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ABSTRACT
Introduction  The abrupt onset of COVID-19, with its 
rapid spread, has had brutal consequences in all areas of 
society, including the workplace. In this paper, we report 
the working conditions, health, and tranquilisers and 
opioid analgesics use of workers during the first months 
of the ensuing pandemic, according to whether they 
were frontline workers or not and also according to sex.
Methods  Our analysis is based on cross-sectional 
survey data (collected during April and May 2020) from 
the wage-earning population in Spain (n=15 070). We 
estimate prevalences, adjusted prevalence differences 
and adjusted prevalence ratios by sex and according to 
whether the worker is a frontline worker or not.
Results  Employment and working conditions, exposure 
to psychosocial risks, as well as health status and the 
consumption of tranquilisers and opioid analgesics all 
showed sex and sectoral (frontline vs non-frontline) 
inequalities, which placed essential women workers 
in a particularly vulnerable position. Moreover, the 
consumption of tranquilisers and opioid analgesics 
increased during the pandemic and health worsened 
significantly among frontline women workers.
Conclusions  The exceptional situation caused by the 
COVID-19 pandemic provides an opportunity to revalue 
essential sectors and to dignify such employment and 
working conditions, especially among women. There is an 
urgent need to improve working conditions and reduce 
occupational risk, particularly among frontline workers. 
In addition, this study highlights the public health 
problem posed by tranquilisers and opioid analgesics 
consumption, especially among frontline women.

INTRODUCTION
Spain was one of the countries most affected by 
the 2020 COVID-19 pandemic, caused by SARS-
CoV-2.1 During the first wave, Spain became one 
of the European epicentres of the pandemic in 
terms of diagnosed cases. As in most European 
countries, the first wave was controlled through 
the imposition of a state of alarm and strict lock-
down measures, which included the shutdown of 
most social activities and employment, except for 
workers in the economic sectors classified as ‘essen-
tial’ in ad hoc regulations.2 Despite the lack of an 
agreed definition of essential in this context, we can 
assume that it includes all those activities that are 
necessary for the continuation of life and society, 
which some authors have called ‘life-making activ-
ities’.3 This therefore clearly includes the health-
care sector, but also cleaning, food retail, transport 
and security sectors, which are characterised by a 
high proportion of jobs that are usually socially 

under-recognised and significantly invisibilised,4; 
even categorised as ‘dirty work’.5

The implications of such a cessation of labour 
varied greatly according to the type of sector. On the 
one hand, people working on site in sectors defined 
as essential (the frontline essential workers, from 
now on, frontline workers) remained in employ-
ment, generally in their usual place of work, but 
under extraordinary working and emotional condi-
tions6; in many cases, they had to work without the 
necessary preventive measures, involving high levels 
of risk for themselves and their families.7 On the 
other hand, people working in non-essential sectors 
and those working in essential sectors but were not 
in the frontline suffered radical changes in their 
employment and working conditions,8 such as the 
imposition of teleworking, especially among non-
manual workers, the suspension of employment or 
reduction of working hours due to the application 
of a temporary lay-off procedure, the non-renewal 
of temporary contracts or dismissal.

From a gender perspective, the cessation of 
activity had unequal consequences: many of the 
workers considered essential, because of their role 
in the reproduction of society and life, were women, 
especially in sectors such as healthcare, cleaning, 
geriatric care or food retail. Moreover, prior to the 
pandemic, these sectors already showed precarious 
employment and working conditions and indicators 
of poor physical and mental health.9–11 Essential 
and non-essential women workers who teleworked 
also had to take over most of the care and main-
tenance of household welfare,12 and this may be 
associated with deterioration of their mental health 
during the lockdown,13 especially among the most 
vulnerable women.14

Since the beginning of the pandemic, occupa-
tional health research has been very fruitful but has 
mainly focused on morbidity and mortality asso-
ciated with COVID-19 in healthcare workers.15 
There is less research on frontline non-healthcare 
workers, but it appears that the lack of preventive 
measures,16 the risk of COVID-19 infection17 and 
the deterioration of the mental health6 of frontline 
workers were very high. However, most studies 
did not incorporate a gender perspective in their 
analysis.

The potential impact of the pandemic on occu-
pational health in Spain has to be understood in 
the context of the Spanish national labour market, 
which is characterised by high chronic unemploy-
ment, as well as precariousness18 and segmentation 
by gender, age, class and country of origin.19 This 
implies that people who occupy less advantaged 
social positions are relegated to the bottom rungs 
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of the occupational structure and, more specifically, that women 
systematically experience more unemployment and tempo-
rary employment20 and precariousness,21 as well as being more 
exposed to certain psychosocial risks.22 The few studies that 
have analysed the impact of the pandemic on working condi-
tions generally note a significant deterioration in working condi-
tions and health indicators, especially among certain vulnerable 
groups of workers.8

Health and economic crises often have differential impacts 
according to gender, and existing gender inequalities can be 
reinforced.23 Therefore, in this paper, we analyse working 
conditions, health, and tranquilisers and opioid analgesics 
consumption among wage-earner men and women during the 
first months of the COVID-19 pandemic, according to whether 
they were frontline or non-frontline workers.

METHODS
This is an observational cross-sectional study based on data 
from an online survey carried out between 29 April and 28 May 
2020, including 20 328 participants. The study population was 
all wage-earners in Spain who had a job on 14March 2020 (the 
day the state of alarm began). The sampling designs applied are 
reported elsewhere.8 In the present study, we excluded people 
who were subsequently fired or affected by a temporary lay-off 
procedure, so the final sample size included 15 070 participants.

