women's participation in the workforce has
increased. They now make up 42 % of the
workforce in the EU.

e Women are far more likely to work part-time
than men. Men are more likely to work long
hours.

e The labour market is heavily segregated hor-
izontally. For example, there are more
women in the public sector, and in the service
sector and sales and who work as office
clerks. Men are more likely to be machine op-
erators, hold technical jobs, and to work in
craft trades, construction, transport and ex-
traction industries.

Health at Work

e Even within the same jobs in the same
organisation, women and men often carry
out different tasks.

e The labour market is also heavily segregated
vertically, with more men in managerial and
senior positions.

* Women are more likely to work in ‘people’
work, including caring, ‘nurturing’ and ser-
vice work. Men dominate management and
jobs associated with machinery or physical
products that are considered to be ‘heavy’ or
‘complex’.

* |n the elementary occupations, women are
more likely to work in cleaning and agricul-
ture and men, in general, in labouring.

* Women are under-represented in permanent
contracts and among the self-employed.

* Men earn more than women, even after fig-
ures are adjusted for number of hours
worked.

e Qutside of work, working women are more
likely to take care of their children, take care of
elderly or disabled relatives, and do the cook-
ing and the housework than working men.

e Compared to the EU, in the candidate coun-
tries, there is less gender segregation, work-
ing hours are less gender differentiated, there
is less part-time working, and the dual work-
load of paid work and unpaid household/
caring is more gender balanced.

Gender differences and work-related risks can-
not be discussed without looking at the position
of women at work and the differences men and
women have in their working lives. For exam-
ple, exposure to hazards varies according to
number of hours worked and between different
sectors, jobs and tasks because the working
conditions are different. It is also important to
look at assumptions about the ‘riskiness’ of dif-
ferent jobs women and men do and where the
focus of attention for occupational safety and
health has been.



Women's participation in the labour
market

Women'’s share of total employment in the
European labour market has grown consider-
ably over the last 25 years. However, women
still have a lower participation rate than men
and generally work shorter hours. There is con-
siderable variation in participation across the
Member States. For example, women's partici-
pation is greatest in Sweden where women'’s
share of total employment reached 48 % in
2000, while the figure for Spain is 35 % (see
Figure 1 in Annex 5). A higher proportion of
women work in the candidate countries, 46 %
compared to 42 % in the Member States, ac-
cording to European Foundation surveys on
working conditions (Paoli, 2002).

There are also great differences between the
participation rates of women belonging to dif-
ferent age groups. The participation rate of
women aged 25-49 is highest in Scandinavian
countries (about 80 %) and lowest in Italy, Spain
and Greece (about 55 %). Scandinavian coun-
tries also have the highest participation rate
among women aged 50-64, as about 60-70 %
of women belonging to this age group work
outside their home; in Greece, Luxembourg, Bel-
gium, Spain and ltaly, only 20-30 % of women
of this age group work (see Figures 2 and 3 in
Annex 5). Women are less likely than men to
work in each age band, but the difference is
most marked in the middle years. It is important
to pay attention to age structure, as young and
old workers may have different occupational
safety and health outcomes.

Having children strongly influences women’s
participation rate. In 2000, 72 % of women
aged 20-50 without children were in work,
compared to only 59 % of women with children
under six. As opposed to this, 94 % of men
aged 20-50 with children were working, com-
pared to 89 % with children (European Com-
mission, Social Agenda, July 2002). Participa-
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tion rate and number of hours worked are in-
fluenced by the availability of childcare and oth-
er measures to facilitate the combination of em-
ployment and family life (European Foundation,
2002c). Many women returnees enter low-
skilled, low-status jobs, such as cleaning or do-
mestic work (McCarthy and Scannell, 2002).

The main reasons for European women'’s inactiv-
ity in employment are lack of education and
training (27 %), personal or family responsibili-
ties (20 %), early retirement (16 %) and illness or
disability (9 %) (European Commission, 2002d;
report requested by the Stockholm Summit).

Working time

The main findings from the third European sur-
vey on working conditions regarding working
time and gender are given in Box 1. When em-
ployed, women generally work shorter hours
than men. Some 20 % of employed men and
8 % of women regularly work long days of 10
hours (Fagan et al., 2001; Fagan and Burchell,
2002). The main growth in employment in the
EU has been in part-time jobs (Clarke, 2001).
The employment participation rate of women,
in particular, has increased through entry into
part-time jobs and there is a significant gender
difference in the number of hours worked. Ac-
cording to the third European survey on work-
ing conditions, while 17 % of respondents
worked part-time, the figure was 32 % for
women and only 7 % for men. Again, large
country differences are seen, with 33 % of peo-
ple reporting working part-time in the Nether-
lands and only 5 % in Greece (see also Figure 4
in Annex 5).

Differences between full-time and part-time
workers can also be seen in the type of work
carried out, working conditions and training
provision. Part-time work is more typical of the
service sector, sales jobs, clerical work, and the
lowest level, unskilled manual jobs. Senior posts
are rarely available part-time.
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The number of hours worked affects the amount
of exposure to work hazards. However, analysing
the data from the third European survey on
working conditions, Fagan and Burchell (2002)
found a number of differences between full- and
part-time workers, including the following:
¢ Part-time jobs offer fewer opportunities for
learning and have fewer planning responsibil-
ities. Women part-timers receive the fewest.
o Part-timers are most likely to say that their
skills are underused, and they report receiv-

ing less training than full-timers. Women
part-timers report receiving the least training.
(See also the section on employment contracts.)

Factors such as underuse of skills can contribute
to stress. Lack of training can mean you do not
have the training to do your job properly or
safely and it can also hinder career advance-
ment.

Working time will also be discussed again in the
section dealing with work-life balance.
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Employment status

Contrary to popular opinion, salaried employ-
ment, as opposed to self-employment, is still
the norm (82 %). However, the growth in tem-
porary work has resulted in a greater incidence
of fixed-term and temporary agency work
(European Foundation, 2002a). Some gender
differences in employment status are given be-
low (see also Figures 5 and 6 in Annex 5).

According to respondents to the third European
survey on working conditions:

the majority of both working men and
women have a standard contract of unspeci-
fied duration;

the rate of self-employment is 19 % for men
and 12 % for women;

women are slightly more exposed to the in-
security of fixed-term contracts;

part-time workers of either sex are more like-
ly to be in the precarious position of holding
a temporary contract than full-timers;

32 % of employed women and 7 % of em-
ployed men report working part-time;

there are differences among the Member
States.

Sources: Paoli and Merlli¢ (2001); Fagan and
Burchell (2002).

There are country differences (see Figure 5 in
Annex 5). Spain has the highest number of non-
permanent contracts in the EU countries and,
excluding the UK and France, more women
than men work on a non-permanent basis.
Non-permanent employment contracts include
seasonal contracts, temporary agency con-
tracts, and work on call. In Finland, non-perma-
nent contracts are typical of the female-domi-
nated sectors of healthcare, social work and
teaching (Sutela et al., 2001). Naumanen (2002)
found that in Finland young women with a uni-
versity degree were much more likely to work
on a non-permanent contract than men.
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There are also age differences (see Figure 6 in
Annex 5). The greatest differences in employ-
ment status between men and women are due
to women working part-time, and women be-
tween 25 and 45 years of age working on non-
permanent employment contracts. The majority
of men will only work on a non-permanent con-
tract at the start of their career. Over 90 % of all
male employees of 25 years or older work on a
permanent contract (mainly full-time). Women
are more likely to keep a precarious position in
the labour market throughout their working
lives: a higher percentage of women than men
above 25 years of age have a non-permanent
contract: 15 % of women in the age group
25-39 have a non-permanent contract (part-
time or full-time) and 8 % of women in the age
group 40-45. Approximately 35-40 % of female
employees have a permanent part-time contract.

Gender differences in the length and type of
employment contract are probably to be found
in the simultaneous growth of the service sec-
tor, growth in the number of non-permanent
contracts and entry of more women into the
labour market in the past decade. In addition,
women’s greater role in childcare will cause
them to step in and out of the labour market
more often than men, and seek part-time jobs
or on-call contracts.

Studies by the European Foundation have
found a clear correlation between precarious
forms of employment and health (European
Foundation, 2002a). For example, Benach et al.
(2002) studied the health impacts of different
types of employment based on the data collect-
ed by the European survey on working condi-
tions. When compared to permanent workers,
non-permanent workers reported more job dis-
satisfaction. Full-time employees with a fixed-
term contract reported high levels of muscular



pains and fatigue, compared to full-time em-
ployees with a permanent contract. Benach and
colleagues used gender as one of the control
variables and concluded that both the associa-
tion between non-permanent employment and
dissatisfaction continued after taking into ac-
count individual variables such as gender.

On the basis of the same data, conclusions that
can be drawn about the working conditions of
non-permanent employees include (see
Goudswaard et al. 2002; Goudswaard and
Andries, 2002): non-permanent employees face
worse ergonomic conditions than permanent
employees, but these differences can be ex-
plained by different sectors and occupations.
Both non-permanent employees and part-timers
have less job security, less job control, less access

Box 2

Compared to full-time jobs, part-time jobs
are:

e |ower paid, including often in terms of hourly
rate;

segregated into a narrower range of occupations,
particularly in the service sector;

typically more monotonous with fewer opportu-
nities for learning or formal training;

less likely to have an intense pace of work.

Gender differences in unpaid household
and caring tasks

At the beginning of the report, a model was
presented to show that some of the gender dif-
ferences in working conditions are related to
the broader pattern of gender inequality in so-
ciety. One important such area is women’s dou-
ble shift of paid and unpaid work, as they do
more household chores and care work in the
home (for example, see Fagan and Burchell,
2002). Unpaid duties can include cooking,
shopping, housework, and caring for children
and elderly relatives.

to training, less skills development and poorer ca-
reer prospects than permanent employees. Look-
ing at job control as a way of coping with high
demands, it may be that the consequences of in-
tensification can be experienced more by non-
permanent employees, since they have less job
control.

As has been mentioned, part-time employees
may also have less access to training. In part-time
service work, work may be concentrated in peak
hours and therefore be more intense. Since
women do more part-time work and have more
non-permanent contracts than men, this could
influence any gender differences seen. However,
analysis is needed by employment status, occu-
pation and gender to be able to draw conclu-
sions about what is causing any differences seen.

Compared to full-time workers, part-time
workers are:

e |ess exposed to hazards, being protected by
working fewer hours;

e more satisfied with working hours and less satis-
fied with pay, access to training and promotion
opportunities.

Source: Fagan and Burchell (2002).

In the third European survey on working condi-
tions, 63 % of working women and 12 % of
working men reported doing housework for one
hour or more each day. In all, 41 % of women
and 24 % of men reported taking care of children
and their education for one hour or more each
day. Also, 6 % of women compared to 2 % of
men reported involvement in the care of elderly
and disabled relatives for one hour or more each
day (European Foundation, 2000c; Fagan and
Burchell, 2002. See also Table 9 in Annex 6).

The dual workload is more balanced between
the sexes in the candidate countries, although it
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is still far from being evenly distributed (Paoli,
2002). However, one reported impact of transi-
tion in some candidate countries, such as
Lithuania, has been the removal of pre-school
childcare in workplaces (Gonas, 2002).

Time for activities outside of work and home du-
ties is important for quality of life. According to
the third European survey on working condi-
tions, women reported having less engagement
in leisure, sport, cultural activities or even sleep
than men, particularly when they were mothers,
living with a partner and employed full-time. As
opposed to this, single and childless women are
more likely to be involved in education and train-
ing activities than men (Fagan and Burchell,
2002. See also Table 10 in Annex 6).

On average, employed women spend more
time in total than men on paid and unpaid
work, particularly if they work full-time. Al-
though there has been an increase in the
amount of time men devote to household tasks
and caring, it is clear that the main burden still
falls on women. We will return to this issue lat-
er, and look more into the topic of work-life
balance.

The impact of changes in the world of
work

Changes in the world of work are taking place,
influenced by technological developments,
changing market pressures, globalisation, eco-
nomic policies, etc. These changes include more
flexible contracts; growth in small and medium-
sized enterprises; leaner organisations with de-
centralised management structures; greater use
of subcontractors; new forms of work organisa-
tion; network organisations; less stable and more
diffuse borders between companies; more indi-
vidualised relationships within companies; and
less precise boundaries between work and private
life (European Agency, 2002f; Goudswaard et al.,
2002; see also Castells, 1996; Ekstedt, 1999; Sen-
net, 1998). The rapidity of change and the com-
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plexity of work organisation also pose challenges
for the effective management of occupational
safety and health. For example, due to the in-
creasing interdependency between companies,
cooperation on matters concerning work-related
health becomes crucial. Various reports have
therefore concluded that it is necessary to study
the occupational safety and health impact of the
changes that have been taking place in the world
of work, for example, Cooper (1998); European
Agency (2002f); Goudswaard et al. (2002). With-
in this, more attention should be given to the
gender dimension (Goudswaard et al., 2002).

The results of the European surveys on working
conditions suggest an intensification of work in
all EU countries and all sectors of industry, with
work being carried out faster. The changes in en-
terprises and work organisation, including mar-
ket pressures, may be one of the reasons for this
(European Foundation, 2002a). Looking at gen-
der differences in the third European survey,
women are more likely to have their pace of
work set by the demands of people, and men are
more exposed to production targets. No gender
difference was found in the requirement to work
at high speed or whether respondents had suffi-
cient time to do the job (Fagan and Burchell,
2002). This is in line with other literature, for
example Vinke and Wevers (1999) and Gouds-
waard et al. (1999). Intense work is directly relat-
ed to both stress and musculoskeletal disorders
(Buckle and Devereux, 1999; Cox et al., 2000;
European Foundation, 2002a). There may also be
a link between workplace bullying and time pres-
sures in the workplace to get things done.

Companies have sought to become more re-
sponsive to clients and are putting a greater
emphasis on being flexible to market changes.



This, together with the greater use of informa-
tion technology, has had an influence on jobs
and working conditions.

Vickery and Wurzburg (1996) claim that about
a quarter of companies can be described as
‘flexible firms’. Oeij and Wiezer (2002) estimate
the prevalence of new forms of work organisa-
tion to be between 10 and 25 %.

Two types of resultant ‘flexible’ organisations
have been described. Firstly, there are organisa-
tions with a decentralised management and
with a low level of operator autonomy — so-
called ‘lean’ organisations. This first type is char-
acterised more by stressful working conditions
due to the combination of high job demands,
low autonomy and lack of opportunity to learn
on the job. Secondly, there are organisations
with decentralised management, but with a rel-
atively high level of worker autonomy, for ex-
ample using autonomous groups. The existence
of more autonomy and requirement of more
skills and the possibility to develop skills mean
that this type of organisation is noted for less
stressful working conditions. Therefore, not all
‘new forms of working organisation’ are con-
tributing to improvements in working condi-
tions (Daubas-Letourneux and Thébaud-Mony,
2002; European Foundation, 2002a).

Box 3: Call centres — a new area of work

Call centres are a growing industry in Ireland and
elsewhere in Europe. It is estimated that more than
a million Europeans will be working in call centres by
the end of 2003. The aim for employers of call cen-
tres is to increase service efficiency and cost effi-
ciency. The great majority of the employees in call
centres are women. Employee dissatisfaction is re-
ported to be high, which is manifested as a high
agent turnover. Lack of career advancement, the
repetitive nature of the work, tightly scripted work,
mentally and physically demanding work, difficult
customers and ‘being in a situation where one is not

Oeij and Wiezer (2002) observed feelings of job
insecurity due to changes in firm structure and
strategy, threats to health and well-being as a
consequence of psychosocial and physical risks,
which are related to increased competition and
labour productivity, an ongoing pressure on com-
petence development, and possible problems in
attuning work to private life. They suggest that
women will experience more job insecurity than
men due to the fact that they work more on non-
permanent contracts than men. There is, how-
ever, no evidence of such a relationship and this
issue needs to be studied further.

Organisational change potentially provides an
opportunity to address issues such as gender
segregation and inequalities in working condi-
tions, and direct participation of workers in the
change process, with direct worker participa-
tion being an important part of the change
process. This does not appear to be happening.
Webster and Schnabel (1999) suggest that di-
rect participation does not result in more atten-
tion being paid to these areas either, although
organisational change could be used to intro-
duce mixed-sex team working or multi-skilling
of men and women. More research is needed
into the mechanisms that could be used to re-
duce gender segregation and inequality in
working conditions during organisational
change.

in a position to make a decision’ are among the
most common complaints of the employees. The re-
sult is frustration, emotional exhaustion and disillu-
sionment. In addition, feeling stressed and uncom-
mitted is common (McCarthy and Scannell 2002).

Although psychosocial risk factors are common in
call centres, when one call centre was developed,
a holistic preventive strategy on stress at work was
part of the development process. Preventive mea-
sures included the design of the work environment
and work resources, and ensuring adequate job
rotation and varied work (European Agency,
2002b).
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Gender pay gap

Men earn more than women, even after figures
are adjusted for number of hours worked. Al-
though the degree of wage inequality has low-
ered among workers in the EU, women still re-
main over-represented in low-income and
low/medium-income levels and they are seri-
ously under-represented in the high-income
categories. The gender pay gap is smaller in the
candidate countries (Paoli, 2002).

Gender segregation in occupations

It is particularly important to look closely at
where women and men work, as different haz-
ards and different working conditions are found
in different jobs and tasks, resulting in different
health outcomes. A general overview of gender
segregation in employment is given in this sec-
tion. The next part of the report will then look
in detail at gender differences in exposure to

Box 4
Horizontal gender segregation
Women are over-represented in:

e a limited range of occupations and industrial
sectors;

e the public sector;

e small, private sector firms.

Below is a summary and illustration of areas of
occupational segregation in the EU based on
European Foundation (2002c) and Fagan and
Burchell (2002) (see also Figure 7 and Tables 1,
2 and 3 in Annex 5):
There is a high concentration of women in
the public sector.
When employed in the private sector, women
tend to work in small and medium-sized
companies.
Female-dominated work areas include: ser-
vices in private households, health, education
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various hazards and health outcomes, and the
issue of gender segregation will be relevant for
discussing the gender differences to specific ex-
posures and health outcomes.

Gender segregation refers to women being
under-represented in some jobs and over-
represented in others relative to their percent-
age share of total employment. Horizontal job
segregation refers to the fact that women and
men work in different employment sectors, and
vertical segregation refers to the fact that even
within an occupation women and men occupy
different positions in the hierarchy. There can
also be segregation within the same job, where
women and men with the same job title per-
form different tasks. Statistics and surveys show
that there is a high degree of gender segrega-
tion in the EU employment structure, even in
countries where there are high employment
rates of women.

Vertical gender segregation
Women are under-represented in:
e higher status and higher paid jobs;

e senior management, senior government, and
many professional occupations;

e higher graded jobs within one company.

and other care-related activities, sales, and
hotels and catering.

Male-dominated work areas include: con-
struction, manufacturing, transport, agricul-
ture and financial services.

Only a small proportion of employment can
be considered 'mixed'.

Relative to their overall share of employment,
women are disproportionately represented in
caring, nurturing and service activities.

Relative to their overall share of employment,
men are disproportionately represented in
management, and manual and technical jobs



associated with machinery or physical prod-
ucts considered to be ‘heavy’ or ‘complex’.
Men hold 80 % or more of jobs in the armed
forces, the craft and related trades and plant
and machine operator jobs.

In manufacturing and craft trades, women'’s
presence is low. Only in food and textiles,
craftwork and as machine operators and as-
semblers do they have a presence of around
30 %.

Men hold more than two thirds of skilled
agricultural and fishery jobs.

Two thirds of clerical and service and sales
workers are women.

Men predominate in engineering professions
and women predominate in health and edu-
cation professions.

In the elementary professions, women are
disproportionately represented in cleaning
and agriculture-related jobs and men, in gen-
eral, in labouring.

Although there is country variation, the aver-
age picture of occupational segregation for
EU-15 is largely replicated at the individual
country level.

Gender segregation is less prevalent in the
candidate countries (additional data from a
survey of 12 candidate countries — Paoli,
2002).

So, we find that typical employment areas for
women include: clerks and secretaries, teach-
ers, shop sales workers, cooks, catering assist-
ants and waitresses, nurses and care assistants,
textile machine operators, food processing jobs,
fine assembly work, hairdressers and beauti-
cians, cleaners and domestic workers. While
women are employed less in the manufacturing
sector, in the areas where they do predominate,
such as textiles and food processing, it can be
said that these areas of production and manu-
facturing are not considered as important as
more male-dominated areas such as car manu-
facturing. In addition, within food processing,
for example, women may work on the produc-

tion line, while men may work in the stores or
drive lift trucks.

Although, across the EU, women have in-
creased their representation in management,
men still dominate the top part of the occupa-
tional hierarchy. For example:
63 % of the workforce have a man as their
immediate supervisor and 21 % have a
woman;
men hold more than 60 % of legislative and
managerial occupations;
more than 70 % of corporate managers and
senior government officials are men;
two thirds of the self-employed are men, and
this proportion increases for the self-
employed with employees.

Sources: European Foundation (2002c); Fagan
and Burchell (2002).

Although vertical segregation remains high in
the candidate countries, women are more likely
to be in managerial positions in the candidate
countries than in the EU (Paoli, 2002).

Vertical segregation means that, for example,
although women predominate among nursing
staff, men are over-represented in nurse man-
ager positions. Likewise, in food processing and
textile manufacturing, women predominate in
the routine, production line jobs, but men are
more likely to fill the supervisory, managerial
and technical jobs.

Task segregation refers to women and men
with the same job title carrying out different
tasks: not only are women and men working in
different sectors, and doing different jobs with-
in the same sector or same workplace, but there
is evidence that, even when they are employed
in the same job within the same workplace,
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women and men may often carry out different
tasks.

For example, researchers from Cinbiose, Que-
bec University, have found this to be wide-
spread. One case was that of hospital cleaners
where female cleaners carried out so-called
‘light’ tasks and men were assigned ‘heavy’
tasks. On closer inspection, the light work
proved not to be so light. The women per-
formed a wider variety of tasks and their pos-
tures were more variable. The workload was
high, with postural constraints, repeated move-
ments, a constant work pace and very little rest
time. Having to work in static postures, and in
bent or stretched positions was also frequent.
For example, women had to stoop to empty
many bins in a short time period, removing bags
that could weigh more than 10 kg. In contrast,
many tasks assigned to men, such as sweeping,
were carried out in less tiring, upright positions.
In another case involving gardeners, they found
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that women do more planting and weeding
and men do more pruning. This could mean
that they have different exposures to pesticides
(Messing, 1998, 1999).

In other words, men may be assigned to tasks
where the risks are more visible, whereas the
women may be assigned to more repetitive
tasks, possibly with more awkward positions
(Messing et al., 1994, 1998a).

Conclusion

We have seen that the conditions of women's
employment can vary from men’s in various
ways, including in relation to type of work, type
of contract and domestic responsibilities. These
differing conditions affect health and safety at
work. Their influence will be considered further
in the next section, which includes an examina-
tion of gender differences in exposure to vari-
ous work hazards and health outcomes.
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GENDER DIFFERENCES IN
OCCUPATIONAL SAFETY AND
HEALTH EXPOSURES AND
OUTCOMES

European statistics and surveys suggest the

following:

e Backache, stress, muscular pains in the neck
and shoulders and overall fatigue are the
most common work-related health problems
in the EU.

e Men are more likely to have work-related ac-
cidents (of four days or more absence) than
women.

Health at Work

* Women are more likely to report work-related
ill-health problems than men.

* Women are more likely to report work-related
upper limb disorders, work-related stress, in-
fectious diseases, and skin problems.

e Men are more likely to report heart diseases,
hearing problems and breathing and lung
problems.

* Women are more exposed to intimidation in
the workplace.

* Many working conditions are more closely re-
lated to occupational position in the occupa-
tional hierarchy or sector than gender per se.

Sources: Dupré (2002); Fagan and Burchell

(2002); Paoli and Merllié (2001). See also An-

nexes 6 and 7.

This section of the report examines these gender
differences in exposures to different work-
related hazards and health outcomes, what they
mean and why any differences seen may be oc-
curring. Exposures and health outcomes in some
particular sectors, such as agriculture, and for
some particular groups, such as older women,
are considered, as well as the situation outside
Europe. The extent to which gender differences
in exposure and health outcome relate to the
gender differences in employment conditions,
described in the previous section, are examined.

Key points

e Men are more likely to suffer major or fatal
accidents at work than women. Their serious
injury rate is almost three times higher. When
adjusted, for example for hours worked, it is
still over twice as high. The gap between the
accident rates of men and women is reduced
further when less serious accidents are also
included, but the rate for men is still over
1.33 times higher.

e The work-related accident rate is falling
faster for men than women.



Women and men suffer different accident
rates and also different types of accidents.
These differences are strongly related to job
and task segregation.

Women's accident rate is higher in fast-paced
work and higher demand work — so tired-
ness and exhaustion may contribute.

Using work equipment, machinery and tools
designed for men may contribute to
women’s work accident risks.

Accident statistics should take account of the
number of hours worked. It would also be
better to have a closer breakdown of statis-
tics according to the real tasks people carry
out. Practical means of improving occupa-
tional safety and health statistics by gender
should be investigated.

It would be helpful to have more information
on types of accidents suffered by gender and
a more detailed picture by Member State.
More action is needed to prevent all acci-
dents, both serious and minor, especially as
simple control measures are often available.

Men are more likely than women to have seri-
ous accidents at work (for example, an accident
resulting in a person being off work for four
days or more). According to the figures for offi-
cially reported accidents in the Member States,
compiled by Eurostat for 1998, men were al-
most three times more likely to be involved in
accidents at work than women. These figures
do not take account of number of hours
worked. After adjusting for full-time equiva-
lents in employment as well as standardising for
differences in hours worked, the difference in
accident rates between men and women de-
creases, but the ratio still remains higher than 2
(2.2) for the EU. These adjusted figures varied
from over 2.5 times as likely for men to have an
accident in Belgium, France, Austria and Portu-
gal to only around 1.5 times as likely in the UK
and Sweden (Dupré, 2002. See also Annex 7).

The 1999 EU labour force survey also included
less serious accidents (resulting in under four
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days’ or no absence). According to the respons-
es, and after making the adjustments described
above, the incidence rate of accidents at work
was still over 1.33 times greater for men than
women. On the other hand, according to the
survey results, again after making the adjust-
ments, women were 1.5 times as likely as men
to suffer work-related health problems other
than an accident in the EU in 1999 (Dupré,
2002. See also Annex 7).

In the third European survey on working condi-
tions, 9 % of men and 6 % of women reported
having been absent from work in the previous
12 months due to an industrial injury. In the
same survey, women reported being less ex-
posed to physical and material risks than men.
However, the exposure is highest for men in
manual jobs, followed by women in manual
jobs. For non-manual jobs, the difference is neg-
ligible, although still slightly higher for men. In
contrast to absence due to accidents, 10 % of
both employed men and women had been ab-
sent due to health problems they attributed to
their working conditions. Both male and female
part-timers were less likely to be absent due to
either work-related accidents or ill health,
demonstrating the exposure effect (Fagan and
Burchell, 2002. See also Table 7 in Annex 6).

The Eurostat adjusted figures confirm that both
sector and type of work being carried out have
an influence on the gender difference. Men are
more likely to be employed in the high-risk sec-
tors of construction and transport, whereas the
accident risk is lower in offices and shops,
where women are disproportionately em-
ployed. However, looking at the rates between
men and women within sectors, the difference
is much greater in construction and in the en-
ergy and water industries, where men and
women are strongly segregated into different
work areas — for example, in construction,
where men are working on the sites and
women in the offices. However, in the hotel
and restaurant sector, where it can be pre-
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sumed that women and men are carrying out
much more similar tasks, men only have a mar-
ginally higher accident rate. In the finance and
business sector, the accident rate was over 1.5
times higher for men, but male-dominated ac-
tivities such as security staff are included in this
sector.

Safety and

Health at Work

For example, in Sweden, among women, the
highest risks of serious occupational accidents
are in the sawmill industry, public transport,
regular bus traffic and the plastic packaging in-
dustry. All these industries have between two
and three times the average work-related acci-
dent risk (Broberg, 2001).




Job segregation also has an effect on the types
of and reasons for work-related accidents. For
example, a Swedish study on slips and falls
concluded that women may seldom fall from
scaffolding but it is typical of them to slip
when trying to prevent a patient, pupil or cus-
tomer from falling (Kemmlert and Lundholm,
2001). Gronkvist and Lagerlof (1999) quote an
example from the food sector where female
employees more frequently suffered injuries
from machinery, while men more frequently
suffered injuries from sharp tools, such as
knives, and contact with animals, reflecting
their different tasks.

It would be useful to have from the Member
States not only information on the relative
numbers of accidents by gender, but also on
the different types of accidents and covering
both fatalities and over four-day absence acci-
dents as well as less serious accidents. Where
this information can be made available also by
sector or type of job, it is even more useful.

According to data from the third European sur-
vey on working conditions, women have a high-
er accident rate where the pace of work is in-
tense or the work is more demanding, involving
working to tight deadlines (Paoli and Merllié,
2001). So stress, tiredness and exhaustion may
contribute. Men, however, are more likely than
women to have their pace of work set by prod-
ucts and machines. Women are more likely to

Box 6
Recipe for safety

A national OSH authority campaign in the food and
drink sector set key national objectives to reduce
accidents. This was backed up by guidance, in-
volvement of trade associations and trade unions,
an agreed strategy for labour inspections, and tar-
geting company sites with the highest accident
rates for special support in improving health and
safety management. Issues targeted included
manual handling, slips and trips, and machinery
accidents.
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have the pace set by customers and service
users (Fagan and Burchell, 2002).

Women are slightly more exposed than men to
the insecurity of temporary contracts. There is
evidence that workers with non-permanent
contracts have more accidents than those em-
ployed on a permanent basis (Notkola and Van-
skd, 1999; see also Goudswaard and Andries,
2002). The increased risk could be due to the
differing nature of work, less training and less
knowledge of the particular workplace or tasks.
However, men are more likely to be self-
employed and the work-related accident rate
is higher for self-employed persons.

According to Eurostat figures, the overall EU
work-related accident rate is falling and the re-
duction is greater for men than women. Sever-
al reasons are suggested for this: a greater shift
for men away from high-risk, traditional manual
jobs; greater improvements in safety in the
workplaces where men work; or safer working
practices adopted by men themselves, as their
jobs and workplaces are more likely to be the
target of efforts to reduce accidents through
campaigns, etc. (Dupré, 2002. See also An-
nex 7). It appears that further efforts are need-
ed to prevent accident risks to men, but that at-
tention should also be paid to accident risks to
women and there are examples of campaigns
to tackle accidents in sectors where women are
more prevalent (see Box 6).

Preventing needle injuries to sewing
machine operators

A clothing company worked closely with a trade
union to find a way to protect operators’ fingers
from being punctured by the machine needle during
sewing operations. The solution was to design a
needle guard. The guard has subsequently been the
basis for the development of a new CEN sewing ma-
chine safety standard.

Source: European Agency (2001a).



The use of work equipment, machinery and
tools designed for men may contribute to
women’s work accident rate. For example,
Messing (1998) cites an example of pruning
trees, where women could not be assigned the
task because ‘the belt of the device that hoist-
ed pruners into the air was too large for most
women, and they could slip through’. One
study area that has looked at comparative injury
rates between women and men where they are
required to carry out tasks under the same con-
ditions has been training in the British Army.
These identical training requirements were
brought in to comply with equal opportunities
legislation. According to military medical statis-
tical reports, women in the army are at in-
creased risk of injury and musculoskeletal disor-
ders (Bergman and Miller, 2001; Strowbridge,
2002; see also Geary et al., 2002). Presumably,
the training methods and equipment used were
designed for the male norm. Strowbridge
(2002) concludes ‘these results may act as a ba-
sis for targeted intervention in order to reduce
inequality without reducing overall training
standards’. Strowbridge also mentions evidence
that female recruits may be more likely to report
injuries than male colleagues.

Men are also involved in accidents through poor
fit between work requirements and the person.
If men are assigned more heavy lifting than
women because they are considered fitter, they
will consequently suffer more lifting accidents.
Therefore, the best approach is to eliminate
risky processes where possible and make the
job accessible and safe for more people.

The main conclusion is that men have more
work-related accidents whereas women suffer
more work-related ill health. In research as well
as in policy, labour inspectorate activities and
other actions, priority is often given to ‘high-risk’
accident areas, which will mean that more
health and safety resources will go into areas
that affect men than areas that affect women.

At the very least, when setting priorities, overall
numbers that would benefit from action should
be taken into account as well as accident rate;
for example, larger numbers employed in the ho-
tel and restaurant sector or the very large num-
bers employed in offices compared to the sea
fishing sector. This is not to say that it is not right
to target the high-risk sea fishing sector, but, in
addition, improvement in a lower accident risk,
high-employment area would benefit the safety
and health of a very large number of people.

As described above, there are gaps in informa-
tion. It is also clear that, although in each Mem-
ber State men have more accidents than
women, the picture of accident rate is not uni-
form. For example, according to the figures
from Eurostat, the rate of serious accidents
among women rose in Spain between 1994
and 1998, perhaps because more women now
have jobs in a high-risk sector, or that safety
standards may be lower (Gronkvist and Lager-
|6f, 1999). The rate also rose in Belgium, Lux-
embourg and Sweden, although it fell in other
Member States. More information would also
be useful on differences in the comparative
male/female accident ratios between Member
States, including differences by gender in types
of accidents or jobs where accidents are occur-
ring. It would be useful if all Member States car-
ried out more detailed gender analysis of their
accident and ill-health data, gathered supple-
mentary information through labour force sur-
veys and carried out individual studies where
gaps in information are found.

Improved information about the types of acci-
dents suffered by gender, both in the serious
and less serious categories, would be useful. It
would be better to have a closer breakdown of
statistics according to hours worked and ac-
cording to the real tasks people carry out. In
conclusion, practical means of improving occu-
pational safety and health statistics by gender
should be investigated.
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Musculoskeletal disorders

Key points

* In general, in Europe, musculoskeletal disor-
ders (MSDs) are a serious and growing prob-
lem. They are the most reported work-related
health complaint among both women and
men in Europe.

* Women and men report similar levels of mus-
culoskeletal complaints. However, women re-
port more upper limb pain.

* Musculoskeletal disorders occur in relation to
exposure to poor ergonomic conditions in
both women and men. Women often work
in conditions associated with musculoskeletal
disorders — work requiring awkward pos-
tures, monotonous and repetitive tasks, inap-
propriate work methods and work organisa-
tion and, more often than is commonly
recognised, heavy lifting.

e There is adequate scientific knowledge re-
garding specific occupational ergonomic
risks to prevent a large proportion of muscu-
loskeletal disorders among working people.
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Preventive measures should not and need not
be discriminatory with respect to gender.

* Despite the widespread belief that muscu-
loskeletal disorders are more common
among women, the issue has been studied
more among men. Further study of prognos-
tic factors among women is needed as well
as more studies to investigate whether risk
varies between women and men with the
same occupational exposures.

* Some tiring aspects of work that are more a
feature of women’s work, for example stand-
ing, have been studied much less than, for
example, lifting weights.

* It could be helpful to distinguish between
types of MSD in reporting systems, especially
back injuries from manual handling and upper
limb disorders.

Musculoskeletal disorders cover a broad range
of health problems. The main work-related
groups are back pain and injuries and work-
related upper limb disorders which include the
neck, shoulders, elbows, arms, wrists and
hands. Lower limbs can also be affected, and



'housemaid’s knee’, a condition associated with
kneeling work, for example to scrub floors, was
well documented in the past. Limb disorders in-
clude a wide range of inflammatory and degen-
erative diseases and disorders that can affect
tendons, ligaments, nerves, muscles, circulation
and joint cartilage and result in pain and func-
tional impairment. Back disorders include spinal
disc problems and muscle and soft tissue in-
juries. For most musculoskeletal disorders, both
onset and duration are more often chronic or
sub-chronic than acute. Typically, they tend to
develop after months or years of overuse of the
soft tissues (Punnett and Herbert, 2000).

European surveys show that musculoskeletal dis-
orders are the most common work-related health
problem for both men and women and that they
are on the increase. Contributory factors such as
intensity of work have also increased. Around
30 % of women and men report muscle-related
problems from their work (back and other mus-
cular pains). If the figures are compared for full-
time and part-time work, women report more
work-related problems in each group, although
the difference is negligible (Dupré, 2001; Fagan
and Burchell, 2002). As regards only neck, shoul-
der and upper limb pains, these were reported by
a quarter of respondents to the third European
survey on working conditions. There was no sig-
nificant difference in response between women
and men, except that women reported signifi-
cantly more upper limb pains. Women and men
reported similar amounts of work-related back
pain in the same survey (Paoli and Merillé, 2001;
see also Punnett and Herbert (2000) regarding
increased incidence of upper limb disorders
among women workers).

Work-related upper limb disorders are associ-
ated with poor postures, highly repetitive move-
ments, forceful movements, fast-paced work,
hand-arm vibration, work in cold environments
and psychosocial factors including work-related
stress. Back disorders are associated with man-
ual handling work, where risk factors include

the weight of the load, frequency of manual
handling work and awkward postures. They are
also associated with awkward postures in gen-
eral, including prolonged sitting and poor seat-
ing, as well as prolonged standing. These risk
factors are found in many of the jobs that
women carry out. Exposure to whole-body vi-
bration, particularly when seated, is another
factor linked to back pain and is more common
in male-dominated jobs such as driving trucks
and buses. In the third European survey on
working conditions, women and men reported
similar exposures to repetitive work and postur-
al loads, and working in painful and tiring posi-
tions and men reported more exposure to heavy
lifting. In the previous survey, women reported
more exposure to repetitive work than men, and
it is suggested that there may have been some
confusion over the interpretation of the ques-
tion in the third survey (Paoli and Merlli¢, 2001).