Workers were initially classified as essential or non-essential, 
based on the answer to a self-report question. In addition, essen-
tial workers who had to go to work during the estate of alarm 
were categorised as frontline workers, and those who, at the 
time of answering, had been fired, affected by a temporary lay-
off procedure or could stay at home teleworking were grouped 
with the non-essential workers (overall called non-frontline 
workers). Online supplemental table S1 presents the distribu-
tion of the main sectors of the frontline workers and the non-
frontline workers.

The employment and working conditions recorded included: 
contract relationship (permanent/temporary) and salary that 
covers basic needs (always and many times/sometimes, only 
once, and never). Psychosocial risks were assessed with items 
corresponding to the short version of the Copenhagen Psychoso-
cial Questionnaire (CoPsoQ)24 adapted to Spanish and validated 
in Spain (COPSOQ-Istas21).25 Four psychosocial dimensions 
were included: emotional demands, social support, work–family 
conflict and job insecurity. Meanwhile, the demand–control 
model26 was measured with the partial scales for psychological 
demands and control, which are considered to provide a good 
reflection of the original instrument.27

The health status of workers was assessed using general and 
mental health indicators. One item referring to general health 
was included ‘How do you consider your current state of health, 
compared to before the state of alarm was declared?’ (better or 
unaltered/worse). Mental health was gauged using the Mental 
Health domain of the Spanish version of the Short Form-36 
health survey (SF -36)28: a generic instrument for assessing 
health-related quality of life. Participants were classified as ‘at 
risk of poor mental health’ when their score was 56 or lower.

Drug consumption was assessed via questions from the survey 
on alcohol and other drugs in Spain (EDADES) of the National 
Drug Plan.29 Two questions were included: ‘In the past thirty 
days, have you used any tranquilisers/sedatives or sleeping pills?’ 
and ‘In the past thirty days, have you used painkillers (opioids)?’ 
(no/yes, I was taking them before and now I take the same dose/
yes, I was taking them before but now I have increased my 

dose, or I have changed to a stronger one/yes, I do not usually 
consume them but in this period, I have). Both questions were 
split into two variables: tranquiliser or painkiller consumption 
among those who were taking them before the state of alarm was 
declared (same dose/increased dose) and tranquiliser consump-
tion among those who were not taking them before the state 
of alarm was declared (still not consuming/started to consume).

Finally, other sociodemographic variables included in the 
analysis were sex, age and occupational social class, which was 
obtained using the 2011 National Classification of Occupations 
(CNO11), which is based on the International Standard Clas-
sification of Occupations (ISCO88) and was divided into non-
manual and manual workers.

Statistical analysis
The prevalence of the different items was estimated by sex and 
type of worker (frontline/non-frontline). Prevalence differ-
ences adjusted by age and occupational social class, with their 
respective 95% CIs, were calculated by sex and type of job. 
The adjusted prevalence ratio (aPR) by age and occupational 
social class and the corresponding 95% CI were estimated using 
Poisson regression with robust variance.30

All the analysis was carried out using data weighted according 
to gender crossed with age and occupational social class distri-
butions from the last quarter of 2020, taken from the survey of 
the active population in Spain (EPA), to mitigate any possible 
selection bias due to the sociodemographic and occupational 
structure (the distribution of the participants by gender and 
employment, using both non-weighted and weighted data, is 
presented in online supplemental table S2). All the calculations 
were conducted with STATA V.14.2 (College 35 Station, Texas, 
USA).

RESULTS
As presented in table  1, frontline workers, who represented 
29.9% of our sample, were slightly older and employed in 
manual occupations in a proportion twice as large as non-
frontline workers (69.2% vs 31.0%), specifically in catering, 
personal and protection services, and salespersons (28.6% vs 
11.3% and unskilled workers (18.0% vs 7.7%). In terms of 
gender differences, among both frontline and non-frontline 
occupations, the age distribution is similar, while the proportion 
of men in manual occupations is higher than that of women. 
Among the frontline occupations, the high proportion of women 
in catering, personal and protection services, and salespersons 
(36.6%) and unskilled workers (22.9%) stands out. More than 
60% of frontline female workers were in the healthcare (31.3%), 
social care (19.0%) or cleaning (14.2%) sectors, while approxi-
mately 60% of frontline men were employed in the construction 
and industry (26.6%), transport (22.0%) or healthcare (12.6%) 
sectors (see online supplemental table S1).

As shown in table 2, frontline and non-frontline workers did 
not differ in their contract relationship, but the proportion of 
workers whose salary sometimes, only once, or never covered 
basic needs was higher among frontline workers (32.2% vs 
23.9%). There were clear differences by sex, with women expe-
riencing more temporary contracts (28.8% vs 15.3% among 
frontline workers and 23.3% vs 17.0% among non-frontline 
workers) and worse wages (39.4% vs 26.0% among frontline 
workers and 27.0 vs 20.5 among non-frontline workers). In 
terms of exposure to psychosocial risks, frontline workers were 
less exposed to high levels of job insecurity (29.5% vs 38.2%) 
as well as to high work–family conflict (48.6% vs 55.1%) than 
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non-frontline workers. In addition, female frontline workers 
were more exposed than male frontline workers to high levels of 
emotional demands (71.8% vs 57.7%) and high strain (50.7% vs 
38.5%). Workers in frontline sectors had a higher risk of suffering 
poor mental health than those in non-frontline sectors (56.8% vs 
52.6%), and in both cases, women had poorer health. As for the 
consumption of tranquilisers and opioid analgesics, we assume a 
prepandemic scenario in which approximately 12% of women 
and 7% of men, both frontline and non-frontline workers, were 
taking them (online supplemental table S3). After the pandemic 

onset, frontline workers showed a slightly higher consumption 
of tranquilisers and opioid analgesics (14,7% increased the dose 
of tranquilisers, 12.0% of them started using opiates and 28.5% 
increased their dose, compared with 11,9%, 9.5% and 24.7%, 
respectively, among non-frontline workers) and women more so 
than men. The only exception referred to those starting to use 
tranquillisers, whose proportion is higher among non-frontline 
users.