Comparisons between work and gender factors
regarding the incidence of work-related upper
limb disorders frequently find strong association
with workplace risk factors (Buckle and
Devereux, 1999). Punnett and Herbert (2000)
are among those who have reviewed incidences
of musculoskeletal disorders among women
workers: for example, high prevalences among
women, linked to work-related factors, have
been found among garment workers; women
workers in packing jobs; textile manufacturing;
electronics manufacturing; assembly line manu-
facturing; poultry and fish processing; VDU and
telephone operators; cleaners; kitchen workers;
and cashiers in supermarkets. Female-domin-
ated packing and assembly jobs, for example,
typically require rapid, precise, repetitive move-
ments and prolonged sitting. Even when men
are also employed in this type of work, with the
same job title as women workers, their jobs may
still differ, with the women being more exposed
to such risk factors (see also Messing, 2000).
Studies that find job demands predictive of neck
and shoulder pain include Ariéns et al. (2001).
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While, according to the third European survey
on working conditions, men do more manual
handling work, the number of women engaged
in these tasks is not insignificant: 28 % of men
report spending at least half their time at work
carrying or moving heavy loads compared to
17 % of women.

safety and

health at work —

Back disorders from heavy physical work have
been documented among nursing and care
workers, cleaners, kitchen staff and laundry
workers. It is often not appreciated that in some
jobs women can carry out significant heavy,
physical work. For example, the National Insti-
tute of Occupational Safety and Health in the




United States (NIOSH) reports that the rate of
overexertion injuries among healthcare work-
ers, particularly associated with patient han-
dling, is over double the national average, while
for homecare workers it is around three times
the national rate — see Box 9. A study by
Dassen et al. (1990) found that female nurses
performed more heavy lifting of patients com-
pared to male nurses, who were more likely to
be engaged in managerial tasks or in surgery or
intensive care areas where the lifting work is
less. Female shop staff and agricultural workers
may have to lift significant loads and female
agricultural workers may also carry out heavy,
physical work and work in awkward postures,
such as stooping positions. Even in offices,
women may lift heavy folders of records, boxes
of photocopy paper or office equipment. In ad-
dition, when the jobs of some women are ex-
amined more closely, their ‘light work’ is often
more physically demanding than it initially ap-
pears, not only due to weight, but also due to
the repetitiveness and awkwardness of tasks
and poor postures that have to be maintained
to carry out the work (for example, Messing,
1998 and 1999, gives an example of the work-
load of cleaners emptying bins).

Research evidence suggests that using a com-
puter for six hours or more per day appears to
be associated with increased risk of work-related
upper limb disorders. There is some evidence
that this association is stronger for women than
for men and symptoms can already be observed
after four hours’ computer use per day (Blatter
and Bongers, 2002). Control over the pace of

Box 10: Municipal government gardeners
— an example of women in ‘non-
traditional’ jobs using poorly
adapted tools

Many tasks were found to cause physical difficulties
for both men and women. Problems found in a
study for both male and female municipal govern-
ment gardeners included the following:

work and ability to take regular rest breaks are
important factors in prevention, along with suit-
able workstations and layout.

It is increasingly suggested that psychosocial
factors such as intensive work, low job control,
low social support, monotonous work and
other factors that contribute to stress at work
play a part in the development of work-related
upper limb disorders (for example, see Dev-
ereux, 2000; Vingard and Hagberg, 2001). As is
discussed in the section on work-related stress,
these features are common in the work of many
women.

Musculoskeletal disorders can affect workers in
all sectors but an additional risk factor for many
women is the use of tools and equipment not
always designed for a female work population
(Punnett and Herbert, 2000). The two studies
presented in Box 10 demonstrate this. One con-
cerns musculoskeletal disorders among women
in a non-traditional work area, gardening,
where one might expect to find that equipment
has not been designed for a female population.
The other concerns the work of a predominant-
ly female population, cleaners, but here unsuit-
able work equipment was still found. Paying
more attention to the ergonomic fit of work
tools and tasks to the worker’s physique should
not only benefit women in non-traditional work
areas, but also men who are not of average
build (Messing, 1999).

e Problems where women and some men differed
from the male norm used to design work tools
and equipment.

e Problems related to physical build. Women re-
ported similar problems to smaller men about
jobs requiring strength like handling loads and
digging.
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Musculoskeletal disorders and gender —
gaps in information

There is a lack of comparative information on
musculoskeletal disorders, as they cover a range
of conditions and not all incidents are officially
recognised as industrial injuries, nor is there
consistency across the Member States. This af-
fects what data are collected and the apparent
incidence of different types.

It has already been mentioned that even where
men and women have the same job title, they
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may carry out different tasks (Messing, 1999)
and therefore will have different exposures to
occupational musculoskeletal risks. Many stud-
ies fail to take account of this.

Standing is common in many jobs dominated by
women, such as shop assistants, teachers and
hairdressers. However, there are far more stud-
ies on lifting in relation to work than on stand-
ing (Messing, 1998). Standing involves static
muscle effort. Maintaining any position for a
period of time is tiring and a known contribut-
ing risk factor for musculoskeletal disorders.



Evropean Agency for

Safety and

Health at Work

There are also many unsolved questions con-
cerning musculoskeletal disorders. Age, gender,
socioeconomic status, race or ethnicity, history
of acute trauma, various systemic diseases,
smoking, alcohol use, obesity, and factors af-
fecting female hormone levels, such as use of
oral contraceptives, have all been linked to mus-
culoskeletal disorders. But evidence concerning
whether and how these factors may affect the
occupational outcomes of musculoskeletal risk
exposure is far from clear (Punnett and Herbert,
2000). Many research results are conflicting or
the research methodology is problematic. For
example, although many studies suggest that
men have more musculoskeletal disorders, large
cross-sectional sample studies may mask gen-
der differences, as they often place more em-
phasis on whole-body exertions and energy ex-
penditure than on localised repetitive stresses to
the upper extremities typical of women'’s jobs
(Punnett and Herbert, 2000) and jobs preferen-
tially assigned to women may have specific
exposures that escape the attention of re-
searchers (Messing, 2000). It has also been sug-
gested that women report more symptoms sim-

ply because they are better at recognising, ar-
ticulating and communicating their muscu-
loskeletal disorder symptoms than men. There is
also some evidence that women consult a doc-
tor quicker than men when health problems
arise.

Conclusions

Despite some outstanding questions, there is
now a significant body of evidence concerning
the work-related causes of musculoskeletal dis-
orders and their prevention. Based on a review
of over 200 studies of musculoskeletal disor-
ders, Punnett and Herbert (2000) have drawn a
number of conclusions about what is known
about gender and musculoskeletal disorders
and what should be investigated further — see
Box 12. Overall, we know that the occurrence
of musculoskeletal disorders is strongly related
to work-related factors in both women and
men and there is adequate scientific knowledge
to take preventive measures, based on er-
gonomic interventions, and that interventions
do not need to be discriminatory with respect to
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gender. Analysis of gender as a 'risk factor’ does
not help the understanding of these issues.
However, further research is needed in a num-
ber of areas, such as whether there are gender

Work-related stress

Key points

e Stress is a major work-related health problem
in Europe for both women and men.
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and

health at work —

variations in musculoskeletal risk where occu-
pational exposures are the same, and whether
there are gender variations in exposure-
response relationships.

* Women report more work-related stress
health complaints than men.

e There are known causes of work-related
stress and these factors are present in many
jobs typically done by women.
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* Women are more exposed to some specific
stressors because of: the type of work they
do; their position in the hierarchy of organ-
isations; discrimination; sexual harassment;
their situation outside of work.

¢ The established safety and health risk-assess-
ment and management approach can be
applied to preventing the causes of work-
related stress.

¢ Both instruments used for research and risk
assessment should cover work issues that af-
fect women more, such as working condi-
tions incompatible with family responsibili-
ties, sexual harassment and discrimination.

* Work, as opposed to not working, is positive
for the health of women.

Safety and

Health at Work

o Further research to place stress at work in the
context of other issues, such as gender, is es-
sential in order to achieve a complete perspec-
tive for the management of stress at work.

What cavses work-related stress?

Stress can be said to be experienced ‘when the
demands of the work environment exceed the
employees’ ability to cope with (or control)
them. Defining stress in this way focuses atten-
tion on the work-related causes and the control
measures required’ (Cox et al., 2000). The re-
sultant stress can take the form of emotional,
cognitive, behavioural and physiological reac-
tions and reactions to the same psychological
exposures may vary between individuals.
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While individuals may experience stress differ-
ently and manifest it in different ways, there are
a number of factors that have been established
as known sources of stress. These are sum-
marised in Box 13 and there is a reasonable con-
sensus based on both theoretical and empirical
evidence that these factors increase the risk of
work-related stress (Cox el al., 2000). In addi-
tion, studies have not found gender differences
in sources of work stress (for example, Miller et
al., 2000). Some specific sources of stress, ex-
posure to violence from members of the public,
and bullying and sexual harassment from work
colleagues are discussed in subsequent sections.

Stress can be linked to a number of mental and
physical ill-health effects and experiencing con-
tinuous stress is harmful. Stress can increase the
risk of heart disease and depression and it can
also weaken the immune system, making us
more vulnerable to illness. It can even lead to
suicide. There are also links between stressful
work and musculoskeletal problems (Ariéns et
al., 2001; Bongers et al., 1993; Buckle and
Devereux, 1999; Hoogendoorn et al., 2000;
Punnett and Herbert, 2000). The many symp-
toms of stress include raised blood pressure, de-
pressed mood, irritability, chest pains, digestive
disorders, sleep disorders, and increased drink-
ing or smoking.

Stress is the second most frequently reported
work-related health problem across Europe ac-
cording to the third European survey on work-
ing conditions, with 28 % of respondents re-
porting that stress from work was affecting
their health (Paoli and Merllié, 2001). Stress at
work accounts for more than a quarter of ab-
sences from work of two weeks or more
through work-related health problems in the
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EU, according to the European labour force sur-
vey (Dupré, 2001).

According to a gender analysis of the respon-
ses to questions about work-related illness and
complaints in the European labour force sur-
vey, ‘there was slightly less variation across the
Member States among men reporting stress-
related complaints, and, in each case, the pro-
portion was less than for women [...]. In the
EU as a whole, among the victims of work-
related health problems, 17 % of men and
20 % of women reported stress, depression
and anxiety as being the most serious com-
plaints. In the EU as a whole, stress-related
complaints were the second most frequently
reported complaint by both women and men’
(Dupré, 2002). While overall, according to the
third European survey on working conditions,
there is little difference between men’s and
women’s perceptions of stress-related prob-
lems caused by their work, once again part-
timers reported fewer stress symptoms. Ac-
cording to the survey, the highest levels of
stress were experienced among professionals,
technicians, managers, machine operators,
service workers, clerks, and craft workers.

The sources of stress related to work given in
Box 13 can be present in the jobs of both
women and men. However, women may be dis-
proportionately exposed to these factors be-
cause of job segregation and their increased
caring and home responsibilities. In addition,
sexual harassment, discrimination, blocked ca-
reer advancement, and disrespectful treatment
are stressors more common in women’s work-
ing lives than in men’s working lives (Landrine
and Klonoff, 1997). Additional stressors for
women in professional or managerial jobs in-
clude organisational politics, overload, roles and
expectations concerning social-sexual behav-
jour, and reconciliation of work and home (Nel-
son and Burke, 2000). Lack of control over one’s
own work is well recognised as a work-related



stressor (for example, Karasek and Theorell,
1990). Results of the third European survey on
working conditions suggest that women may

Box 14

Responses to the third European survey on working
conditions suggest that, compared to men, women
are:

e |ess likely to have planning responsibilities in their
jobs;
® more exposed to monotonous tasks;

e |ess likely to work in jobs involving problem solv-
ing and learning;

Many studies find that employed women have
higher levels of stress and distress than em-
ployed men (Williams and Umberson, 2000).
Responsibility to multiple supervisors, for exam-
ple in clerical work, and unclear work expecta-
tions are stressors common in female-domin-
ated industries, especially in the service sector.
Also, overtime work and unpredictable or in-
flexible scheduling are stressors that women
with caring responsibilities suffer particularly.
Monotonous work and low control are charac-
teristics typical of many female-dominated oc-
cupations. Miller et al. (2000) found little gen-
der difference in sources of workstress among
managers, but found that female managers ex-
perienced more distress. They hypothesise that
the greater psychological and physical ill health
reported by women is due to work/home over-
load and conflict. In a study of female and male
managers, Davidson et al. (1995) found that fe-
male managers were under much more pres-
sure than their male counterparts, for example
stemming from ‘organisational structure and
climate’ and discrimination and prejudice.

Employment in emotionally demanding work,
or 'people work’, is more common among
women than among men. Examples of this
emotional labour include nurses working with
dying patients or dealing with distressed pa-

be more exposed to this stressor than men. This
is consistent with the results of research studies,
for example Vinke et al. (1999).

e |ess able to choose when to take breaks;

e more likely to have their work interrupted to deal
with unforeseen tasks;

e |ess likely to receive training.

What is more, women in professional jobs have
lower work autonomy than male professionals.

Sources: Paoli and Merllié (2001); Fagan and
Burchell (2002).

tients or relatives and teachers working with
children with learning difficulties. Workers in
such jobs are prone to stress-related diseases,
depression and burnout (for example, Houtman
and Dhondt, 1994). Shift working is an addi-
tional stressor in this type of work that, apart
from disruptions to body rhythms, can add to
work-life conflicts.

Ballard et al. (2002a, 2002b) studied commercial
airline flight staff, commenting that, although
this group had been the subject of many studies
investigating cancer, little attention had been
paid to psychosocial risks. They found an ele-
vated rate of death by suicide among female
flight attendants. Women cabin crew reported:
concerns about the adequacy of their role as
mothers and in the family as well as maintaining
social relations; limited time to attend to prob-
lems in their personal lives; and feelings of lone-
liness and isolation at work and outside. Many
reported panic attacks, anxiety and depression,
experienced either personally or by colleagues.

In relation to the occurrence of work-related
stress, we come back once again to job segrega-
tion, task differences and differing situations. The
typical jobs of many women mean that they do
more repetitive work and have less control over
their work than men. As already mentioned,
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many female-dominated jobs are emotionally de-
manding (Hochschild, 1983; Boyd, 2002). In ad-
dition, nursing work often involves shift work,
which is known to cause social and psychological
problems (Hatch et al., 1999). Also, women'’s
double workload may increase the risk of stress-
related psychological disorders such as chronic
fatigue, nervousness, anxiety, sexual problems
and depression (Wedderburn, 2000).

Some differences in reported reasons for stress
are related to vertical job segregation. For

example, in a study of managerial, professional
and clerical university employees, Vagg et al.
(2002) found that organisational-level effects
were both more numerous and larger in magni-
tude than gender effects. Employees at higher
levels reported that they experience stress more
often while making critical decisions and deal-
ing with crisis situations than did workers at
lower levels, for whom inadequate salary and
lack of opportunity for advancement were more
stressful. There were some gender differences
found: for men, work stress was more strongly
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related to their role within the power structure
of the organisation whereas female employees
reported experiencing more severe stress when
there was a conflict between job and home
responsibilities.

Safety and

Health at Work

More research is needed to identify the social
and psychological processes through which
supporting and caring for others on the job af-
fect vulnerability to stress (Williams and Umber-
son, 2000).

Do types of stress and stress-related
health outcomes vary between women and
men?

While there is a consensus about what causes

work-related stress, the reactions to the same

psychosocial exposures vary between individuals.

In other words, the stress-related symptoms or ill

health experienced may vary among individuals.

There are a number of reasons why it is impor-

tant to look at stress reactions, for example to:

* recognise manifestations of work-related
stress;

¢ accurately link health problems to the work-
place;

* improve support for individuals experiencing
stress.

As part of this, it is important to consider gen-
der in relation to the experience of stress-related
problems. In this report, we will look closer at
burnout, depression and coronary heart dis-
ease. This includes exploring whether health
problems are appropriately recognised as work-
related for all workers.

Burnout and gender

Burnout consists of overall mental exhaustion,
an increasingly cynical attitude towards work,
and crumbling professional competence. The re-
lationship between gender and burnout in gen-
eral is unclear (Bakker et al., 2000). Although
some studies or data sets show that women re-
port more burnout than men, others show the
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opposite (Bakker et al., 2000; Houtman et al.,
2000b; Taris et al., 2000). Kalimo and Toppinen
(1997) found in their survey which was repre-
sentative of the working-aged population in Fin-
land (53 % of respondents were women) that
burnout was only slightly more common among
women than men. Of the burnout symptoms,
exhaustion was found to be slightly more com-
mon among women than men, whereas cyni-
cism was slightly more common among men
than among women. Gender roles may explain
this difference. The top five industries with the
highest incidence of burnout were hotels and
catering, banking and insurance, education and
research (these three industries are female-dom-
inated), mechanical repairs (male-dominated),
agriculture and forestry (mixed) (Kalimo and
Toppinen, 1997).

One explanation for the conflicting findings
may be that many burnout studies have con-
centrated on specific occupational groups, and
burnout has been shown to have a strong link
with occupation. Schaufeli and Enzmann
(1998) collected 73 studies, which showed
quite large differences in burnout according to
occupation, dependent upon the burnout sub-
dimension that was analysed. It was shown that
teachers — followed, at some distance, by

Box 18: Sick leave and burnout among
young, professional women in
Sweden

According to the Social Insurance Institution’s statis-
tics, young, educated women with a high salary lead
burnout and sick leave in Sweden’s statistics. Paid
sick leave absences among women under 35 more
than doubled between 1997 and 2001, with psy-
chological reasons being the most common. Sjégren
and Rappe (2002) investigated the reasons for this
and found, among other factors, temporary, fixed-
term contracts, inequality and poor management.

Deputising, temporary contracts and project work
increase pressure to constantly prove one’s skills. It
may appear that individual workers have a lot of
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health and social workers — were the most
emotionally exhausted. Social workers, nurses,
police officers and correction officers felt re-
duced personal accomplishment and police of-
ficers (followed by physicians) were the most
distant and cynical. Managers and police offi-
cers reported quite low scores on emotional ex-
haustion. An analysis of 29 studies of burnout
among different ‘people work’ occupations by
Bakker et al. (2000) also found high risks of
burnout among the ‘caring for people’ occupa-
tions, with general practitioners, homecare per-
sonnel, those in the psychiatric sector, nurses
and those in the social care sector at the top
end of the ‘at risk’ list and police work at the
bottom end.

On the other hand, there is evidence that
women may act in more positive ways than
men to overcome burnout. According to Haka-
nen (1999), women have a wider range of sup-
porting relationships than men, they take part
in training sessions dealing with burnout, they
take sick leave more often than men, and they
tend to seek help for their problems from out-
side when necessary.

Not enough is known about the different rea-
sons causing burnout in men and women. For

discretion within the job but this is often accompan-
ied by a lack of clear goals, conflicting demands, etc.
In addition, competent workers prepared to work
long hours will often be assigned even more work.
Women may feel under additional pressure to
‘prove that they are up to the job’, for example by
putting in long hours, being very conscientious and
setting very high work standards for themselves.

The statistics:

e |n 2002, over 120 000 Swedes had been on sick
leave for more than a year. Nearly a third of those
on long-term sick leave were absent from work
due to psychological reasons.

e \Women take sick leave more often than men:
women’s share of sick leave in Sweden is 65 %.



example, Pretty et al. (1992) found in their
study of male and female executives that pres-
sures at work were causing work-related ex-
haustion. However, the pressures for women
were related to interpersonal relations at the
workplace whereas for men burnout was
caused primarily by organisational factors. In
addition, problems in private life caused extra
pressures for women whereas men’s burnout
was strictly work-related, even when they were
married and their wives also worked.

According to a recent WHO report and two
well-known studies on the epidemiology of
mental disorders, the epidemiological catch-
ment area study (ECA) and the national comor-
bidity survey (NCS), women predominate in the
mental disorders of depression, anxiety and so-
matic complaints. Another study (Middleton et
al., 2001) suggests that women seek treatment
for depression at twice the rate of men. Fur-
thermore, research evidence suggests that de-
pression is not only the most common mental
problem among women but may also be more
persistent among women than among men. In
contrast, the lifetime prevalence rate for alcohol
dependence, another common disorder, is
more than twice as high in men than women in
developed countries. Men are also over three
times more likely to be diagnosed with anti-
social personality disorder than women (Robins
and Regier, 1991; Kessler et al., 1994; WHO,
undated; Middleton et al., 2001; Haslam et al.,
2003). In developed countries, gender-based
roles, stressors and negative life events con-
tribute to the morbidity (Ayuso-Mateos et al.,
2001; Bildt and Michélsen 2002).

Gender-specific risk factors for common mental
disorders that disproportionately affect women
include gender-based violence, socioeconomic
disadvantage, low income and income inequal-
ity, low or subordinate social status and rank
and unremitting responsibility for the care of

others. However, doctors are also more likely to
diagnose depression in women compared with
men, even when they have similar scores on
standardised measures of depression or present
with identical symptoms.

The role of work in the progress of depression
needs further investigation. However, there is
now consistent evidence from a number of
cross-sectional and longitudinal studies that
high levels of psychological demands, including
high work pace and high conflicting demands,
are predictive of poor mental health (Stansfeld,
2002). High job strain has been associated with
higher rates of major depressive episode, de-
pressive syndrome and dysphoria measured by
the diagnostic interview schedule in the ECA
study (Mausner-Dorsch and Eaton, 2000). A
careful case-control study of healthcare staff
found that although acute stressful situations
and chronic difficulties outside work were im-
portant in anxiety and depressive disorders,
there were also independent effects of ‘conflict
of work role’ and ‘lack of management support
at work’ (Weinberg and Creed, 2000). Saurel-
Cubizolles et al. (2002) found that nursing staff
reporting exposure to violence at work had a
higher prevalence of depressive symptoms and
stress symptoms. Haslam et al. (2003) suggest
that high workloads, insensitive management,
poor communication, low organisational
awareness of mental health issues and poor
work relationships are contributing factors to
anxiety and depression. They found that mental
health problems do not appear to be well un-
derstood by employers and managers, and little
support may be offered in the workplace for in-
dividuals suffering anxiety or depression
(Haslam et al., 2003).

Finally, it is unclear why there is such a big differ-
ence between men and women in the coping
behaviour where mental problems are con-
cerned: women tend to use medication pre-
scribed by a doctor whereas men are more likely
to turn to alcohol and narcotics. From the point
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of working life, both medication and substance
use affect job performance, cause absenteeism,
and increase the risk of having an accident. Also,
returning to work from a long sick leave or reha-
bilitation scheme can be difficult (Hunter et al.,
1998; Kivisto et al., 2001).

According to the WHO report, research shows

that there are three main factors that are highly

protective against the development of mental
problems, especially depression. These are:

» having sufficient autonomy to exercise some
control in response to severe events;

° access to some material resources that allow
the possibility of making choices in the face
of severe events;

* psychological support from family, friends, or
health providers.

Haslam et al. (2003) propose that within the
workplace: there is a need to raise awareness of
mental health problems and increase under-
standing of how these conditions impact on
working life; measures should be taken to pre-
vent work-related stress; rehabilitation requires
good coordination between managers, person-
nel staff, occupational health services, individ-
ual risk assessment and monitoring and the
possibility of flexible working practices.

safety and

health ot work — A review

Coronary heart disease

Stress is one of the work-related factors linked
to coronary heart disease. According to the EU
labour force survey, men are more likely to re-
port work-related heart disease and similar
complaints as being their most serious com-
plaint than women — 5.4 % of men compared
to 2.4 % of women reported it as being the
most serious complaint experienced (Dupré,
2002). Despite the fact that women do report
work-related health complaints related to heart
disease and given the importance of coronary
heart disease as a cause of death among
women as well as men, it is of concern that
many studies of heart disease in relation to oc-
cupation have excluded women, or have looked
only at male-dominated occupations.

NIOSH has summarised some of the available
research on the links between coronary heart
disease and occupation. It is known, for exam-
ple, that certain occupational toxins, particular-
ly carbon disulphide, nitroglycerine and carbon
monoxide, affect the heart. Also, environmental
tobacco smoke and extreme heat and cold are
risk factors. Numerous studies show a link be-
tween exposure to work-related stress factors
and heart disease. There is also evidence to sup-
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port an association between noise and elevated
blood pressure. In addition, shift work, which
disrupts body rhythms, has been linked to heart
disease. Both underactivity and overexertion,
particularly heavy lifting, are risk factors too
(NIOSH web site (b)). Women can clearly also
be exposed to work-related heart disease risk
factors.

The results of a few recent large epidemiologic-
al studies suggest that psychosocial risks at
work, particularly low control, have a link with
a higher cardiovascular disease mortality risk for
both men and women, even when variables
such as age, cholesterol, obesity, and socioeco-
nomic status are controlled (Alterman et al.,
1994; Kornitzer et al., 2002; Kuper et al., 2002;
Marmot et al., 1997; Bosma et al., 1997; Steen-
land et al., 1997).

Some studies have looked at psychosocial risk
factors in coronary heart disease and gender
differences in sensitivity and suggested that
women may be more sensitive (Hallman et al.,
2001; Wamala et al., 2000). The combination
of high demands, low control and low reward is
particularly harmful and many women are em-
ployed in this kind of ‘routine work’. It is also
known that shift work has an impact on hor-
monal levels and there is research evidence that,
on average, female nurses doing shift work
smoke more and are more overweight than day
workers. These also contribute to health prob-
lems, including coronary heart disease (Kivimaki
et al.,, 2001). In addition, women who have
been prescribed hormone replacement therapy
after the onset of the menopause and women
who reach the menopause prematurely follow-
ing a hysterectomy run an elevated risk of
breast cancer and chronic heart and cardiovas-
cular disease. This risk may be further increased
because of the nature of work (Westerholm,
1998).

Large differences are seen in the risk of cardio-
vascular diseases among occupational groups.

Despite this, a Danish study found that 16 % of
the cardiovascular disease among men and
22 % among women could be prevented by re-
moving occupational risk factors from the work
environment. The biggest risks include job
strain, 6 % for men and 14 % for women, and
shift work, which covers 7 % for both sexes
(Kristensen et al., 1998).

Epidemiological studies on risk factors at work
and cardiovascular disease mortality seldom
concentrate on women. One reason for this is
that women tend to get heart disease 10-20
years later than men; in practice, this means
that most women are already retired when they
fall ill and the occupational link thus remains
unstudied. Compared to men, cardiovascular
disease mortality is considerably lower among
working women below the age of 50-55. Even
when the focus is on women, the overall num-
ber of those who die before their pension has
been too small to draw conclusions, as large co-
hort studies published on cardiovascular disease
mortality in women are few. Low cardiovascular
disease mortality has been explained by the fact
that the female hormones — progesterone and
oestrogen — protect women. However, this
protection is lost after the menopause (Alter-
man et al., 1994; Kornitzer et al., 2002; Kuper
et al., 2002; Marmot et al., 1997; Steenland et
al., 1997; Houtman and Kornitzer, 1999; WHO,
1994b).

Clearly, further research into occupational risks
of coronary heart disease is warranted, and this
research should be gender-sensitive.

The European Agency report Research on work-
related stress (Cox et al., 2000) concluded on
the basis of available scientific evidence that
work-related stress can be dealt with in the
same way as other health and safety issues,
by adapting the control cycle already well
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established for the assessment and manage-
ment of physical risks to the management of
stress at work. A second Agency report (Euro-
pean Agency, 2002a), based on an analysis of
examples of workplace interventions and tools
to prevent work-related stress, presents key suc-
cess factors for stress prevention in the work-
place. These are:

base the intervention on an adequate risk

analysis;

thorough planning and stepwise approach —

including setting clear objectives and target

groups;

combination of work-directed and worker-

directed measures, with priority given to col-

lective and organisation interventions to

tackle risks at source;

context-specific solutions, with employees’

on-the-job experience being a vital resource

in identifying problems and solutions;

when outside expertise is used, using experi-

enced practitioners and evidence-based

interventions;

social dialogue, partnership and workers’

involvement;

sustained prevention and top management

support.

Therefore, as a starting point, it is very impor-
tant to look at the real tasks and activities that
women and men are performing and the real
conditions and circumstances of their working
in order to take account of all the factors that
could be contributing to work-related stress.
Men’s and women’s working conditions and ex-
periences are not identical and so they will face
different exposures to the same stressors and
exposure to different stressors even in the same
workplace and in the same job. It is also essen-
tial to ensure the effective participation of
women in the process. It is important to under-
stand the role of gender when planning stress-
prevention programmes as, due to job segrega-
tion, men and women become stressed for
different reasons in the same workplace. So far,
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many interventions that have not been sensitive
to gender have not always produced effective
results (for example, see Ostlin, 2002). Risk as-
sessment should therefore take account of
stressors such as sexual harassment, discrimina-
tion and family responsibilities, as well as those
found more often in female-dominated jobs.
This could include, for example, looking at indi-
vidual control over work and unforeseen inter-
ruptions.

Many employers are recognising the need to
take steps to prevent work-related stress. There
are examples of good practices to prevent stress
in female-dominated work areas in three
Agency reports (European Agency, 2002a,
2002b, 2002e). The cases show that it is possi-
ble to intervene and make improvements in the
emotionally demanding work of healthcare
workers and teachers, give shift workers more
control over their working hours rotas, and in-
troduce more autonomy, participation and con-
trol into the jobs of care assistants and call cen-
tre operators, for example. Interventions that
can be made to improve work-life balance, in-
cluding for those with families and caring
responsibilities, are covered in the section on
work-life balance.

The priority in work-related stress is to prevent
the sources of stress in the first place. However,
coping is an overall part of the stress process. It
is an attempt to manage demands and can be
viewed as a problem-solving strategy. The styles
and strategies used need to be relevant to the
particular situation. However, it is probably the
least well-understood area of work-related
stress research and the need for more informa-
tion on coping is widely recognised (Cox et al.,
2000).

Houtman and Van den Heuvel (2001) examined
international studies on sex and gender differ-
ences in physical fitness, personality, attitudes



Box 20: An example of a coping
intervention in a government
department in the UK

A stress-management programme was carried out
in a government department employing over
25 000 workers. The organisation had just gone
through a structural change and job satisfaction had
decreased, while stress levels had increased. In their
intervention, Whatmore et al. (1999) aimed to im-
prove coping among individual employees. In all,
270 (157 of them women) staff members partici-
pated in the study. Three areas were investigated:
education and awareness, exercise, and cognitive
restructuring. Benefits were seen for individuals en-
gaged in the exercise programmes and in the

and aspects of coping. This included looking at
gender differences in coping with job demands.
The majority of the research reviewed only
looked at gender differences in coping capacity
in relation to health outcomes. Few studies
were found that explored the moderating or
mediating effects of indicators of coping capac-
ity in the risk—outcome relationship.

In a study of occupational stress in female and
male managers, Davidson et al. (1995) found
that females were more likely than males to
adopt positive coping strategies, for example
they made significantly greater use of social
support and task strategies.

Given the demographic changes in the work-
force, the ability of older workers to cope with
work has begun to be discussed, particularly
with respect to changes in the workplace, such
as the introduction of new technologies or new
work methods. This discussion is in relation to
all aspects of work, not just stress. One review
in this area found that older workers tend to be
thought of as a homogeneous group, and little
attention has been given to any possible gender
differences. However, for example, an older
woman worker is more likely to have caring re-
sponsibilities for a disabled parent or partner.
The review found that older women workers

awareness training after three months, and this ef-
fect was still seen with the exercise programmes af-
ter six months. However, the cognitive restructuring
programme did not have a positive effect. Organ-
isational variables, i.e. job satisfaction and organisa-
tional commitment, were not affected by the inter-
ventions. The self-reported sickness absenteeism
rate was lowered in the exercise group but increased
in other groups. In conclusion, the researchers state
that individually targeted stress-management inter-
ventions may produce benefits, but for the mainte-
nance of these benefits, identification and minimi-
sation of organisational stressors are required.

Source: Whatmore et al. (1999).

(aged over 45), in particular, are neglected both
in research and in policy areas (Doyal, 2002).
Older women will be discussed again in a later
section.

Given that many of the known causes of stress
are features of female-dominated jobs and the
additional pressures of work in the home, it
may be worth asking the question ‘Why do
women not suffer more from stress?’.
Women'’s better and more frequent use of so-
cial support and more task-oriented coping
mechanisms have been mentioned above.
Research evidence also suggests that the physi-
cal and mental health of working women, with
or without children, is greater than that of non-
working women (for example, Rout et al.,
1997). Married working women with children
are the healthiest of all women (for example,
Kiveld and Lahelma, 2000). In other words,
working life may increase stress but it also
offers social contacts and other benefits that
are not available at home. Paid work has posi-
tive emotional and social implications that con-
tribute to well-being, and it also positively
affects economic well-being (Bildt Thorbjérns-
son and Lindeldw, 1998).
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The European Agency report Research on work-
related stress identified a number of areas for
further research, including on stress interven-
tions and management at enterprise level; new
patterns of work such as teleworking; and cop-
ing ability. In addition, the report concluded
that there is a need to place stress at work in the
context of other interrelated issues such as gen-
der and that this is essential in order to achieve
a complete perspective for the management of
stress at work (Cox et al., 2000).

Although many studies analyse gender as a
variable and most survey instruments include
scales that examine stress factors and modera-
tors such as job demands and control, and re-
lationships with others at work, few include
working conditions that are more common for
women such as working conditions incompat-
ible with family responsibilities, sexual harass-
ment, discrimination, and invisible work (Mess-
ing, 2000). There is some evidence that gender
differences exist even in these ‘classic’ factors;
for example, studies have found social support
to be a more potent stress buffer/moderator
for women than for men (American Psycholog-
ical Association, 1996). These gender differ-
ences and their implications deserve further ex-
ploration. Also, the prevalence and the health
impact of stressors specific to women and
ethnic/minority groups have not been exam-
ined sufficiently.

Again, as with other health issues, research is
hindered where conditions are either not recog-
nised as work-related, so data are not collected,
or there is disagreement on classification. For
example, in the Netherlands, a classification sys-
tem has been introduced (CAS-coding), which
includes burnout as a subcategory of mental
disorders. However, there is no agreement on
the classification of a mental health problem
(burnout or depression) among occupational
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health physicians and general practitioners
(Houtman et al., 2002).

Injuries and stress arising from work-
related violence from members of the
public

Both men and women experience work-
related violence. Women are more exposed
because exposure is strongly associated with
‘people’ work.

Those affected go far beyond ‘victims’, in-
cluding witnesses, and others who experi-
ence fear in the job.

Effects are wide ranging from death and
physical injury through to stress.

The steps organisations can take to prevent
work-related violence are well documented.
More research and prevention good practice
by sector are needed, as well as sharing of ex-
isting information.

Not all countries include violent incidents in
official work-related accident figures.

In data collection, a clear distinction should be
made between incidents of violence from
members of the public and workplace bullying.

The European Commission defines violence
arising out of work as ‘incidents where persons
are abused, threatened or assaulted in circum-
stances related to their work, involving an ex-
plicit or implicit challenge to their safety, well-
being or health’. This definition covers both
verbal and physical abuse, such as physical at-
tacks, robbery, threats, shouting and verbal
abuse (Wynne et al., 1997). As well as being a
cause of physical injury, work-related violence is
a major source of stress. In comparison with
men, women also suffer more from post-
traumatic stress following a violent incident, for
example a robbery (Yehuda, 2002).

According to the third European survey on
working conditions, 4 % of the working popu-



lation report that they have been victims of ac-
tual physical violence from people outside the
workplace in the previous 12 months, with
women reporting higher levels (Paoli and Merl-
lié, 2001; see also Cooper et al., 2003). Many
more will have suffered from threats and insults
or other forms of psychological aggression. For
example, according to a Swedish survey, 17 %
of women and 9 % of men had been exposed
to violence or the threat of it at the workplace
in 1997 (cited in Menckel, 2001). The abuse or
intimidation may include sexual or racial harass-
ment. Fear of violence is widespread and is a
problem in its own right, particularly in high-risk
occupations, and there will be negative conse-
guences for those who witness violent inci-
dences (Cooper et al., 2003). This increases still
further the size of the workforce affected.
Fagan and Burchell (2002) state that the figures
in the third European survey on working condi-
tions are ‘certainly an underestimation of the
true rates of intimidation, harassment and dis-
crimination given the limited nature of the
question asked in the survey’.

According to Cooper et al. (2003), a distinction
also needs to be made between the various
forms of violence since ‘'women have been
found to be over-represented among victims of
intimidation and psychological violence (while
men are more frequently exposed to physical vi-
olence and assault). Potential differences be-
tween men and women in their willingness to
accept and label their experience as violence
and harassment will impact on these findings.’

However, injury and even death to women work-
ers can be the result of violent incidents in the
workplace. In the United States, homicide is the
leading cause of death for women in the work-
place accounting for 40 % of all workplace
deaths among female workers. These workplace
homicides are primarily robbery-related, and of-
ten occur in grocery/convenience stores, eating
and drinking establishments, and gasoline ser-
vice stations (NIOSH, 2001). In the United States,

the level of this violent crime will be related to
the greater use of guns in violent crime, com-
pared to EU countries. In the EU, there have been
incidents of healthcare workers killed by psychi-
atric patients, a social service housing officer
killed by a client, and incidents of angry and dis-
turbed people entering schools with firearms.

In some EU countries, incidents of workplace
violence fall outside the scope of statutory re-
portable incidents and are, therefore, not reg-
istered at a national level (Cooper et al., 2003),
resulting in an underestimation of work-related
injuries in the national statistics, as well as a
lack of information for preventive action. For
example, Saurel-Cubizolles et al. (2002) carried
out a study in the healthcare sector, promoted
by knowledge that there was a significant
problem and a lack of data about the real ex-
tent of the problem (see also Semat, cited in
Vogel, 2002). Also, some studies and data col-
lection activities do not clearly separate inci-
dents related to violence from members of the
public from workplace bullying perpetrated by
work colleagues, although they are two sepa-
rate issues.

Box 21: Policewomen in the firing line

According to a study of Finnish policewomen in
1998, 24 % had experienced physical violence at
work and 22 % had been injured in an attack.
Nearly half of the policewomen had been threat-
ened face-to-face and 21 % on the telephone.
The policewomen had experienced verbal sexual
harassment — such as sexist jokes and offensive
comments — from clients as well as from work
colleagues. The research results suggest that vio-
lence and sexual harassment can be linked to job
stress and burnout.

Source: Kauppinen and Patoluoto (in press).

Women'’s increased risk of violence from mem-
bers of the public is again at least partly related
to job segregation, where women are often
concentrated in high-risk jobs and occupations
with respect to violence such as nursing, social

59



Gender issuves in

work and teaching. Workplace violence is wide-
spread across all occupations where workers
come into contact with members of the public.
In the third European survey on working condi-
tions, 64 % of women compared to 48 % of
men reported that their work involved contact
with customers, pupils, patients, etc., for at
least half of the time (Fagan and Burchell,
2002). Some high-risk occupations and risk fac-
tors are given in Box 22.

Women’s jobs are generally characterised as
‘people work’. Women in managerial and pro-
fessional jobs are also found to do more ‘people
work’ than men employed in these occupation-
al categories. A good example is the work of a
nurse: while a typical professional female nurse
works directly with the patient in the sick ward,
her male colleague is more likely to work in the
intensive care unit, the operating room, or is the
head of the department. In other words, a typ-
ical male nurse has less patient contact than a
female nurse (Dassen et al., 1990).

Younger people are also more at risk than older
people (Cooper et al., 2003). For example, in

safety and

health at work — A review

the UK 1995 labour force survey, 8 % of
women workers reported being physically at-
tacked by a member of the public in the course
of their work — rising to more than one in ten
25-34-year-olds — and nearly one in five
women workers had been threatened with
physical violence. In both cases, the rates for
women were about 20-30 % higher than for
men. This age effect may be due to job segre-
gation, with younger people having more direct
contact with members of the public, possibly
coupled with inexperience as well as lack of au-
thority in the job, for example to resolve a
client’s problem.

It should also be noted that there are large coun-
try differences in reports of work-related vio-
lence. Country differences in the social and eco-
nomic context, such as general levels of crime,
economic and social change, the presence and,
in some countries, growth of the informal eco-
nomic sector could have an impact on types and
levels of violence (Cooper et al., 2003).

Severe under-reporting of incidents was found
in an Italian study in the psychiatric care sector,
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despite the effect of assaults on the physical
and psychological health of staff (Magnavits,
2002). In some work, violence may be seen as
‘part of the job’ or there may be reluctance to
blame the perpetrator. There will also be un-
der-reporting if victims feel they will be
blamed, if there is unlikely to be any preventive
action taken, or if there is no system for re-
porting. The study found that female nursing
staff were in the front line, and incidents in-
cluded scratching, spitting, slapping, kicking
and punching.

The gender of the aggressor in a violent inci-
dent may play a role in encouraging or discour-
aging violence, depending on various circum-
stances. Some research evidence suggests that,
for example, policewomen may be less authori-
tarian and use force less often than their male
counterparts, are better at defusing potentially
violent confrontations, possess better commu-
nication skills, and respond more effectively to
incidents of violence against women (National
Centre for Women and Policing web site). The
presence of a woman may also have an ‘edu-

Safety
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cating’ influence on the behaviour of some po-
tential assailants, and there is some anecdotal
evidence regarding all male and mixed-gender
ambulance crews to support this, with the in-
clusion of a woman in the crew appearing to
have a calming influence. On the other hand,
female police officers may provoke aggression
in some situations and some research suggests
that women police officers would prefer to at-
tend a difficult situation paired with a man
rather than another woman (Nuutinen et al.
1999).

The steps to successful prevention of work-related
violence are well documented. There is no spe-
cific EU-level legislation in this area, although it is
covered by the general requirements of risk as-
sessment and prevention in the EU legislative
framework and individual Member States have
taken a variety of individual measures.

Further research and development of good
practice in specific sectors, occupations and
types of violence is strongly recommended
(Cooper et al., 2003).
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and in the accident and emergency and psychiatry
departments, and during weekends, evening and
night shifts. A working party, involving staff and
managers, investigated the measures needed. A
plan of action was agreed with the works council
and executive board. This included issuing staff with
alarms to be used to alert security staff and setting
up a close cooperation with the police which in-
cluded provisions to call them in to assist in incidents
when necessary and for them to provide informa-
tion to hospital staff about potential problem pa-
tients. A system of issuing yellow and red cards to
aggressors was introduced to inform them when

The effects of sexuval harassment from
colleagues

Sexual harassment is a workplace stressor ex-
perienced much more frequently by women
than by men.

Sharing and exchange of current legislation,
policies and good practice will support the
implementation of the amending Council di-
rective covering sexual harassment at work.

Sexual harassment is increasingly acknowl-
edged as an affront to dignity at work (Cooper
et al., 2003; Herbert, 1999; Kauppinen, 2003).
The European Commission’s code of practice
defines sexual harassment as ‘unwanted con-
duct of a sexual nature, or other conduct based
on sex affecting the dignity of women and men
at work’. The definition includes: unwanted,
improper or offensive behaviour; behaviour that
influences decisions concerning jobs; behaviour
that creates a working environment that is in-
timidating, hostile or humiliating. Forms of sex-
ual harassment include: verbal, e.g. sexual
jokes; non-verbal, e.g. staring; and physical,
e.g. unsolicited touching (European Commis-
sion, 1991; European Commission, Employ-
ment and Social Affairs, 1998).

According to the third European survey on
working conditions, sexual harassment was ex-
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their behaviour was not acceptable and in severe
cases banning them from entering the hospital.
Posters and leaflets describing the policy were
placed in clinics, community centres and other pub-
lic places and notices were put in the local press, to
make the public aware of the policy. Initiatives such
as display boards to keep patients informed in wait-
ing areas were also introduced. The measures were
backed up with staff training and provisions for
counselling, and regular discussions of the pro-
gramme at staff meetings.

Source: European Agency (2002b).

perienced by 2 % of respondents in the previ-
ous 12 months. This figure is double in the
Nordic countries which probably relates to
greater awareness. Women are subjected to
these issues to a much greater extent than men
(4 % compared to 2 %) and the rate is higher
for temporary agency workers than for em-
ployed workers (Paoli and Merlli¢, 2001).

European studies estimate that approximately
30 to 50 % of women have experienced some
form of sexual harassment or unwanted sexual
behaviour in the workplace compared to about
10 % of men. Men also perceive harassment as
less offensive and they experience less negative
consequences (European Commission, Employ-
ment and Social Affairs, 2002a). Younger
women and women in male-dominated work-
places experience more sexual harassment
(Kauppinen, 1999b).

Despite being commonplace, sexual offences at
work go unreported in many cases due to fac-
tors such as fear of losing one’s job, being con-
sidered the guilty party or being socially os-
tracised among work colleagues (Cooper et al.,
2003). See also the comment in the section on
violence about the underestimation of the
problem in the third European survey on work-
ing conditions.

Sexual harassment can have negative outcomes
for both the individual exposed and the organ-



isation. It is a recognised workplace stressor and
affected employees may report negative effects
on their health and well-being and on their job
motivation and satisfaction. Their career ad-
vancement may also suffer. It may affect their
work performance and they may take sick leave.
Sexual harassment can also have a demoralising
effect on the general atmosphere at work
(Kauppinen, 1999b). Employees experience less
harassment and greater job satisfaction in or-
ganisations that are characterised by a positive
and open social climate (Herbert, 1999).

It is recognised that organisations should have
preventive policies and procedures to deal with
sexual harassment (Bleijenbergh et al., 1999;
Herbert, 1999; Kauppinen, 2003). Risk assess-
ments for stress should include sexual harass-
ment. Key elements that policies should cover
are given in Box 24. The amended European di-
rective on equal treatment (Council Directive
2002/73/EC amending Council Directive
76/207/EEC) deems sexual harassment at work
to be discrimination and therefore prohibited,
and requires Member States to take measures to
prevent it. It comes into force in 2005. If fully im-
plemented across the Member States, it would
go a long way to helping to prevent an impor-
tant workplace stressor for women. There are
various examples of legal approaches and prac-

Box 24: Tackling sexual harassment: key
elements for workplace policies

e A clear, contextual definition of sexual harass-
ment.

Detailed provisions for preventive measures.

e A complaint procedure and complaint officer.

Protection and support for harassed employees.

Sanctions for those found guilty of harassment.

e Supportive initiatives such as special training
programmes, designed to raise awareness of
the issue and to equip those with responsibility
for carrying out the procedures.

Source: Bleijenbergh et al. (1999).

tices aimed at prevention. For example, Kaup-
pinen (1999b) describes how sexual harassment
can be included in workplace equality plans.
Many examples of guidelines to prevent sexual
harassment exist. Guidelines tailored to particu-
lar types of work can be useful, and a guide
aimed at preventing sexual harassment in sports
is one such example (Tiihonen and Koivisto,
2002). Information exchange on current prac-
tices both within and outside the EU would sup-
port the implementation of the directive.

The effects of workplace bullying

Women are more likely to suffer bullying at
work. Gender segregation — the concentra-
tion of women in the public sector, where
bullying is more prevalent — is likely to be
one reason for this.

Developing and sharing of Member State
guidelines, good practice and training mater-
ials would be helpful for prevention, as well
as for developing a common understanding
among Member States.

The European survey on working conditions
does not clearly distinguish between intimi-
dation from members of the public and from
colleagues. It would be helpful if the survey
asked separately about both sources as well
as exploring the issues of violence, bullying
and sexual harassment in more detail.

Bullying, mobbing, and psychological or moral
harassment are various terms used to describe
intimidating behaviour between colleagues in
the workplace.

The third European survey on working condi-
tions suggests that women are more likely to
experience intimidation and bullying at work
than men (10 % as opposed to 7 % reported
experiencing it in the previous 12 months).
These figures are a slight increase on the 1995
survey. There are wide differences between
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countries — ranging from 15 % of workers be-
ing subject to intimidation in Finland to 4 % in
Portugal — which probably reflects awareness
of the issue rather than reality (see also the
comment in the section on violence about the
underestimation of the problem in the third Eu-
ropean survey on working conditions). Accord-
ing to other surveys, approximately 5 to 10 %
of the population perceive themselves as being
bullied at any one time and a substantially high-
er number will be regularly exposed to behav-
iour that may be described as bullying behav-
jour without necessarily feeling victimised
(Cooper et al., 2003).

Job segregation may, again, be a reason for
women overall being more exposed, as there
appears to be a higher risk of bullying and in-
timidation in the female-dominated public sec-
tor compared to the private sector (Cooper et
al., 2003). In many individual studies, which are
often confined to one type of sector or work-
place, once account has been taken of the gen-
der composition of the workforce, women do
not appear to be more exposed than men (for
example, see di Martino et al., 2002; Vartia,
2003).
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Some surveys have shown that men are more
likely to be the perpetrators of bullying, but that
this is likely to be because they are more often
in managerial positions (for example, Unison,
1997). One major survey in Ireland found that
the perpetrators of bullying were a single su-
pervisor or manager in 45.3 % of cases (Health
and Safety Agency, 2001). Bullying at work is an
abuse of power and one important source of
bullying is managers who bully subordinates.
This includes senior managers bullying more ju-
nior mangers. Both men and women may bully
and both may be bullied.

There is general agreement that factors giving
rise to workplace bullying relate to workplace
culture and work organisational issues. For ex-
ample, an analysis of data from the third Euro-
pean survey on working conditions (Daubas-
Letourneux and Thébaud-Mony, 2002)
suggests that high levels of bullying among
both men and women are more prevalent
where employees are expected to work in high-
ly flexible work situations, characterised by, for
example, a client or profit-driven work pace and
demanding quality control procedures (see also
Piispa and Saarela, 1999; Menckel, 2001). Bul-



lying has also been found to be typical of large,
poorly run hierarchical organisations with high
work pressures, such as healthcare (Sutela,
1999). However, the precise bullying behaviour
used to coerce or undermine (comments etc.)
may be targeted at particular characteristics of
the bullied person, so may be gender-related, or
may depend on the type of work the bullied
person does — for example, bullied people in
managerial positions, usually men, more often
report being given impossible deadlines than
workers (Vartia, 2003).

As mentioned above, surveys suggest that there
is a higher incidence of bullying in the female-
dominated sectors of public administration, ed-
ucation, healthcare and social work as well as fi-
nancial services sectors. There is also some
suggestion that bullying is also linked to organ-
isational change and these sectors may not only
exhibit the characteristics described above, but
often have also been subjected to corporate
change in recent years.

Exposure to bullying is associated with high lev-
els of stress (Daubas-Letourneux and Thébaud-
Mony, 2002). Bullying affects both physical and
psychosocial well-being, increases sickness ab-
senteeism and may lead to a change of job. Sui-
cidal thoughts are quite common in the most
serious cases (Cooper et al., 2003).

European action in this area will reduce a source
of workplace stress that affects women more
than men. The European Commission’s guide-
lines on work-related stress (European Commis-
sion, 2001) refer to bullying as a source of
stress. The European Parliament has called on
the Member States to review and, if appropri-
ate, to supplement their existing legislation and
to review and standardise the definition of bul-
lying, with a view to counteracting bullying and
sexual harassment at work. While few Member
States have specific legislation on bullying, oth-
ers are looking at bringing in legislation and
some countries have taken regulatory steps by

means of charters, guidelines, and resolutions.
Development and sharing of Member State
guidelines, good practice and training materials
would be helpful for orienting action, as well as
for developing a common understanding be-
tween the Member States (Cooper et al., 2003).

Box 26

Key elements of effective workplace policies to
prevent negative social interactions include:

e commitment from employer and employees to
foster an environment free from bullying;

e outlining which kinds of actions are acceptable
and which are not;

e stating the consequences of breaking the or-
ganisational standards and values, and the
sanctions involved;

e indicating where and how victims can get help;

e commitment to ensure ‘reprisal-free’ complain-
ing;

e explaining procedure for making a complaint;

e clarifying the role of manager, supervisor, con-

tact/support colleague, and trade union repre-
sentatives;

e details of counselling and support services avail-
able for victim and perpetrator;
* maintaining confidentiality.

Source: European Agency (2002d).

Work and domestic violence

The issue of domestic violence is outside the
scope of this report. However, women are more
exposed than men and the issue can spill over
into the workplace. The recipients may suffer ei-
ther physical or psychological health problems
and this may affect their work performance and
result in their taking time off work. In addition,
the threatening partner may, for example, make
phone calls, send e-mails and text messages,
and even visit the victim at the workplace. This
will not only affect the performance of tasks but
the whole atmosphere of the workplace (Euro-
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pean Commission web site (a); End abuse web
site; Miller and Downs, 2000; Valls-Llobet et al.,
1999).

Infectious diseases

Women are more affected by work-related
infectious diseases than men.

In work areas such as the healthcare sector,
which are high-employment areas for
women, there is a higher risk of exposure to
infectious diseases.

Minor infections contracted through work
that cause sickness absence, for example by
those working with young children, are not
generally recognised as being work-related
or recorded.

According to the EU labour force survey,
women are more affected than men in most
Member States by work-related infectious dis-
eases (except Denmark, Spain and Portugal). In-
fectious diseases rank as the fifth most serious
work-related complaint experienced by women
and the eighth most serious complaint experi-
enced by men (Dupré, 2002).

Workers in healthcare, schools and nurseries, as
well as other jobs bringing them into contact
with members of the public, may be exposed to
infectious diseases as a consequence. Some in-
fections can be transmitted from animals to hu-
mans. Those at risk of exposure include agricul-
tural workers, veterinary workers and those
working with laboratory animals. Women's seg-
regation into the care work and other service
sectors, in particular, means that they are more
exposed to infectious diseases at work. For ex-
ample, a study of the healthcare sector in nine
Member States identified biological agents as a
main risk factor (Verschenuren et al., 1995).

Biological hazards for health and social care
workers include a whole range of minor to po-
tentially life-threatening infectious diseases.
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They may come into contact with infected blood
or body fluids, including faeces and urine, as
well as airborne infections. Serious bloodborne
infections include hepatitis B and hepatitis C as
well as HIV, although so far only relatively few
cases of work-related HIV transmission have
been registered (Box 27). Accidents with infect-
ed hypodermic needles or other contaminated
‘sharps’ are one form of transmission of blood-
borne infections. These needlestick injuries are
emotionally as well as physically threatening, as
they can involve possible exposure to serious
and life-threatening infections. Faecal-borne in-
fections include hepatitis A and dysentery. Air-
borne infections include tuberculosis. It is not
just nursing staff who are at risk from biological
agents. So too are the whole range of different
professions and support staff delivering direct
care to patients, as well as others such as clean-
ers, laundry workers, and those working in lab-
oratories or dealing with clinical waste.

In care work, scabies is common too: for exam-
ple, in Finland in the year 2001, there were 109
reported occupational scabies cases among fe-
male healthcare workers and only eight among
men (Ammattitaudit, 2001). The uneven distri-
bution of this disease among men and women
reflects, once again, the different types of jobs
performed, even within one sector.

Those working with small children are more ex-
posed to common colds, stomach infections,
and various infections associated with child-
hood such as chicken pox, which can be more
serious in adults.

In addition to the health effects on the worker,
some diseases can affect the foetus of pregnant
workers, such as rubella.

Especially more minor infections that may be
contracted at work, for example by teachers or
nursery nurses, are not usually officially recog-
nised as work-related illnesses, so do not ap-
pear in work-related absence figures.



Box 27: Healthcare worker exposure to
bloodborne diseases

Among the 35 million healthcare workers world-
wide, about 3 million receive percutaneous expo-
sures to bloodborne pathogens each year, 2
million of those to hepatitis B virus (HBV), 0.9 mil-
lion to hepatitis C virus (HCV) and 170 000 to HIV.
These injuries may result in 15 000 HCV, 70 000
HBV and 500 HIV infections. More than 90 % of
these infections occur in developing countries.
Worldwide, about 40 % of HBV and HCV infec-
tions and 2.5 % of HIV infections in healthcare
workers are attributable to occupational sharps in-
juries. These diseases are largely preventable
through good management, staff training, HBV
immunisation, post-exposure prophylaxis and
good waste management.

Source: WHO (2002b), World Health Report 2002.

Asthma, other respiratory disorders, and
sick-huilding syndrome

Allergy symptoms are increasing in the gen-
eral population and many are caused or
made worse by exposure to sensitising
agents at work.

Across Europe, men seem to be more affect-
ed than women by work-related breathing
and lung problems. However, in some indi-
vidual Member States, the situation is re-
versed. There are many cases of work-related
asthma among both women and men.
Women-dominated work areas where there
may be exposure to the most common causes
of work-related asthma include healthcare
work, textile manufacturing, food produc-
tion and hairdressing.

Women seem to experience sick-building
syndrome symptoms more often than men,
which could be due to different working con-
ditions even when working in the same
workplace.

Reporting and recording of respiratory dis-
eases vary greatly among Member States,

making it difficult to assess the true extent of
the problem as well as gender differences.

Asthma and allergies seem to be increasing in
the industrialised world. Factors suggested as
contributing to this problem include air pollu-
tion, additives, smoking, exposure to environ-
mental tobacco smoke, and changes in diag-
nostic practice, just to mention a few. Many
cases of asthma and other respiratory diseases
in adults are caused or made worse by work. In
addition to asthma, other occupational respira-
tory disorders include: rhinitis, organic dust
toxic syndrome and allergic alveolitis.

The most common causes of occupational
asthma are: isocyanates; flour dust; grain dust;
glutaraldehyde — a powerful disinfectant used
in hospitals; wood dust; natural rubber latex —
for example used to make the fine protective
gloves used by healthcare workers;
solder/colophony; laboratory animals; glues and
resin (Health and Safety Executive, 2002a).
Women workers in the manufacturing, food
and healthcare sectors are among those who
may be exposed to these substances.

Agriculture and forestry and the sawmill indus-
try have particularly high rates of respiratory dis-
eases. However, the female-dominated indus-
tries of food processing and textiles also have
high rates and occupational asthma is well doc-
umented among hairdressers due to the use of
various sprays and chemicals at work (for exam-
ple, Ammattitaudit, 2001). Many industrial
cleaning agents used by cleaners can also cause
asthma. Other factors that may contribute to
gender differences include smoking habits,
access to healthcare and biological differences.

In the EU labour force survey, 8.4 % of men and
6.4 % of women reported breathing or lung
problems as being their most serious work-
related health complaint. However, in Luxem-
bourg, Portugal and the UK, the figures were
higher for women (Dupré, 2002). In the third
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European survey on working conditions 2000,
10 % of men and 8 % of women reported
work-related allergy problems (these figures in-
clude both skin and respiratory problems), but
this percentage difference is reduced to 1 %
when the figures are compared across either
full-time or part-time workers. For both male
and female workers, the reported problems
drop among part-timers, suggesting that the in-
cidence of work-related allergies is related to
exposure.

A study to look at work-related factors regard-
ing the onset of asthma using recorded data of
25-59-year-old Finnish workers during
1986-98 found that 29 % of the new male
asthma cases and 17 % of the new female asth-
ma cases were attributable to work-related fac-
tors. These figures are in contrast to studies that
have looked only at cases that were known to
be due to specific allergens as defined by the
national compensation scheme — which sug-
gests that work-related asthma accounts for
6 % of adult onset cases in men and 4 % in
women (Karjalainen et al., 2001). However, ac-
cording to Finnish statistics from 2001, new fe-
male cases of allergic rhinitis and asthma ex-
ceeded new male cases by 301 to 212.

However, conclusions cannot be drawn solely
on the basis of these figures. As the reporting
and recording of respiratory diseases, particu-
larly asthma, vary greatly among the Member
States, it is difficult to assess the extent of this
problem, including a gender-related picture
(Meding and Torén, 2001). It is important to
harmonise the collection of statistics and make
the reporting of new occupational asthma cases
compulsory.

Air pollutants are not just an issue for ‘dusty’ or
‘fumy’ workplaces. They are also an issue in of-
fices, where a high proportion of workers are
women. The issue of indoor air pollution in of-
fices began to be discussed more seriously at the
beginning of the 1980s, when sick-building syn-
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drome began to be reported in buildings whose
main source of ventilation was an air-condition-
ing system. Although there is no precise scientif-
ic explanation, it has been associated with vari-
ous indoor air quality factors, such as chemicals,
including in construction and furnishing materi-
als, smoking residues and micro-organisms —
bacteria and moulds — in the filters of ventila-
tion systems. Poor indoor air quality may cause a
variety of symptoms, such as headaches, water-
ing eyes, nasal symptoms, cough, frequent
colds, and sensory irritation in general.

Women report sick-building syndrome symp-
toms more than men. However, according to a
Swedish study, job segregation and differences
in work environment may at least partly explain
this. For example, incidents of sick-building syn-
drome have been more common in public sec-
tor buildings and associated jobs, where a high-
er percentage of women are employed. This
suggests that differences in working conditions,
and not differences in sensitivity to symptoms,
account for the increased incidence of symp-
toms among women (Stenberg and Wall, 1995;
Bullinger et al., 1999; Jaakkola et al., 2000;
Messing, 1998). In offices, women are more
likely to carry out photocopying tasks and so are
more exposed to toners, ozone and electrostat-
ic effects (Messing, 1998). In addition, a num-
ber of researchers have pointed out that work-
related stress should also be considered as a
possible contributing factor (for example, Sten-
berg and Wall, 1995).

Multiple chemical syndrome is a condition that
may also be related to sick-building syndrome
and the symptoms are similar. It is also much
more common among women (Messing, 1998;
Kipen et al., 1995). Symptoms include respira-
tory and digestive problems, but can also in-
clude sensitivity to noise. It is thought to be trig-
gered by prior exposure to organic solvents or
other chemicals although some claim that it is
of psychological origin caused, for example, by



stress (Maschewsky, 2002; Environmental Law
Centre web site; see also Fernandez et al.,
1999; Black et al., 2000).

The number of employees, and particularly the
number of women working in offices and simi-
lar kinds of environments, is increasing and this
underlines the importance of taking seriously
symptoms reported by workers in these envi-
ronments, especially as the symptoms are likely
to be due to a very large number of factors
whose individual levels are not considered to be
dangerous. Research focused on the link be-
tween indoor air and health outcome should
adequately address gender issues and also
properly take into account the working condi-
tions that could be causing or contributing to
these symptoms.

Skin diseases

Women workers are more often exposed to
detergents, solvents and water. "Wet jobs’
are particularly associated with hand der-
matitis.

Women have an increased risk of dermatitis
in jobs such as electro-manufacturing work,
hairdressing, healthcare work, mechanics
and metalwork. There is also a high rate
among kitchen workers and cleaners.

Skin rashes are among the symptoms of sick-
building syndrome, which appears to affect
women more than men.

VDU work is sometimes associated with skin
problems such as itching and rashes — pos-
sibly associated with poor indoor climate and
stress.

Occupational skin problems include skin irrita-
tions and allergic dermatitis. Occupational der-
matitis affects virtually all industries and busi-
ness. Symptoms include redness, itching,
scaling and blistering of the skin and it is very
painful. In more severe cases, the skin can crack

and bleed and it can spread over the whole
body. The affected worker may have to take sick
leave or even change or leave their job. The vast
majority of cases result from skin exposure to
chemicals — dusts, liquids and fumes. Onset
following exposure to some substances can be
very quick, but it can also take weeks, months
or even years. Excessive exposure to just water
alone produces skin dryness and chapping, as it
removes skin oils, and this in turn can increase
the possibility of skin irritation. This effect is
even greater where there is exposure to soap
and detergents or solvents, so work-related skin
diseases are common in ‘wet-work’ that re-
quires frequent handling of water and cleaning
agents. Working where the air humidity is very
low also dries the skin (for example, see Meding
and Torén, 2001).

Box 28

‘My hands were all cuts and blisters. | had to get
my boyfriend to help me eat because | could not
hold a knife and fork — could not grip anything
[...]

DM, former apprentice hairdresser.

Source: 'Preventing dermatitis at work’, Health
and Safety Executive (2002b).

Sectors with the highest risk of work-related
skin disease include hairdressing and beauty
care; catering and food processing; cleaning;
construction; engineering; printing; chemical;
healthcare; agriculture and horticulture; rubber
and offshore. Some of these sectors employ a
particularly high proportion of women. Many of
these jobs are so-called ‘wet jobs” and women
are more often exposed to water, detergents
and solvents, for example in jobs such as in hair-
dressing, dental nursing, cleaning and nursing
and caring work. Also, women involved in food
handling, farm work and bakery work are at in-
creased risk. Allergic reaction to latex in protec-
tive gloves can include skin reactions and more

69



rarely respiratory disorders — rhinitis or asthma
(Smith et al., 2002; Wrangso et al., 2001). Latex
allergy has been prevalent among dental and
healthcare workers, for example, and NIOSH es-
timates that, among healthcare workers who
experience frequent latex exposure, 8-12 %
develop sensitivity to latex (NIOSH, 2001). It is
therefore no surprise that women report more
occupational skin diseases than men.

Box 29

In Finland, 60 % of cases of occupational skin dis-
eases reported in 2000 were among women (Am-
mattitaudit, 2000). Female cases of occupational
skin diseases are distributed among sectors as fol-
lows: healthcare and social care (28.5 %), services
(25.5 %), agriculture and forestry (19.9 %) and
manufacturing (14.2 %). For male cases, the in-
dustries are manufacturing (61.4 %), agriculture
and forestry (17.4 %), services (7.0 %), and social
care (3.3 %). Chemical exposures account for
86 % of women’s skin diseases while for men the
equivalent percentage is 91 %. Detergents, the
third biggest cause of skin diseases for women, is
in ninth place for men while men’s third biggest
cause of skin diseases is organic solvents, which is
ninth for women.

Source: Estlander and Jolanki (2003).

There are simple precautions that can be taken
to avoid the use of harmful substances where
possible, for example by using less harmful
ones, safe working practices, the use of good
hand washing and suitable protective gloves
and other personal protection, good hand care
including the use of moisturising creams and
carrying out skin checks for early detection. Par-
ticularly in some of the small businesses where
women are employed, such as hairdressing,
there may be a lack of awareness, resources and
motivation to take the preventive steps needed.

While the occupational skin problems discussed
above are recognised and well documented,
skin problems are also among the symptoms of
sick-building syndrome, and as discussed in the
section on respiratory disorders, sick-building
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syndrome is more prevalent among women.
VDU work is also occasionally associated with
skin problems such as itching and rashes —
possibly associated with poor indoor climate
and stress. The symptoms are mainly reported in
the Nordic countries. Electrostatic or magnetic
fields from VDUs are not causes, according to
current research knowledge (Grénkvist and
Lagerlof, 1999).

To conclude, the higher incidence of dermatitis
among women reflects the jobs they do and
therefore the occupational exposure to sub-
stances that cause skin irritation and allergies.

Work-related cancer

There are links between certain cancers and
certain occupations.

Generally, occupational cancer is more com-
mon among men than women, in particular
due to differences in length and type of
exposure.

Occupational cancer among women is prob-
ably underestimated, for example due to
poorer record keeping on women’s occupa-
tions on death certificates.

Some cancers are more prevalent in occupa-
tions dominated by women.

There are gaps in knowledge, as many occu-
pational cancer studies have not taken
account of gender or female-dominated
occupations.

Improved data collection is needed to
improve assessment of work exposure to
carcinogens among women and therefore
prevention.

There has been a considerable amount of re-
search into work-related cancer and it is esti-
mated that it accounts for 2-5 % of all cancer



cases. Generally, occupational cancer is more
common among men than women, in particu-
lar due to differences in length and type of ex-
posure, but lack of information may lead to un-
derestimation of incidence among women and
this will be discussed later in this section.

A number of chemicals, industrial processes and
occupations have been causally linked with can-
cer in humans. The body parts affected include
the epithelial lining of the respiratory organs
(nasal cavity, paranasal sinuses, larynx and
lung), the urinary tract (renal parenchyma, renal
pelvis and bladder), the mesothelial linings,
bone marrow, liver and reproductive system.

It has been estimated that in the Nordic coun-
tries alone, 3.7 million men and 0.2 million
women were potentially exposed to above-
average levels of one or more industrial carcino-
gens in the time period 1970-84. It was ex-
pected that these exposures would result in
about 1 890 new cases of cancer among men
(3 % of all cancers) and less than 25 among
women (0.1 % of all cancers) every year from
2000 onwards. The fractions attributable to oc-

Box 30: Male and female occupational
exposure to carcinogens

Many of the 150 chemical or biological agents
classified as carcinogens are encountered in occu-
pational settings. The risk of developing cancer is
influenced by the dose received, the potency of
the carcinogen, the presence of other exposures
(notably tobacco smoking), and individual suscep-
tibility. Globally, about 20-30 % of the male and
5-20 % of the female working-age population
(people aged 15-64 years) may have been ex-
posed during their working lives to lung carcino-
gens, including asbestos, arsenic, beryllium, cad-
mium, chromium, diesel exhaust, nickel and silica.
Worldwide, these occupational exposures account
for about 10.3 % of cancer of the lung, trachea
and bronchus, which is the most frequent occupa-
tional cancer. About 2.4 % of leukaemia is attrib-
utable to occupational exposures worldwide.

Source: WHO (2002b), World Health Report 2002.

cupational exposure were estimated to be the
following: 70 % of mesotheliomas, 20 % of
cancers of the nasal cavity and sinuses, 12 % of
lung cancers, 5 % of laryngeal cancers, 2 % of
urinary bladder cancers, 1 % of leukaemias,
and 1 % of renal cancers (Dreyer et al., 1997).

Exposure to carcinogens varies according to the
industry and occupation, for example the links
between elevated incidence of testicular cancer
and prostate cancer and exposures in some
male-dominated industries are relatively well
studied. Certain occupational carcinogens are
also found in certain female-dominated indus-
tries and occupations and there have been a
number of studies and reviews that looked at
the incidence of occupational cancer among
women. These include the reviews by Zahm and
colleagues at the US National Cancer Institute
and a major analysis of cancer registers covering
20 years of data from Finland, Sweden, Den-
mark and Norway by Andersen et al. (1999).

Women working in the health sector may be ex-
posed to antineoplastic drugs, anaesthetic gas-
es, ionising radiation and electromagnetic fields.
Cosmetic industry workers and hairdressers may
be exposed to formaldehyde, hair dyes and hair
sprays, and dry cleaners to tetrachloroethylene
and trichloroethylene. In addition, workers in
various manufacturing industries may be ex-
posed to certain solvents, asbestos, dyes, fumes
and so on, and those working in drug manufac-
turing may be exposed to certain pharmaceuti-
cal substances (for example, see Zahm, 2000;
Blair, 1998) In northern Europe, where the ma-
jority of pub and restaurant workers are
women, exposure to environmental tobacco
smoke is a problem. According to a recent
Finnish study (Autio et al., 2001), workers in
pubs and restaurants are exposed to environ-
mental tobacco smoke for at least four hours
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daily, and the proportion of smokers among
them is 15-20 % higher when compared to the
rest of the population. This means that lung
cancer rates are elevated in this group. An ex-
amination of the Nordic cancer register data
(Andersen et al., 1999) found that women
working in restaurants and pubs and in the to-
bacco and textile industries had higher cancer
rates than women working in other industries.
Other occupations with elevated risks of cancer
included food service workers (lung cancer), and
workers producing beverages.

Certain cancers, such as leukaemia and cancers
of the lung and bladder, appear to have a strong
occupational component. The link between
mesotheliomas and asbestos is well known.
Leukaemia has been observed to be more com-
mon among women exposed to benzene, vinyl

safety and

health at work — A review

chloride, antineoplastic drugs, and radiation.
Nasal cancers may result from an exposure to
nickel compounds and hardwood dust. Elevated
lung cancer rates are associated with exposure
to asbestos, certain metals (for example, nickel
and chromium-6), and environmental tobacco
smoke, and lung cancer among women has
been linked to the furniture, asbestos and food
industries (Blair, 1998). Textile workers, dry
cleaners, and rubber and plastic workers may be
at increased risk of contracting bladder cancer.

Smoking is a causal or contributory factor in
many incidents of lung cancer among women.
Increased smoking is also linked to stressful
work, where smoking may be used as a coping
strategy. The stressful nature of low-control and
monotonous work characterising many women’s
jobs is discussed in the section on stress.
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Elevated rates of breast cancer have been found
among professional women pursuing careers,
such as teachers (Ruben et al., 1993), possibly
related to hormonal influences attributed to de-
layed childbearing. In addition, studies have
shown an increased risk of breast cancer among
women working with pesticides, solvents and in
healthcare. There is also evidence that flight at-
tendants may be at increased risk (Zahm, 2000).
Exposure to artificial light at night has been hy-
pothesised to increase the risk of breast cancer,
as the nocturnal production of melatonin is dis-
turbed (Davis et al., 2001; Schernhammer et al.,
2001; Hansen, 2001).

In all, not enough is known about the causes of
breast and cervical cancers and, in particular,
occupational factors linked to their develop-
ment. NIOSH is therefore conducting studies on
women exposed to a number of substances at
work to determine whether there is a link to
cancers that affect women, such as cervical and
breast cancer. These include ethylene oxide,
used to sterilise medical supplies, breast cancer
in relation to exposure to polychlorinated
biphenyl compounds (PCBs) and cervical cancer
in relation to exposure to the solvent per-
chloroethylene (PERC) used in the dry-cleaning
industry (NIOSH, 2001).

Box 31 presents some female-dominated indus-
tries, carcinogens found in these workplaces
and elevated rates of cancer found among the
women workers.

As stated at the beginning of this section, al-
though occupational cancer is more common
among men than women, lack of information
may be leading to an underestimation of the in-
cidence of occupational cancer among women.
Studies on men are far more numerous than
studies on women for this topic (for example,
see Zahm et al., 1994). Zahm et al. (1994, 2000)

and others such as Messing (1998) report vari-

ous reasons for the imbalance in studies, for ex-

ample:
Assumptions that occupational cancers are
more prevalent in men, so women are ex-
cluded from studies.
Similarly, many studies have focused on
male-dominated jobs.
Lack of data and other methodological is-
sues. In general, there are many difficulties in
investigating occupational cancer, related to
multi-factorial causes and exposures and the
difficulties in investigating diseases that de-
velop over a long time period. However, there
are some specific issues relating to research
on women. For example, many death records
of women do not contain information about
their profession; lack of adequate disease
registries; difficulty tracing women over time;
and lack of appropriate comparison popula-
tion disease rates for working women.
Change in exposure of women to occupa-
tional carcinogens — much information on
occupational cancers comes from data gath-
ered at a time when the number of women
exposed to carcinogens at work was far
lower, for example before the growth of the
semiconductor industry.

It seems that gender is still being ignored in in-
vestigations into possible health effects of new
technologies, products and processes entering
daily and working lives. The possible health ef-
fects of using cellular phones, including the
possibility of cancer linked to their electromag-
netic fields, are one example where so far the
majority of the studies have been gender neu-
tral (see Box 32).

Occupational cancers among women and men
are preventable. Data collection and research
requirements to identify risks to women and to
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improve assessment of workplace exposure

include:

* inclusion of occupation and gender in routine
data collection such as cancer registries and
computerised death certificate data;

o further research on jobs dominated by
women, for example manufacturing with po-
tentially harmful exposures, including in the
semiconductor industry;

* better study designs and research tools to
deal with some of the methodological issues
such as small sample sizes of exposed
women;

* analyses based on specific task and type of
exposure, not just by job title or sector;

* analyses of data for women in existing stud-
ies where data have been collected but never
analysed.

Hearing disorders
Key points

* Male workers suffer more noise-induced
hearing problems than women workers. Men
are more exposed to high levels of noise at
work than women, due to job segregation.

* Female-dominated jobs associated with high
noise exposure include those in food produc-
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tion, bottling and textile manufacturing.
Non-traditional noisy workplaces for women
and men are where loud music is played such
as in clubs and discos.

o Other workplace noise issues, such as stress
from noise below levels that can produce
hearing damage, and oversensitive hearing
warrant further investigation.

* Most studies have been based on male pop-
ulations, and physicians may fail to link cases
of hearing loss in women to work.

e There is some evidence of an emerging risk,
acoustic shock, to which women may be
more exposed, which causes different symp-
toms and has an effect at lower exposure lev-
els than ‘traditional’ noise-induced hearing
loss problems.

Noise-induced hearing disorders and
their prevalence

Noise is a ‘traditional’ hazard in the industri-
alised workplace. Too much noise exposure may
cause a temporary change in hearing (a feeling
of not being able to hear properly or blocked
ears) or temporary tinnitus (ringing, whistling or
buzzing in the ears). These temporary problems
from short exposures tend to go away within a
few hours of leaving the source of the noise.



However, repeated exposures to loud noise can
lead to permanent, incurable hearing loss, tin-
nitus, or oversensitivity to noise. Permanent
hearing loss can also be caused by immediate
exposure to an extremely loud noise such as an
explosion. Noise in the workplace can also
cause stress and be a safety hazard if it inter-
feres with communication. Noise-induced hear-
ing loss develops gradually. The results are that
the person can have difficulty in following con-
versations in a group, answering the telephone
or his or her family complains that the volume
of the television is too high. There are also oc-
cupations where the employees are exposed to
disturbing noise every day, although it is not at
a level to damage hearing, for example school-
teachers. This kind of environmental noise can
be disturbing, be an additional source of stress
and cause, for example, sleeping problems, lack
of concentration, depression and aggressive-
ness.

The development of noise-induced hearing loss
is related to characteristics of the noise such as
the level of noise, duration of daily exposure,
type of noise (continuous or impact noise)
(Campo and Lataye, 1992), exposure to toxic
drugs and certain solvents (Morata et al. 1991,
Myers and Bernstein, 1965) and individual sus-
ceptibility. Biological and human-related factors
(Humes, 1984; Pyykko et al., 1986; Borg et al.,
1992) and genetic factors (Barrends, 1998;
Gates et al., 1999; Kaksonen et al., 1998) have
also been reported, including age and gender.

Work-related hearing disorders are more preva-
lent among men than women. In the European
labour force survey, men reported more than
women in all Member States. In the EU as a
whole, it was reported as the most serious
work-related complaint by 4.2 % of men and
1 % of women (Dupré, 2002). Analysis of the
third European survey on working conditions by
full and part-time work showed a drop from
11 % of full-time male workers reporting suf-
fering a work-related hearing problem to 6 %

for men working part-time. The figures are 3 %
for full-time female workers and 2 % for part-
timers (Fagan and Burchell, 2002).