Table 3 shows that women in frontline sectors had significantly 
worse conditions than those in non-frontline sectors: a higher 

Table 1  Sociodemographic characteristics of frontline and non-frontline workers and by sex (%)

Frontline workers Non-frontline workers

Women Men Total Women Men Total

Total 46.8 53.2 100.0 52.8 47.2 100.0

Age (years)

 � 16–34 24.4 23.0 23.6 18.8 22.2 20.4

 � 35–49 42.4 44.9 43.7 55.0 43.0 45.0

 � 50 or over 33.2 32.0 32.7 34.4 34.8 34.6

Occupational social class (CNO11)

 � Directors and managers 1.0 2.4 1.7 3.1 5.2 4.1

 � Scientists, academics and similar professionals 19.8 8.6 13.8 35.7 29.5 32.8

 � Technicians; professional support staff 4.6 11.0 8.0 13.1 16.3 14.6

 � Accountants, administrative workers and other office employees 9.7 5.1 7.3 22.6 11.7 17.5

 � Workers in catering, personal and security services, and salespersons 36.6 21.4 28.6 13.4 9.0 11.3

 � Skilled agricultural, forestry and fishing sector workers 0.4 2.1 1.3 0.2 1.8 1.0

 � Crafts persons and skilled workers in manufacturing and construction (except installers and machine operators) 1.6 16.9 9.6 1.1 13.1 6.7

 � Installers, machine operators and assemblers 3.7 18.9 11.7 1.5 7.4 4.2

 � Unskilled workers 22.9 13.6 18.0 9.3 6.0 7.7

Occupational social class

 � Non-manual 34.9 27.1 30.8 74.5 62.7 69.0

 � Manual 65.1 72.9 69.2 25.5 37.3 31.0

CNO11, 2011 National Classification of Occupations.

Table 2  Prevalence of employment and working conditions, psychosocial exposure, health characteristics and drug consumption, by type of 
employment and sex (%)

Frontline workers Non-frontline workers

Women Men Total Women Men Total

Employment and working conditions

 � Temporary contract 28.8 15.3 21.9 23.3 17.0 20.3

 � Salary sometimes, only once or never covers basic needs 39.4 26.0 32.2 27.0 20.5 23.9

Psychosocial exposure

 � Exposed to high emotional demands 71.8 57.7 64.4 70.8 69.0 70.0

 � Exposed to low social support 44.1 42.1 43.0 41.8 38.1 40.1

 � Exposed to high job insecurity 27.4 31.7 29.5 37.0 39.5 38.2

 � Exposed to high work–family conflict 49.2 47.8 48.6 56.4 53.6 55.1

 � Exposed to high strain 50.7 38.5 44.3 40.8 36.9 39.0

Health characteristics and drug consumption

 � Worse general health than before the state of alarm 45.5 28.8 36.6 46.6 33.9 37.4

 � At high risk of suffering poor mental health: 68.7 46.9 56.8 60.3 44.1 52.6

 � Increased tranquiliser consumption among those who were taking them before the state of alarm* 39.3 26.4 34.2 41.5 29.3 37.4

 � Started to consume tranquilisers during the state of alarm† 20.5 9.7 14.7 14.9 8.7 11.9

 � Increased painkiller (opioid) consumption among those who were taking them before the state of alarm* 32.5 21.6 28.5 28.1 17.3 24.7

 � Started to consume painkillers (opioids) during the state of alarm† 15.3 9.2 12.0 10.3 8.5 9.5

*Category not shown: same dose.
†Category not shown: still not consuming.

https://dx.doi.org/10.1136/jech-2021-217692


4 Utzet M, et al. J Epidemiol Community Health 2022;0:1–7. doi:10.1136/jech-2021-217692

Original research

rate of temporary contracts (aPR: 1.16 (95% CI 1.05 to 1.28)), 
worse pay (aPR: 1.08 (95% CI 1.01 to 1.17)), while no signifi-
cant difference was observed among men. Among women, those 
in frontline sectors were exposed to higher emotional demands 
than those in non-frontline sectors (aPR=1.07 (95% CI 1.03 
to 1.12)), had less job insecurity (aPR: 0.64 (95% CI 0.58 to 
0.70)) and less work–family conflict (aPR=0.90 (95% CI 0.84 to 
0.96)). Among men, those working in frontline sectors also had 
both less emotional demands (aPR=0.87 (95% CI 0.81 to 0.94)) 
and job insecurity (aPR=0.71 (95% CI 0.63 to 0.80)) together 
with lower levels of work–family conflict (aPR=0.91 (95% CI 
0.83 to 0.99)). Finally, women in frontline sectors showed worse 
health and more tranquilisers and opioid analgesics consump-
tion than those in non-frontline sectors (poor mental health 
(aPR: 1.06 (95% CI 1.01 to 1.11)) and initiation of tranquilliser 
use (aPR: 1.30 (95% CI 1.11 to 1.52) and opiate use (aPR: 1.19 
(95% CI 1.00 to 1.41)). Among men, there were no significant 
differences by type of employment.