This gender difference is due to job segregation.
Men are more likely to work in environments
where noisy plant, equipment or tools are used,
such as construction, road maintenance, min-
ing, saw mills, foundries, and engineering
workshops. Many authors have found a signifi-
cant and relatively large difference in the inci-
dence of hearing disorders between men and
women (Berger et al., 1978; 1SO, 1990). How-
ever, once differences in noise exposure are
controlled for, it appears that no difference is
found (Davis et al., 1998).

While noise-induced hearing disorders are less
common among women, there are some
female-dominated industries where noise is a
problem: for example, food processing was the
industry with the largest number of women
with reported hearing disorders in Finland in
2000. Altogether, 801 men and 54 women
were reported to have noise-induced hearing
loss (Ammattitaudit, 2001). Bottling factories
and textile manufacturing are particularly noisy
environments where women may work. Both
women and men may work in environments
where loud music is played.

An acoustic shock incident is defined as a sud-
den increase in high-frequency noise transmit-
ted through a headset. In call centre work, for
example, employees can be exposed in relation
to interference on the telephone line. Although
call handlers may be shocked or startled by the
noise, exposure to these unexpected acoustic
events should not cause hearing damage as as-
sessed by conventional methods. However,
emerging evidence suggests that exposure to
these acoustic incidents, at levels much lower
than is traditionally associated with hearing
damage, is giving rise to other symptoms
(HELA, 2001; Risking Acoustic Shock Confer-
ence, 2001; see also Box 35).
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Noise and reproductive hazards

The possible effect of noise on the foetus is dis-
cussed in the section on reproductive health.

Prevention and detection

The measures needed to prevent and control
exposure to workplace noise are well known. In
general, the number of workers suffering from
noise-induced hearing loss has decreased due
to reductions in some areas of heavy industry
and also better use of preventive measures.
These include the use of quieter machinery, sep-
arating the noisy equipment from workers, and,
as a last resort, the use of hearing protectors.

health at work — A review

There may be an issue for women if earmuffs
designed for the standard (male) head are a bad
fit for people with smaller heads. Training in the
correct use of earmuffs needs to take account
of the correct fitting for people with long hair or
jewellery. Risk assessments and inclusion in
hearing surveillance programmes should be
based on looking at real exposure and not mak-
ing assumptions based on job titles.

While this review did not find information to
support any differences in sensitivity to levels of
occupational noise, it should be noted that
much of the research contributing to current
standards on exposure to noise will have been
based on male-dominated studies. There may
be some underestimation of work-related hear-
ing among women, particularly where there is
also an ageing element in its onset and phy-
sicians do not enquire about possible work
exposures.
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Vibration-related diseases

Key points

Male workers suffer more vibration-related
diseases. Men are much more exposed to vi-
bration at work than women, due to job seg-
regation.

Further study of prognostic factors among
women is needed as well as more study to in-
vestigate whether risk varies between
women and men with the same occupation-
al exposures.

Vibration exposure occurs in many occupations,
from contact with vibrating machinery or
equipment. Hand-arm vibration causes dam-
age to blood vessels and nerves in the fingers.
The resulting condition is known as white finger
disease, Raynaud’s phenomenon or hand-arm
vibration syndrome (HAVS). The affected fingers
turn white, especially when exposed to cold.
Vibration-induced white finger disease also
causes a loss of grip force and reduced sensitiv-
ity to touch. The effect of whole-body vibration
is poorly understood. Studies of drivers of heavy
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vehicles have revealed an increased incidence of
disorders of the bowel and the circulatory, mus-
culoskeletal and neurological systems.

According to data from the third European sur-
vey on working conditions, men are much more
exposed to vibrations at work than women.
Nevertheless, 7 % of female respondents re-
ported being exposed at least half of their time
at work to vibrations from hand tools, machin-
ery, etc. The figure for male respondents was
23 %.

Sewing machines and looms in the textile sector
are one source of exposure to vibrations in
female-dominated jobs. One Swedish study, fol-
lowing up a sample of women who had report-
ed work-related hand-arm vibration injuries to
the Social Insurance Office or had received com-
pensation, found the highest prevalence was
among dental technicians using handheld vi-
brating tools (Bylund et al., 2002).

There is also evidence of an increased risk of
work-related upper limb disorders in occupa-
tional groups working with vibrating tools
(Buckle and Devereux, 1999). Bylund and
Burstrom (2003) cite several studies that indi-
cate that women may have a higher rate of
symptoms from the use of vibrating tools than
men. The issue of appropriate ergonomically
designed tools for women users has already
been discussed. Where women use vibrating
tools that are ergonomically poorly designed,
could they be at increased risk of vibration dis-
orders and upper limb disorders compared to
men? Anthropometric factors linked to higher
rates of vibration injuries include being short
and use of higher grip forces (studies cited by
Bylund and Burstrém, 2003). They carried out
their own study, that took account not only of
vibration level, frequency and duration, accord-
ing to the international standard for vibration
exposure measurement, but also handgrip
forces, postures and individual factors. Accord-
ing to their results, once anthropometrical dif-
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ferences were taken into account, no gender
differences in power absorption rates were
found. Research on vibration injuries has pre-
dominantly been carried out on men. More re-
search is needed to investigate further both the
ergonomic issues and gender differences in sus-
ceptibility. There may be risks of menstrual dis-
turbances and spontaneous abortions among
women exposed to whole-body vibrations and
this should be investigated further.

Working temperatures

Men report more exposure to hot and cold
working conditions than women.

It is important to look at the nature of the
work being done in hot and cold conditions.

According to the third European survey on
working conditions, men are more likely to re-
port being exposed to either hot or cold tem-
peratures for at least half their time at work
than women; 11 % of women respondents re-
ported working in high temperatures and 7 %
in low temperatures. The corresponding figures
for men were 17 and 16 %.

Work areas where women may be exposed to
hot temperatures include kitchens and laun-
dries and agriculture. As well as agriculture,
food processing is one area where women may
be exposed to cold temperatures.

Women are probably very under-represented in
the extremes of exposure to noise, damp, cold
or heat at work. However, for example, a study
in the poultry-processing industry found that
women were not exposed to the extreme cold
of freezers, but they were in relatively immobile
postures at around four degrees, whereas men
walked back and forth from extreme cold to
room temperature. Women were more likely to
report cold extremities (Messing et al., 1998b;
Messing, 1999). It is also important to look at



the type of work being done, as, for example, it
appears that working in cold temperatures may
increase the risk of work-related upper limb
disorders.

Reproductive health

Most research on reproductive health has
concentrated on pregnant women and foetal
protection and only pregnant women and
new mothers are covered by specific EU
legislation.

The possible influence of working conditions
on some women's health issues, such as
menstruation and the menopause, has been
almost completely ignored.

More research and workplace guidance are
needed on the effect of work on other repro-
ductive hazards relating to both women and
men, including fertility, sexuality, early
menopause, and menstrual disorders.

Incorporating indicators of reproductive
health complaints into European surveys of
working conditions outcomes could be
considered.

Existing good practice for research methodol-
ogy and risk assessment and prevention
should be shared.

Clearly, the reproductive systems of women and
men are different and this means that the re-
productive health of women and men is affect-
ed differently by exposures in the workplace.
Reproductive disorders include birth defects,
developmental disorders, spontaneous abor-
tion, early foetal death, low birth weight, pre-
term birth, and congenital defects and illness in
the offspring; they also include reduced fertility,
impotence, and menstrual disorders. Particu-
larly for women, these issues should be dealt
with in the context of their life, because they
are related to age (White, 2000).

In contrast to some other occupational safety
and health areas, work hazards in relation to
reproductive health have been most studied in
relation to women. For example, in an analysis
of recent journal articles (see Box 57 in Section
5), 93 of 251 articles on women'’s occupational
health dealt only with reproductive health,
while for men it was only 15 of 314 articles.

The focus has been very much on pregnancy,
looking at the woman as the child bearer and
carer, and the health of the foetus and new-
born child. There have even been examples of
legislative ‘foetal protection policies’ that ex-
clude women of fertile age from employment.
Even if well meaning, these policies ignore the
fact that men are also exposed to prenatal re-
productive hazards and restrict the view of
women’s reproductive health (Stellman and
Lucas, 2000). Consequently, less attention has
been paid to the effect of work on male and fe-
male fertility, sexual and reproductive function-
ing, and issues concerning new and nursing
mothers.

While there have been individual studies look-
ing at the reproductive health effects of partic-
ular workplace hazards, there seem to be no
overall figures about the extent to which work
affects reproductive health. The European
labour force surveys on working conditions
have not included questions in this area. Al-
though numerous occupational exposures have
been demonstrated to impair fertility (e.g. lead,
solvents and some pesticides), the overall con-
tribution of occupational exposures to male and
female infertility is unknown.

Work exposure of pregnant women can affect
their offspring in various ways. Chemical sub-
stances that enter the mother’s bloodstream
can pass into breast milk. Poor working condi-
tions can contribute to a range of health issues
for women associated with pregnancy and the
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period after giving birth, including tiredness and
fatigue, pain and discomfort, back problems,
postural problems, swollen legs, nausea, blood
pressure changes and stress.

Box 36: Hairdressing and low birth
weight babies

Hairdressers are exposed to many chemicals in their
work. This may cause allergies, asthma, hand
eczema and other health problems. Furthermore,
according to a study of over 7 000 Swedish hair-
dressers, they also have a slight increased risk of
having low birth weight babies, and infants with
major malformation compared with women from
the general population. The authors found that fre-
guent exposure to chemicals used in permanent
waving and hair spray tended to be associated with
increased risk of having a low birth weight baby
(Rylander et al., 2002). However, there are other
factors that could also contribute within the hair-
dressers’ work, such as prolonged static standing.

The EU has a specific directive on the protection
of pregnant workers and workers who have re-
cently given birth or are breastfeeding (Council
Directive 92/85/EEC). Employers are obliged to
carry out a risk assessment for these workers.
They should first act to remove hazards and
avoid or reduce the risks found. If it is not pos-
sible to remove the risks, the directive requires
the woman to be offered alternative work, or if
that is not possible, she should be suspended
from work with maintenance of salary, al-
though there are arguments that the directive
should be strengthened concerning obligations
to remove risks at source (for example, see
Vogel, 2002). The directive also includes mea-
sures for maternity leave, time off for antenatal
examinations and protection from dismissal.
In addition, the EU requires the labelling of
chemicals for reproductive toxicity.

The directive recognises a broad range of chemi-
cal, physical and biological agents, work process-
es and working conditions that could present a
risk for new and expectant mothers. The Euro-
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pean Community has produced additional
guidelines on risk assessment to support the im-
plementation of the directive (European Com-
mission, 2000a). A list of the factors that the
guidelines cover is given in Box 37. However, the
guidelines do not mention issues such as postna-
tal depression, which can be a serious problem
for some women returning to work.

Many Member States have produced additional
good practice guidelines and protocols to sup-
port their own regulations brought in to comply
with the directive. For example, Spain has pro-
duced good practice guidelines, a negotiating
guide and protocol and guidelines for inspectors
(Spanish Ministry of Employment and Social Af-
fairs, 2002). Italian activities have included guide-
lines on assessing risks related to pregnancy from
noise, vibrations and antineoplastic drugs
(ISPESL, 2002). It should also be noted that, in
workplaces, exposure of all workers to many of
these hazards should already be controlled ac-
cording to the requirements of more general Eu-
ropean Union directives, for example covering
dangerous substances. Properly implementing
the general and specific legislation and guide-
lines in workplaces would go a long way to im-
proving the health of pregnant women and the
foetus. This could be supported by improved
awareness of the types of jobs and tasks where
there could be risks, as well as studies and the de-
velopment of practical tools on effective risk as-
sessment and intervention. Existing good prac-
tice should be shared. Awareness of rights and
benefits available is important too. In Finland,
there have been findings that the take-up rate of
special leave for pregnant women has been low-
er than expected due to lack of awareness of em-
ployers and employees.

Risks in this area and means of preventing them
still need to be studied further, for example ad-
eqguate testing of chemicals for reproductive ef-
fects and the effects of repetitive work, fast-
paced work, cramp postures and static effort.
More research attention also needs to be given
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to the effects of working conditions on the
health of the woman herself, and the effective-
ness of legislative and supporting measures
should be assessed. The rest of this section will
look at those areas of reproductive health that
have received rather less attention and are not
covered by specific legislation.

Menstrual disorders and fertility

Menstrual disorders include dysmenorrhoea —
severe menstrual pain and cramps, amenor-
rhoea — absence of menstruation, irregular cy-
cles, anovulatory cycles and reduction in fertility.
Menstruation is not openly talked about, even
among women, and it is highly unlikely to ap-
pear among the possible list of work-related
health symptoms in checklists and surveys that
are commonly used to assist workplace risk as-
sessments. If the question does appear, women
may still be reluctant to answer it (Messing,
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1998) and, in addition, women are reluctant to
draw attention to ‘women’s problems’ in the
workplace. Despite the fact that it is relatively
easy to carry out studies looking at menstrual
health compared to other reproductive health
issues, there is a paucity of research on the
menstrual cycle in relation to work exposures
(Messing, 1998).

Some work has been done and, for example,
Figa-Talamanca (1999) cites the following work
exposures that have been associated with men-
strual disorders:

strenuous physical work associated with dis-
ruptions of the menstrual cycle;

demanding and stressful work showing men-
strual effects in women workers in sectors in-
cluding agriculture, industry, service sector,
nursing, air transport, armed forces, etc.;
occupational stress associated with dysmen-
orrhoea;

exposure to hormones and alkylating agents,
for example in the pharmaceutical industry
associated with menstrual disorders;
exposure to halogenated hydrocarbons and
organophospates, for example in the produc-
tion and use of pesticides, associated with
menstrual problems (see also Valls-Llobet,
2002);

exposure to heavy metals such as lead, mer-
cury and cadmium in the metal mechanic in-
dustry associated with abnormal menses and
amenorrhoea;

Box 39: An example of a gender-sensitive
approach to fertility studies

Sallmén (2000) investigated whether occupational
exposure to organic solvents or inorganic lead is as-
sociated with reduced fertility. Data on time to preg-
nancy were collected both from female workers and
wives of male workers. Daily or high maternal expo-
sure to solvents correlated with reduced fertility. In
particular, halogenated hydrocarbons and aliphatic
hydrocarbons increased the risk, and prolonged
times to pregnancies were observed among women
working in dry-cleaners, shoe factories and the
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exposure of dental workers to mercury used
in dental amalgams associated with reduced
ability to conceive;

exposure to environmental noise and hot and
cold working conditions in the food industry
associated with dysmenorrhoea, hormonal
disturbances and reduced fertility;

exposure to solvents, such as benzene,
styrene, carbon disulphide and formaldehyde
associated with menstrual and ovarian func-
tion disturbances and reduced fertility;
exposure to solvents, including ‘within ac-

ceptable exposure standards’ for example
styrene, xylene, toluene, trichloroethylene,
tetrachloroethylene, which are used, for ex-
ample, in dry cleaning and laboratories asso-
ciated with delays in conception.

In addition, NIOSH (1999b) mentions that expo-
sure to carbon disulphide (CS,) is associated
with menstrual cycle changes among viscose
rayon workers.

Women commonly experience pre-menstrual
symptoms. Pre-menstrual syndrome consists of
many symptoms such as mood swings, forget-
fulness, lack of concentration, tiredness, ap-
petite changes, abdominal bloating, sore
breasts, swelling of hands and feet, hot flushes,
muscle aches, headaches and migraine. Expo-
sure to workplace stressors may contribute to or
increase the symptoms of pre-menstrual syn-
drome as stress affects the menstrual cycle

metal industry. High maternal exposure to lead was
only tentatively associated with prolonged time to
pregnancy. The study also provides limited support
for the hypothesis that paternal exposure to organ-
ic solvents reduces fertility and that exposure to in-
organic lead is associated with delayed conception.
The potential biasing effect of restriction to couples
with pregnancies was investigated by including a
register-based study on the occurrence of marital
pregnancies among the wives of the monitored
men. The findings of the study strengthened the
conclusion.



(Hatch et al., 1999). Reducing stress may relieve
symptoms.

One way of studying fertility is to measure fe-
cundability — i.e. the probability of clinical
pregnancy in a given menstrual cycle. However,
see Baird and Strassmann (2000) for informa-
tion about the limitations of some existing stud-
ies on fertility.

Endometriosis is a hormonal and immune con-
dition in which the cells lining the interior of the
uterus (endometrium) are found in other parts
of the body. It produces a variety of symptoms
including menstrual disorders, moderate or se-
vere abdominal pain, bowel problems, or infer-
tility. The cause is not known, but any investiga-
tions into environmental causes should take
account of work exposures.

Most research into reproductive health has con-
cerned physical, chemical and biological agents.
Limited attention has been given to the effect
of psychosocial risk exposures on reproductive
health. One study has looked at the relationship
between working hours and libido or sexual dri-
ve (Pryce et al., submitted). A relationship was
found between long working hours and report-
ed impairments to libido for men, and between
inflexible working hours and impaired libido for
women. However, as the researchers point out,
the study did not take account of the unpaid
work in the home, and this should be taken into
consideration in future research. In a survey of
the health of women workers in the Tuscany re-
gion in Italy, there were reports of reduction in
libido, as well as menstrual disorders, in relation
to workplace stress (Massai, 2001).

Little attention has been paid to the effect of
work exposures in relation to early onset of the
menopause. However, some studies suggest as-

sociations between age at natural menopause
and environmental exposures. For example,
Wise et al. (2002) found a link between eco-
nomic hardship and early onset of the
menopause and they suggested that it was
probably a combination of factors including
stress and exposure to tobacco smoke and other
toxins. Cooper et al. (2002) looked at exposure
to plasma polychlorinated biphenyls (PCBs) and
1,1-dichloro-2,2-bis(-chlorophenyl) ethylene
(DDE) and age at natural menopause. They
found an association between DDE and early
age at natural menopause similar to the associ-
ation between smoking and menopause, but
no association was seen with PCBs. They con-
clude that prospective studies, in which expo-
sure measurements are taken before
menopause, would be particularly useful for
further research.

In contrast, much more attention has been fo-
cused on the possibility of hormonal changes,
for example seen at menopause, being the
cause of musculoskeletal disorders, such as
carpal tunnel syndrome, in women. However,
the role of female hormones in the development
of musculoskeletal disorders is very poorly un-
derstood and the literature is inconsistent. The
data do not confirm that hormonal status is an
important modifier of the effect of ergonomic
exposures at work on musculoskeletal disorders.
In particular, it should also be remembered that
older women workers are likely to have had
longer exposure to the poor ergonomic working
conditions that are known to give rise to muscu-
loskeletal disorders (Punnett and Herbert, 2000;
Messing, 1998; Doyal, 2002).

One study concerning the menopause and
work has been a survey of worker safety repre-
sentatives in the UK about the issue (Paul,
2003). A question about the menopause was
included in a general survey of trade union safe-
ty representatives about working conditions
and 22 % of respondents said that women at
work were raising the menopause as a problem
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made worse by work. As a result, a further sur-
vey to look specifically at the workplace health
and safety implications was carried out. The re-
port of the survey mentions various factors as-
sociated with the menopause that can be made
worse by work or more difficult to cope with,
including: hot flushes and sweats; headaches,
tiredness and fatigue; stress, anxiety and de-
pression; disturbed sleep patterns; heavy or
more unpredictable menstrual bleeding; skin
and eye dryness and irritation; side effects of
hormone replacement therapy such as nausea
and vomiting; urgency to urinate; increased risk
of osteoporosis from sedentary work, restricted
posture, dietary factors or lack of light (diet and
light linked to calcium deficiency).

The survey results suggest a number of ways in

which occupational safety and health policies

and health-promotion policies can be support-
ive to women going through the menopause.

Measures for prevention and control in the

workplace include:

* adjustable working temperature, adjusting
humidity and additional, individual ventila-
tion;

* access to suitable rest and toilet facilities and
cold drinking water;

* adequate and flexible rest breaks and toilet
breaks;

* suitable uniforms (layered and loose clothing)
and protective clothing;

* access to natural light;

* providing better seating;

 reducing long hours and stress;

 healthy eating options, for example in can-
teens or snack vending machines;

» working policies for time off for treatment,
flexible working conditions and constructive
handling of sickness absence;

« facilitating access to information and advice;

e providing a sympathetic and supportive
working environment.

Source: Paul (2003).
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Male reproductive health

The focus on the foetus of the pregnant woman
has meant that much less attention has been
paid to fertility and genetic damage of both
male and female workers. However, organisa-
tions such as NIOSH point out that observed
global trends in men’s decreasing sperm counts
have increased concerns about the role of
chemicals encountered at work and in the envi-
ronment at large (NIOSH web site (a). See also



European Commission, 1999). Pesticides, radia-
tion, lead and heat exposure are among the
conditions that affect sperm and male fertility
(Messing, 1998; NIOSH, 1997). More studies
are also needed on the effects of work expo-
sures on reproductive health. However, again,
implementation in the workplace of existing
general legislation on dangerous substances
and physical agents would go a long way to
protecting male reproductive health.

Box 41: Legislation on reproductive
health

While all EU Member States have introduced leg-
islation on the protection of pregnant women at
work, Finland is one country that has introduced
occupational safety legislation that covers repro-
ductive hazards more broadly. Risk assessment
must take account of ‘the potential risks to repro-
ductive health” and exposure to hazardous chemi-
cals, physical agents and biological agents shall be
reduced so that ‘no risk is caused to the employ-
ees’ safety or health or reproductive health’. Risk
assessment must also take account of ‘the em-
ployees’ age, gender, occupational skills and other
personal capacities’.

Source: Occupational Safety and Health Act
738/2002: Finnish Ministry of Social Affairs.

The effects of working hours and
inflexibility, and responsihility for
household duties

Work-life balance is important for all work-
ing people. Long hours, ‘non-standard’ ele-
ments in work schedules and lack of worker
control or flexibility in working hours
contribute to the mismatch between work
and other aspects of life.

Policies and practices to support those with
caring responsibilities would particularly ben-
efit women.

Men working full-time also want to work
fewer hours and those with families want to

take advantage of ‘family-friendly’ working
practices. ‘Work—family’ policy debates
should also address men‘s work schedules,
which should also help women to work in
male-dominated areas.

The legislative and social policy context great-
ly affects the extent, operation and outcome
of ‘family-friendly’ policies.

Women's working life is physically and men-
tally more demanding where they perform a
‘double shift" of paid work and unpaid work
in the home. A more equal division of re-
sponsibilities at home would certainly benefit
women, but could bring positive changes for
men as well.

Further investigation is needed into what
women and men consider to be ‘compatible’
schedules and effective policy and practice to
improve work-life balance, and examples of
good practice should be shared.

In the EU, there has been a growth of house-
holds where both partners are in work, and
‘dual partnership’ households are now more
prevalent than ‘'male only working’ households
in most Member States (Franco and Winqvist,
2002). As has already been discussed, there is an
uneven sharing of unpaid work in the home,
with women generally still doing far more, even
when both partners work full-time. This means
that, for many working women, their everyday
working life is both physically and mentally more
demanding and stressful as they are carrying out
a 'double shift’ of paid and unpaid work. Even
when ill, women still often have to take care of
the needs of their family members and thus may
not be able to get sufficient rest to recover.

Various studies have pointed out that this dou-
ble workload could have serious health and
safety consequences, and women are most ex-
posed to this situation (Bielenski and Hartmann,
2000; Fagan and Burchell, 2002; Yeandle et al.,
1999; Bercusson and Weiler, 1999; Kauppinen
and Kandolin, 1998; Rohlfs et al., 2002; Valls-
Llobet et al., 1999; Artazcoz, 2001). Stress and
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chronic fatigue can be the outcome of the ‘dou-
ble shift’ and documented health effects in-
clude raised blood pressure (Brisson et al.,
1999). Long and inflexible working hours and
arrangements are recognised as contributing to
work-related stress, causing conflict between
work and home life. Lifting, awkward postures
and repetitive movements are a feature of many
household tasks, although there has been little
study of this (Punnett and Herbert, 2000).
Cleaners are among those who may be exposed
to the same chemical agents at work and in the
home.

As already discussed, gender differences in
working hours vary between the Member
States, including the extent of part-time work-
ing and the number of part-time hours worked,
and this partly reflects variation between tax
systems, childcare provisions and institutional
arrangements. For women, employment rates
and the number of hours worked vary by age.
This will be influenced to a large extent by their
greater domestic responsibilities. Research and
surveys, for example by the European Founda-
tion, have found evidence of a clear desire and
motivation on the part of both men and women
to take part in paid employment. However, it
was also found that a large proportion of
women and men in full-time jobs would like to
work shorter hours and devote more time to
their private life. Men tend to work the longest
working weeks (more than 45 hours) and their
ideal would be 37. ‘Work—family’ incompatibil-
ity increases as full-time hours lengthen and is
most acute for those working at or in excess of
the 48-hour maximum set in the EU working
time directive. Preference for part-time work is
widespread, particularly among women, al-
though many working part-time would prefer
to work more hours. In summary, a large pro-
portion of both men and women workers
would like to alter their working hours, to
change from either very short part-time work or
very long hours to long part-time or moderate

86

full-time hours (see Atkinson, 2000; European
Foundation, 2002c; Fagan et al., 2001; Fagan
and Burchell, 2002).

The European survey on working conditions
found that both men and women were more
likely to report that their work schedules are
compatible with life outside work if they have
‘standard’ work schedules of daytime, weekday
and fixed hours, as well as not working long
full-time hours. Men more often report this in-
compatibility than women, often because they
have 'non-standard’ elements in their work
schedule in combination with a longer working
week (Fagan and Burchell, 2002).

Box 42

Within the labour market, having children strong-
ly influences the participation of women in partic-
ular. Available statistics from 11 Member States
show that 72 % of childless women aged 20-50
are employed compared to 94 % of men in the
same group. This figure drops to 54 % for women
with children under six compared to a much small-
er drop to 89 % for men in the same group (Euro-
pean Commission, Social Agenda 2, 2002).

Box 43

Family-friendly policies are [...] policies that fa-
cilitate the reconciliation of work and family life by
fostering adequacy of family resources and child
development, that facilitate parental choice about
work and care, and promote gender equality in
employment opportunities (OECD, 2002).

Elements of family-friendly work arrangements
can include:

e childcare arrangements such as workplace facil-
ities or financial incentives;

e maternity and paternity leave;
e part-time work;
® |eave when children are ill;

o flexible working hours and working arrange-
ments;

e working from home.



There is clearly often a mismatch between work
organisation and goals at work on the one
hand, and commitments and aims outside of
work on the other, and the consequences are
often greater for women, but there is also scope
for change. Attention should be paid to achiev-
ing good work-life balance for all working peo-
ple. Among measures to support this are poli-
cies and practices to support parents and carers,
and there appears to be strong support from
employees, both female and male, for improve-
ments in this area (for example, ACTU, 2003).

An OECD report points out a number of effects
of failure to reconcile work and family life. Par-
ents — or would-be parents — may decide to
delay having children, have fewer children than
they really want or not have them at all. While
some may prefer to drop out of the labour mar-
ket to care for children, others would like to
work or work longer hours but cannot due to
inappropriate working hours or lack of child-
care, etc. Others may work longer than they
want, putting the family under strain, which
can even result in broken relationships or young
people going without the care they need
(OECD, 2002). Family-friendly policies are there-
fore a benefit to employers, for example by
helping them to keep skilled and experienced
staff, attract new staff using their positive

Box 44

A working group at a healthcare trust (hospital and
related services), in the UK, developed an approach
to working-time and employment practices that
enables staff to combine work more easily with the
rest of their lives. Once the scheme was developed,
it went through the joint staff committee, a forum
of managers and staff representatives, before it
was finally approved. Scope for flexibility includes
part-time working, temporarily reduced working
hours, job-share, staggered working hours, annual
hours, phased return to work, working from
home, career break, special and parental leave and
personalised annual leave — an increase in leave
entitlement up to a maximum of 40 days a year,

image and reducing stress on employees with
children.

There are also a number of important, broader
issues that should be taken into account, but
which are outside the scope of this report, such
as access to formal and informal childcare, fam-
ily income in and out of work, as well as family-
friendly work arrangements and child-related
leave programmes, and there are wide
variations in these areas between Member
States. For examples and discussion relating to
wider issues such as governmental policy, legis-
lation and taxation systems, see OECD (2002).
Its detailed report of policies in the Netherlands,
Denmark and Australia points out that there
can be problems with ‘family-friendly’ policies,
such as increasing gender segregation if they
are available only in organisations or sectors
that have a female-dominated workforce (see
also Gonas, 2002), and that the legislative and
social policy context greatly affects the extent,
operation and outcome of ‘family-friendly’
policies.

In Finland, legislation now allows organisations
to arrange childcare services for those employ-
ees who would otherwise stay at home to look
after a sick child. According to the law, childcare
service paid for by the employer is a tax-free

with a commensurate reduction in salary or a re-
duction in entitlement by up to five days for addi-
tional salary.

A large supermarket chain in the UK is undertaking a
work-life review, which will bring together and stan-
dardise a range of strategies that are already in place
into a formalised work-life policy. Current benefits in-
clude enhanced maternity pay, paternity and parental
leave, career breaks, adoption and fostering leave,
leave for fertility treatment, time off for emergencies,
paid bereavement leave, nursery facilities (in London
only), part-time, flexible working and job-share.

Source: Creating a work—life balance: A good prac-
tice guide for employers, UK Department of Trade
and Industry, 2000.
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benefit for the employee. However, the benefit
does not necessarily concern all employees, but
might be granted only for people in key or se-
nior positions in the company. The employee is
entitled to two to four days of childcare ser-
vices, which is the same length of time that an
employee would be allowed to stay at home to
care for a sick child (Cancedda, 2001).

Where implementing work-life balance prac-
tices is on a voluntary basis, it seems that many
organisations are yet to be convinced of the
benefits — for example, a recent UK study
found that only 3 % of the establishments that
it surveyed offered any daycare programme for
employees’ children and only 8 % offered any
financial assistance for this (Taylor, 2002). How-
ever, there are a growing number of examples
of good practice (see Box 44).

As well as working hours and childcare arrange-
ments, the culture of an organisation towards

safety and

health at work — A review

new mothers and fathers also has an effect. Ac-
cording to a study on new parents (Borrill and
Kidd, 1994), women had more difficulty dis-
cussing their altered circumstances and expec-
tations with their managers than men, due to
feelings of insecurity, anxiety and mistrust of
the organisation. To promote more even task
sharing in the home, action is also needed to
change traditional perceptions of roles of male
and female parents. Artazcoz (2001) suggests
that gender-sensitive education activities in
schools, workplaces and mass media are need-
ed in order to increase the consciousness of
sharing domestic roles and responsibilities.

While positive action to reconcile work and
family life is clearly particularly important for
women, improved family-friendly work policies
benefit both parents and research suggests that
men are concerned about this too (O’Brien and
Shemilt, 2003). In the ‘traditional’ work model,
where men work full-time and are frequently
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expected to work long hours, many complain
that they hardly see their children growing up.
Also, men’s long working hours are a block to
the aim of furthering their participation in their
family roles (Kauppinen, 1999a; see also Kaup-
pinen and Kandolin, 1998). Therefore,
‘work—family’ policy debates should address
men'’s schedules as well as women’s. Further-
more, improving men’s work schedules would
enable more women to enter and progress in
male-dominated employment areas as well as
facilitating more men becoming involved in
childcare and other household tasks. Further in-
vestigation is also needed into what women
and men consider to be a ‘compatible’ work
schedule and the reasons why (Fagan and
Burchell, 2002).

Finally, better sharing of domestic and caring
work between women and men would improve
the quality of women’s working life and facili-
tate their participation in the job market, and it
could also bring positive changes for men as
well. Based on its research findings, the Euro-
pean Foundation (2002¢) states ‘public author-
ities as well as social partners have a key role to
play in developing measures to promote the
reconciliation of work and family life. They are
at the core of the tool for change.’

Occupational voice loss — an emerging
risk

There is evidence of voice problems related to
some jobs, such as teaching and speaking on
the telephone.

Women may be more at risk than men due to
job segregation.

Good practices for prevention exist.

More research, awareness-raising and pre-
ventive actions are needed.

There is a small but growing amount of infor-
mation and evidence about links between job

and voice-related problems. The medical term
for voice problems is dysphonia. The condition
is not just an inability to speak but also includes
pain, tension, croakiness, irritating cough, in-
ability to modulate, poor or no vocal power and
breathing difficulties (HELA, 2001). People who
use the voice extensively will be at increased risk
of suffering continuous vibratory stresses of the
laryngeal mucosa (causing swelling and injuries
such as mucosal haemorrhage) and developing
voice fold polyps and nodules (Dikkers and
Nikkels, 1995).

Apart from singers, incidents have been docu-
mented among teachers (for example, see Cor-
tazar Lopez et al., 2002; Harisinghani, 2000),
daycare staff (for example, Sala et al., 1999) and
jobs requiring high telephone use (such work
includes telephonists, telephone sales and call
centre work). Because of job segregation, work-
related voice problems may affect women more
than men. For example, in a study of 430 pa-
tients presenting themselves with voice com-
plaints at the doctor’'s surgery, a 14 % incidence
of mucosal disease was found in women and
10 % in men (Bastian and Thomas, 2000).

Suggested preventive measures include: design
of workplaces to reduce noise; breaks; actions
to reduce stress at work; attention to air hu-
midity; access to drinks; avoidance of talking
with a cold; training to speak with relaxed
voice-box muscles, using the larynx’s optimum
pitch and in voice projection; training and
awareness to recognise the symptoms early and
what types of voice use to avoid (see Box 46).

Further investigation is recommended, includ-
ing preventive measures in the classroom. Pos-
sible gender differences that could be investi-
gated include: different male and female voice
pitch — it could be that, in some circumstances,
some pitches are easier to hear than others, so
these people do not need to raise their voices as
much — and job segregation (within teaching,
a higher percentage of female teachers work
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with younger age groups compared to men.
Are some age groups noisier than others?).
Awareness-raising and preventive actions are
also needed.

Appearances

Some jobs require employees to wear specific
clothes and the requirements of dress should not
conflict with health and safety. While there may
be such requirements placed on both men and
women workers, they may affect women more.

Uniforms should be designed with the job in
mind. For example, in some countries, the de-
sign of nurses’ uniforms frequently used to be
quite tight fitting, with a straight skirt. Some
were also expected to wear a cap. Both dresses
and headgear can inhibit movement for carry-
ing out work tasks safely, such as manual hand-
ling, while trousers or culottes are the most
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practical solution (Rogers and Salvage, 1988).
At least, in healthcare jobs, there is general
recognition of this, for example see Health and
Safety Commission (1998), and suitability of
clothing is mentioned in the European directive
on manual handling at work. But, in other jobs,
for example in the case of shop staff who may
also have to carry out lifting tasks, there may be
less appreciation of the additional risk. As has
been referred to, clothing requirements can be
an issue for women going through the
menopause and who are subject to hot flushes,
and they should be able to wear layered and
loose clothing (Paul, 2003).

Dress requirements for work may also specify
the type of shoes to be worn. Unsuitable
footwear can contribute to slipping and trip-
ping accidents or it may just be uncomfortable
if the job involves a lot of standing or walking.
In some jobs, such as in retail shoe shops, staff



may find themselves wearing shoes with heels
or slippery soles to climb step ladders to reach
stock. Fashion models if required to wear ex-
tremely high, narrow heeled or platform shoes
may be at risk of tripping and falling and of
twisting or breaking an ankle. Workers need to
have footwear that is suitable for their working
environment, taking account of the type of
work, floor surface, typical floor conditions and
the slip-resistant properties of the sole (Euro-
pean Agency, 2001¢).

In some jobs, there may be a certain pressure,
even if not explicit, to meet physical appearance
requirements which could be prejudicial to health
if required on a long-term basis. Actors may gain
or lose weight for a particular part in the short
term, or, in general, both female and male actors
can be under pressure to maintain a youthful ap-
pearance in order to keep working, although the
pressure is probably higher on women. The re-
quirements on models regarding aspects of phys-
ical appearance, such as to maintain a certain
body weight, can be demanding, but other parts
of the fashion industry, including high street gar-
ment stores, may put pressure on female staff
concerning their weight, in the belief that model-
like staff will sell more clothes. Previously, there
were expectations that airhostesses should con-
form to certain appearance standards, such as
weight, although this has now been relaxed.

The health and safety of women in
agriculture

The agricultural sector is still a significant em-
ployer of women in some Member States and
in the candidate countries.

Many more women contribute as wives, part-
ners or family members. These workers may
not be covered by occupational safety and
health legislation.

Women are concentrated in the elementary
jobs in the agricultural sector.

Although the accident rate is higher for men,
both men and women report high levels of
accidents in the sector.

The European Parliament (2002) has, in its dis-
cussion of a Community strategy on safety and
health at work, highlighted the need to pay
closer attention to women working in the agri-
cultural sector.

The agricultural sector is a significant employer
of both women and men in the EU. Agriculture
is the fifth highest employer of men in the EU,
some 5 % of the total workforce, and the sev-
enth highest employer of women, accounting
for 3 % of women in employment. In Greece
and Portugal, agriculture is still the main em-
ployer of women (Dupré, 2002). In the candi-
date countries, the sector is much more impor-
tant, accounting for 21 % of employed people
compared to 5 % in the EU according to the Eu-
ropean Foundation (Paoli, 2002), with the rate
for Romania at 45 %. The sector is more im-
portant in the candidate countries than in the
Member States, including for the employment
of women. Many women will also contribute as
wives or partners of farmers, and temporary,
casual seasonal work, for example during the
harvesting season, is probably an important fea-
ture of women'’s work in this sector. Traditional-
ly, a farm in Europe is a family concern worked
basically by a couple, with the wife helping her
husband with numerous daily tasks (Fremont,
2001). In the United States, women'’s participa-
tion in agriculture is increasing, for example
with more daughters entering family businesses
(McCoy et al., 2002). Of family workers in agri-
culture in the EU, 38 % are women (Linares,
2003, and see Box 47).

There is likely to be considerable task segrega-
tion by gender; for example, traditionally on
some farms men picked apples (involving work-
ing up a ladder), and women harvested soft fruit
from the ground (involving work in a stooping
position). The apple pickers earned more.
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Women are concentrated in elementary jobs in
the agricultural sector (European Foundation,
2002¢). Women farm managers are generally
older and have had a lower level of agricultural
training than men (Fremont, 2001).