The differences between women and men in employment and 
working conditions were significant among both frontline and 
non-frontline workers (see table 4). Women were more engaged 
in temporary contract arrangements than men (aPR=1.83 (95% 
1.56 to 2.14) in frontline and aPR=1.44 (95% CI 1.25 to 1.65) 
for non-frontline) and were paid less (aPR=1.59 (95% CI 1.42 
to 1.79) and aPR=1.50 (95% CI 1.33 to 1.68). Whether they 
were frontline or non-frontline workers, women were exposed 
to significantly higher levels of work-related strain (aPR=1.34 
(95% CI 1.21 to 1.47) and aPR=1.17 (95% CI 1.08 to 1.27)) 
than men. Only among frontline workers were women exposed 
to higher emotional demands (aPR=1.22 (95% CI 1.14 to 1.30)) 
and experienced less job insecurity (aPR=0.86 (95% CI 0.77 to 
0.97)). Among both frontline and non-frontline workers, women 
had worse general health (aPR=1.56 (95% CI 1.40 to 1.74) and 

aPR=1.21 (95% CI 1.11 to 1.32)) and a greater risk of suffering 
poor mental health (aPR=1.48 (95% CI 1.37 to 1.59) and 
aPR=1.39 (95% CI 1.31 to 1.48)) than men. The same pattern 
held for the initiation of tranquilliser consumption among non-
users (aPR=2.10 (95% CI 1.69 to 2.60) and aPR=1.78 (95% CI 
1.49 to 2.12)) and of opiates (aPR=1.67 (95% CI 1.35 to 2.08) 
and aPR=1.32 (95% CI 1.09 to 1.60)). These differences were 
more pronounced among frontline workers.

DISCUSSION
The abrupt emergence of COVID-19 and its rapid spread had 
brutal consequences in all areas of society, including, of course, 
the workplace. The main results of this study suggest that 
employment and working conditions, exposure to psychoso-
cial risks, as well as health status and the consumption of tran-
quilisers and opioid analgesics, all show gender inequalities and 
inequalities according to whether they were frontline or non-
frontline workers.

With few exceptions, while an overall analysis shows no 
remarkable differences between frontline and non-frontline 
workers, an analysis by sex reveals significant inequalities. 
Overall, frontline women workers endure worse employment 
conditions, are exposed to high levels of emotional demands 
(but lower job insecurity), have poorer health and consume 
more tranquilisers and opioid analgesics than non-frontline 
women. In contrast, men present almost no remarkable differ-
ences according to whether they are frontline or non-frontline 
(except that frontline workers are exposed to lower levels of 
work-related strain, work–family conflict and job insecurity). 
The poorer employment and working conditions of frontline 
women workers may reflect the undervaluation and increased 
precariousness of most occupations highly feminised (many 

Table 3  Adjusted prevalence difference and 95% CI,* and adjusted prevalence ratio (aPR and 95% CI),* for employment and working conditions, 
psychosocial exposure, health characteristics and drug consumption among frontline versus non-frontline workers, according to sex

Women Men

Prevalence difference 
(95% CI)† aPR (95% CI)‡

Prevalence difference 
(95% CI)† aPR (95% CI)‡

Employment characteristics

 � Temporary contract 3.9 (12.8 to 6.5) 1.16 (1.05 to 1.28) −2.9 (−6.9 to 1.0) 0.83 (0.66 to 1.06)

 � Salary sometimes, only once or never covers basic needs 12.4 (9.7 to 15.0) 1.46 (1.35 to 1.58) 0.1 (−3.5 to 3.7) 1.00 (0.86 to 1.17)

Psychosocial exposure (reference category: not exposed)

 � Exposed to high emotional demands 5.0 (2.1 to 7.9) 1.07 (1.03 to 1.12) −8.5 (−12.9 to −0.4) 0.87 (0.81 to 0.94)

 � Exposed to low social support −1.5 (−4.7 to 1.6) 0.96 (0.90 to 1.04) 1.3 (−3.3 to 6.0) 1.03 (0.92 to 1.16)

 � Exposed to high job insecurity −14.1 (−16.9 to −11.4) 0.64 (0.58 to 0.70) −12.3 (−16.4 to −8.2) 0.71 (0.63 to 0.80)

 � Exposed to high work–family conflict −5.6 (−8.9 to −2.3) 0.90 (0.84 to 0.96) −5.0 (−9.6 to −0.3) 0.91 (0.83 to 0.99)

 � Exposed to high strain 1.7 (−1.5 to 4.9) 1.04 (0.97 to 1.12) −1.3 (−5.9 to 3.4) 0.97 (0.86 to 1.09)

Health characteristics and drug consumption

 � Worse general health than before the state of alarm 2.5 (−0.4 to 5.6) 1.06 (0.99 to 1.14) −4.2 (−8.2 to −0.5) 0.88 (0.77 to 1.00)

 � At high risk of suffering poor mental health: 3.6 (0.7 to 6.5) 1.06 (1.01 to 1.11) 0.4 (−4.1 to 4.9) 1.01 (0.91 to 1.11)

 � Increased tranquiliser consumption among those who were taking 
them before the state of alarm

−3.3 (−10.7 to 4.1) 0.92 (0.76 to 1.11) −2.0 (−13.9 to 9.9) 0.93 (0.61 to 1.42)

 � Started to consume tranquilisers during the state of alarm 4.6 (1.9 to 7.3) 1.30 (1.11 to 1.52) 0.5 (−1.9 to 3.0) 1.06 (0.81 to 1.38)

 � Increased painkiller (opioid) consumption among those who were 
taking them before the state of alarm

2.5 (−4.6 to 9.7) 1.09 (0.85 to 1.39) 3.90 (−8.6 to 16.3) 1.23 (0.64 to 2.34)

 � Started to consume painkillers (opioids) during the state of alarm 2.1 (0.0 to 4.2) 1.19 (1.00 to 1.41) −0.6 (−3.0 to 1.8) 0.94 (0.71 to 1.23)

*Adjusted by age and occupational social class.
†(prevalence in frontline workers – prevalence in non-frontline workers).
‡Reference category: non-frontline workers.
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of which are considered essential because they are life-making 
jobs) demonstrated in studies prior to the pandemic.21 31 Front-
line women workers report greater exposure to high emotional 
demands than non-frontline women, which could be explained 
by the emotional strain of working on the frontline during the 
first weeks of the pandemic,32 in many cases without the neces-
sary protection.33 In the case of men, there is no such greater 
exposure to emotional demands among frontline workers. This 
difference could be explained by the composition of essential 
sectors for women and men. Among frontline women workers, a 
high proportion work in sectors involving interaction with other 
people (whether they are sick or not), such as health and social 
care or retailing, whereas among frontline men workers, a higher 
proportion work in sectors such as construction or industry, 
where the emotional demand is lower and there is almost no 
social interaction.

Concerning health dimensions, the emotional demands to 
which frontline women workers are exposed could have condi-
tioned the worsening of general and mental health that we 
found, a hypothesis put forward in similar research.34 In addi-
tion, this worsening could also be related to the fear of contagion 
from themselves and their families through them.8 Finally, and 
perhaps because of these working conditions and the deteriora-
tion of mental health, a higher proportion of frontline women 
started to consume tranquilisers and opioid analgesics. Despite 
the public health implications of this last finding, to the best of 
our knowledge, no similar research has been published. Among 
men, there are no differences in health or consumption between 
those in frontline and non-frontline sectors. This result could 
be explained by the aforementioned lower emotional demand 
associated with the majority of sectors among frontline men 
workers—compared with frontline women. However, it also 

could be due to a compensation effect: on the one hand, while 
men with essential jobs who had to work outside could have seen 
their health protected by effect of maintaining a breadwinner 
role,35 men who stayed at home could have suffered worse 
health indicators, for this same question. Although staying at 
home was not necessarily associated with a higher risk of losing a 
job, it could destabilise the traditional male breadwinner identity 
(assuming even traditionally female roles), with negative reper-
cussions on their health.36

If we focus on gender inequalities within the frontline and 
non-frontline workers, we find that, in both sectors, women 
have worse employment and are more exposed to high levels of 
work-related strain than men. Moreover, among the frontline 
workers, women are more exposed to higher levels of emotional 
demands but less exposed to job insecurity. Despite the prolif-
eration of research aimed at providing an understanding of the 
effects of the pandemic, there is almost no work that addresses 
inequalities in working conditions and health between frontline 
and non-frontline workers from a gender perspective. Histori-
cally, the gender perspective in occupational health research has 
been limited, as several reviews have revealed.35 Even so, these 
findings are consistent with prepandemic studies that describe 
marked gender inequalities in relation to job insecurity and 
wages21 31 but few inequalities in exposure to psychosocial risks 
between men and women.22 Differences in the exposure to job 
insecurity will need to be thoroughly explored in future articles.

Regarding the health indicators, the pandemic has resulted 
in a clear deterioration of both general and mental health, in 
both men and women. If we compare our current findings with 
similar studies from before the pandemic, the prevalence of poor 
mental health has doubled22 while sustaining gender inequali-
ties. Furthermore, the results presented here demonstrate how 

Table 4  Adjusted prevalence difference and 95% confidence interval (95% CI),* and adjusted prevalence ratio (aPR and 95% CI),* of employment 
and working conditions, psychosocial exposure, health characteristics and drug consumption in women versus men, according to employment 
(frontline/non-frontline)

Frontline workers Non-frontline workers

Prevalence difference 
(95% CI)† aPR (95% CI)‡

Prevalence difference 
(95% CI)† aPR (95% CI)‡

Employment conditions

 � Temporary contract 12.9 (9.9 to 16.0) 1.83 (1.56 to 2.14) 7.3 (4.7 to 9.9) 1.44 (1.25 to 1.65)

 � Salary sometimes, only once or never covers basic needs 15.0 (11.5 to 18.4) 1.59 (1.42 to 1.79) 9.5 (7.0 to 12.0) 1.50 (1.33 to 1.68)

Psychosocial exposure

 � Exposed to high emotional demands 12.8 (8.8 to 16.8) 1.22 (1.14 to 1.30) 0.9 (-1.9 to 3.8) 1.01 (0.97 to 1.06)

 � Exposed to low social support 2.8 (−1.2 to 6.8) 1.07 (0.97 to 1.17) 4.8 (1.4 to 8.2) 1.13 (1.03 to 1.23)

 � Exposed to high job insecurity −4.3 (−7.9 to −0.7) 0.86 (0.77 to 0.97) −0.7 (−3.7 to 2.3) 0.98 (0.91 to 1.06)

 � Exposed to high work–family conflict 4.8 (−3.6 to 4.6) 1.01 (0.93 to 1.10) 1.9 (−1.3 to 5.1) 1.04 (0.98 to 1.10)

 � Exposed to high strain 13.0 (9.0 to 17.0) 1.34 (1.21 to 1.47) 6.2 (3.0 to 9.3) 1.17 (1.08 to 1.27)

Health characteristics and drug consumption

 � Worse general health than before the state of alarm 16.3 (12.7 to 19.9) 1.56 (1.40 to 1.74) 7.1 (4.0 to 10.1) 1.21 (1.11 to 1.32)

 � At high risk of suffering poor mental health: 22.1 (18.3 to 25.9) 1.48 (1.37 to 1.59) 17.3 (14.2 to 20.4) 1.39 (1.310 to 1.48)

 � Increased tranquiliser consumption among those who were taking 
them before state of alarm

12.3 (1.7 to 22.9) 1.45 (1.02 to 2.05) 11.7 (3.3 to 20.1) 1.39 (1.07 to 1.82)

 � Started to consume tranquilisers during the state of alarm 10.8 (8.1 to 13.5) 2.10 (1.69 to 2.60) 6.8 (4.9 to 8.7) 1.78 (1.49 to 2.12)

 � Increased painkiller (opioid) consumption among those who were 
taking them before the state of alarm