Box 47

Women family agricultural workers are generally:
® 38 % of family workers;

e older than men;

e working part-time (86 %);

e the spouse of the holder (three in four spouses
are women; almost one holder in four is a
woman);

e managing smallholdings.

Source: Linares (2003), ‘Women and men in agri-
culture: a statistical look at the family labour
force’, Statistics in Focus, Theme 5: Agriculture
and fisheries, 4/2003, Eurostat.

According to Eurostat figures, adjusted for
hours worked, in the EU, men only have around
a 1.5 times higher accident rate than women in
agriculture. This compares to around 2.33 times
higher in manufacturing and 3.33 times higher
in construction (see Table 1 and Figure 3 in An-
nex 7). According to the third European survey
on working conditions, agricultural workers re-
port a high level of back injuries (57 %). They
are high among the occupations likely to suffer
accidents — 13 % report suffering accidents
compared to a 7 % average. Up to 41 % in the
agricultural and fishing sector think that their
health and safety is at risk because of their work
(Paoli and Merllié, 2001).

Hazards on the farm include exposure to pesti-
cides (that can have reproductive health effects),
exposure to diseases transmitted by animals,
manual handling and repetitive work in awk-
ward postures, exposure to harmful rays of the
sun and cold and wet weather conditions, use of
dangerous machinery, etc. (see also Annex 8).
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According to McCoy et al. (2002), to date, few
studies have examined work-related injuries
among farm women. Even less is known about
the extent to which occupational risks are recog-
nised when women seek medical care. They
suggest that differences in size and stature, in-
creased physical strain, and low maximal oxygen
uptake may predispose women to ergonomic-
related injuries. Again, the design of tools and
equipment for a diverse population will be an is-
sue and examination of the real jobs carried out
by women agricultural workers in relation to oc-
cupational safety and health is needed.

The many women who are partners in family-
run farming businesses and not employees may
fall outside the scope of safety and health legis-
lation. Some Member States, such as the UK,
have decided to treat such farm workers as em-
ployees for the application of safety and health
law, and have covered the issue in sector guid-
ance (Health and Safety Commission, 1999).

Health and safety in the fisheries sector

The fisheries sector is very male dominated, es-
pecially work on seagoing fishing vessels where
women only make up 3 % of the workforce, but
they are more involved in other parts such as:
aquaculture; processing — where they are over-
represented, predominating in the low-grade,
unskilled jobs; management and administration;
and, as in the agricultural sector, informal sup-
port to seagoing spouses and partners, where
they play an important, yet undervalued role.

One EU study for the European Commission
looked at equality issues among women in the
sector, although it did not cover occupational
safety and health issues. It found that women
feel unwelcome in the seagoing sector, but have
little interest in participating for reasons such as
health, safety and welfare issues including the
heavy physical work involved, need for extra fa-
cilities on board, dangerous nature of the work,
problem of mixed crews on cramped boats and



‘rough’ male culture on board. In other parts of
the sector where women are more present, sig-
nificant discrimination was found. The study
found that vocational training and education is
likely to be key to improving women’s position
and prospects in the sector. Safety and health is-
sues were not mentioned as topics for training,
but it would seem logical to include them in any
training initiatives. Similar to the situation in the
agricultural sector, many women support sea-
going spouses and partners, including manage-
ment and administration functions, communica-
tion, marketing and practical back-up. The study
also recommended training for these women,
including safety at sea (MacAlister Elliott and
Partners, 2002). The European Community
strategy on safety and health at work 2002-06
also mentions the importance of strengthening
the role of women in improving working and
safety conditions within the fishing industry.

The health and safety of domestic
workers and homeworkers

Both domestic and homeworkers are a
female-dominated workforce and a signifi-
cant employment area for women.

A diverse range of jobs and tasks may be car-
ried out in both areas, exposing them to a va-
riety of hazards.

Poor access to occupational safety and health
advice, information and training, isolation
and an informal and precarious employment
situation are among the factors that could in-
crease exposure to hazards for this group of
workers compared to workers carrying out
similar tasks on business premises.

Many homeworkers are technically self-
employed so do not come under the scope of
the European legislative framework, and
domestic servants are specifically excluded.

The European Parliament (2002) has, in its dis-
cussion of a Community strategy on safety and

health at work, highlighted the need to look at
the occupational safety and health protection of
domestic workers and homeworkers. This
female-dominated group falls outside the scope
of the European occupational safety and health
legislative framework. The work is characterised
by a lack of employment rights and being casual
and low-paid work. Much of the work is unde-
clared. According to Eurostat figures, 2 % of em-
ployed women work in private households,
which represents the eighth highest employment
sector for women (Eurostat, 2002b). Some
women may choose this type of work as its flex-
ibility suits their family obligations, for example.

Paid domestic work is diverse in nature and will
include cleaning, laundry work, cooking, caring
for children and the elderly and infirm, helping
at family celebrations, gardening and home
maintenance (Cancedda, 2001; Lutz, undated)
and exposure to hazards associated with this
work. Included among these hazards are toxic
chemicals, heavy lifting and repetitive move-
ments, awkward postures and working while
standing (Valls-Llobet et al., 1999). These
women workers may also be more at risk of in-
timidation and harassment by the people they
work for, due to their vulnerable and isolated
situation. They may work for two hours a day in
a home, but often work in various different
homes, or they may be on-call 24 hours and live
on the premises of those they work for. House-
hold work is one of the largest employment
areas for immigrant women (Cancedda, 2001)
and they may be even more vulnerable — there
have even been cases reported where women
have been found working virtually in a state of
slavery, as house prisoners.

Although there is not much information avail-
able on this sector, some information that does
exist suggests that it is high risk, for example
Vogel (2002) quotes Belgian work accident data
from 1998 that ‘shows an overall severity rate
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well above the private sector average (12.10 per
1 000 against 2.18)".

In a report for the European Commission con-
cerning immigrant domestic workers, Anderson
and Phizacklea (1997) list the following as com-
mon problems faced by domestic workers:

e unpaid hours;

* low income, often less than the minimum
wage; denial of wages in cases of dismissal
following the trial or probation periods;

o refusal by employers to arrange legal resident
status (for tax reasons etc.);

e control and sexual harassment;

 pressure to do additional work (for friends
and colleagues);

» excessive workloads, especially where in ad-
dition to caring for children and elderly peo-
ple they are responsible for all other house-
hold chores;

° very intimate relationships between the do-
mestic helpers and their employers.

Domestic workers are even less likely than
women doing similar tasks within enterprises to
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receive information, instruction and training on
safety and health hazards. Nor are their em-
ployers likely to receive information about risks
to domestic workers and their prevention. A
quick search of the Internet found information
for employers about vetting the criminal record
of domestic workers and even the possibility of
diseases being passed on by immigrant domes-
tic workers, but nothing about ensuring the
safety of those they may employ. The fact that
this group of workers falls outside the occupa-
tional safety and health system is probably one
of the reasons why there is also little occupa-
tional safety and health information available
about or for this group. In addition, they are a
more or less unrepresented group of workers,
for example by trade unions.

Australia is one country that has made changes
to its employment and compensation legisla-
tion to include domestic servants. In 1998, do-
mestic workers became covered under the Aus-
tralian workers’ compensation scheme and in
2002 sections of the Labour Act were amended
to include domestic servants — Labour Act
(Chapter 93), ‘Labour (domestic servants) rules’.




Working from home is not a new phenomenon.
However, the use of information technology
has increased the possibilities, and this sub-
group are often known as teleworkers. Home-
workers carry out a range of activities including
sewing and knitting, packing, assembly, solder-
ing and telesales. Technological changes have
meant that skilled workers are now more likely
to work from home. Homeworkers are there-
fore far from being a homogeneous group and
the health and safety issues they face vary.
However, a large proportion of them are
women. One study on what is known about
homeworkers and their occupational safety and
health has been carried out in Great Britain for
the national OSH authority, in response to con-
cerns that a proportion of homeworkers could
be working under conditions that were unac-
ceptable ‘in usual circumstances’ (O'Hara,
2002). It was based on a literature review, focus
group discussions with homeworkers and inter-
views with employers. It was carried out to shed
light on the numbers, trends, reasons for home-
working and risk factors facing homeworkers in
Great Britain and to provide recommendations
for further research into the health and safety of
homeworkers.

The main findings of the report included the
following:

In Great Britain, homeworkers account for
2.3 % of the employed workforce. Census
and labour force survey data reveal a consid-
erable increase in the number of people
working at home since the early 1980s.

Women constitute the majority of those
working mainly at home, though men are
more likely to work at home on an occasion-
al basis. Women homeworkers are more like-
ly to work in manufacturing than non-home-
workers. The opposite appears to be the case
for men.

Ethnic minorities were found to be under-
represented in homeworking compared to
the employed workforce as a whole, but they
were over-represented in manual and low-
paid homework.

The main industry sectors for homework ac-
tivities were business services and manufac-
turing and the main occupations identified
were sewing, assembly and packing and non-
manual occupations such as clerical, secretar-
ial and administrative work. The majority of
homework suppliers are small firms.

The main reasons for working at home for
employees were childcare, financial and flex-
ibility, and the main disadvantages were poor
pay, isolation, mess and irregularity of work.
The main reasons identified for employing
homeworkers included flexibility/dealing
with fluctuating workflows, reduced costs,
restricted space, and solving childcare prob-
lems, and the main disadvantages were diffi-
culty with supervision and reduced contact
with staff.

Environmental hazards caused by homework
included: lack of space, dirt, smell, noise,
electrical, and fire. Hazards perceived as
causing accidents and ill health included poor
seating, repetitive work, manual handling
and working with substances such as solder,
glues and paints. The main health problems
experienced by homeworkers were muscu-
loskeletal pain, eye strain, headaches and
mental strain.

The research studies provide evidence of ac-
cidents affecting homeworkers and others in
their home, including children. Accidents and
health problems often go unreported to the
company supplying the work. Even those
homeworkers who sought medical treatment
had not always informed the health profes-
sionals that their problem was work-related.
Levels of awareness of health and safety is-
sues appeared to be quite poor as was access
to health and safety information, equipment
and training. Homeworkers had not seen
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official guidance and were not familiar with
health and safety legislation relevant to
homeworking. Risk assessments were not
being carried out. There is a high level of
under-reporting of accidents.

Many homeworkers were in favour of the
labour inspectorate focusing more attention
on homeworking and the possibility of visits
to homes. In relation to the kind of guidance
information that would be useful, some ex-
pressed a preference for brief leaflets, which
are more specific to the different types of ac-
tivities. Translation of guidance and videos or
other pictorial formats were also mentioned.
Both homeworkers and their employers ap-
peared to be confused over employment sta-
tus and its implications for health and safety
provision.

The report's recommendations included the
following:

Further research, for example to: obtain more
recent data; obtain baseline information;
look at differences between homeworkers in
different sectors and compare those who

Box 50: EU social dialogue agreement on
teleworking includes safety and
health

The subgroup of more recent homeworkers who
use information technology, whereby often their
home becomes their office, are known as tele-
workers. An EU-level framework agreement on
teleworking between the social partners (employer
and trade union organisations UNICE/UEAPME,
CEEP and ETUC) on teleworking includes health
and safety elements. This is a good example of

Occupational safety and health of women
working in ‘non-traditional’ areas

The National Institute for Occupational Safety

and Health (NIOSH), in the United States, is car-
rying out research on the health and safety of
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work at home some of the time with those
who work at home all of the time and those
who do homework with employer-based
workers doing the same jobs; investigate
which kinds of tools and interventions would
be most appropriate; and explore issues such
as homeworkers working from home be-
cause health problems or disability make it
difficult for them to go out to work.
Carrying out sector-based case studies of
good practice in health and safety for home-
workers, to be used to develop guidance on
identifying risks and appropriate control mea-
sures. The development of guidance should
include piloting and address the need for
translation into languages other than English.
Investigating a reliable system of recording ac-
cident and ill-health data among this group.
Identifying more effective means of commu-
nicating on occupational safety and health to
homeworkers and their employers.
Exploring the issue of confusion over the
coverage of homeworkers with self-
employed status by occupational safety and
health regulations.

mainstreaming occupational safety and health into
other employment areas. There is a three-year im-
plementation period for this voluntary agreement,
with effect from July 2002. For further information,
see:

e European Commission, Employment and Social
Affairs web site (b), ‘Teleworking agreement’;

e European Commission, Employment and Social
Affairs (2002b), Social Agenda 3. 2002;

o InfoBASE web site.

women in non-traditional employment areas. It
points out that ‘women in non-traditional em-
ployment may face health and safety risks due
to the equipment and clothing provided to
them at their workplace. Personal protective
equipment and clothing are often designed for



average-sized men. The protective function of
equipment and clothing (such as respirators,
work gloves and work boots) may be reduced
when they do not fit female workers properly’
(NIOSH factsheet). They may also hinder carry-
ing out the work safely and properly.

NIOSH estimates that women’s participation in
the US construction sector will increase over the
next 10-15 years. As a response to this issue, it
carried out interviews and surveys with women
in the sector and, based on this, produced a list
of issues and ideas for providing safety and
health protection for a diverse construction

Box 51: Women in transport — an
example of ‘non-traditional’
employment

Although previously uncommon, jobs that involve
travel are not a new area of employment for
women. In the mid-19th century, for example,
Scottish female fish workers used to travel hun-
dreds of miles every year to follow and gut the her-
ring (Kumpulainen, 2000). However, in recent
decades, the proportion of women working in oc-
cupations that call for physical mobility has been
growing rapidly. One of the biggest problems in
this kind of work is the reconciliation of work and
family.

Working in SMEs

While men are more likely to be self-
employed or run small businesses than
women, many women will be involved as
wives or partners, and women are over-
represented as employees.

There are examples of schemes aimed at risk
prevention in SMEs that cover female-domi-
nated work areas, but it will be important to
ensure that resources are going towards both
risks to women and men in SMEs.

Initiatives aimed at providing worker repre-
sentative coverage on safety matters in SMEs

workforce. The issues highlighted were train-
ing, personal protective equipment, sanitary fa-
cilities, workplace culture, ergonomics and re-
productive hazards (NIOSH, 1999a).

Women who work in non-traditional employ-
ment settings may also face specific types of
stressors. For instance, they may be exposed to
sexual harassment and gender-based discrimin-
ation.

It is also important that working conditions are
not a barrier to women entering ‘non-traditional’
areas of employment.

Train and lorry drivers, pilots, and other transport
workers have traditionally been men, but the number
of women workers is gradually growing. The Interna-
tional Transport Workers' Federation carried out a sur-
vey of their members in civil aviation, docks, fisheries,
inland navigation, railways, road transport, seafaring
and tourism services. The results show that women
workers in the transport sector are subjected to vari-
ous forms of discrimination: the standards and atti-
tudes concerning recruitment, pay and promotion,
maternity, marital status and company image are
more favourable towards men. The transport industry
is also known to have a high risk of violence (Interna-
tional Transport Workers' Federation, 2000, 2002).

would be beneficial to the many women
working in SMEs who have no form of repre-
sentation.

According to the European survey on working
conditions, of the 17 % of the working popula-
tion who are self-employed, only one in three is
awoman. However, women are over-represented
as employees in small, private firms, while men
are more likely to work in medium-sized and
large private companies (Fagan and Burchell,
2002). Small firms have a poorer health and
safety record compared to medium-sized and
large firms, their employees are less likely to re-
ceive training and they are less likely to be mem-
bers of a trade union.
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As in the agricultural sector, many more women
will support their husbands or partners who run
SMEs, or are self-employed, without being vis-
ible or recognised as workers, so they are also ig-
nored for health and safety purposes. One
French initiative has recognised that even
among small businesses in the construction sec-
tor, spouses and partners can play a significant
role: a professional association for prevention in
the building industry, together with the con-
struction federation and the construction indus-
try’s women's group, developed training re-
sources for spouses and partners involved in very
small enterprises in the construction industry, to
enable them to identify risks and prevention

safety and

health at work — A review

measures. As many of the women carry out per-
sonal tasks, they can also play a very important
role in the enterprises’ management, including
in the enterprises’ prevention policy (European
Agency, 2003a).

Member States have been introducing schemes
to raise awareness and provide practical support
and resources to SMEs to help them manage
health and safety risk prevention (for example,
see European Agency, 2003¢). Partnerships of
OSH organisations, social partners and non-gov-
ernmental organisations (NGOs) have been car-
rying out a variety of SME-focused OSH projects
(for example, see European Agency, 20033,
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2003b). While there are examples of actions that
cover female-dominated work areas, it will be
important to ensure that project resources are
going towards both risk prevention to women
and men workers.

Schemes or systems for worker safety represen-
tatives or advisers to operate on a regional
basis, with the rights to consultation and to pro-
vide representation in a number of smaller
workplaces, could be particularly useful to un-
represented women employees in smaller work-
places. Some Member States, which do not
have provisions for union safety representatives
to operate on a regional basis, have been suc-
cessfully piloting such an approach, including in
the hospitality and voluntary sectors, which are
high-employment sectors for women (for ex-
ample, see York Consulting, 2003).

Occupational safety and health of
commercial sex workers

For many women in the EU, sex work is an oc-
cupation. However, sex workers are often
overlooked in activities on occupational health
and safety. This can be because their work is
often illegal and not covered by occupational
safety and health or other employment legisla-
tion. Research and interventions for this group
also have most often focused on sexual health
issues, and, more recently, work-related vio-
lence, to the neglect of other issues such as
broader physical or mental health issues. Haz-
ards faced by sex workers include: sexual

Box 53: Prostitution and legislation

Prostitution and brothels became legal businesses in
the Netherlands in 2000. By legalising prostitution,
the Dutch Government aims to protect and improve
the position of sex workers and prevent illegal im-
migrants from going into prostitution. Sex club
owners now have official permits and licences to run
their businesses as long as they follow the legisla-
tion, including detailed guidelines and standards
concerning health and safety. The legislation makes

health hazards, including sexually transmis-
sible diseases and resultant mortality, infertility
and gynaecological problems, violence and
drug and alcohol abuse problems and mental
health hazards, with stigma and powerless-
ness as contributing factors (Plumridge, 1999).

Plumridge also points out that the occupational
health of sex workers is influenced by local legis-
lation, customs and contexts, as the example in
Box 53 from the Netherlands also illustrates, and
that the most crucial determinant of health is the
degree of control they have over their working
lives. Those working outside the law are at much
greater risk.

Some OSH authorities have produced guidance in
this area. For example, WorkCover, the Health
and Safety Authority in New South Wales, Aus-
tralia, has produced health and safety guidelines
for brothels (WorkCover, 2001). The issues affect-
ing sex workers were also addressed in papers
presented at the third International Congress on
Women, Work and Health, 2002. Conclusions
from the congress were that: those involved in
programmes and policy related to the health and
working conditions of sex workers should cover
the whole range of relevant occupational safety
and health issues; health interventions should be
responsive to what sex workers really think and
want from interventions; and it is important that
interventions are carried out in a context free
from moral or cultural judgment. Finally, it is
worth commenting that there is probably even
less information available about male prostitutes.

a distinction between voluntary and involuntary
prostitution, which is aimed at enabling the author-
ities to regulate the sex industry, abolish the modern
‘sex slave’ trade and sexual abuse of minors, and
combat the criminal side effects of prostitution,
such as money laundering and drug dealing. How-
ever, only women from within the EU are allowed
work permits, as the law governing entry of non-EU
labourers into the country does not recognise
prostitution (Schippers, 2002).
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The work-related health of older women

Older workers are not a homogeneous
group, and gender differences do exist.
There is not much specific literature on the
health at work of older women as a group.
Policy on the ageing workforce should take
account of gender.

Demographic changes mean that the average
age of the workforce is increasing. This means
that older women, over the age of 45, now
hold an important place in the labour market.
For both employers and the economy as a
whole, as well as for the well-being of older
women themselves, it is important that work is
not impacting negatively on their health. It is
now recognised that the health and safety of
older workers as a group merits attention, and
ageing workers are featured among the priori-
ties in the European Community strategy on
health and safety at work 2002-06. This strat-
egy includes the objective that ‘preventive mea-
sures should take account of the age factor and
particularly target young workers and ageing
workers'. In addition, it has also been shown
that early retirement is more common in enter-
prises with poor quality working environments
(Forss et al., 2001; Hakola, 2002). In general,
action is needed to reorganise the working en-
vironment to prevent premature wear and tear
and allow people to remain longer in work
(European Foundation, 2002a).

Although much more attention is now being
paid in the scientific literature and in terms of
interventions related to issues for older workers
in general (for example, European Foundation,
2002a, 2002b), there is very little specific litera-
ture on the health at work of older women as a
group. One source of information is a literature
review by Doyal (2002). Among the issues for
the health of older working women in the
45-64 age group highlighted in the study are:
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older workers are not a homogeneous group
and there will be gender-related differences
within the group; menopause-related issues;
job segregation with older women being even
more likely to be concentrated in the tradition-
al 'female’ occupations with lower rewards and
status, as they are less likely to have benefited
from the equal opportunities strategies of re-
cent years; as they grow older many women
move from part-time to full-time work; longer
work exposure to hazards due to the length of
time working; musculoskeletal problems and
stress being the most commonly reported
symptoms by this group; and their domestic
workload (there may be a more uneven sharing
of domestic responsibilities among older cou-
ples than younger ones), including their often
greater role as carers of elderly relatives.

The study by Doyal (op. cit.) makes a number of
recommendations for stakeholders — employers,
trade unions, researchers and governments —
concerned with the health of older women work-
ers. These are focused on taking an approach that
is both age-sensitive and gender-sensitive, to
tackle both age and gender discrimination. Work-

Box 54: Support for carers of elderly
relatives

Older women workers are often carers of elderly
relatives. Employed carers in Germany report high
levels of stress and very often experience work in-
terruptions or have to miss work altogether; they
are prone to financial loss, for example, due to un-
paid time off; and they often miss business meet-
ings and training opportunities and lose out on
promotions. The strongest negative consequence
for employers is the loss of qualified, committed
and experienced employees.

Siemens is one German company that has imple-
mented a policy for carers who are in employ-
ment. The measures involve flexibility in working
time and place of work and leave options, as well
as an information and referral service, and coun-
selling and advice in connection with company-
based social work measures.

Source: Naegele (1999).



place OSH recommendations include that risk-
assessment and management measures take ac-
count of both age and gender issues, that older
women workers are consulted, and that appro-
priate occupational health services and support
for carers are provided. Research recommenda-
tions include paying attention to age and gender
in the design of studies, and involving women
workers in the design and implementation of
studies. OSH recommendations for governments
include: gathering more age and gender-related
data; promoting support services for employed
carers; developing an age-sensitive and gender-
sensitive OSH approach; and for the European
Commission, in particular, to take account of the
needs of older women workers when planning its
OSH policies and programmes. The age-sensitive
and gender-sensitive OSH recommendations for
trade unions include: awareness raising; negoti-
ating; training of worker representatives and in-
volvement of older women workers.

Migrant women workers

Many workers, including women, migrate to find
work or better work, or because they have be-
come refugees. Workers may migrate between
countries within the EU, or come from outside
the EU. Kane (1999b) reports that international
migrant women are to be found ‘disproportion-
ately in low-paid and poorly unionised factories
where they may experience inadequate lighting,
ventilation and safety precautions. They are also
concentrated in the non-formal sector where, for
example, women street vendors or leaflet distrib-
utors may face exposure to sunburn and
melanomas: working conditions amongst such
women are seldom studied. Women migrants
are also disproportionately employed in home-
work and paid — but poorly — by the piece; they
often work very long hours and the pressure in-
creases the risk of accidental injuries from, for ex-
ample, sewing machines.” They may also be
drawn into prostitution. Language barriers may
prevent migrants from understanding occupa-

tional health and safety information and training,
raising issues or obtaining help and also create
difficulties for them in obtaining help from
healthcare systems. The invisibility of women in
migration data makes it difficult to ascertain
much about them (United Nations, 1995).

Occupational hazards and gender
worldwide

This report concentrates on looking at working
conditions and gender within the EU and the
candidate countries. However, with the increase
in globalisation, it becomes increasingly appro-
priate to consider the situation elsewhere in the
world, including developing countries. As well
as comparing the situation regarding gender
and working conditions to that in Europe, it is
useful to consider what strategies have been
adopted for prevention. At the international
level, the ILO and others have carried out activ-
ities to analyse gender issues in relation to oc-
cupational hazards. Many of the findings corre-
spond to the situation at the European level
described in this report, and some further infor-
mation is given in Annex 8.

Different jobs, different exposures —
implications of gender segregation

As has been seen in this section, different occu-
pations, different tasks and different numbers of
hours worked mean different exposure to haz-
ards and different health outcomes. Many differ-
ences in working conditions are more closely re-
lated to sector and position in the occupational
hierarchy than to gender per se (Fagan and
Burchell, 2002). Fagan and Burchell found in
their analysis of the European survey on working
conditions data that overall gender differences
were still present when comparisons were made
within occupational status groups and, in some
instances, the difference was more pronounced
when it was averaged across all white-collar and
blue-collar employment. For some working con-
ditions, they found an interaction between
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gender and occupational status, where the gen-
der pattern within a particular group contradict-
ed the overall comparison for all employment.
The examples they provide are that the average
gender difference in ergonomic conditions was
slight, but, among professionals, women were
more exposed to ergonomic hazards and also the
minority of women working in craft jobs were
more exposed to ergonomic hazards than men in
this occupational area. Similarly, they found that
repetitive tasks were particularly prevalent in
blue-collar jobs, and that among blue-collar
workers the rate was highest among women.
Regarding material and physical hazards, they
found that in both blue-collar and white-collar
jobs, men were more exposed to these risks than
women, with the gender difference most pro-
nounced in manual jobs. However, overall, expo-
sure was highest for men in manual jobs, fol-
lowed by women in manual jobs.

The presence of vertical and task segregation
means that it cannot be assumed that women
and men working in the same sector or even in
the same job are carrying out the same tasks —
i.e. exposed to the same hazards. This has im-
plications for research and the analyses of acci-
dent and ill-health statistics by gender, as well
as for risk assessments and interventions.

Messing and Stellman (1999) propose that the
gender division of labour affects women'’s
health in at least six ways:

Women’s jobs have specific characteristics
(repetition, monotony, static effort, multiple
simultaneous responsibilities) which may lead
over time to changes in physical and mental
health.

Spaces, equipment and schedules designed
in relation to the average male body and
lifestyle may cause problems for women.
Occupational segregation may result in
health risks for women and men by causing
task fragmentation, thereby increasing repe-
tition and monotony.

Sex-based job assignment may be vaunted as
protecting the health of both sexes and thus
distract from more effective occupational
health-promotion practices.

Discrimination is stressful in and of itself and
may affect mental health.

Part-time workers are excluded from many
health-promoting benefits such as adequate
sick leave and maternity leave.

Fagan and Burchell have summarised the rela-
tionship between gender, occupational status
and working conditions found in the data from
the third European survey on working condi-
tions (see Annex 9). Also, Stellman and Lucas
(2000) have summarised some of the main haz-
ards that women can expect to encounter in the
various domains of work in which they pre-
dominate (see Box 55). These include physical,
chemical and biological hazards as well as psy-
chosocial hazards.

Box 55: Examples of hazards in areas of women'’s work (after Stellman and Lucas, 2000)

Area of work

Biological hazards

Physical hazards

Chemical hazards

Stress

Motherhood and
childcare

Infectious diseases (par-
ticularly respiratory)

Injuries associated with
lifting and carrying

Household cleaning
agents

Stress associated with
caring occupations;
burnout

Water, sanitation and
cleanliness

Infectious diseases (par-
ticularly waterborne)

Injuries associated with
lifting and carrying

Household cleaning
agents

Healthcare

Infectious diseases (es-
pecially airborne and
bloodborne)

Injuries associated with
lifting and carrying; ion-
ising radiation

Cleaning, sterilising,
and disinfecting agents;
laboratory agents and
drugs

Stress associated with
caring occupations;
burnout
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ABSENTEEISM, DISABILITY,
COMPENSATION AND
REHABILITATION

In most European countries, employees are en-
titled to payment in the case of sickness ab-
sence, or to benefits in the case of occupation-
al disability. However, in many countries, the
condition has to be established as work-related
in order to obtain the compensation. In the next
sections, we examine sickness absence, occupa-
tional-related compensation arrangements and
rehabilitation. It should be noted that informa-
tion from different Member States, even within
the EU, is often not directly comparable, due to
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the different national policies, infrastructures
and practices, so only quite general compar-
isons can be made.

Key points

e \WWomen have more work-related sickness ab-
sence than men and slightly more non-work-
related sickness absence than men.

¢ In the European labour force survey, younger
women reported taking more non-work-
related sick leave than younger men. This
could be due to taking leave for children’s
sickness, especially as the trend is reduced in
older workers. Other studies have not found
a link between having children and women'’s
sick leave rate.

* Some absence that is really related to work,
such as minor infections among those work-
ing with small children, is usually treated as
non-work-related.

* National legal and social policy context ap-
pears to have a large influence on sick leave
and disability figures. Some Member States
allow parents to take absence for children’s
sickness, for example.

The only cross-European data available for com-
parison of sick leave at present are self-report
data. Self-reported sickness absence may reflect
an underestimation of the real absence, since
one often does not recall all days taken as sick
leave over a period of, for example, one year.
Making a judgment about whether sick leave is
work- or non-work-related will also be affected
by the level of awareness of the causes of par-
ticular health problems etc. However, in gener-
al, self-reported sickness absence is found to be
correlated to the recorded sickness absence in-
formation, and is considered a valid indicator of
relative differences and changes in the recorded
sickness absence (e.g. Harrison and Schaffer,
1994; Rees, 1993).



According to the third European survey on
working conditions, 10 % of women and men
are taking sick leave due to health problems
that they attribute to work. If a comparison is
made by full-time and part-time workers, in
each group women report more ill-health ab-
sence than men (part-timers are less likely to be
absent than full-timers). The pattern of absence
was found to be similar for both women and
men (Fagan and Burchell, 2002. See also Table
7 in Annex 6). Causes of work-related absence
have been dealt with in previous sections.

Minor infections, such as common colds, are a
significant cause of absence from work (for ex-
ample, Vahtera et al., 1997). However, there is
research evidence that a poor-quality working
environment is as great a cause of absenteeism
as, for example, a sedentary lifestyle charac-
terised by obesity, lack of exercise, heavy smok-
ing, or excessive consumption of alcohol (for ex-
ample, Kivimaki et al., 1997).

According to the third European survey on
working conditions, women report slightly
more non-work-related sickness absence than
men (Fagan and Burchell, 2002. See also Table
7 in Annex 6), although the difference appears
greater if a comparison is made by full-time and
part-time workers. Fagan and Burchell suggest
that some of this difference could be related to
gynaecological conditions but ‘it is also because
some workplace-related health problems may
be particularly relevant in certain female-domi-
nated occupations, such as (minor infections
among) nurses and childcare workers, but are
not recognised as “real” problems in tradition-
al health and safety legislation’.

Some have suggested that family responsibili-
ties may also explain some of women'’s in-
creased absence, where, for example, the real
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reason for the absence is to look after a sick
child (for example, see Gronkvist and Lagerlof,
1999). However, there are studies that have not
found higher rates of absence among women
with children, except in the case of single moth-
ers (for example, Mastekaasa, 2000; Gjesdal
and Bratberg, 2002). On the other hand,
women may compensate for having to take sick
leave to look after children by not taking sick
leave for their own illness. Results will also be
influenced by national context. Very large varia-
tions in sick leave rates between countries are
found, irrespective of gender. Differing labour
and social security policies will have a strong ef-
fect. This includes how absence for employees
and their children’s sickness is treated by the
employer, supervisors and collective agree-
ments as well as by legislation and social insur-
ance systems. Only some Member States pro-
vide provision for parents to take leave to care
for sick children. See Annex 10 for a description
of differences in Member State arrangements
on absence and disability.

In any case, family responsibilities would only
explain a part of the gender differences
(Akyeampong, 1992), and other influences
could be: women not taking sick leave if they
are in temporary or insecure workplaces (Virta-
nen et al., 2001) and age — as older workers
take longer to recover and younger women
have entered the workforce more recently. Also,
older women may be more likely to work part-
time than younger women.

There appears to be both a work sector and type
of job influence. For example, UK statistics and
surveys have shown that public sector work-
places have higher absence rates than the pri-
vate sector, large workplaces have a higher rate
than small ones and manual workers have a
higher rate of absence than non-manual work-
ers (for example, Marmot et al., 1995).

Work-related stressors such as high job
demands and uncertainty, fatigue and shift



working may increase the risk of infections such
as common colds, flu and gastric flu (Mohren,
2003). Various studies have found links be-
tween factors such as lack of control over work
and having a lower position in the occupation-
al hierarchy and higher sickness absence rates in
both men and women (for example, Niedham-
mer et al., 1998; North et al., 1996).

There appears to be an interaction between
age and gender regarding sickness absence.
Analysis of data from the European labour
force survey is hampered by the fact that ques-
tions on absenteeism are not the same in the
different country surveys. This study did, how-
ever, result in the conclusion that, among
workers of 20-54 years, women took more
sickness absence than men in almost all the
Member States covered by the survey.
Amongst workers of 55-64 years, the trend
was opposite: men being more absent than
women in a majority of the countries. Again,
the age differences could be partly due to
younger women taking sick leave to care for
children. And again, large differences between
Member States were found and the factors of
sex, age and skill level did not explain much of
the differences in the total rates of sickness ab-
sence between the countries studied.

Compensation for occupational injury and

ill health

Compensation cover is better for risks found
most often in male-dominated jobs.

There is some evidence that women are less
likely to be compensated than men for the
same problems.

Gender differences in access to compensation
for work-related injury and ill health are largely
outside the scope of this report. There can be
considerable variation between Member States
(Griindemann and Van Vuuren, 1997) as official

social security regulations for sickness absence
and disability benefits vary between Member
States (see Annex 10). Regarding compensation
for work-related injuries, one common feature
that has a gender impact is evident: it can be
said in general that work-related injuries and
damage from traditional and accident risks
found most often in male-dominated jobs are
better covered by compensation. This can be at-
tributed to at least three reasons: first, the his-
torical focus on these risk areas; second, where
men were the most important or only wage
earner, the aim was to ensure some compensa-
tion for the injured worker and his family; and,
third, these types of injuries are more specific,
with a single cause, and have a more evident
work-related explanation. Therefore, there has
been more willingness to compensate them
(Gronkvist and Lagerlsf, 1999).

If a multi-factorial work exposure is present, as
in many jobs dominated by women, the result-
ing disease is much less likely to be covered by
industrial compensation arrangements, or, even
if covered, it is much less likely to actually re-
ceive compensation. In some countries, mental
health disorders are excluded, or only included
with large restrictions as a legitimate reason for
entering the disability benefit system. Similarly,
in some countries, there are restrictions on the
type of musculoskeletal disorders recognised
under disability schemes. This approach lags be-
hind preventive legislation in the EU that covers
risks arising from multiple causes. In addition,
some studies suggest that women are less like-
ly to be compensated than men for the same
problems (Lippel, 1993, 1996).

Rehabilitation into work

There is a lack of research and statistical in-
formation regarding gender and rehabilita-
tion into work following ill health.
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There appear to be some important barriers
to women'’s participation in rehabilitation
programmes.

Only a few studies have examined gender dif-
ferences in rehabilitation into work. Some stud-
ies have found that, compared to men, fewer
women are rehabilitated into work after a long
spell of ill health (Veerman et al., 2001). Other
findings indicate that rehabilitation rates are
similar for men and women within the first year
of absence (Houtman et al., 2002; Giezen,
1998). On the other hand, women have a high-
er risk of being diagnosed as disabled for work
after the first year of sickness absence, whereas
men are more often making progress towards
return to work, and being provided with thera-
peutic support (Houtman et al., 2002).

A study of occupational health physicians sug-
gests that they felt that rehabilitation into work
was more important for men than for women
(Vinke et al., 1999). Employers, too, appear to be
more positive and more active towards the (at
least partial) rehabilitation of men (Cuelenaere,
1997, Vinke et al., 1999). It appears that in par-
ticular less attention is paid to older women work-
ers in vocational rehabilitation (Doyal, 2002).

Although the motivation to work does not ap-
pear to differ between men and women,
women generally expect less from work at the
outset of their career, and are more prepared to
compromise their career to raise children (Jorna
and Offers, 1991; Naber, 1991; van Schie,
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1997) and this may affect their motivation to re-
turn to work. Other issues such as lower pay
and lack of support from home may also be an
influence. Another study found that women
who cannot return to their original jobs due to
injury or ill health are reoriented to a smaller list
of new jobs than men (Lippel and Demers,
1996). The European Platform for Vocational
Rehabilitation (2002) carried out a study to ex-
amine the participation and experiences of
women in vocational rehabilitation in the vari-
ous centres in the EU within its membership. It
found various barriers to women'’s participation
and made a number of conclusions and recom-
mendations, including:
there is a lack of national statistical informa-
tion, especially information by gender;
there is a need for more part-time courses
and more flexible hours, as women, espe-
cially those with family responsibilities, find
participation in full-time courses difficult;
there is a need for more family-friendly facili-
ties — childcare and/or financial support;
more training is needed in ‘typical women'’s
work’;
the financial situation of women in vocation-
al rehabilitation is often disadvantaged com-
pared to men and can be a disincentive to
participation;
women may lack self-esteem to return to
training and there is a need to improve career
guidance advice for them; sexual harassment
can be a problem, especially in centres with
boarding facilities.
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GENDER ISSUES IN RESEARCH,
LEGISLATION, RESOURCES,
SERVICES AND PRACTICE

Elements in occupational safety and health sys-
tems include: legislation, access to occupational
safety and health resources and services, social
policies and legislation; the system and format
of industrial relations; what topics are prioritised
for research or prevention; how research is car-
ried out or statistics are collected; what informa-
tion is available and how prevention activities
are carried out. They all have an influence on
what we know about occupational safety and
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health risks and how well they are prevented
and therefore they should also be looked at from
a gender perspective. The influence of factors
outside the workplace on prevention within the
workplace is shown in the model presented at
the beginning of this report (Figures 1 and 2).

Key points

e There are gaps in statistical knowledge and
research knowledge. Gender questions and
analyses need to be routinely and systemati-
cally built into occupational safety and health
monitoring and research.

* The closer the breakdown according to the
real tasks people carry out, the better. Data
should be adjusted for the number of hours
worked.

* Practical means of improving the quality of
European and Member State occupational
safety and health statistics by gender should
be investigated.

* The recommendations from the gender
analyses of the third European survey on
working conditions for modifications to the
survey should be implemented.

* The gender imbalance in research should be
addressed in all Member States, particularly
as the situation and context in different
Member States vary.

* More interdisciplinary approaches to gender
research are needed.

* More research is needed in the area of work-
place interventions and prevention.

e A European debate between researchers
from different countries is needed to adopt a
broader view.