9.8 (−2.2 to21.8) 1.44 (0.86 to 2.40) 10.9 (2.7 to 19.1) 1.65 (1.07 to 2.57)

 � Started to consume painkillers (opioids) during the state of alarm 6.2 (3.8 to 8.5) 1.67 (1.35 to 2.08) 2.6 (0.9 to 4.3) 1.32 (1.09 to 1.60)

*Adjusted by age and occupational social class.
†(Prevalence among women – prevalence among men).
‡Reference category: men.
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the health crisis has triggered an increase in the consumption of 
tranquilisers and opioid analgesics among women, who already 
consumed more than men, and especially among the frontline 
workers. These results are consistent with other research in the 
general population, which shows that gender inequalities in 
mental health and drug use are generally very pronounced.37 38 
Although there are almost no studies on this reality according 
to sector of activity (frontline or non-frontline) during the 
pandemic, studies in the Spanish context have suggested that 
the situation resulting from lockdown had a greater effect on 
mental health and increased tranquilisers and opioid analge-
sics consumption among women.34 Prior to the pandemic, such 
consumption had already been reported to be very high among 
women.38

This study has several limitations. The main one is the data 
collection method: an online survey. This method implies, 
among other aspects, that we cannot ensure the representative-
ness of our sample, so selection bias may occur. In a previous 
study,8 sensitivity analysis was carried out and showed that, 
even if present, this bias would not have a relevant effect on the 
estimates. Another limitation is that, as this is a cross-sectional 
design, we cannot directly compare the results obtained with 
prepandemic situation among the same workers. However, we 
have made comparisons with results from articles analysing 
similar samples of workers before the pandemic. Also, it is a self-
reported survey, which may imply some bias. Finally, the concept 
of ‘essential’ itself, which is used to define the frontline workers. 
Before the start of the pandemic, the concept of an essential 
sector or activity was not very common in the specialised scien-
tific literature, nor was it understood as a means of categorisa-
tion.39 Today, there is also no clear or agreed definition of what 
an essential job or activity is. This implies that very heteroge-
neous occupations are grouped under the umbrella of essenti-
ality, which can make interpretation of findings rather difficult. 
Nevertheless, ‘essential’ refers to those sectors that are neces-
sary for the functioning and reproduction of society: sectors that 
are usually undervalued and devalued in the capitalist system.39 
It would be very interesting, in future research, to analyse the 
differences between essential workers according to occupation.

One of the main strengths of the study is the analysis of up-to-
date and highly relevant information on the working conditions 
and health of the working population in Spain at the beginning 
of the pandemic. Moreover, it is based on a large sample, which 
allows worker profiles to be representative according to sex, age, 
occupational group and territory. Finally, the gender perspec-
tive, both in our analysis and discussion of the results, is one 
of the great strengths of this work, especially when considering 
the limited inclusion of the gender perspective in occupational 
health research.

Despite the United Nations’ request to consider all workers as 
essential for the existence and functioning of society,40 only those 
in formal employment whose economic sector was considered 
essential, that is, life-making activities, were classified as such in 
Spain at the start of the COVID-19 pandemic. The exceptional 
situation caused by the pandemic could have offered an opportu-
nity to revalorise all the essential sectors, by means of dignifying 
their employment and working conditions, especially among 
women. In the face of probable future pandemics, it would be 
good if this would be really undertaken, so that gender inequali-
ties will not be reinforced, and the invisibility and precariousness 
of certain occupations will neither deepen.

On the one hand, this study has shown the joint influence that 
the sector of activity and gender have on working and employ-
ment conditions, as well as on women’s health, which places 

frontline women workers in a particularly vulnerable position. 
There is an urgent need to improve working conditions and 
reduce occupational risks, particularly among frontline workers. 
On the other hand, this study highlights the public health 
problem of tranquilisers and opioid analgesics consumption, 
especially among women in key sectors. This reinforces the need 
for further research on the relationship between employment 
and working conditions and such consumption, to enable us to 
propose appropriate preventive measures to reduce the alarming 
consumption of tranquilisers and opioid analgesics.

What is already known on this subject?

	► Health and economic crises often have differential impacts 
according to gender, and existing gender inequalities can be 
reinforced.

	► The few studies that have analysed the impact of the 
pandemic on working conditions generally note a significant 
deterioration in working conditions and health indicators, 
especially among certain vulnerable groups of workers.

	► Studies in the Spanish context have suggested that the 
situation resulting from lockdown had a greater effect 
on mental health and increased tranquilisers and opioid 
analgesics consumption among women.

What this study adds?

	► Employment and working conditions, exposure to 
psychosocial risks, as well as health status and the 
consumption of tranquilisers and opioid analgesics, show 
gender inequalities and inequalities according to whether the 
workers were frontline or not).

	► Overall, frontline women workers endure worse employment 
and working conditions, have poorer health and consume 
more tranquilisers and opioid analgesics than non-frontline 
women. In contrast, men show the opposite pattern.

	► If we focus on gender inequalities between frontline workers 
and non-frontline workers, we find that, in both cases, 
women have worse employment and working conditions 
and are more exposed to high levels of work-related strain 
than men. Moreover, these inequalities are more pronounced 
among frontline workers.

	► There is an urgent need to improve working conditions 
and reduce occupational risk, particularly among frontline 
workers.

	► There is a public health problem posed by tranquilisers and 
opioid analgesics consumption, especially among frontline 
women.

Contributors  MU and AB conceived the idea of the paper. AN verified and 
provided the data. AN and MU were responsible for the analysis of data. AB and 
MU were responsible for a first interpretation of data. All authors wrote a first draft 
of the paper. All authors read and approved the final manuscript. All authors are 
guarantors.