Investigation of gender differences in occupatio-
nal safety and health requires sex-differentiated
statistics on working conditions and effective
monitoring models for the complex work hazard
situations encountered by both women and men.



In the introduction to this report, a note was
made of some of the limitations of existing data
from the EU for obtaining an accurate picture of
gender differences in occupational safety and
health exposures and outcomes. Nevertheless,
the analysis that Europe’s statistical office, Euro-
stat, has provided on Europe’s accident and
work-related health data, adjusted for hours
worked, is very welcome (Dupré, 2002). Impor-
tant, too, is the gender analysis of the third
European survey on working conditions includ-
ing its recommendations for improving the sur-
vey’'s gender-sensitivity.

Gaps in statistical information available from
the Member States include not all countries
providing information broken down by gender,
and some Member States excluding some is-
sues such as incidents of violence from mem-
bers of the public.

The quality of gender statistics on occupational
safety and health outcomes can be enhanced if
they take account of the number of hours
worked and division into occupations as well as
division by sectors. The closer the breakdown
according to the real tasks people carry out, the
better.

Messing (1998) investigated gender deficien-
cies and bias in occupational safety and health
investigations and information collection. She
concludes that there are a number of steps that
should be taken to improve the quality of avail-
able information:
Gather information relevant to women'’s oc-
cupational health and analyse it in such a way
that the health problems and their sources
become visible.
Improve the database for women’s occupa-
tional health (job indications on death certifi-
cates and in governments and hospital
records).
Develop sensitivity to the implications of
employment segregation for data collec-
tion (e.g. awareness that different health
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problems may result from different task
assignments).

Ensure use of data-gathering instruments
that have been validated with and standard-
ised for both sexes.

Move towards recording accident statistics
based on hours worked rather than on num-
bers of individual workers.

Use measures complementary to accident
statistics based on hours worked rather than
on numbers of individual workers.

Use measures complementary to accident
statistics in order to identify risky jobs; in-
clude qualitative interview methods.

Extend interest in women'’s reproductive
health beyond foetal protection to include
fertility, sexuality, early menopause, and men-
strual disorders.

Improve record keeping on absences due to
sick leave.

Practical means of improving the quality of
European and Member State occupational safe-
ty and health statistics by gender should be in-
vestigated. The important need of candidate
countries to break down their statistics by gen-
der has also been highlighted (Gonas, 2002).

It is not possible to examine possible research
bias in detail in this report. However, research is
very often gender neutral, and gender may be
included only when there is an individual re-
searcher interested in such matters (Rantalaiho
etal., 2002). Where both men and women have
been included in studies, often the variable of
sex is ‘controlled’ for, which means that gender
differences cannot be examined. Two important
issues are: the inclusion of areas relevant to
both women and men in research programmes;
and the gathering and analysis of data in a
gender-sensitive way. If an area is neglected by
research, then the risks remain unknown, which
can perpetuate the belief that there is no risk, so
the area is neglected both for prevention activi-
ties and for future research. A number of
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specific areas for further research have been
highlighted already in this report. There is a
need for more gender-sensitive approaches to
research to be developed and existing method-
ologies shared. Vogel (2002) also suggests that
research suffers from policy compartmentalisa-
tion; for example, there is significant research
on gender segregation in employment, but little
of it addresses working conditions (see also An-
nex 11). There is a need for a more interdisciplin-
ary approach. More research, in particular, is
needed in the area of workplace interventions
and prevention. A participatory intervention re-

search method is presented in the section on in-
volving women workers.

We have seen how gender segregation in jobs
affects exposure to risks, so this must be taken
into account in research study design. If men and
women are exposed to different risks or different
levels of risk, and this is not taken account of,
then valid conclusions relating to gender differ-
ences seen in health outcomes cannot be made.
Researchers such as Messing (1998) and Punnett
and Herbert (2000) have stated that more
studies of men and women (as far as possible)
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carrying out the same tasks in the workplace are
needed. See also Messing et al. (2003).

The ILO has made suggestions on research to
evaluate the real differences between the sexes
and a report to the Global Commission on
Women’s Health — set up by a WHO resolution
— makes proposals for improving research and
data gathering (see Annex 8). In addition, NIOSH
in the United States has put in place a specific re-
search programme (see Box 58).

While there has been a greater amount of gen-
der research coming from the Nordic countries
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(Vogel, 2002), research from the southern
Member States has sometimes explored differ-
ent fields and used different perspectives. A
European debate between researchers from dif-
ferent countries would be useful to adopt a
broader view on the different issues. The inclu-
sion of experiences from research in the area of
women’s studies would also be useful. The gen-
der imbalance in research should be addressed
and research into gender and occupational
safety and health issues in those Member States
where there is less information available is nec-
essary, particularly as the situation and context
in different Member States vary.

Information and support for workplace
activities

Key points

e Current scientific knowledge already pro-
vides enough information on occupational
safety and health risks to women for preven-
tive action to take place in a gender-sensitive
way.

* While there is still a lack of information and
support on gender and OSH for the work-
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place, some prevention services are begin-
ning to integrate gender into their activities.

* More authoritative guidance, inspection tools
and training on carrying out risk assessment in
a gender-sensitive manner are needed.

o Existing examples of tools and programmes
should be shared.

* Awareness raising, for example among OSH
professionals and practitioners, is needed.

e Gender issues should be systematically inte-
grated into all guides and support activities.
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e OSH authorities, labour inspectorates and so-
cial partners have an important role to play.

Raising awareness and providing information,
practical tools and instruments and technical
support are important parts of supporting oc-
cupational safety and health risk-prevention ac-
tivities in the workplace. There is evidence that
targeted information and activities, aimed at
specific jobs and tasks can be particularly suc-
cessful (European Agency, 2001a, 2001b).

Sources of information include: journals for oc-
cupational safety and health practitioners; in-
formation and activities of occupational safety
and health authorities, trade unions and em-
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ployer associations; and joint guidelines pro-
duced though social dialogue.

The invisibility of gender in journal
information

As has been mentioned, much of the research
concerning occupational safety and health is
gender neutral (see Niedhammer et al., 2000;
Messing et al., 2003). Occupational safety and
health journals are an important source of in-
formation for practitioners on prevention. To
see how well gender issues are covered, a small
review was conducted on Finnish and Dutch na-
tional journals and the results are presented in
Boxes 59 and 60.

The articles were categorised according to how
they analysed or presented the content or data:
(1) men and women were dealt with separately;

(2) only women were discussed; (3) only men
were discussed; or (4) gender was not men-
tioned.

The vast majority of articles in all three journals
did not look at gender. The gender-sensitivity in

journals for practitioners may even be lower

than in research journals.
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Awareness-raising material, guides,
practical instruments and technical
support

It is beyond the scope of this report to analyse in
detail the availability of occupational safety and
health information and tools on a gender basis.
Given that the traditional focus of occupational
safety and health activity has been on accidents
and on ill-health issues that are more present in
male-dominated jobs, it is likely that there will
also be more information and support available
in these areas. Based on a survey, the European
Trade Union Technical Bureau reports that pre-
vention services are beginning to integrate the
gender dimension into their activities, but gen-
erally only in ‘female-dominated’ sectors, or
with regard to problems considered to be ‘more
specifically for women’. However, large country
differences in approach were found, for exam-
ple between Scandinavian and Latin countries
(Vogel, 2002. See also Annex 11). The impor-
tance of the role of labour inspectorates for sup-
porting improvements in women'’s working con-
ditions has also been highlighted for candidate
countries (Skiold, 2002).
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Nevertheless, targeted efforts to reach some
sectors where women are typically employed
could be especially important as these can be
difficult sectors to reach — for example, service
sector jobs such as cleaning, hotel and catering
and private residential care for the elderly, and
homeworkers.

Throughout this report, examples from the
Member States of information material and
practical support for the workplace have been
presented (for example, see Box 61). Further de-
velopment and sharing of awareness-raising
material, practical guides and instruments and
examples of good practice interventions target-
ed at female-dominated jobs, and the hazards
to which women are particularly exposed are
needed.

It is suggested that authoritative guidance, in-
spection tools and training on carrying out risk
assessment in a gender-sensitive manner are
needed. Attention to gender issues should be
systematically integrated into all guides and
support activities (see the section on gender
mainstreaming and taking a gender-sensitive
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approach). As well as practical tools for the
workplace, tools and training may be needed
for labour inspectors and occupational health
services. One study on the views of occupation-
al physicians cited in the section on occupation-
al health services underlines this point (Vinke et
al., 1999).

Trade unions are another source of information
and support and initiators of interventions
(TUTB, 2000; Vogel, 2002). Among many
guides available are Spanish trade union guide-
lines that cover risk assessment and prevention
in the communications and transport sector
(Comisiones Obreras, 2001) and a UK public
sector union guide aimed at raising awareness
and providing support to safety representatives
in the workplace (Unison, 2001). Some exam-
ples of trade union instigated interventions are
given in Annex 11. Another influential source
of information and support could be joint em-
ployer—trade union guidelines, such as the ex-
ample in Box 61.

Access to and functioning of occupational
health services

There is a lack of information regarding gen-
der and use and functioning of occupational
health services.

There is some evidence that men may make
more use of the services. Others have found
no difference.

There is some evidence that some practition-
ers may view male occupational health as be-
ing more important.

Provision of occupational health services is
highly dependent on the national context. It
varies according to size of the organisation,
with those working in small businesses less
well covered, and will also be influenced by
the higher priority given to ‘men’s’ jobs and
the risks found in them.

Further research into gender issues in the
provision and use of occupational health ser-
vices is needed.

Occupational health services support good
practices with regard to health, environment
and safety management in organisations. They
may provide risk-assessment and prevention
services, health surveillance and monitoring,
treatment and rehabilitation. Access to occupa-
tional safety and health services and where their
resources are focused will have an influence on
recognition and prevention of risks. Any gender
differences in access to and prioritisation of re-
sources may affect the health outcome of
women compared to men.

According to a survey conducted by Hamaldinen
et al. (2000), access to and provision of occupa-
tional health services vary greatly within the
European countries. Some Member States have
legislation establishing the State provision of oc-
cupational health services. In some countries,
services are provided by insurance organisations,
and some rely on provision through national
health services. The extent to which different
medical and technical disciplines are involved
varies. Some organisations employ or contract
nurses and doctors qualified in occupational
safety and health and other specialists. However,
small firm employees often have no access to oc-
cupational health services, partly because of cost
factors to their firms (Graham, 2000). Again, ser-
vice provision is likely to be on the basis of what
are perceived to be the priority risks and priority
sectors and who is considered to be most at risk.

Information on sex or gender differences in the
frequency, amount or quality in traditional
healthcare use is scarce. Very few studies have
been conducted on access to occupational
health services, and those that have, such as the
study by Hamaéladinen et al. (2000), do not look
at gender. Also, research on the opinions and
attitudes towards the occupational health ser-
vices is scarce.
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Studies have shown that women are more like-
ly than men to visit their general medical practi-
tioner and that, in general, medical consump-
tion is higher among women (Verbrugge, 1985,
1986). This can also be related to their family re-
sponsibilities and because they live longer than
men on average.

A recent longitudinal study in the Netherlands
also showed that women were more likely to
contact the general health practitioner than
men, whereas men were more likely to contact
the occupational health physician before and
after a period of absenteeism (Houtman et al.,
2002). This study suggests that women do not
call upon medical assistance more frequently,
but they differ from men with regard to whom
they contact for medical advice. In contrast, in
Finland, a large survey carried out in 2000 asked
employed women and men about these issues
and no differences were found: both sexes had
used the services equally, they were equally sat-
isfied, and appreciated equally the impartiality
and confidentiality of the services (Piirainen et
al., 2000).

The use of occupational healthcare may be a
more complex phenomenon, and may also relate
to health professions having different attitudes
towards male and female workers. For example,
occupational health physicians in another study
in the Netherlands reported that it was less im-
portant for women to be rehabilitated into work
than it was for men (Vinke et al., 1999). Al-
though this study looked at intentions rather
than actions, it may well be that these intentions
resulted in sex-segregated action by, for exam-
ple, occupational health physicians.

Another less researched question is the quality
of relationships between patients and occupa-
tional health physicians. For example, according
to Eurobarometer 1996, 36 % of European
women prefer a female doctor. The profession
of occupational health physician may be more
male dominated than general medicine.
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More research is needed to investigate the ac-
cess and quality of services available on a gen-
der basis and the reasons for any differences.
We have seen above that the availability of ser-
vices depends at least on country legislative dif-
ferences and type of organisation as well as the
attitude of the service provider.

Box 62

According to the European Women'’s Health Net-
work, gender-sensitivity in occupational health ser-
vices is necessary because occupational gender seg-
regation is strong: men and women are exposed to
different workplace environments and different
types of demands and strains. It is important to ac-
knowledge that certain health problems are unique
to or have more serious implications for either
women or men, and that they often have a link with
age. Equal weight should be given to knowledge,
values and experiences of both women and men, as
full participation of both sexes in risk assessment
and priority setting is necessary. The promotion of
well-being and work satisfaction acknowledges
also the importance of balancing work and private
life for all employees. Mainstreaming gender into
occupational health services emphasises the holistic
view and significance of multiple exposures, both
physical and psychological.

Source: EWHNET (2001).

Consultation and participation of women
in workplace occupational safety and
health matters

Effective worker consultation and participa-
tion are a key factor in successful accident
and ill-health prevention in the workplace.
There is evidence that workplaces where
there are trade unions have better safety
records than non-unionised workplaces.
Women have less power in the workplace as
they are more likely to work in more junior or
unskilled posts.

Women are less likely to be members of trade
unions, and are under-represented among
union representatives compared to their
overall membership levels.



Women are less involved in occupational
safety and health matters and decisions
about these issues.

There are examples of occupational safety
and health intervention methods to involve
women workers effectively. These examples
should be shared.

More models for the effective participation of
women in occupational safety and health de-
cisions at all levels are needed.

Various studies by the European Agency for
Safety and Health at Work have highlighted ef-
fective worker consultation and involvement as
crucial factors for ensuring effective preventive
interventions in the workplace and manage-
ment of occupational risks (for example, Euro-
pean Agency, 2001a, 2002b). Other research
has highlighted the importance of women'’s
presence in collective bargaining for equality
(Dickens, 1998). Therefore, the participation of
women workers as well as men in occupational
safety and health matters is also crucial if risks
to both women and men are to be tackled
effectively.

Respondents to the European Foundation’s
third survey on working conditions were asked
to comment on the possibility they had to dis-
cuss working conditions and organisational
change. The analysis suggests that exchanges
on working conditions and organisational
change are more frequent among those in qual-
ified occupations and with a permanent job.
Unskilled workers are the least involved in these
exchanges and temporary agency workers have
the least opportunity to discuss either working
conditions or organisational change. The survey
also looked at who takes part in these ex-
changes and found that male workers are more
involved in exchanges that involve staff repre-
sentatives and outside experts than women. It
seems, then, that women are less involved than

men in exchanges where more detailed discus-
sion and decisions about safety and health in
the workplace are likely to take place (Paoli and
Merllié, 2001). A Greek study of women’s par-
ticipation in occupational safety and health at
the workplace found that, compared to men,
women were more likely to take a passive role,
they were less involved and they had a high
level of distrust of the OSH management
process (Batra, 2002).

One important form of consultation and partic-
ipation in workplace health and safety issues is
through trade union representation. Various
studies report that unionised workplaces carry
out more safety management activities and
have better safety records (for example, Reilly et
al., 1995; Steele et al., 1997). However, a lower
percentage of women workers are members of
trade unions than male workers and their pres-
ence is even lower among safety representa-
tives and worker representatives. For example,
membership of trade unions affiliated to the
Trades Union Congress in the UK is 59 % male
and 41 % female. However, of respondents to
a survey of workplace safety representatives
from these trade unions, 72 % were male and
28 % were female (TUC, forthcoming). For a
discussion of women’s weak representation
within trade unions relative to their member-
ship, see Garcia and Lega (1999).

Rosskam, reporting experiences from her in-
volvement in the ILO ‘Safe work’ programme,
points out that women are absent as decision-
makers at all levels (see also Messing, 1999), as
there are certain recognised obstacles for
women taking on leadership roles and, in addi-
tion, for occupational safety and health, they
may be discouraged by the perceived technical
nature of the topic. As a result, there is a lack
of participation of women in safety commit-
tees, which exacerbates the lack of participa-
tion by women in solutions affecting their own
health. It is proposed that trade unions should
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be encouraged to ‘activate women’s commit-
tees as well as involve women in health and
safety committees ..." as part of the solution to
this problem. A similar recommendation is
made in an action plan on women’s health in
the workforce, drawn up jointly by researchers
and trade unions in Quebec, Canada (Cinbiose
web site). Some trade unions have produced
guidance for the workplace on encouraging
and facilitating more women to become safety
representatives (for example, see Unison,
2001, and Box 63).

Box 63

Workplace safety representatives can raise aware-
ness of, investigate and put women’s health and
safety on the agenda by:

e raising the health and safety problems women
face;

® encouraging more women to become safety
representatives;

e mounting health and safety campaigns aimed
at women;

® encouraging women to attend training courses;

e finding other ways of raising awareness of
women’s health and safety concerns;

e ensuring there are safety representatives ap-
pointed in areas where mostly women work;

e organising meetings when part-timers and
women with childcare responsibilities can attend;

e providing information about women’s health
and safety concerns;

e carrying out a simple survey to find out more in-
formation about women’s health and safety con-
cerns and talking to women during inspections;

e finding ways to keep in touch with women who
work part-time or unsociable hours (e.g. clean-
ers).

Source: Unison (2001).

Improving women'’s participation is also among
the recommendations in a paper published by
the ILO on integrating the gender perspective
into the field of occupational safety and health:
‘Women should be better represented and
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more directly involved in the decision-making
process concerning the protection of their
health. Women'’s views as users, care givers and
workers, and their own experiences, knowl-
edge and skills should be reflected in formulat-
ing and implementing health-promotion strate-
gies. They should have a greater participation in
the improvement of their working conditions,
particularly through programme development,
provision of occupational health services, access
to more and better information, training and
health education. The support of women work-
ers to organise themselves and participate in
the improvement of their working conditions
should be reinforced at the national and enter-
prise level’ (Forastieri, 2000).

A stepwise, participatory approach has proven
useful in prevention, including in relation to the
prevention of stress and musculoskeletal disor-
ders (for example, Kompier and Cooper, 1999;
Kompier et al., 1996; Landsbergis et al., 1999).
A typical example of this type of approach is
that developed by Kompier and Cooper (1999):

1. Preparation: What is the problem? Is all in-
formation available to tackle the problem or
should more information be gathered? Who
plays a role in the preventive action and
what is their attitude towards prevention?
Both management and employees have to
support the action, particularly to imple-
ment organisational measures.

2. Problem analysis: In complex situations, addi-
tional collection of information is necessary.
Instruments, often a combination of different
tools, are used to obtain all relevant informa-
tion. In organisational settings, the identifica-
tion of risk groups is particularly important.

3. Choice of measures: Both work-directed and
person-directed measures can be decided



upon, depending on the risk groups and risk
factors identified. For example, for preven-
tion of musculoskeletal disorders, work-
directed measures included work redesign,
changes with respect to work and rest-time
policies, social support, and ergonomic and
technological actions. The most important
person-directed actions relate to the training
of the employees and management, or pro-
viding personal measures, such as coaching.
It is important to understand that some ben-
efits can be expected in the short term and

some in the long term.

Box 64

In the Netherlands, a hospital was eager to reduce
sickness absence. The hospital also wished to in-
crease its competitiveness and attract more person-
nel. The management took the initiative and a
steering committee was formed. Employees from
different levels and departments in the organisa-
tion were asked to join the committee. This im-
proved the degree of commitment and democracy
and ensured the flow of information. In addition,
an external consultant, and energiser, was hired to
provide advice and keep the process going. There

Some methods for improving or assisting
women’s participation within this approach are
given below.

There are various initiatives, methods and ap-
proaches that have been adopted and recom-
mended to facilitate a greater involvement of
women workers in the process of researching and
assessing workplace risks and introducing pre-
ventive measures. These include the following:

Action-oriented research. This is a method of
intervention research to ensure effective par-
ticipation of the workers involved when
studying problems and proposing areas for
improvement, and to ensure that the real

4. Implementation: Measures have to be imple-

mented. Although taking action may seem
self-evident, this step is often the most prob-
lematic one: case studies show that it is pre-
cisely here that the risk of failure is greater.

. Evaluation: This is the final step, which di-

rects future action. It is very important to
evaluate both the process (Did everything
go according to plan? Where did things go
wrong? etc.) and the outcome, for example
the reduction in lost days/absence rates,
etc.

was an improvement in working conditions, im-
proved patient care, and a better psychosocial cli-
mate. Absence percentage decreased from 8.9 to
5.8 %. However, it appeared to be difficult to keep
the middle management committed. The members
of the committee kept changing, the responsibi-
lities of the steering committee were not clear to
all, it was difficult to keep the employees involved
in a four-year project and it was difficult to assess
objectively which were serious constraints and
which were not.

Source: Kompier and Cooper (1999).

tasks being done by women and men are as-
sessed (see Box 66).

Health circles and small discussion groups.
Getting women workers together at the
workplace to discuss their work-related
health problems is one part of promoting
women’s participation. One example of how
to do this is the Spagat project, from Austria.
This is a method for involving working
women, using their experience and knowl-
edge, in making a systematic analysis of their
health problems, and developing practicable
solutions. It involves the cooperation of the
company management, trade union commit-
tee and workers, and uses ‘health circles’. The
health circles are working groups set up with-
in an enterprise, where small groups of em-
ployees use a series of meetings to analyse
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unhealthy situations at work, and develop
ideas for workable solutions. The project was
developed by a research and training organ-
isation, in cooperation with a trade union fed-
eration and with support from the Austrian
Health Fund FGO (Spagat project web site).

General advice on running small discussion
groups in the workplace on safety and health
is given in a ‘Barefoot research’ manual on
worker involvement in health and safety is-
sues developed for the ILO (Keith et al., 2002).

Box 65

In Germany, prevention and health promotion
have taken the form of ‘health circles’. This is a
method that can be described as follows (e.g.
Sochert, 1999; Mather and Peterken, 1999):

¢ a small group of employees and their manage-
ment within an occupational or sectoral entity is
formed;

e the group comes together in several meetings
over a certain (agreed upon) time period;

¢ an independent moderator leads these sessions;

e during these meetings, the demands are dis-
cussed in relation to health, and suggestions to
improve health for the employees are discussed.

Hazard ‘mapping’ research methods. Map-
ping is a participatory method for surveying
workers for work-related health problems
described in the ILO ‘Barefoot research’ man-
ual (Keith et al., 2002). Using simple outline
drawings of the body or plans of the work-
place, workers can record, in a visual form,
their health problems, work hazards and
overall work environment. It can work well,
for example, to investigate symptoms of
more complex health issues such as muscu-
loskeletal disorders. It works best among a
group of workers carrying out the same task.
A group of workers, with the help of a facili-
tator, each mark their aches and pains on the
body map. Clusters of symptoms that appear
on the same part of the body are likely to be
work-related. Isolated symptoms are less
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likely to be work-related. In this way, it is used
to identify common patterns of health prob-
lems amongst workers in a particular work-
place or doing the same job. As it is done in
groups, it is participatory and develops a col-
lective approach. It can be more easily under-
stood and more inviting than filling in, on an
individual basis, a workplace survey form. It
has been used by trade unions with workers
to investigate allergies, musculoskeletal dis-
orders, reproductive hazards and stress.

Trade union initiatives. Many trade unions
have produced specific guides, run campaigns
and organised specific training regarding
women and occupational safety and health
risks, aimed at improving awareness of gender
and occupational safety and health issues and
involving women workers. Some examples
have already been given. The ‘Barefoot re-
search’ manual published by the ILO gives var-
ious practical examples of workplace inspec-
tions and interventions covering women'’s
tasks and involving women workers (Keith et
al., 2002). Some additional examples of trade
union initiatives can be seen in Annex 11.

Developing cooperation and common plans
between researchers and representatives of
women workers. An example of this is an
action plan, developed by a meeting of Can-
adian researchers and representatives of
women workers in 1998 at the Université du
Québec a Montréal (Cinbiose web site, re-
ferred to above). The action plan defines a
number of issues relating to women’s health
at work, and in each area sets goals and pro-
poses means for achieving the goals. The
plan addresses legislation and policy, and
practical measures as well as research areas.

While more models for the effective participa-
tion of women in occupational safety and
health decisions are needed, the methods and
examples of their application that already exist
should be exchanged and shared.
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GENDER MAINSTREAMING

Key points

Traditionally, occupational safety and health
legislation was often discriminatory, banning
women from performing certain work and
concentrating on risks in male-dominated
occupations.

Modern legislation takes a gender-neutral
approach.

Although the general EU legislation on pre-
vention covers health problems and multi-
causal risks which are more often a feature of
women’s work, such as stress and upper limb

and Health at Work

disorders, hazards in male-dominated work
are still better covered by specific legislation.

e There are some exclusions to the directives
that impact more on women, such as the ex-
clusion of paid domestic workers.

e Although EU directives apply to the public
sector, where women are over-represented,
restricted enforcement arrangements oper-
ate in some Member States.

* |tis possible to apply the gender-neutral risk-
assessment and prevention approach in a
gender-sensitive way. Guidelines, risk-assess-
ment tools and training are needed to sup-
port this. In addition, gender assessments
should be carried out on directives when they
are reviewed or new ones planned.

e If the EU directives were effectively imple-
mented and enforced in all EU workplaces,
this could mean a significant improvement in
health and safety at work for many women.

e Women's working conditions need to be bet-
ter promoted in the standardisation process.

* The effective implementation of employment
equality measures would also contribute to
the removal of some sources of stress in
women'’s work.

The historical approach to occupational
safety and health and gender

Historically, occupational safety and health leg-
islation was focused on safety, accidents, ma-
chinery hazards and high-risk occupations such
as mining. It has already been discussed that
men suffer more accidents at work and that
women are more affected by certain occupa-
tional diseases. Another approach historically
was to place restrictions on the employment of
women in certain occupations or circumstances.
This approach, often based on very limited sci-
entific information, had discriminatory conse-
guences for women’s employment rather than
improving the working conditions for both gen-
ders. For example, at the beginning of the 20th
century, women were banned from working



with lead. They were more exposed because of
the jobs they did, but there is no great gender
difference in the ill-health effects of lead. The re-
sult was that men were left working unprotect-
ed in the same hazardous conditions.

EU occupational safety and health directives
have abandoned this discriminatory approach.
Current legislation on occupational risk preven-
tion generally takes a neutral approach with re-
gard to gender.

The 1989 EU framework directive (Council Di-
rective 89/391/EEC) sets the general approach
for current risk prevention in the EU. It is a gen-
eral directive, requiring employers to identify
and evaluate occupational risks, without limit-
ing the scope of what those risks may be, and
to bring in adequate protective and preventive
measures, based on a hierarchy of measures,
starting with prevention at source. The ap-
proach is that work, workplaces and work
equipment should be adapted to the safety and
comfort of the worker. Psychosocial issues such
as stress, violence from members of the public
and work organisation are covered by the gen-
eral provisions of this directive, as well as work-
related limb disorders, although they are not
covered by specific directives. On the other
hand, there are now specific directives on
chemicals, biological agents and manual hand-
ling activities, for example. The hierarchy of pre-
ventive measures given in Article 6, starting
with avoiding risks and giving collective mea-
sures precedent over individual measures, in-
cludes adapting work to the individual with re-
spect to workplaces, work equipment, working
methods and work organisation. However, the
framework directive specifically excludes paid
domestic workers, a job dominated by women.
In addition, it should be remembered that the
historical past of legislation, focusing on men
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and the jobs they do, means that the develop-
ment of today’s ‘gender-neutral’ legislation has
been based on male norms.

Women are over-represented in the public sec-
tor, to which the EU directives also apply. How-
ever, the directives do not cover methods or
standards of enforcement, and in some Mem-
ber States, in some parts of the public sector,
different, more limited provisions for labour in-
spection and enforcement operate and this can
have a negative impact on the implementation
of health and safety standards in these work-
places, including use of prevention services,
training and worker representation (Vogel,
1999; see also Maestro et al., 2000; Montero
and Frutos, 2000).

As discussed in the section on reproductive haz-
ards, recognising the special childbearing ca-
pacity of women, the EU has also introduced
specific legislation covering the safety and
health at work of pregnant workers and new
mothers. Council Directive 92/85/EEC places re-
guirements on employers to assess the risks to
these workers and take measures to avoid the
risks, restrictions on night work and employ-
ment rights issues. However, the European
Trade Union Confederation (ETUC) is among
those that believe that this legislation is not suf-
ficient, for example, because it allows for the re-
moval of pregnant women from hazardous
work, rather than putting more emphasis on
prevention at source through collective mea-
sures (Vogel, 2002). Also, there is no specific
legislation on broader aspects of reproductive
hazards, which would cover all aspects of both
men’s and women'’s reproductive health.

Although occupational safety and health direc-
tives are based on a general risk-assessment and
prevention approach, it is possible to apply them
in practice in the workplace in a more gender-
sensitive way. Box 67 highlights features of
some of the directives that could facilitate taking
a gender-sensitive approach.
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Some issues relevant in particular to women'’s
occupational safety and health are covered by
legislation outside the occupational safety and
health framework. Council Directive

76/207/EEC, as amended by Council Directive
2002/73/EC of 23 September 2002, dealing
with equal treatment for men and women as re-
gards access to employment, vocational train-
ing and promotion, and working conditions,
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covers sexual harassment and additional mea-
sures relating to pregnant women.

With their broad approach, if the EU occu-
pational safety and health directives were
effectively implemented and enforced in all EU
workplaces, this could mean a significant im-
provement in health and safety at work for many
women.

Gender equality legislation and actions

Gender equality in general, at work and out-
side, is largely outside the scope of this report.
However, we have seen that gender differences
in status and treatment and in access to re-
sources, both in society and in the workplace,
can have an influence on gender differences
seen in occupational safety and health out-
comes. For example, discrimination in pay and
promotion and differences in access to training
can be sources of stress. The EU has introduced
various directives, agreements and acts aimed
at achieving equal treatment (see Annex 12).
Again, if these were fully implemented in work-
places, this would also contribute to an im-
provement in women’s health at work. In addi-

tion, some proposals for actions and strategies
in this area, based on research of the European
Foundation, are given in Annex 14. It could be
particularly fruitful to try to obtain closer links
between health policies at work and gender
policies (for example, see Vogel, 2002 and An-
nex 11). This is discussed in the section on main-
streaming.

Standard setting and compensation

As has been discussed in a previous section,
compared to preventive legislation, compensa-
tion coverage is much more confined to tradi-
tional risks found in many men’s jobs. Many
European and international standards for
equipment or exposures were developed
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mostly on male data (for example, see Messing,
1998). Women's working conditions should be
covered better in standardisation work.

EU strategy on occupational safety and
health and gender

The Community strategy 2002-06 includes
mainstreaming the gender dimension into
occupational safety and health.

The European Parliament has highlighted
some specific areas of attention regarding
occupational safety and health and gender
equality.

As was stated in the introduction, the Euro-
pean Commission has decided that there is a
need to consider more closely the occupation-
al health and safety of women and has high-
lighted the gender issue in its latest strategy for
safety and health at work. It notes the increas-
ing participation of women in employment,
and acknowledges gender differences in the in-
cidence of occupational accidents and dis-
eases. The strategy puts forward a number of
objectives for a holistic approach to well-being
at work that must be targeted jointly by all
players. These include ‘mainstreaming the gen-
der dimension into risk evaluation, preventive
measures and compensation arrangements, so
as to take account of the specific characteristics
of women in terms of health and safety at
work’. The European Parliament is invited to
discuss and formally put forward its views on
the Community strategies. In its comments on
the occupational safety and health strategy, it
strongly emphasised the importance of the
gender element and proposed a number of
ways of taking it forward.

Elements of the Community strategy on occu-
pational safety and health 2002-06 relevant to
gender and the improvement of women'’s work-
ing conditions include:
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gender mainstreaming as one of a number of
objectives to achieve a holistic approach to
well-being at work;

mainstreaming the gender dimension into
risk evaluation, preventive measures and
compensation arrangements;

gender mainstreaming to be included in the
setting of national quantified objectives for re-
ducing occupational accidents and illnesses;
the intention to look at legislative and non-
legislative approaches to musculoskeletal dis-
orders, ergonomics, work-related stress, vio-
lence at work and psychological harassment at
work;

unpaid family helpers as the target of specific
measures in terms of information, awareness
and risk-prevention programmes;

analyses of new and emerging risks, taking
account of changes in forms of employment
and work organisation.

The European Parliament comments on the
gender dimension of the Community strategy
included highlighting the following areas for
attention:
incorporating gender mainstreaming
throughout the strategy, for example in rela-
tion to temporary and part-time workers;
the "double workload’ of women in paid em-
ployment with household and caring respon-
sibilities at home;
differences in vocational education and train-
ing and occupational safety and health as-
pects that hinder women entering certain
sectors;
homeworkers and women in agricultural and
small, family-run businesses;
gender to be taken into account in guides
and training materials, and future legislation;
considering whether gender-specific needs
have been taken sufficiently into account in
legislation, even in sectors where women are
under-represented.

Further details of the Community strategy and
the European Parliament’s position with regard



to gender are given in Annexes 3 and 4. Infor-
mation about approaches to gender issues in
occupational safety and health in the interna-
tional arena are given in a later section.

Mainstreaming, gender and occupational
safety and health

Mainstreaming gender into occupational
safety and health is considered an important
part of achieving improvements in occupa-
tional safety and health by the European
Commission and by international occupa-
tional safety and health organisations.
Gender assessments are an important tool in
the mainstreaming strategy and there are a
number of occupational safety and health
areas where they should be carried out. Their
use is recommended, given the gender neu-
trality of the current occupational safety and
health approach.

Throughout this report, it has been seen that
gender differences in occupational safety and
health are influenced by a very broad range of
factors both inside and outside the workplace.
Yet, health at work, equality and public and so-
cial health policies are often very compartmen-
talised (Vogel, 2002. See also Annex 11). ‘Main-
streaming’ is the approach being used to
promote the joining-up of policy areas.

The European Commission strategy on promot-
ing equality between women and men in Com-
mission policies and actions is based on ‘main-
streaming’. In the section above, we have seen
that gender mainstreaming has been incorpor-
ated into the EU strategy on improving occu-
pational safety and health in Europe. Main-
streaming gender into occupational safety and
health means actively integrating gender issues
into information gathering, standard setting,
legislation, preventive actions and policy setting
and involving women in decision-making bod-

ies, such as national safety councils, occupa-
tional health services, and enterprise-level safe-
ty committees. We have seen that, in its strat-
egy on occupational safety and health, the
Commission has adopted the goal of main-
streaming gender into its actions. Other bodies
such as the WHO and ILO are also advocating
this approach (see Annex 8) and the strategy of
NIOSH to mainstream gender into its research
programme has been mentioned.

‘Gender impact assessments’ are an important
tool in the Commission’s gender mainstreaming
strategy and it has developed a general guide
on them (European Commission, no date). As
the Commission states in the guide, ‘policy de-
cisions that appear gender neutral may have a
differential impact on women and men, even
when such an effect was neither intended nor
envisaged. Gender impact assessment is carried
out to avoid unintended negative conse-
guences and improve quality and efficiency of
policies.” The guide explains that ‘policies which
appear gender neutral may, on closer investiga-
tion, turn out to affect women and men differ-
ently. Why? Because we find substantial differ-
ences in the lives of women and men in most
policy fields.’

It is intended that this general guide should be
adapted to the specific needs of each Commis-
sion policy area, as appropriate, and it is logical
that this should be done for the Commission’s
policy work on occupational safety and health,
given that a gender-neutral approach has also
been taken in this area.

When European safety and health at work di-
rectives are being planned or existing directives
assessed or reviewed, a gender impact assess-
ment should be carried out as part of the
process. Other areas for gender impact assess-
ment in the occupational safety and health field
include the setting of standards and exposure
limits, compensation arrangements, setting
benchmarks and targets for improvements in
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occupational safety and health, and priority
setting.

Looking at the gender impact of benchmarking
and target setting is important. For example, if
objectives are set focusing particularly on the
‘traditional’ risks in male-dominated jobs or on
types of accidents that occur more to men, then
the gender impact will be uneven.

As well as applying ‘gender equality main-
streaming’ to OSH policy and actions — i.e. in-
tegrating gender issues into all occupational
safety and health issues — OSH should be
‘mainstreamed’ or integrated into policy and
actions on equality between women and men,
such as employment and health equality issues.
This is discussed in more detail in the next
section.

Below are some suggestions for action areas for
mainstreaming gender into occupational safety
and health:

improve gender-sensitive indicators for occu-
pational safety and health and work organ-
isation;

include gender issues as appropriate in all
Commission occupational safety and health
guidelines and information activities;

include looking at gender issues in the work
of all ad hoc groups set up to advise the
Commission on occupational safety and
health matters;

include gender in risk-assessment activities.

In some countries, gender mainstreaming in oc-
cupational health is already becoming standard
practice. For example, in Finland, a gender im-
pact analysis was made during the preparation
of the Occupational Safety and Health Act
(738/2002), which entered into force at the be-
ginning of 2003. This was the first time that
such a gender impact assessment had been
made and it was justified on the grounds that
working life in Finland is strongly gender segre-
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gated, which means different working condi-
tions and risks for women and men.

The ‘Worklife’ and EU enlargement project is en-
couraging and where necessary supporting can-
didate countries in carrying out activity plans.
For example, the plan from Malta includes de-
velopment of a training manual on gender and
equality guidance (Skiéld, 2002). Encourage-
ment of such activities both within the Member
States as well as the candidate countries is im-
portant, as will be sharing the results.

Box 68

Diversity among women and men needs to be
acknowledged in policies, strategies and
approaches. Mainstreaming gender equity in
health is a strategy that promotes the integration
of gender concerns into the formulation, monitor-
ing and analysis of policies, programmes and proj-
ects, with the objective of ensuring that women
and men achieve the best possible health status.
Mainstreaming gender in health is both a political
and technical process, which requires shifts in or-
ganisational cultures and ways of thinking, as well
as in the goals, structures and resource allocation.
A mainstreaming strategy does not preclude ini-
tiatives specifically directed towards either women
or men when needed. Positive initiatives are nec-
essary and complementary in a mainstreaming
strategy (WHO, 2002a).

Mainstreaming occupational safety and
health into equality initiatives

National and workplace equality plans can be
used to promote equality in working condi-
tions.

Gender-sensitive risk assessment can be used
as a tool for helping to reduce inequalities in
pay and opportunities.

There are already examples of inclusion of oc-
cupational safety and health in equality
plans. More research is needed in this area



and existing examples of practice should be
shared.

Occupational safety and health should also
be included in health equality programmes.
Equality, including working conditions,
should form part of corporate social respon-
sibility (CSR) activities.

Achieving equality in occupational safety and
health should also be part of the goals of
employment equality policy, programmes and
activities.

Gender-sensitive risk assessment, looking at the
real jobs and tasks carried out, often shows that
women’s work is no less physically demanding
than men’s and often involves additional physi-
cal strains as well as pressures and stressors that
are less common in men’s work (Messing, 1998,
1999). If gender-sensitive, risk assessments of
tasks and job responsibilities can be tools for
helping to reduce inequalities in pay and oppor-
tunities (Gronkvist and Lagerlof, 1999). Issues
such as sexual harassment clearly relate to both
equality and occupational safety and health.

Some Member States have legislation that re-
quires employers to introduce equality plans.
These equality plans can promote equality and
working conditions if they cover job differentia-

Box 69: Valmet Automotive — excellence
in equality

The Valmet Automotive car manufacturing plant
(Finland) introduced an internal equality programme
in 2002. The programme’s goal was to integrate
gender equality and good working conditions.
Equality in Valmet Automotive means that in every-
day working life everyone, regardless of age, gen-
der, ethnic background or position, is treated with
respect. The equality programme includes the aims
of providing every worker with safe and sound

The EU sets employment guidelines for the Mem-
ber States to follow. For example, 2002 strategy
areas included increasing women'’s participation

tion and health and safety risks (Grénkvist and
Lagerlof, 1999), and examples of their use in
this way are beginning to appear.

Kauppinen and Otala (1999) carried out a proj-
ect called ‘Gender equality, work organisation
and well-being’ that aimed to define equality
standards for a good workplace. The initiative
came from the national labour-market organ-
isation and the project was carried out in close
collaboration with the employers’ and employ-
ees’ central labour organisations. In the 10 par-
ticipating workplaces, women employees no-
ticed more shortcomings in the equality
atmosphere than men: 77 % of men but only
42 % of women said that gender equality was
implemented well at their workplace. The proj-
ect resulted in the development of eight equal-
ity standards for use by enterprises to make a
self-assessment of their performance, that cov-
er: the level of equality; salary and remunera-
tion policy; career and work opportunities;
common goals and opportunities for influence
and control; work atmosphere and feeling of
togetherness; information flow and openness
in information delivery; working conditions;
and reconciling work and family life (see An-
nex 13). The standards can be utilised in the
planning of equality guidelines.

working conditions, taking into consideration as-
pects ranging from ergonomic work to combining
work and family. The programme explicitly prohibits
sexual harassment at the workplace. Active devel-
opment of team-working skills aims to increase the
employees’ ability and chances to take responsibility
for the development of their own well-being both
as individuals and as a team. The equality plan will
be taken into account in developmental projects,
and plans for occupational health services.

Source: Ahjo nro (2002).

in the workplace, and issues for Member State
consideration included gender equality, health
and safety at work, flexibility and security,
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inclusion and access to the labour market, work
organisation and work-life balance. Member
States translate the guidelines into national poli-
cies and national action plans to develop the
strategy for employment and should adopt a gen-
der mainstreaming approach (European Council,
2002). As with workplace equality action plans,
national plans in the area of equality in employ-
ment can promote equality in working conditions
if they include occupational safety and health.

More attention is now being paid to achieving
equality in health programmes and policies. Oc-
cupational safety and health should also be in-
cluded within these programmes. Equality in
working conditions should also be incorporated
into corporate social responsibility (CSR) activi-
ties.

Gender equality in and outside
the workplace

Key poaints

* Measures to improve equality would improve
the quality of women'’s work.
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e Other European bodies have proposed ac-
tions in this area — see Annex 14.

It was recognised at the beginning of this report
that a whole range of issues relating to equality
in employment as well as in society have an im-
pact on gender differences in occupational
safety and health in the workplace itself. Some
issues such as the greater burden of work car-
ried out by women in the home, sexual harass-
ment and discrimination of women in the work-
place have been mentioned in this report. For
example, commenting on findings of the Euro-
pean survey on working conditions, Fagan and
Burchell (2002) state ‘some gender differences
are due to the broader pattern of gender rela-
tions and inequality in society that transcend
the focus on gender-segregated employment
conditions’. Investigating broader equality is-
sues is largely outside the scope of this report,
and others at the EU level have put forward
strategies for action in this area. Details of pro-
posals for actions to reduce inequalities and ex-
amples of good practices based on the research
of the European Foundation (2002¢) are given
in Annex 14.
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DISCUSSION AND
CONCLUSIONS

Improving the employability of women and
men includes ensuring that they do not have to
leave the workforce through injury or ill health,
ensuring work is compatible with home life and
ensuring that both women and men can work
safely and healthily in different areas of work.
There is also a high economic cost of failure to
adequately prevent risks to both women and
men at work.

We have seen that there are gender differences
in the many factors that influence working con-
ditions and quality of work. The factors are of-
ten interrelated. They include: legislation and

Health at Work

social policy; perceptions and assumptions
about who is at risk and what risks are found in
different jobs, and what are included as work-
related risks; discrimination both within and
outside the workplace, gender relations and
gender differences in society at large.

There are two important issues within this: fac-
tors that influence the type of hazards arising
from work in the first place, and then factors
which affect the extent to which these hazards
are recognised and risks prevented.

Among factors that influence gender differ-
ences in exposure to hazards arising from work
in the first place, and therefore differences in
the occupational health outcomes, there are
two critical ones: firstly, gender segregation in
employment (job) and, secondly, gender-segre-
gated domestic responsibilities together with
the work-life interface.

Because of strong occupational gender segre-
gation in the EU labour market, which remains
high despite changes in the world of work,
women and men are exposed to different work-
place environments and different types of de-
mands and strains even when they are em-
ployed by the same sector and ply the same
trade. There is strong segregation between sec-
tors, between jobs in the same sector, and, as
we have seen, there can be segregation of tasks
even when women and men have the same job
title in the same workplace. There is also strong
vertical segregation within workplaces, with
men more likely to be employed in more senior
positions. For all the different types of hazards,
both physical and psychosocial, job segregation
strongly contributes to work exposure to haz-
ards and therefore to health outcomes. In gen-
eral, men suffer more accidents and injuries at
work than women, whereas women report
more health problems such as upper limb disor-
ders and stress.



Other gender differences in employment condi-
tions have an impact on occupational safety
and health: more women are concentrated in
low-paid, precarious work and this affects their
working conditions and the risks they are ex-
posed to; gender inequality both inside and
outside the workplace can have an effect on
women’s occupational safety and health and
there are important links between wider dis-
crimination issues and health; more women
work part-time, and part-time and full-time jobs
have different characteristics; and men are
more likely to work very long full-time hours.

Gender segregation at home

Unequal sharing of housework and the fact that
women are more likely to have additional family
and carer responsibilities put extra pressure on
many women workers. This also increases the
cost to the economy of women'’s work-related
illness. A conflict between work and home is a
source of work-related stress. Furthermore, it is
important to acknowledge that the long and of-
ten inflexible working hours of men can also af-
fect women’s employment and family roles.

Gender-sensitive assessment — assessing
the real exposure of women workers

Risks to women at work may be overlooked in
various areas. Factors influencing occupational
safety and health outcomes are many and often
interrelated. For all the hazards examined in this
report, possible reasons why the known risks to
women may be underestimated were discussed.
There are at least two important reasons for un-
derestimation: first, if a holistic view of the
sources of OSH risks and health outcomes is not
taken, certain risks and health-related outcomes
are not taken into account. Second, if false as-
sumptions are made about who is at risk, some
groups are erroneously excluded from the picture.

If women or the jobs they do are ignored in re-
search, then risks are overlooked. This in turn
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leads to them being ignored for both preven-
tion and future research. Again, if statistical
monitoring does not look at gender issues, this
distorts the picture. Good information is need-
ed both for successful prevention and for effect-
ive policy-making and strategy formulation.
OSH policies, legislation, prevention pro-
grammes, provision of occupational health ser-
vices and actions by labour inspectors are based
on risk analyses. If risks to women are hidden,
this will result in unequal treatment.

Regarding gender segregation, we saw how
even women and men with the same job de-
scription can carry out different tasks. This
means that in research, statistical monitoring
and interventions there is a need to look as
closely as possible at the real tasks people carry
out.

To get a true picture of the risks to both women
and men, it is important to take account of the
amount of exposure. This means adjusting for
both part-time and full-time work, and the fact
that in some sectors longer hours are worked.
Where this is taken account of, the difference,
for example, in accident or hearing disorder
rates between women and men is reduced, al-
though not eliminated. However, ‘less at risk’ is
not the same as ‘not at risk’, although it ap-
pears that often it is interpreted as such. This
can be the reason why women or gender are ig-
nored in research into work-related health out-
comes more prevalent in men, or sectors where
women work are ignored. It can result in
women in female-dominated jobs being exclud-
ed from workplace health checks, physicians
failing to ask questions about the work-related-
ness of women'’s health problems or women or
their jobs receiving fewer resources from occu-
pational health services.

Men suffer more discrete accidents, or health
problems with a clear occupational cause such
as hearing loss that arise from more visible risks
and that have more obvious methods for their



prevention. Outcomes such as upper limb disor-
ders and stress, arising from the jobs that many
women do, have multi-factorial causes and usu-
ally develop slowly, over time. Although there is
now recognition of the workplace causes and
successful preventive measures for both, good
research and successful intervention require
that all factors are examined and the real work
situation is looked at. For example, stress fac-
tors that women face more frequently than
men such as conflict between work and home
life, sexual harassment and discrimination may
be overlooked in risk assessments for work-
related stress. In addition, diseases with multi-
factorial causes are still less likely to be com-
pensated financially.

Some areas of women'’s health in relation to
work have received almost no attention, such as
menstrual disorders and the menopause. In
contrast, much attention has been paid to their
health as expectant or new mothers, while far
less attention has been given to male reproduc-
tive health and work.

Apart from reproductive capacity, there are
other biological differences between women
and men. Men tend to be taller, stronger, etc.
Outside of the OSH field, it is recognised that
women suffer health problems at lower levels
of alcohol consumption than men. Men suffer
testicular cancer, women breast cancer. How-
ever, as exposure due to working conditions is
so strongly related to health outcomes in both
women and men, studies of women and men
working under the same circumstances, with
the same exposures, are needed to investigate
any sex differences in vulnerability.

Given the strong links between job, and there-
fore the level of exposure to hazards, and health
outcome, individual differences become less im-
portant if the focus is on controlling risks at
source, to create a safe and healthy work envi-
ronment for all. The use of patient handling
equipment in hospitals reduces manual

handling for both women and men. We have
seen that allocating jobs to women and men,
on the basis of strength, for example, is prob-
lematic in various ways. ‘Light’ jobs are not al-
ways as light as they may seem and heavy jobs
will still damage stronger people over time. The
higher rates of back injury among men should
be borne in mind. There are sex differences in
some types of health outcomes, which need to
be monitored and studied in relation to work,
such as male and female cancers.

There may also be gender differences in coping
with stress, for example, but there do not ap-
pear to be many gender differences in sources
of stress, although the amount of exposure and
its impact can vary by gender. Again, it is im-
portant to concentrate on recognition and pre-
vention to improve the quality of work for all.
For example, it is important to improve
work-life balance for all, although it would par-
ticularly benefit women. It is also important to
find a way to encourage a more even sharing of
domestic tasks.

Flexibility is important in a number of ways to
provide a safe and healthy workplace for a di-
verse population, matching jobs and working
conditions to people, not people to jobs. This in-
cludes working-time flexibility, for example to
help improve work-life balance. Flexibility in be-
ing able to take toilet and rest breaks is particu-
larly important for pregnant workers and those
going through the menopause. We have also
seen that it is important to take account of indi-
vidual differences in implementing solutions,
such as in the provision of protective clothing and
equipment, as that designed for the standard
man puts some men and more women at risk.

The use of standards, for example, for equip-
ment design and exposure to dangerous sub-
stances is an important part of the OSH-
prevention programme in the EU. Here, it is
important to take account of any gender differ-
ences to create standards that protect both
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women and men, although many standards
have been set based on data from largely male
populations.

As has been mentioned, to obtain an accurate
understanding of the risks to women workers
and for successful prevention, they and their
jobs must be included in research and informa-
tion collection. The questions asked, data col-
lection methods and method of analysis are all
important. Another crucial element for improv-
ing attention to recognition and prevention of
work hazards to women is the involvement of
women in OSH activities and decision-making
at all levels. Various examples have been given
in this report of the importance of involving
women workers in the risk-assessment and pre-
vention process at the workplace and looking at
the real jobs and tasks done.

Gender-sensitivity and mainstreaming

Gender differences may result in unequal pat-
terns of health risk, use of health services and
different health outcomes. The findings of this
report confirm that a gender-neutral approach
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to occupational safety and health is contribut-
ing to the maintenance of gaps in knowledge
and more attention and resources being given
to men’s occupational health and risks in men’s
work, resulting in less effective prevention. The
possibility of gender inequalities in the coverage
and application of gender-neutral directives,
OSH priority setting and resource allocation,
benchmarking, standard setting and compen-
sation arrangements have been mentioned. Oc-
cupational health policies can take account of
gender differences by adopting a gender-sensi-
tive approach, acknowledging that certain
health problems are unique to, or have more se-
rious implications for, either women or men.

Gender mainstreaming — in other words, inte-
gration of gender concerns into the analyses,
formulation and monitoring of policies, pro-
grammes and projects to reduce inequalities be-
tween men and women — is central to this, and
the use of gender impact assessment is an im-
portant tool in this process.

Below is a model for mainstreaming gender into
the OSH system.

Action levels for mainstreaming gender into the O0SH system

Review tools
Gender-sensitive > _ Gender impact assessments Gender-sensitive
research - " changing world of work/ monitoring/data collection
risk observatory

Social +
economic

policy

Gender-sensitive legislation + policy
(EU + national level)

Public health

OSH policy

policy

OSH guidelines, standard setting, training,
risk assessment tools, equality agendas, efc.

. M .
Enterprise-level practice
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In addition, to take a holistic approach to OSH
prevention requires an interdisciplinary ap-
proach between different policy fields, which is
reflected in the model.

There is enough knowledge to start taking a
gender-sensitive approach to OSH at all levels,
from policy to practice. A gender perspective
should be built into the labour inspection, de-
velopment and implementation of legislation,
risk assessment, and prevention practices. Oc-
cupational health professionals, both physi-
cians and nurses as well as other experts, such
as safety engineers and physiotherapists, need
more training on these issues. Trade unions
have a strong role to play in awareness raising,
training and developing guidelines. Frame-
works should be put in place to serve as a
guideline for mainstreaming gender into OSH
policies and practices. Experiences and prac-
tices should be shared so that approaches can
be improved.

Some suggestions to take forward the agenda
of mainstreaming gender into OSH are present-
ed below.

The European Commission’s Advisory Com-
mittee on Safety, Hygiene and Health could
set up an ad hoc group on gender with a re-
mit to examine practical ways to take forward
the EU agenda of mainstreaming gender into
OSH.

European sector dialogue committees could
examine how mainstreaming and a gender-
sensitive approach could be taken forward in
their sector. This could include developing
guidelines for risk assessment and prevention.

Another area to explore is how equalities or-
ganisations can extend their activities to include
occupational safety and health. For example,
the European Women's Lobby established a
European women’s talent bank as a resource to
help increase women’s participation in meet-

ings, conferences and technical groups advising
the European Commission and other European
and international institutions. Initiatives such as
this could be extended to include the field of
occupational safety and health.

Avenues of cooperation between the Advisory
Committee on Safety, Hygiene and Health and
the Advisory Committee on Equalities could be
explored and the Advisory Committee on Equal-
ities could consider how they can promote
equality in the OSH field within their own activ-
ities.

Similar actions can be taken at national level. In
addition, OSH authorities and institutions
could specifically target women'’s occupational
health issues and areas of women'’s work that
have been neglected, for research and inter-
vention activities, such as has been done by
NIOSH.

Organisations covering women’s health, such
as women'’s healthcare programmes or non-
governmental organisations concerned with
women’s health issues, are an important source
of information and play an important
awareness-raising role. There is great scope for
them to cover occupational health aspects of
women’s health and work with those in the
OSH field, such as OSH authorities, trade
unions and employers to raise awareness and
develop guidance for the workplace. It has also
been found that women make good use of the
Internet to search for health information. In-
cluding OSH-related information on the web
sites of health organisations could be a partic-
ularly useful awareness-raising method among
women.

An important issue in the OSH field is to raise
awareness and start prevention activities as
early as possible, by taking OSH into schools
and mainstreaming it into the educational
process. It follows that a gender perspective
should be included in this process.
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Taking o gender-sensitive approach to
workplace intervention

A gender-sensitive approach is needed in OSH
prevention. It has been pointed out that, al-
though the majority of European OSH legisla-
tion is gender neutral, it would be possible to
apply it in a gender-sensitive way. However,
guidance, awareness raising and training on
taking a gender-sensitive approach would be
needed to achieve this.

The key aim of a gender-sensitive risk-assess-
ment and prevention approach is to view effec-
tively the less visible hazards and health prob-
lems that are more common for women
workers, in order to take suitable preventive ac-
tion. As there are gender differences in a variety
of broader issues relating to work circum-
stances, such as work-life conflicts, discrimina-
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tion, and the involvement in decision-making in
the workplace, a holistic approach to risk pre-
vention is needed if all relevant gender differ-
ences are to be taken into account.

Risk assessment and prevention are commonly
considered to cover five stages:

Hazard identification

Risk assessment
Implementation of solutions
Monitoring

O OO0 odgog

Review

All parts of the risk-assessment and prevention
process need to be gender-sensitive. In Box 71
are some suggestions for making the process
more gender-sensitive based on the results of
this study.
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RECOMMENDATIONS

Key issues

1. Prioritising prevention. Continuous ef-

forts are needed to improve working condi-
tions and improve work organisation so that
they are suited to both women and men.

. Promoting and facilitating a gender-
sensitive approach. Gender-sensitivity is
needed in research, policy and prevention
practice to help ensure effective prevention
and avoid gender bias in occupational safety
and health (OSH). A gender perspective
should be systematically built into labour in-
spection, legislation and guidance, and risk-
assessment and prevention practices. Occu-

Evropean Agency for Safety and Health at Work

pational health physicians and nurses and
others, such as safety engineers and
physiotherapists, need more training on
these issues. Awareness of the need for a
gender-sensitive approach and support in
how to achieve it are needed at all levels. Ex-
isting approaches and experiences need to
be shared, and a comprehensive framework
that serves as a guide for mainstreaming
gender into OSH policies and practices needs
to be developed. This report and the models
presented in it could be used as a starting
point for further discussion and activities.

3. Taking account of all risks. Some risks

faced by women have been given less atten-
tion, such as standing work and reproduc-
tive health issues other than pregnancy.
More research is needed in the neglected
areas and they need to be included in as-
sessment and prevention activities. A holistic
approach to OSH should be taken that
recognises and takes account of issues such
as conflict between work and home life,
harassment and discrimination.

4. Taking account of real work situations.

Gender differences in exposures to hazards,
arising from gender segregation in employ-
ment, have a strong impact on gender dif-
ferences in occupational health outcomes.
The work-based causes and requirements
for prevention even for upper limb disorders
and stress are well documented. However, it
is very important that the real tasks being
done, and the real work context are exam-
ined both for successful prevention and for
research and monitoring.

General

1. Promoting work-life balance policies.

Women generally carry out a larger share of
household duties and family caring responsi-
bilities. Many older women care for elderly
relatives. Improved social support for carers



would particularly benefit women, but a
more equal distribution of home responsibili-
ties can be positive for both men and women.
Men are more likely to work long full-time
hours, and in this case any non-standard or ir-
regular working schedules have a greater im-
pact on incompatibility between work and
life. Many of those working long hours would
like to shorten their hours, and many of those
working shorter hours would like the oppor-
tunity to increase the number of hours
worked. Work-life balance policies, including
family-friendly elements, suitable hours and
flexibility, should be initiated in European
workplaces for the benefit of both women
and men, and they should take account of
both women'’s and men’s work schedules and
be designed to be attractive to both. More
sharing of existing good practice and more in-
tervention research are needed in the work-
place on work-life balance and family-friend-
ly strategies, flexitime, job sharing, etc.

. Paying attention to specific groups of
women workers. \Women workers are not
a homogeneous group, nor are, for exam-
ple, older workers or male workers. More at-
tention should be paid to the working situa-
tion and occupational safety and health
needs of women in non-traditional jobs,
young and older women workers, commer-
cial sex workers and other vulnerable
groups.

. Promoting interdisciplinary cooper-
ation. The multi-factorial nature of gender
differences in occupational safety and health
require active cooperation among different
areas of policies, research, education and in-
formation. Ways of promoting this cooper-
ation need to be investigated and good
practices shared.

. Mainstreaming occupational safety and
health into equality agendas at all lev-
els. For example, by including occupational
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safety and health in all health equality agen-
das, or by incorporating occupational safety
and health into workplace equality plans.

. Reducing discrimination and improving

the quality of women’s employment.
These important issues are largely outside
the scope of this report. For strategies for
improvement in this area, such as provisions
directed at enhancing women's job access,
reducing sex segregation and diminishing
pay discrimination see, for example, Annex
14, taken from European Foundation
(20020).

. Improving women’s participation in oc-

cupational safety and health decision-
making. Women should be represented
and directly involved in the decision-making
concerning occupational safety and health.
Women's own views, their experiences,
knowledge and skills should be reflected
when formulating and implementing
health-promotion strategies within occupa-
tional safety and health. Ways of achieving
this should be explored and existing good
practices exchanged.

. Basing exposure assessment on the real

jobs people do. Exposure assessment
should be improved and not based on job ti-
tle, but on the real work situation and tasks
people carry out. Possible synergistic and cu-
mulative effects of chemicals among them-
selves and with other hazards should be
included.

. Assessing epidemiological research for

bias. Existing epidemiological research
should be critically assessed to find any sys-
tematic bias in the way investigations are
done when studying women’s occupational
safety and health.



3. Routinely and systematically including

the gender dimension in data collection
and statistical monitoring. This includes
the collection of national reportable occupa-
tional accident, disease and ill-health data,
as well as record keeping in relation to com-
pensation data. Gender analyses of the in-
formation collected by Eurostat and through
the European surveys on working condi-
tions, for example, are very useful. However,
it is important to consider whether the in-
formation collected and the indicators avail-
able are adequate for identifying the partic-
ular features that typically characterise
women’s employment. The recommenda-
tions from the gender analyses of the third
European survey on working conditions for
modifications to the survey should be imple-
mented. The further development of Mem-
ber State occupational safety and health sta-
tistics by gender is needed to provide more
information in general and on any differ-
ences among the Member States. The qual-
ity of gender statistics on occupational
safety and health outcomes can be en-
hanced if they take account of the number
of hours worked and the division into occu-
pations and sectors. The closer the break-
down according to the real tasks people
carry out, the better. Practical means of im-
proving the quality of occupational safety
and health statistics by gender should be
investigated.

. Investigating and comparing Member
State differences further. Further investi-
gation is needed of gender differences in
working conditions and occupational out-
comes within individual Member States, in
order to see if and why there are any differ-
ences among Member States, especially in
those where data are lacking.

. Gathering information from the candi-
date countries. There are differences

regarding gender and working conditions
between candidate countries and the Mem-
ber States and among the different candi-
date countries. It would be useful to look in
more detail at policies and practices from
the candidate countries.

. Redressing the gender imbalance in re-

search programmes. Less research atten-
tion has been given to occupational risks to
women and to jobs dominated by women.
Where necessary, OSH research programmes
should specifically include topics relevant to
women and their workplaces. More inter-
vention studies on prevention of occupa-
tional risks to women and mainstreaming
gender into prevention activities are needed.

. Considering the impact of changes in

the world of work on gender and occu-
pational safety and health. Changes in
the world of work have implications for oc-
cupational safety and health. A recent ex-
ample has been the introduction of tele-
working. Changes should be assessed for
their occupational safety and health implica-
tions, and this should include a gender
assessment.

. Mainstreaming gender into occupation-

al safety and health strategy. Gender
should be mainstreamed into all areas of oc-
cupational safety and health at EU and na-
tional level, as outlined in the European
Community strategy 2002-06. The gender
element should be well defined and trans-
parent and a comprehensive framework
should be created that will serve as a guide
for mainstreaming gender into occupational
safety and health policies, programmes and
practices. The Commission and the Advisory
Committee on Safety, Hygiene and Health
(ACSHH) could support this element of the
strategy, for example, by specifically
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addressing the gender issue in current activ-
ities on musculoskeletal disorders, work-
place violence and hospitals, as these are
risks and work areas of significance to many
women workers, as well as in activities on
occupational diseases. They could also con-
sider whether there is a need to set up a spe-
cific ACSHH group on mainstreaming gen-
der into OSH. Member States should also
look at what practical steps they can take to
mainstream gender into their occupational
safety and health activities and there should
be exchange of existing experiences and
practices in this area.

. Applying gender impact assessments as
a mainstreaming tool. In accordance with
the EU strategy on promoting equality, gen-
der impact assessments should be carried
out when existing EU occupational safety
and health directives, guidelines, policies
and actions are reviewed or new ones are
being developed. This should include pre-
vention, standardisation and compensation,
as well as information collection and access
to OSH services and resources.

. Incorporating gender and occupational
working conditions into standard set-
ting. Women'’s health and safety may be
less well protected than men’s because
many occupational safety and health stan-
dards and exposure limits to hazardous
substances have been based on male pop-
ulations and laboratory tests. Data on both
sexes and gender differences in working
conditions should be taken into account in
European and international standardisa-
tion.

. Mainstreaming OSH gender issues into
other policy areas. OSH gender issues
should be mainstreamed into other policy
areas such as health policy or actions on cor-
porate social responsibility (CSR), for exam-

ple.
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1. Improving gender-sensitivity in the im-

plementation of existing directives etc.
The rather broad requirements of risk as-
sessment and prevention in the gender-
neutral European Union occupational safety
and health directives and guidelines do not
exclude taking a more gender-sensitive ap-
proach in their implementation. However,
more gender-sensitive methods for imple-
mentation need to be developed. This could
include incorporating information into
guidelines or codes of practice that the
Commission and Member States produce to
support the implementation of the legisla-
tion as well as producing specific guidance,
or training and information for labour in-
spectorates. Social partners have an impor-
tant role to play, for example to develop
guidelines. All the various occupational safe-
ty and health actors need information and
training about women'’s working conditions.

. Investigating and sharing good prac-

tices. This report provides some examples of
approaches and practices in individual Mem-
ber States and from other sources. It would
be useful to gather and share more exam-
ples of policies, programmes and good prac-
tices from the workplace from all Member
State countries.

. Awareness raising and promoting good

practices and methods for including gen-
der in risk assessment and involving
women workers. Active promotion of a gen-
der-sensitive approach to risk assessment in
the workplace is needed. This would include
awareness raising and training, backed by ap-
propriate information for the workplace. The
Commission and the Advisory Committee on
Safety, Hygiene and Health, Member States
and social partners should explore how they
can support this recommendation.
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GLOSSARY

Sex and gender

The existing differences between men and

women are of a biological and social nature:

o Sex refers to the biologically determined dif-
ferences between men and women, which
are universal.

¢ Gender refers to the social differences be-
tween women and men that are learned,
changeable over time and have wide varia-
tions both within and between cultures.

Example: While only women can give birth (bi-
ologically determined), biology does not deter-
mine who will raise the children (gendered be-
haviour).

Source of definition: European Commission (no
date), ‘A guide to gender impact assessment’.

Health at Work

Gender equality — equality between
women and men

1. Gender equality means that all human be-
ings are free to develop their personal abili-
ties and make choices without the limitations
set by strict gender roles; that the different
behaviour, aspirations and needs of women
and men are equally valued and favoured.
Formal (de jure) equality is only a first step to-
wards material (de facto) equality. Unequal
treatment and incentive measures (positive
action) may be necessary to compensate for
past and present discrimination. Gender dif-
ferences may be influenced by other struc-
tural differences, such as race/ethnicity and
class. These dimensions (and others, such as
age, disability, marital status and sexual ori-
entation) may also be relevant.

Source of definition: European Commission
(no date), ‘A guide to gender impact assess-
ment’.

2. Absence of discrimination on the basis of a
person’s sex in opportunities and the allo-
cation of resources or benefits or access to
services.

Source of definition: WHO (1998), Gender
and health technical paper.

Gender blindness or gender neuvtrality

Failure to recognise that gender is an essential
determinant of social outcomes.

Source of definition: WHO (1998), Gender and
health technical paper.

Gender-sensitivity

Ability to perceive existing gender differences,
issues and inequalities and incorporate these
into strategies and actions.

Source of definition: WHO (1998), Gender and
health technical paper.



1. Gender impact assessment means to com-
pare and assess, according to gender-rele-
vant criteria, the current situation and trend
with the expected development resulting
from the introduction of the proposed

policy.

Source of definition: European Commission
(no date), ‘A guide to gender impact assess-
ment’

2. Gender analysis examines the differences
and disparities in the roles that women and
men play, the power imbalances in their re-
lations, their needs, constraints and oppor-
tunities and the impact of these differences
on their lives. In health, a gender analysis ex-
amines how these differences determine dif-
ferential exposure to risk, access to the ben-
efits of technology, information, resources
and healthcare and the realisation of rights.
A gender analysis must be done at all stages
of an intervention, from priority setting and
data collection to the design, implement-
ation and evaluation of policies or
programmes.

Source of definition: WHO (1998), Gender
and health technical paper.

1. In the European Commission communica-
tion on mainstreaming (COM (96) 67), main-
streaming is defined as 'not restricting
efforts to promote equality to the imple-
mentation of specific measures, but mobilis-
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ing all general policies and measures specif-
ically for the purpose of achieving equality’.
The gender and equality dimension should
be taken into account in all policies and ac-
tivities, in the planning, implementation,
monitoring and evaluation phases.

Source of definition: European Commission
(no date), ‘A guide to gender impact assess-
ment’.

2. The integration of gender concerns into the
analyses, formation and monitoring of poli-
cies, programmes and projects, with the ob-
jective of ensuring that these reduce in-
equalities between women and men.

Source of definition: WHO (1998), Gender
and health technical paper.

Mainstreaming aims to make risk management
principles and ‘occupational safety and health
thinking” an intrinsic part of the way decisions
are made and actions are taken in the work-
place, so that health and safety is not just an
‘add-on’.

Source of definition: European Agency, ‘Forum
8 — Learning about occupational safety and
health’.

Plans designed by management to incorporate
an equality perspective and programme into all
company policies.

Source of definition: European Foundation
(20020).
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In its Community strategy on health and safety
at work 2002-06, the European Commission
specifically includes mainstreaming the gender
issue into occupational safety and health
among its objectives. The relevant text is repro-
duced below:

‘Introduction

It follows that working towards a healthier oc-
cupational environment has to be addressed as
part of the general trend in economic activities
(more service-oriented), forms of employment
(more diversified), the active population (more
women and an older working population) and
society in general (more diverse, but more
marked by social exclusion) [...].

2.1. Changes in society
2.1.1. An increasingly feminised society

The growing percentage of women in employ-
ment has been evident for decades. It was one of

the fundamental objectives laid down in Lisbon,
against the background of an ageing working
population, and it introduces a new dimension
into the subject of health and safety at work.

As many as 83 % of employed women work in
services, which explains why they suffer a much
lower rate of accidents and occupational ill-
nesses than men, and why they stand much less
risk of being involved in an accident. Nonethe-
less, the trend is not a good one, since the kind
of work in which women predominate is gener-
ating a growing accident rate, including fatal
accidents. Moreover, although women ac-
counted [in 1995] for only 17.8 % of diagnosed
occupational illnesses, the proportion was
much higher in certain groups: 45 % of aller-
gies, 61 % of infectious illnesses, 55 % of neu-
rological complaints, 48 % of hepatitic and der-
matological complaints. These figures underline
the importance of gender in terms of occupa-
tional illnesses.

Preventive measures and the assessment
arrangements, and the rules for awarding com-
pensation must take specific account of the
growing proportion of women in the work-
force, and of the risks to which women are par-
ticularly liable. These measures must be based
on research covering the ergonomic aspects,
workplace design, and the effects of exposure
to physical, chemical and biological agents, and
pay heed to the physiological and psychological
differences in the way work is organised.

3.1. For a global approach to well-being at work

The objective of the Community’s policy on
health and safety at work must be to bring
about a continuing improvement in well-being
at work, a concept which is taken to include the
physical, moral and social dimensions. In addi-
tion, a number of complementary objectives
must be targeted jointly by all the players [...].

2. Mainstreaming the gender dimension into
risk evaluation, preventive measures and com-
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pensation arrangements, so as to take account
of the specific characteristics of women in terms
of health and safety at work [...].

3.3.2. Encouraging innovative approaches
1. Benchmarking
The Commission will:

— consider to propose, in 2002, an amend-
ment to the employment guidelines, calling on
the Member States to adopt national quantified

182

objectives for reducing accidents at work and
occupational illnesses, giving specific attention
to sectors with a high accident frequency rate,
and mainstreaming the gender and age dimen-
sions; [...]."

Source: European Commission (2002c), Com-
munication from the Commission, ‘Adapting to
change in work and society: a new Community
strategy on health and safety at work 2000-02,
COM(2002) 118 final, C5-0261/2002-
2002/2124(C0OS), 11 March 2002, Brussels.



The European Parliament examined and dis-
cussed the European Commission’s Community
strategy on health and safety at work 2002-06
and then adopted a resolution stating its view-
points and proposals concerning the strategy.
The Community strategy included reference to
mainstreaming gender into activities on occu-
pational safety and health and the following ex-
tracts from the European Parliament’s resolu-
tion are relevant to the gender dimension in the
Commission document.

‘[...] whereas the gender and demographic di-
mensions are evoked in the Commission’s
analysis but are almost entirely absent from the
actions proposed; for example, proposals for
action should take account of the fact that
many sectors of employment dominated by
women are low paid and precarious; and that
where men are more prone to serious industrial

accidents, women tend to suffer work-related
diseases and mental disorders,

3. Calls on the Commission to integrate a gen-
der dimension throughout the strategy, paying
particular attention to the following:

(i) the double workload faced by many people,
predominantly women, of paid employment
and socially productive but unpaid work in con-
nection with personal responsibilities, which
may have health and safety implications;

(i) the fact that, in the context of the gender
segmentation that characterises too many
European labour markets, women receive less
vocational training and education than their
male colleagues;

(iii) the situation of specific groups such as
homeworkers (a high percentage of whom are
women) who manufacture a huge range of
goods in their homes and women in agriculture
and family-run SMEs, many of whom are legal
partners in the business and carry out potential-
ly dangerous work but have little access to
training, information or social security;

(iv) how health, safety and reproductive health
aspects of employment can be a hindrance to
work entry by women in certain sectors which
in turn perpetuates the gender division of
labour and to propose measures to ensure that
these obstacles are removed.

Legislative issues

4. Calls for the extension of the scope of the
framework directive, Council Directive
89/391/EEC of 12 June 1989 on the introduc-
tion of measures to encourage improvements in
the safety and health of workers at work to ex-
cluded groups of workers such as the military,
the self-employed, domestic workers and
homeworkers; the exclusion of the last two
groups constitutes indirect discrimination
against women and to end it would give
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concrete effect to the Commission’s emphasis
on gender;

5. Supports in its resolution of 20 September
2001 on harassment at the workplace, the
“global approach to well-being at work” in-
cluding all kinds of risks such as stress, harass-
ment, bullying and violence; this echoes the
judgment of the Court of Justice as to the wide
interpretation of “working environment” (Arti-
cle 137(1) TEC); however, the Commission
should recognise gender as important in this
context and be more concrete by, for example,
proposing legislation on workplace bullying;
the global approach should also include a com-
mitment to extend strategic action to address or
combat future risks posed by new processes or
changes to existing ones;

6. On musculoskeletal problems, which are suf-
fered by over half the people affected by work-
related complaints in the EU, particularly older
workers; urges the Commission to propose a
comprehensive directive on workplace er-
gonomics, to review and improve the imple-
mentation of Council Directive 90/270/EEC of
29 May 1990 on the minimum safety and
health requirements for work with display
screen equipment and to propose amendments
to Council Directive 90/269/EEC of 29 May
1990 on the minimum health and safety re-
quirements for the manual handling of loads
where there is a risk particularly of back injury to
workers, especially regarding repetitive hand-
ling of small loads; furthermore, gender consid-
erations should be mainstreamed into policies
and practices of risk assessment and workplace
design;

[...]

10. Urges the Commission to evaluate all exist-
ing health and safety legislation with a view to
establishing whether gender-specific needs
have been taken into account, even in the sec-
tors where women are under-represented;
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[..]

12. Believes that legislative simplification must
not become a cover for deregulation of health
and safety provisions; instead, the consistency
of existing provisions should be evaluated; the
role of the stakeholders (especially public au-
thorities and employee representatives) should
be spelled out more clearly, ILO conventions
should be better taken account of, the tasks of
health surveillance should in general be better
clarified than the current fragmented and in-
consistent way across different directives and a
full gender-mainstreaming perspective should
be implemented as a horizontal issue;

[..]

30. Welcomes the Commission’s new emphasis
on “mainstreaming health and safety” into
other Community policies and asks the Com-
mission to include in its action plan on the strat-
egy a clear plan for mainstreaming occupation-
al safety and health into all relevant legislative
and non-legislative areas both within its Em-
ployment and Social Affairs DG and in its other
DGs; [...].

Sources: European Parliament texts adopted at
the sitting of Wednesday 23 October 2002
(P5_TA-PROV(2002)10-23, text P5_TA-PROV
(2002)0499), ‘Adapting to change in work and
society’ (A5-0310/2002 — Rapporteur:
Stephen Hughes).

European Parliament resolution on the Com-
mission communication ‘Adapting to change in
work and society: a new Community strategy
on health and safety at work 2002-06'
(COM(2002) 118 — (C5-0261/2002 — 2002/
2124(C0S)).

European Parliament web site (http://
www3.europarl.eu.int/omk/omnsapir.so/
calendar?APP=PDF  TYPE=PV2  FILE=
p0021023EN.pdf LANGUE=EN).
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ANNEX 5: STATISTICAL DATA
RELATED TO GENDER AND
EMPLOYMENT IN THE EU

Figure 1: Women's employment in % of total employment, 1990 and 2000 (')
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(") In 1990, Sweden, Finland and Austria were not yet Member States and information concerning them is

available for the year 2000 only.
Source: Third European survey on working conditions.
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Figure 2: Employment rate of women, aged 25-49, in 1995 and 2000 in the EU (%)
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Source: Eurostat yearbook 2002.