Funding  The authors have not declared a specific grant for this research from any 
funding agency in the public, commercial or not-for-profit sectors.

Competing interests  None declared.

Patient consent for publication  Not applicable.

Ethics approval  The study was carried out following current laws and was 
approved by the Ethics Committee of the Universidad Autónoma de Barcelona 
(CEEAH-5158). Participants gave informed consent to participate in the study before 
taking part.



7Utzet M, et al. J Epidemiol Community Health 2022;0:1–7. doi:10.1136/jech-2021-217692

Original research

Provenance and peer review  Not commissioned; externally peer reviewed.

Data availability statement  Data are available on reasonable request. Data are 
available on resonable request.

Supplemental material  This content has been supplied by the author(s). It 
has not been vetted by BMJ Publishing Group Limited (BMJ) and may not have 
been peer-reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

This article is made freely available for personal use in accordance with BMJ’s 
website terms and conditions for the duration of the covid-19 pandemic or until 
otherwise determined by BMJ. You may download and print the article for any lawful, 
non-commercial purpose (including text and data mining) provided that all copyright 
notices and trade marks are retained.

ORCID iDs
Mireia Utzet http://orcid.org/0000-0001-5948-3914
Amaia Bacigalupe http://orcid.org/0000-0001-6080-5239
Albert Navarro http://orcid.org/0000-0001-7153-4673

REFERENCES
	 1	 WHO Coronavirus (COVID-19) Dashboard. Who coronavirus (COVID-19) Dashboard 

with vaccination data. Available: https://covid19.who.int/
	 2	 Del EJ. Disposición 4166 del BOE núm. 87 de 2020, 2020. Available: https://www.​

boe.es
	 3	 Ozkazanc‐Pan B, Pullen A. Reimagining value: a feminist commentary in the midst of 

the COVID‐19 pandemic. Gender Work Organ 2021;28:1–7.
	 4	 Simpson R, Slutskaya N, Lewis P. Introducing Dirty Work, Concepts and Identities. In: 

Dirty work, 2012: 1–18.
	 5	 Mejia C, Pittman R, Beltramo JMD, et al. Stigma & dirty work: In-group and out-

group perceptions of essential service workers during COVID-19. Int J Hosp Manag 
2021;93:102772.

	 6	 Paul E, Mak HW, Fancourt D. Comparing mental health trajectories of four different 
types of key workers with non-key workers: a 12-month follow-up observational study 
of 21,874 adults in England during the COVID-19 pandemic. medRxiv 2021.

	 7	 The Lancet. The plight of essential workers during the COVID-19 pandemic. Lancet 
2020;395:1587.

	 8	 Salas-Nicás S, Moncada S, Llorens C, et al. Working conditions and health in Spain 
during the COVID-19 pandemic: minding the gap. Saf Sci 2021;134:105064.

	 9	 European Agency for Safety and Health at Work (EU-OSHA). The occupational safety 
and health of cleaning workers. Luxembourg, 2009.

	10	 Testad I, Mikkelsen A, Ballard C, et al. Health and well-being in care staff and their 
relations to organizational and psychosocial factors, care staff and resident factors in 
nursing homes. Int J Geriatr Psychiatry 2010;25:789–97.

	11	 Violante FS, Graziosi F, Bonfiglioli R, et al. Relations between occupational, 
psychosocial and individual factors and three different categories of back disorder 
among supermarket workers. Int Arch Occup Environ Health 2005;78:613–24.

	12	 Farré L, Fawaz Y, Gonzalez L. How the COVID-19 Lockdown affected gender inequality 
in paid and unpaid work in Spain. Bonn, 2020.

	13	 Etheridge B, Spantig L. The gender gap in mental well-being during the Covid-19 
outbreak: evidence from the UK. Essex, 2020. Available: www.iser.essex.ac.uk

	14	 Xue B, McMunn A. Gender differences in unpaid care work and psychological distress 
in the UK Covid-19 lockdown. PLoS One 2021;16:e0247959.

	15	 Bandyopadhyay S, Baticulon RE, Kadhum M, et al. Infection and mortality of 
healthcare workers worldwide from COVID-19: a systematic review. BMJ Glob Health 
2020;5:e003097.

	16	 Daly M. COVID ‐19 and care homes in England: What happened and why? Soc Policy 
Adm 2020;54:985–98.

	17	 Mutambudzi M, Niedwiedz C, Macdonald EB, et al. Occupation and risk of severe 
COVID-19: prospective cohort study of 120 075 UK Biobank participants. Occup 
Environ Med 2020;78:307–14.

	18	 Julià M, Vives A, Tarafa G, et al. Changing the way we understand precarious 
employment and health: Precarisation affects the entire salaried population. Saf Sci 
2017;100:66–73.

	19	 Banyuls J, Recio A. Labour segmentation and precariousness in Spain: theories and 
evidence. In: Making work more equal, 2017: 129–49.

	20	 Eurofound. The gender employment gap: challenges and solutions. Luxembourg, 
2016.

	21	 Menéndez M, Benach J, Muntaner C, et al. Is precarious employment more damaging 
to women’s health than men’s? Soc Sci Med 2007;64:776–81.

	22	 Utzet M, Llorens C, Moriña D, et al. Persistent inequality: evolution of psychosocial 
exposures at work among the salaried population in Spain between 2005 and 2016. 
Int Arch Occup Environ Health 2021;94:621-629.

	23	 Seck PA, Encarnacion JO, Tinonin C, et al. Gendered impacts of COVID-19 in Asia 
and the Pacific: early evidence on deepening socioeconomic inequalities in paid and 
unpaid work. Fem Econ 2021;27:117–32.

	24	 Burr H, Berthelsen H, Moncada S, et al. The third version of the Copenhagen 
psychosocial questionnaire. Saf Health Work 2019;10:482–503.