Figure 3: Employment rate of women, aged 50—64, in 1995 and 2000 in the EU (%)

Sweden
Denmark
Finland

United Kingdom
Portugal

France
Germany
Netherlands
Ireland

Austria

Greece

®2000
Luxembourg

1995

Belgium

Spain

Italy ‘ |

0 10 20 30 40 50 60 70 80
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Figure 4: Part-time employment in % of total employment, 2000
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Source: Key employment indicators 2000/European Commission gender equality web site: ‘Statistics on
gender issues — part-time employment’.

Figure 5: Percentage of employees with a non-permanent contract
by gender and country, 2000
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Figure 6: Employment status in the EU by age and gender: percentages of employees
with different types of employment contracts, 2000
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Source: Third European survey on working conditions.

Figure 7: Women's employment in % of total employment by sector;
services and industry, 2000
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Source: Employment in Europe/European Commission gender equality web site: ‘Statistics on gender issues
— gender segregation in the labour market'.

=188



Evropean Agency for Safety and Health at Work




Gender issves in safety and health at work —




Evropean Agency for Safety and Health at Work

ANNEX 6: DATA FROM THE THIRD
EUROPEAN SURVEY ON WORKING
CONDITIONS

Source: These tables and figures, which present
data from the third European survey on working
conditions broken down by sex, are taken from
Fagan and Burchell (2002).

Key to tables:
FT = Full-time; PT = Part-time (under 35 hours
per week); All = FT + PT
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The following tables are taken from Statistics in
Focus, Theme 3: Population and social condi-
tions, 4/2002 (Dupré, 2002), Eurostat, Euro-
pean Commission.

The European statistics on accidents at work are
based on records collected by Member States
for work accidents resulting in four or more
days' absence from work. The work-related ill-

health data come from responses to the 1999
European labour force survey.

The incidence rate is defined as the number of
accidents at work occurring during the year per
100 000 persons in employment. The preva-
lence rate is the number of work-related health
complaints suffered over the past 12 months
per 100 000 persons in employment. Here, the
incidence rate is measured in terms of full-time
equivalent employment (see below) in order to
allow for differences in hours worked both be-
tween men and women and between jobs in
different sectors of activity. Full-time equivalent
(FTE) employment of men and women is esti-
mated by adjusting the number employed in
each sector or occupation in the different Mem-
ber States by the average hours they usually
work per week relative to the average hours
worked by men and women employed full-time
in the EU as a whole. This differs from the usual
procedure of defining FTE employment in terms
of the usual full-time hours worked in each
country separately because the aim is to adjust
for differences in working time between Mem-
ber States as well as between men and women,
types of activity and occupations. Equivalent in-
formation is not available from all Member
States. For further explanation, see Dupré
(2002).
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Figure 1: Incidence rate of accidents at work suffered by men relative to women, 1998

Accidents with more than three days’ absence per 100 000 employed, ratio of men to women
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NL: no data by sex available
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Figure 2: Incidence rate of accidents at work suffered by men relative to women on an
FTE basis, standardised for sectoral structure, 1998 (more than three days’ absence)

Accidents per 100 000 FTE employed, ratio of men to women
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NL: no data by sex available

3.5 3.5

=198



Evropean Agency for Safety and Health at Work

Figure 3: Standardised incidence rates of accidents at work to men and women in
relation to FTE employment by branch in the EU, 1998 (more than three days’ absence)
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Figure 4: Change in standardised incidence rates of accidents at work to men
and women, 1994-98 (more than three days’ absence)
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Figure 5: Incidence rates of accidents at work to men relative to women standardised
for occupational structure, 1999

Number reporting accidents per 100 000 FTE employed, ratio of men to women

B, D, F, NL, A: no data available
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Figure 6: Prevalence rates of work-related complaints of men relative to women,
standardised (occupation), 1999

Number reporting complaints per 100 000 FTE employed, ratio of men to women

B, D, F, NL, A: no data available
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At the international level, the International
Labour Organisation (ILO) and others have car-
ried out activities to analyse gender issues in re-
lation to occupational hazards.

On average, women’s share of the global labour
market is over 40 %. The general trend is that
the number of women in paid work is growing.
However, in most countries, the unemployment
rate is higher for women than for men. A ma-
jority of the world’s women still work in agricul-
ture, often as unpaid family workers, but many
have found new job opportunities with better
pay in the industry and service sectors. Women
are increasingly active as entrepreneurs and
own or operate a significant proportion of small
and micro-businesses in many countries. Fur-
thermore, women have moved up the ladder to
take up an increasing number of professional
and managerial positions. However, they re-
main clustered in the lower and middle levels of
firms and with few exceptions rarely rise to top
positions in either the private or public sector.

Progress towards gender equality is uneven and
discrimination continues to be pervasive in the

world of work. Women still tend to be dispro-
portionately concentrated in the lower skilled
and lower paid jobs. They form the majority of
workers carrying out work on a part-time, tem-
porary or home-based basis.

The occupational hazards affecting women are
related to the type of work they typically per-
form. These include lack of safety and health
measures and services combined with long
hours of work, particularly in the case of home-
work. The injuries and reproductive risks caused
by exposure to harmful pesticides and heavy
physical work during crop cultivation and har-
vesting are also common. In addition, women in
all walks of life have to assume greater respon-
sibility for the care work of family and home, al-
though a gradually growing number of men in
a range of countries are beginning to play a
greater role in this regard. Women's higher
stress levels, chronic fatigue and premature age-
ing can be attributed to the ‘double day’ or the
effort of balancing work and family demands.

Women in agriculture, like many other rural
workers, have a high incidence of injuries and
diseases and are insufficiently reached by health
services. Women's role in agriculture has been
traditionally underestimated. Today, women pro-
duce almost half of the world’s food. The average
earnings of rural women engaged in plantation
work are lower than those of men. Many women
in agricultural labour end up doing jobs that no-
body else would do, such as the mixing or appli-
cation of harmful pesticides without adequate
protection and information, suffering from in-
toxication and, in some cases, death. Heavy work
during crop cultivation and harvesting can result
in a high incidence of stillbirths, premature births
and death of the child or the mother. Some stud-
ies have shown that the workload of traditional
‘female’ tasks, such as sowing out, picking out,
and clearing, is a little higher than the workload
of males due to the fact that the latter are assist-
ed by mechanical means during irrigation, ridg-
ing and farming (ILO web site).
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Gender discrimination also makes it harder for
women to break out of the cycle of poverty, par-
ticularly for households headed by women,
which are becoming increasingly common in
many countries. Women'’s higher levels of illiter-
acy and lack of access to education and training
in comparison with men, as well as their lack of
representation in political organisations, ad-
versely affect their occupational choice and earn-
ings. It is important to address these issues, just
as it is important to analyse and recognise the
different hazards and risks experienced by men
and women in the globalising world of work and
local labour market. A clear policy commitment
is needed to combat discrimination, i.e. to en-
sure that both men and women benefit from oc-
cupational safety and health programmes, legal
provisions and institutions established for their
implementation and enforcement (Forastieri,
2000; see also ‘ILO information note’ below).

Global strategies and policies on occupational
safety and health should also take specific

Women and pesticides in Ukraine

Women in Ukraine constitute 54 % of the rural pop-
ulation and undertake 65 % of agricultural labour.
Their employment conditions are worse than those
of men and they are widely involved in pesticide ap-
plication, including obsolete pesticides. Work may
include digging land contaminated by radionuclides
and pesticide residues in order to plant potatoes,
and spraying pesticides without wearing protective
clothing. There is evidence that they are suffering
pesticide-related diseases but the women them-
selves are largely ignorant of the dangers. Intensive
production remains the favoured policy, attracting
the major agrochemical corporations.

In general, the need to pay attention to gen-
der issues is being increasingly recognised and

204

account of the additional problems women
workers face particularly in the developing
world, such as heavy physical work, the recon-
ciliation of work and family, work in the context
of the family, less developed working methods,
traditional social roles, and poverty. General
poverty and illiteracy rates among women
workers in the developing world are even high-
er than for men (WHO, 1994a; Kane, 1999a;
see also Bildt et al., 2002).

The ILO has set an agenda called ‘Decent
work’ to respond to the challenge presented
by globalisation, and to promote opportunities
for women and men to obtain decent and pro-
ductive work. The agenda’s objective is to set
a threshold for work and employment which
embodies universal rights and which is consist-
ent with a society’s values and goals. The ‘De-
cent work’ initiative puts gender equality and
development issues at the heart of the ILO
agenda (ILO, Bureau for Gender Equality,
2000).

One initiative to mainstream gender into activities
to protect the environment and to promote sus-
tainable development, with women taking the
lead, comes from the non-governmental organisa-
tion, the Centre of Sustainable Development and
Ecological Research, and is entitled "Women in
agrarian education’. Activities include the promo-
tion of sustainable agriculture, pesticide reduction
as a key focus, environmental education and
awareness raising, and promoting the adoption of
legislation and policies for pesticide reduction
strategies at local and State levels.

Source: Stefanovska and Pidlisnuk (2002).

similar approaches are being advocated, par-
ticularly the mainstreaming of gender into oc-
cupational safety and health policy and activi-
ties. Examples are given below from
international bodies.
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[LO/WHO Joint Committee

The ILO/WHO Joint Committee recognised in
1992 that there are specific occupational health
needs of workers because of age, physiological
conditions, gender, communication barriers and
other social aspects, among other factors. It
advocates, as a priority field of action, the de-
velopment of activities in which such needs be
met on an individual basis with due concern for
the protection of all workers’ health at work,
without leaving any possibility for discrimina-
tion (ILO, 1992).

Lo

The International Labour Conference resolution
on equal opportunities and equal treatment for
men and women in employment of 1985 (see be-
low) includes items on the working environment,
for example, that ‘women and men should be
protected from risks inherent in their employment
and occupation in the light of advances in scien-
tific and technological knowledge’ and that at-
tention should be paid to protecting the repro-
ductive health of both men and women.

In 1989, the ILO organised a tripartite meeting
of experts on ‘special protective measures for

Safety and

Health at Work

women and equality of opportunity and treat-
ment’. The main conclusion of the discussions
was that both women and men require appro-
priate protection against occupational safety
and health hazards and poor working condi-
tions. Special protective measures for women
are incompatible with the principle of equality
of opportunity and treatment unless they arise
from women'’s biological condition. More re-
search is needed into the differences in the
reproductive function of women and men.
Other points made during the meetings includ-
ed: the need for change in the basic attitudes
and practices of society regarding equal
opportunity and treatment; the recognition of
women'’s additional work burdens; the need to
review all protective legislation applying to
women; the need to justify all protective legis-
lation with objective and up-to-date scientific
evidence; the need for reasonable accommo-
dation, hours of work and rest periods, and
washing and sanitary facilities during pregnan-
¢y, nursing and early maternity; the need for
personal security for all workers (including
against sexual harassment and violence); and
the importance of childcare facilities for work-
ing men and women.
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Since the passing of the 1985 resolution and the
1989 meeting of experts, the ILO adopted in the
mid-1990s an in-house gender mainstreaming
policy, which includes several components. One is
a requirement that all ILO staff carry out gender
analyses of the labour market and take differ-
ences between women and men in the labour
market into account in the design and imple-
mentation of technical programmes. The ILO has
also appointed gender specialists in many field of-
fices and established a broad gender network for
more effective gender mainstreaming in its work.

Another consequence of the ILO’s shift to a
more gender-focused approach during the past
20 years is the adoption of several ‘gender-
sensitive’ ILO conventions, including on night
work, homework, maternity protection and
agriculture (see box above).

The ILO is also addressing sexual harassment at
work. The most recent activities include nation-
al studies and a regional meeting in Asia, which
resulted in the publication Action against sexual
harassment at work in Asia and the Pacific
(2001). In the field of preventing psychosocial
problems at work, a training programme called
SOLVE addresses stress and violence, including
sexual harassment.

Specifically for occupational safety and health,
the ILO has produced suggestions on how to in-
tegrate the gender perspective into the field of
occupational safety and health (see also ‘ILO in-
formation note’ below). Among these sugges-
tions are the following issues:
special consideration to women’s safety and
health in all occupational safety and health
policies;
targeting occupational hazards to which
women are exposed at the enterprise level;
ergonomic considerations based on a non-
discriminatory approach and individual risk
assessment;
planning for human variability, i.e. nation-
al standards providing protection against all
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hazards for all workers regardless of age or
sex;

research evaluating real differences between
the sexes;

data collection;

women'’s participation.

Global Commission on Women’s Health

The World Health Organisation (WHO), through
a wide-ranging resolution concerning its work
in relation to women’s health, established the
Global Commission on Women'’s Health. An is-
sues and policy paper on women and occupa-
tional health (Kane, 1999a) was prepared for the

Global Commission on Women’s Health which

made a number of recommendations, given be-

low. It, too, recommends gender assessment of
occupational safety and health legislation:

1. Issues of women’s occupational health
should be examined within the context of
gender-specific analyses of occupational
health.

2. Such gender-specific analyses should iden-
tify the specific occupational health risks of
particular industries, occupations and tasks
not only for the individual worker but for
other family members.

3. Women'’s work in the informal sector, in
agriculture and in the home has to be con-
ceptualised and measured if the specific oc-
cupational health risks of women are to be
addressed.

4. The use of methodologies such as time-use
surveys and record linkage in longitudinal
studies to identify and assess occupational
health risks should be extended.

5. Legislation addressing women's occupation-
al health needs should be reassessed to en-
sure that it neither discriminates against
women nor overlooks potential occupation-
al health risks among men.

6. International agreement about the classifi-
cation of reproductive hazards (such as
chemicals) and on the precautions needed



to protect both men and women against

those hazards should be developed.

7. The need for greater priority in addressing
the occupational health needs of both men
and women requires commitment and close
collaboration on the part of the various in-
ternational agencies concerned, such as the
WHO and ILO.

. Interdisciplinary research with a strong social
science component is essential for the un-
derstanding of gender-related issues in oc-
cupational health. The WHO and its appro-
priate collaborating centres should take the
lead in identification and coordination of
such research.

Working conditions and environment

(extract)

‘Measures to improve working conditions
and environment for all workers should be
guided by the conclusions concerning future
action in the field of working conditions and
environment adopted by the International

Labour Conference in 1984, and in particular

taking into consideration the provisions con-

cerning hygiene, health and safety at work
for women. Due attention should be paid:

— in particular to those sectors and occupa-
tions employing large numbers of women;

— to the need to ensure proper application
of relevant measures to all enterprises
covered;

— to the desirability of extending the scope of
such measures so that working conditions
in sectors or enterprises hitherto excluded,
such as export processing and free trade
zones, may be appropriately regulated;

— to the need for national legislation to en-
sure that part-time, temporary, seasonal

domestic workers suffer no discrimina-
tion as regards terms and conditions of
employment and that further segregation
of the labour market does not result;

As regards protective legislation:

— women and men should be protected
from risks inherent in their employment
and occupation in the light of advances in
scientific and technological knowledge;

— measures should be taken to review all
protective legislation applying to women
in the light of up-to-date scientific knowl-
edge and technological changes and to
revise, supplement, extend, retain, or re-
peal such legislation according to nation-
al circumstances, these measures being
aimed at the improvement of quality of
life and at promoting equality in employ-
ment between men and women;

— measures should be taken to extend spe-
cial protection to women and men for
types of work proved to be harmful for
them, particularly from the standpoint of
their social function of reproduction, and
such measures should be reviewed and
brought up to date periodically in the
light of advances in scientific and techno-
logical knowledge;

— studies and research should be undertaken
into processes which might have a harmful
effect on women and men from the stand-
point of their social function of reproduc-
tion, and appropriate measures, based on
that research, should be taken to provide
such protection as may be necessary.

Sexual harassment at the workplace is detri-
mental to employees’ working conditions and
to employment and promotion prospects.
Policies for the advancement of equality
should therefore include measures to combat
and prevent sexual harassment.’

and casual workers as well as home-
based workers, contractual workers and

Taken from the resolution on equal opportuni-
ties and equal treatment for men and women in
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employment, adopted by the International
Labour Conference at its 71st session in June
1985.

I. An occupational safety and health policy

If health-promotion policies are to be effective
for both women and men, they must be based
on more accurate information about the rela-
tionship between health and gender roles.
Women workers are particularly disadvantaged
by out-of-date workforce structures, workplace
arrangements and attitudes. Health-promotion
policies for working women need to take into
account all their three roles: as housewives, as
mothers and as workers. The effects on health
of each role have to be looked at separately and
the potential conflicts and contradictions be-
tween them need to be examined. A broad
strategy for the improvement of women work-
ers’ safety and health has to be built up within
a national policy on occupational safety and
health, particularly in those areas where many
women are concentrated. A coherent frame-
work should be developed to ensure a coordi-
nated national approach.

The concentration of women workers in partic-
ular occupations leads to a specific pattern of
injury and disease. General measures directed
to all workers do not necessarily achieve the de-
sired benefits for women workers. The effects
of gender on health need to be more carefully
explored to develop a better understanding of
the relationship between women’s health and
the social and economic roles of women. The
findings need to be incorporated into policy-
making.

The policy should include the specific protection
of women workers' safety and health as a goal.
Guidance should be provided to enable em-
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ployers, trade unions and national authorities to
identify problems, make the appropriate links
with general safety and health activities for all
workers and develop specific programmes to
ensure that the needs of women workers are
taken into account in occupational and indus-
trial restructuring processes at the national lev-
el, particularly in the areas of legislation, infor-
mation and training, workers' participation and
applied research.

2. Targeting at the enterprise level

Industries and occupations which have an im-
pact on the health of women workers should be
key targets for change. Therefore, specific pre-
ventive programmes should be implemented.
At the level of the enterprise, measures should
be taken to control occupational hazards to
which women workers are exposed. For the ef-
fective prevention and control of these hazards,
special action programmes should be devel-
oped for work-related hazards within each oc-
cupation, including psychosocial and organ-
isational factors, taking into consideration the
physical, mental and social well-being of
women workers. Revision of work practices and
job redesign to eliminate or minimise hazards,
job classifications, upgrading skills, and provi-
sion of new career paths in occupations where
women are predominant should receive priority.

3. Targeting at the individual level

There is a need to focus on women’s occupa-
tional safety and health, protecting their well-
being through occupational health services.
Preventive programmes need to be established
to maintain a safe and healthy working envi-
ronment. Work should be adapted to the capa-
bilities of women workers in the light of their
state of physical and mental health, for example
by reducing women’s workload, by promoting
appropriate technology, by reassignment to an-
other job according to the worker needs, and
by providing rehabilitation when necessary.



Special measures for performance of physical
tasks during pregnancy and childbearing are
still necessary; in particular, the protection of
pregnant women for whom night work, ardu-
ous work and exposure to radiation might pre-
sent unacceptable health risks. However, the
approach should be the equal protection
against hazards in the workplace to all workers,
encouraging more equal sharing of the work-
load between women and men in all spheres,
including childcare, domestic chores and work
outside the home.

4. Ergonomic considerations

The concept of maximum weight to be manu-
ally handled by women and the design of per-
sonal protective equipment need to be revised
in the context of current technical knowledge
and socio-medical trends. Intra-sex variations
need to be taken into account.

National standards for manual handling should
move away from regulating weight limits which
differ between women and men workers and
adopt a non-discriminatory approach based on
individual risk assessment and control. Aus-
tralia, Canada, and the United States are some
of the countries which have introduced this cri-
terion in their own standards.

With the worldwide massive migration, it is be-
coming more and more evident that anthropo-
metric standards need to be based on human
variability more than on ‘model’ populations, as
different racial and ethnical morphological
characteristics can be found among the work-
ers of any single country.

5. Planning for human variability

Broad generalisations about women'’s physical
capacities should be avoided and the vulner-
ability and needs of male workers should also be
realistically taken into account. The individual ca-
pability of workers independently of age and sex
should be the parameter for the performance

and demands to be placed on the individual
worker. Therefore, standards at national level
should be adopted to provide adequate protec-
tion (against any hazard) for the most suscept-
ible or vulnerable workers of any age or sex.

Single standards of exposure to physical, chem-
ical or biological agents would avoid discrimina-
tion and guarantee the protection of all work-
ers’ health. Special legal protection for women
should not be invalidated but should be ex-
tended to male workers where appropriate; for
example, in the case of radiation protection and
reproductive health.

6. Research

Existing epidemiological research must be criti-
cally assessed to find any systematic bias in the
way investigation is done when studying
women’s health and illness patterns, to avoid
assumptions based on traditional cultural values
(for example, associate certain cervical cancers
with certain female occupations). Evaluating
real differences between the sexes and avoiding
erroneous judgments about women’s lives are
the only way to succeed in producing knowl-
edge which is beneficial to women'’s health.

7. Data collection

Similarly, national statistics on occupational ac-
cidents and diseases of women are deficient,
and knowledge about women'’s health is still in-
sufficient. Most countries continue to empha-
sise official statistics on maternal mortality,
which is still a very important indicator of the
general health of women in developing coun-
tries. However, many women work only part-
time or are employed as homeworkers so as to
be able to deal with their family responsibilities
while contributing at the same time to the
economy of the family. This situation excludes
them from statistics on injury compensation or
on absence from work because of illness. Do-
mestic and household work is also unlikely to be
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recorded in any statistics. Women'’s occupations
are often missing from medical reports or death
certificates as in the case of many workers.

The development of national statistics on occu-
pational accidents and diseases by gender
would contribute: to determining priorities for
action through preventive programmes; to the
development of a national information strategy
to collect and disseminate information on the
occupational health and safety of women
workers; and to the development of national
standards, national codes of practice and other
guidelines on specific hazards faced by women
workers.

8. Women’s participation
Women should be better represented and more

directly involved in the decision-making process
concerning the protection of their health.
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Women's views as users, care givers and work-
ers, and their own experiences, knowledge and
skills should be reflected in formulating and im-
plementing health-promotion strategies. They
should have greater participation in the im-
provement of their working conditions, particu-
larly through programme development, provi-
sion of occupational health services, and access
to more and better information, training and
health education. The support of women work-
ers to organise themselves and participate in
the improvement of their working conditions
should be reinforced at both the national and
enterprise level.

Source: Forastieri (2000), Safe work: informa-
tion note on women workers and gender issues
on occupational safety and health, International
Labour Office, Geneva (http://www.ilo.org/
public/english/protection/safework/gender/
womenwk.htm).
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ANNEX 9: SUMMARY OF THE
RELATIONSHIP BETWEEN
GENDER, OCCUPATIONAL STATUS
AND WORKING CONDITIONS:
FINDINGS OF A GENDER
ANALYSIS OF THE THIRD
EUROPEAN SURVEY ON
WORKING CONDITIONS

Fagan and Burchell (2002) looked at the rela-
tionship between gender, occupational status
and various working conditions indicators that
are available from the three European working
conditions surveys. The summary table they
made of the results is given below. They con-
clude that analysis has shown that there are
some gender differences in some aspects of
working conditions, but no systematic pattern
in all the indicators investigated.
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Grindemann and Van Vuuren (1997) sum-
marised the official security regulations for ab-
sence due to illness and disability in the Mem-
ber States of the EU (and Norway). They
concluded that great differences exist. How-
ever, it should also be noted that general prac-
tice often differs substantially from the official
regulations.

In most countries (Austria, Belgium, Finland,
France, Germany, Greece, Italy, Luxembourg,
Norway, Portugal, Spain, Sweden and the UK),
a certificate from a general practitioner is re-
quested in cases of temporary sick leave. The
situation varies somewhat in the different coun-
tries as to the number of days absence after
which such a certificate is requested. In only
three countries (Denmark, Ireland and the
Netherlands) is such a certificate not requested.
The requirement to produce a doctor’s certifi-
cate in the case of sickness absence is usually in-
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tended as a threshold in order to make ‘report-
ing sick’ less easy. In practice, a medical certifi-
cate does not mean much. Employees will go to
a doctor whom they know will sign a certificate,
and, if that doctor will not cooperate, they can
always go to another. Nevertheless, research
shows that the duty to produce a medical cer-
tificate is generally linked to a somewhat lower
incidence of sickness absence (see Grinde-
mann and Van Vuuren, 1997).

In most countries, the worker who reports sick
has to wait from one to a few days until he/she
receives benefits. This is called the ‘waiting pe-
riod’. Only in Austria, Germany, Luxembourg
and Norway are no waiting days applied. In the
other countries, workers are not paid for the
first day (Belgium and Sweden), the first two
days (the Netherlands), the first three days
(France, Greece, Ireland, Italy, Portugal, Spain
and the UK), or the first nine days (Finland). In
many countries, practice may differ a lot from
these formal regulations. In many cases, em-
ployers compensate for the wage loss due to
waiting days. Waiting days are, however, also
used as a threshold in absenteeism. The litera-
ture, and the fact that practice sometimes is dif-
ferent from the regulations per se, shows that
waiting days are accompanied by a lower fre-
guency of absenteeism, but that the average
length of the absence is greater. The effect of
the differences in waiting days between the EU
countries on the total absence will therefore be
considered to be nil.

In most countries, there officially is a loss of in-
come in the case of sickness absence, in the
sense that salaries are not paid or that the ben-
efit percentage paid is less than 100 %. Practice
is usually less negative than the official rules
would suppose. In many countries, the employ-
er tops up the benefit, in many cases even up to
100 %.

After the first period of absence, the percent-
age benefit decreases in most countries. There



is a continuation of full payment of wages in
only four countries (Denmark, Luxembourg, the
Netherlands and Norway). In the other coun-
tries, this percentage is between 50 and 80 %
of the last-earned wage.

Most countries (11) operate with a maximum
period of temporary unfitness for work of ap-
proximately one year. In Italy and the UK, a
shorter maximum period is applied (26 and 28
weeks, respectively). The maximum period of
absence has an important influence on the
length of the sick leave, particularly on the reg-
istered sick leave. It may, however, also influ-
ence the attitude towards rehabilitation, and
thus also influence the total days of absence.

Although all EU countries have regulations for
maternity leave, the duration varies greatly from
country to country. Particularly in sickness ab-
sence registration, maternity leave may be re-
sponsible for a significant part of the sickness
absence. For example, in the Netherlands
healthcare system, an average of 1 to 1.5 % of
work time is taken up by maternity leave (Grin-
demann and Van Vuuren, 1997).

In many countries (Belgium, Finland, Ireland,
Luxembourg, the Netherlands, Norway, Portugal
and Spain), the regulations on extended or per-
manent disability are linked, timewise, to regu-
lations governing temporary sick leave. In these
countries, there is a waiting period for the per-
manent disability benefits, which is equivalent to
the maximum period applicable to (non-perma-
nent) sickness absence. In most other countries,
it is not essential for the maximum period for
(non-permanent) sick leave to have elapsed be-
fore a person is entitled to permanent benefit
(Griindemann and Van Vuuren, 1997).

The definitions and conditions of payment are
diverse. They are often based on a minimum
loss of earning capacity or a minimum percent-
age of unfitness for work. This minimum may
differ considerably between countries, as may
the maximum benefit. In Belgium, the benefit
percentage is dependent on family circum-
stances. In most countries, there is an addition-
al assessment procedure, which is decisive in
the assignment of disability benefits or invalid-
ity pension. Here, differences are also found
between countries (Grindemann and Van
Vuuren, 1997).
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In order to facilitate the incorporation of gender
into their workplace health and safety policy,
the Trade Union Technical Bureau (TUTB) and
European Trade Union Confederation (ETUC)
carried out a survey in the 15 EU countries in
2001-02. The survey, supported by the Belgian
Ministry of Employment, in connection with ac-
tivities pursued by Belgium'’s EU Presidency, was
to assess:

the inclusion of gender issues in health and

safety policies;

health and safety interventions at the work-

place that take account of gender issues.

Respondents included: trade unions (36 %); re-
search institutes (21 %); institutions responsible
for occupational safety and health policies
(13 %); and preventive services (9 %). Very few
replies were received from institutions responsi-
ble for equalities policies. The survey was com-
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plemented by a search and analyses of how ar-
ticles in scientific or informational occupational
safety and health magazines dealt with gender
and a broader literature search.

The initial findings include the following:
The gender dimension is gaining recognition
as a factor in workplace health and safety.
Issues covered range from musculoskeletal
disorders to the organisation of working
time, and across traditionally male strong-
holds like the construction industry to
female-dominated occupations like nursing
and cleaning services.
Some sectors are clearly much further on
than others in this area: 25 % of activities
were in the health and social services sector;
10 % were in distribution and retail (e.g. su-
permarket checkouts); but less than 25 %
were in industry, mainly in the textile,
footwear and clothing sectors.
Most occupational safety and health policies
are still based on a gender-neutral model, his-
torically based on the standard male worker
and generally occupational safety and health
institutions ignore gender, with the exception
of the Nordic countries.
Prevention services are beginning to inte-
grate the gender dimension into their activi-
ties, but generally only in "women-dominated’
employment sectors, or with regard to prob-
lems considered to be 'more specifically for
women’.
Research suffers from policy compartmental-
isation; for example, there is significant re-
search on gender segregation in employ-
ment, but little of it addresses occupational
safety and health issues; many ‘time budget’
surveys have looked at division of time be-
tween activities but few have linked this to
working conditions.
There are different interpretations of what
constitutes gender-sensitive research. It may
be interpreted as research: focusing on
female-dominated jobs; including a com-



parative analysis of women and men; focus-
ing on issues considered to be particularly rel-
evant to women, for example reproductive
health or work-life balance. Other research
considers the gender dimension in factors
both inside and outside the workplace, in-
cluding the study of male populations from a
gender perspective.

Different fields of research have different ap-
proaches. None guarantees coverage of the
gender dimension. An interdisciplinary ap-
proach is needed, that also covers life time
and work time (‘cross-cutting approach’).
Taking account of the subjective experience
of workers is very important.

Only a minority of occupational safety and
health research covering gender is aimed at
interventions and prevention.

Health at work, equality and social health
policies are very compartmentalised and rela-
tively impervious to issues in the others.
Health at work policies tend to disregard the
interaction between paid and unpaid work. If
gender is covered, it is often as women only,
who are labelled as a "vulnerable group’.
Public health policies have become more
gender aware in recent years. However, nei-
ther paid nor unpaid work features highly in
most studies of the gender dimension of
health. Where the link between health and
unpaid work has been considered, the focus
has been more on access to employment
than to explore the link of the dual workload
on health.

Public health usually brings working condi-
tions into the equation only when there is an
immediate link between a particular factor
and a medical condition. This affects women
more, for example because women'’s work-
related health outcomes are more likely to be
multi-causal than men'’s.

Health policies at work are not joined with
equality policies and there is a low visibility of
occupational safety and health in the em-
ployment equalities field.

In many countries, positive policies are
pursed to promote gender balance at work;
however, most reported cases do not cover
changing working conditions, but are limited
to vocational training, sometimes linked to
psychological support.

Differences by country were also observed, par-
ticularly between Scandinavian and Latin coun-
tries. In the Scandinavian countries, the TUTB
found the gender dimension to be more visible
and integrated into institutional policy and that
there appeared to be a greater number of OSH
and gender studies taking place. Gender indica-
tors were used in monitoring activities, and spe-
cific programmes and cooperation between
various players had resulted in a more syste-
matic stock of knowledge. The gender approach
had been applied to a broader range of health
problems in both research and statistical moni-
toring. In the Latin countries, the TUTB found
that there was less institutionalised activity on
gender and OSH, although it had increased in
recent years, and that, where it took place, it
was more likely to be limited to ‘women-specific’
problems. However, as there was still a high ‘so-
cial’ demand for activity on gender and OSH,
this was resulting in action taking place at a lo-
cal level. The UK was described as having a
pragmatic approach which does not explicitly
cover all gender and OSH issues, but which has
given rise to both local initiatives, generally in-
stigated by trade unions, and research pro-
grammes by the OSH authority that have be-
come more gender-sensitive.

Sources: Vogel (2002); TUTB web site.

The TUTB has also collected examples of trade
union initiatives aimed at prevention of hazards
to women and improving women’s participa-
tion. For example, Milan’s three trade union
confederations, CGIL, CISL and UIL, set up a
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women’s occupational health task force of
trade unionists, public prevention service tech-
nicians, doctors, and workers’ safety represen-
tatives in 1996. Its areas of study have included
repetitive work by women in different industry
and service sectors, as well as biological risks,
maternity protection and night work.

The Spanish Trade Union, CCOO, obtained an
agreement with the Balearic Islands’ biggest ho-
tel chain to set up an information and trade
union training initiative on musculoskeletal dis-
orders in the company’s 30-odd hotels. They de-
veloped a training programme for prevention
representatives, aimed at women hotel room-
cleaning staff, whose main problems are back-
ache and other musculoskeletal disorders. The
training, carried out by the union, takes place
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on the hotel premises. It covers recognition of
musculoskeletal disorders, risk assessment and
drawing up a prevention plan. A survey of
room-cleaning staff is also made. Proposals
made by the workers throughout the course
and from the cleaning staff survey are collected
and incorporated into the prevention plans. The
safety committee takes forward the resultant
plans and they form the basis of discussions
with prevention service technicians and for pre-
ventive action. One important outcome was
that room cleaners had previously played little
part in safety committees or in purchasing deci-
sions (one issue was poor ergonomic design of
furniture and work equipment).

Source: TUTB (2000).



The EC Treaty puts the promotion of gender
equality among the tasks of the Community
(Article 2) and makes it a transversal objective
(Article 3) for the EU. Article 13 of the EC Treaty
entitles the Commission to take initiatives to
combat discrimination based, among other
grounds, on sex. Article 141 is the legal basis for
Community measures for equal opportunities
and equal treatment of men and women in
matters of employment. The Commission’s gen-
der equality web site (http://europa.eu.int/
comm/employment_social/equ_opp/rights_en.
html#other) has compiled links on legislation
and other actions on gender equality, and links
to the directives and acts listed below can be
found there.

EU directives on gender equality cover the fol-
lowing themes:
Equal pay (Council Directive 75/117/EEC)
Equal treatment at the workplace (Council
Directive 76/207/EEC)
Equal treatment with regard to statutory so-
cial security schemes (Council Directive
79/7/EEC)
Equal treatment with regard to occupational
social security schemes (Council Directive
86/378/EEC)
Equal treatment for the self-employed and
their assisting spouses (Council Directive
86/613/EEC)
Maternity leave (Council Directive 92/85/EEC)
Organisation of working time (Council Direc-
tive 93/104/EC)
Parental leave (Council Directive 96/34/EC)
Burden of proof in sex discrimination cases
(Council Directive 97/80/EC)
Framework agreement on part-time work
(Council Directive 97/81/EC)

Other Community acts include coverage of the
following:
Gender balance in decision-making
Reconciliation of work and family life
Development cooperation
Women and science
Violence and sexual exploitation
Education and training
Equal pay
Employment and labour market
Structural Funds
Human rights and multiple discrimination
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ANNEX 13: CRITERIA FOR

ASSESSING WORKPLACE A self-assessment checklist for workplace
equality is given below. Equality is assessed
EQUALITY against eight separate standards.
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It was recognised at the beginning of this report
that a broad range of issues relating to equality
in employment as well as in social and civil life
have an impact on gender differences in occu-
pational safety and health in the workplace it-
self. Investigating these issues is largely outside
the scope of this report, and others at the EU
level have put forward a strategy for action in
this area. The following proposals and examples
of good practices have been put forward by the
European Foundation (2002c), based on its
research.

Pay discrimination/pay equity:

Pay levels, opportunities, systems, pay and
grading structures, evaluation of jobs, access
to benefits, etc.

Gender segregation:

Access to/nature of training, recruitment,
promotion, job definitions and qualifications,
work organisation, restrictions on women
working, etc.

Job access/job security:

Redundancy, termination, security of hours,
contractual status, etc.

Family-work interface:
Maternity/paternity/parental and dependent
leave, childcare, working time, etc.
Organisational cultures/structures:

Equal opportunities/awareness training, ca-
reer paths, sexual harassment, etc.

(Bercusson and Dickens, 1996)

The following are examples of innovative fea-
tures of agreements directed at improving
women’s job access, reducing sex segregation
and diminishing pay discrimination to con-
tribute to closing gender gaps in employment.

Improving women’s job access and career
progress

Elimination of sex stereotyping in job descrip-
tions and advertisements.

Opportunities to combine work and caring
and flexible time arrangements.

Removal or raising of age limits and the elim-
ination of discriminatory requests for infor-
mation.

Positive action recruitment advertising (to
encourage applications from the under-
represented sex).

Setting of recruitment targets.

Checking for suitable internal candidates and
inviting all female candidates for interview or
putting female candidates on the shortlist for
jobs in which they are under-represented, at
least in proportion to the number of women
among the applicants.

Promotion and training

Commissioning studies of the gender com-
position of the workforce.
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Identifying obstacles to the promotion of
women.

Mapping of career paths to facilitate access
by women to higher posts.

Equal or preferential access to training and
work experience.

Special training (for example, enabling
women to acquire ‘male’ skills and for man-
agers and others in equal opportunities
awareness).

Training funds and places reserved for
women.

Arrangements for care facilities during train-

ing.
Closing the gender pay gap

Reviewing the context in which the agree-
ment is to be implemented (for example,
making sure that all employees are covered
by the agreement — whether working part-
time or on a non-permanent basis).
Developing new tools for gender-neutral job
evaluation.

Reconciling work and family life

Training measures during parental leave and
in relation to reintegration into employment.
Maintaining contact while on leave.

Building up seniority rights and social security
rights during periods of leave.

The Foundation’s research also highlighted the
impact the overall context has on collective bar-
gaining for equality (Dickens, 1998). The fol-
lowing factors were identified.

Environmental factors: economic context,
labour market, legislative and non-legislative
interventions.
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Organisational factors: employers’ inter-
ests and concerns, unions’ interests and con-
cerns, facilitating internal contexts, human
resource policy.

The significance of gender in collective
bargaining: the identity of the negotiators,
the importance of women’s presence, nature
and quality of the bargaining relationship.

Within the context of an enlarging European
Union, the Foundation’s research has identified
a number of issues for future research initia-
tives:
More in-depth country comparative research.
Developing gender-sensitive indicators on
quality of work and employment (status, oc-
cupation, income levels and wages, social pro-
tection, health and safety, work organisation,
competence development, work-life balance).
In-depth analysis of the factors behind gen-
der segregation of labour markets in the EU
and of the strategies in place to address this
issue.
Further research on how to balance working
and non-working time with a life-course
perspective.
Relationships between paid and unpaid work
and their links to social protection and pen-
sions.
The quality of women'’s work and employ-
ment in the candidate countries where there

seems to be higher participation rates of
women and less gender segregation than in
the EU.

Source: European Foundation (2002c), Quality
of women’s work and employment — Tools for
change.
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