	25	 Moncada S, Llorens C, Salas Nicás S. La tercera versión de COPSOQ-Istas21. un 
instrumento Internacional actualizado para La prevención de riesgos psicosociales en 
El trabajo. Rev Esp Salud Pública 2021;95:1–16.

	26	 Karasek RA. Job demands, job decision latitude, and mental strain: implications for 
job redesign. Adm Sci Q 1979;24:285.

	27	 Burr H, Albertsen K, Rugulies R, et al. Do dimensions from the Copenhagen 
psychosocial questionnaire predict vitality and mental health over and above 
the job strain and effort-reward imbalance models? Scand J Public Health 
2010;38:59–68.

	28	 Vilagut G, Ferrer M, Rajmil L, et al. El Cuestionario de Salud SF-36 español: Una 
década de experiencia Y nuevos desarrollos. Gac Sanit 2005;19:135–50.

	29	 Plan Nacional sobre Drogas. Encuesta sobre alcohol Y drogas en España (EDADES). 
Madrid, 2018.

	30	 Zou G. A modified poisson regression approach to prospective studies with binary 
data. Am J Epidemiol 2004;159:702–6.

	31	 Dancausa Millán Mª Genoveva, Millán Vázquez de la Torre Mª Genoveva, Hernández 
Rojas R, et al. The Spanish labor market: a gender approach. Int J Environ Res Public 
Health 2021;18:2742–23.

	32	 Giménez-Espert MDC, Prado-Gascó V, Soto-Rubio A. Psychosocial risks, work 
engagement, and job satisfaction of nurses during COVID-19 pandemic. Front Public 
Health 2020;8:566896.

	33	 Toh WL, Meyer D, Phillipou A, et al. Mental health status of healthcare versus other 
essential workers in Australia amidst the COVID-19 pandemic: initial results from the 
collate project. Psychiatry Res 2021;298:113822.

	34	 Jacques-Aviñó C, López-Jiménez T, Medina-Perucha L, et al. Gender-Based approach 
on the social impact and mental health in Spain during COVID-19 lockdown: a cross-
sectional study. BMJ Open 2020;10:e044617.

	35	 Valero E, Martin U, Bacigalupe A, et al. The impact of precarious jobs on mental 
health: a gender-sensitive literature review. Int Arch Occup Environ Health 
2021;94:577–89.

	36	 Artazcoz L, Borrell C, Benach J. Gender inequalities in health among workers: the 
relation with family demands. J Epidemiol Community Health 2001;55:639–47.

	37	 Bacigalupe A, Cabezas A, Bueno MB, et al. [Gender as a determinant of mental health 
and its medicalization. SESPAS Report 2020]. Gac Sanit 2020;34 Suppl 1:61–7.

	38	 Colell E, Sánchez-Niubò A, Domingo-Salvany A, et al. Prevalencia de consumo de 
hipnosedantes en población ocupada Y factores de estrés laboral asociados. Gac Sanit 
2014;28:369–75.

	39	 Stevano S, Ali R, Jamieson M. Essential for what? a global social reproduction view 
on the re-organisation of work during the COVID-19 pandemic. Can J Dev Stud / Rev 
Can d’études du développement 2020:1–22.

	40	 De Matteis S. COVID-19: are not all workers ’essential’? Occup Environ Med 
2021;78:305–6.

http://orcid.org/0000-0001-5948-3914
http://orcid.org/0000-0001-6080-5239
http://orcid.org/0000-0001-7153-4673
https://covid19.who.int/
https://www.boe.es
https://www.boe.es
http://dx.doi.org/10.1111/gwao.12591
http://dx.doi.org/10.1016/j.ijhm.2020.102772
http://dx.doi.org/10.1016/S0140-6736(20)31200-9
http://dx.doi.org/10.1016/j.ssci.2020.105064
http://dx.doi.org/10.1002/gps.2419
http://dx.doi.org/10.1007/s00420-005-0002-6
www.iser.essex.ac.uk
http://dx.doi.org/10.1371/journal.pone.0247959
http://dx.doi.org/10.1136/bmjgh-2020-003097
http://dx.doi.org/10.1111/spol.12645
http://dx.doi.org/10.1111/spol.12645
http://dx.doi.org/10.1136/oemed-2020-106731
http://dx.doi.org/10.1136/oemed-2020-106731
http://dx.doi.org/10.1016/j.ssci.2017.01.015
http://dx.doi.org/10.1016/j.socscimed.2006.10.035
http://dx.doi.org/10.1007/s00420-020-01609-3
http://dx.doi.org/10.1080/13545701.2021.1876905
http://dx.doi.org/10.1016/j.shaw.2019.10.002
http://dx.doi.org/10.2307/2392498
http://dx.doi.org/10.1177/1403494809353436
http://dx.doi.org/10.1157/13074369
http://dx.doi.org/10.1093/aje/kwh090
http://dx.doi.org/10.3390/ijerph18052742
http://dx.doi.org/10.3390/ijerph18052742
http://dx.doi.org/10.3389/fpubh.2020.566896
http://dx.doi.org/10.3389/fpubh.2020.566896
http://dx.doi.org/10.1016/j.psychres.2021.113822
http://dx.doi.org/10.1136/bmjopen-2020-044617
http://dx.doi.org/10.1007/s00420-020-01605-7
http://dx.doi.org/10.1136/jech.55.9.639
http://dx.doi.org/10.1016/j.gaceta.2020.06.013
http://dx.doi.org/10.1016/j.gaceta.2014.04.009
http://dx.doi.org/10.1136/oemed-2020-107272

	Occupational health, frontline workers and COVID-­19 lockdown: new gender-­related inequalities?
	Abstract
	Introduction
	Methods
	Statistical analysis

	Results
	Discussion
	References


