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Abstract: In a context of high job insecurity resulting from social deregulation policies, this research
aims to study health and substance abuse inequalities in the workplace from a gender perspective.
To this end, a transversal study was carried out based on microdata from the National Health Survey
in Spain—2017, selecting the active population and calculating the prevalence of the state of health
and consumption, according to socio-occupational factors (work relationship, social occupational
class, time and type of working day). Odds ratios adjusted by socio-demographic variables and their
90% confidence intervals were estimated by means of binary logistic regressions stratified by sex.
The results obtained showed two differentiated patterns of health and consumption. On the one
hand, unemployed people and those from more vulnerable social classes showed a higher prevalence
of both chronic depression and anxiety and of hypnosedative and tobacco use. On the other hand,
the better positioned social classes reported greater work stress and alcohol consumption. In addition,
while unemployment affected men’s health more intensely, women were more affected by the type of
working day. The study can be used to design sustainable preventive occupational health policies,
which should at least aim at improving the quantity and quality of employment.

Keywords: job insecurity; health and consumption indicators; gender inequalities; sustainable
preventive policies

1. Introduction

More than a decade has passed since the financial crisis and the stagnation of the global economy
in 2008 (the great recession) began and austerity policies (the great aggression) imposed by the Troika
(formed by the European Commission, the European Central Bank and the International Monetary
Fund) based on a political exchange of “neoliberal intergovernmentalism” that forced the member
states of the European Union with economic difficulties, especially the countries of the South (Spain,
Greece and Portugal), to deregulate the labor market and labor relations [1,2] with the “conditionality”
of obtaining financial aid and bank bailouts [3]. These policies have led to a radical transformation of
industrial relations models and the breakdown of the fragile balances achieved during decades of social
dialogue by deregulating the three historical collective mechanisms that have acted in the defense
and protection of workers: protection of legality, trade union intervention and business coverage [4].
This aggression has meant a great regression that, on the one hand, has led the most disadvantaged
social classes to even worse living conditions, and, on the other hand, has slipped the middle classes
into economic fragility, extending economic and social vulnerability to large social strata [5].

In this regard, with regard to the extent of social and economic vulnerability in the field of
health, a study by Stuckler et al. [6,7] in post-communist countries found that massive privatization
programs in the health system increased short-term adult male mortality rates by 12.8% among the
most disadvantaged social classes. On a national level, the impact of austerity policies on the health
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of the Spanish population has been the subject of numerous investigations from the public health
field, concluding that the effects on the population are heterogeneous and controversial, endangering
the sustainability of the national health system [8–12]. In particular, important differences have been
identified between the Autonomous Communities in terms of the management of the economic crisis
and austerity policies. While the government of the Basque Country did not implement austerity
policies during the crisis, in La Rioja, Madrid and the Balearic Islands, privatization policies were
implemented in the health system [8]. In addition, the study conducted by Del Pozo-Rubio et al. [10]
showed how the co-payment of dependency introduced in Spain through the Resolution of 13 July
2012 meant, on the one hand, an unequal application of co-payments between the Autonomous
Communities, with Andalusia, Valencia and Catalonia having the highest levels of co-payment, and,
on the other hand, how the co-payment went from 20% in the national average before the reform
to 53.54% after the reform. Thus, these studies would confirm both the inequalities between social
classes and between the different regions of Spain. In addition, there is empirical evidence on problems
of technical quality (misdiagnosis or inappropriate diagnosis) and interpersonal quality (poorer
treatment and communication) in the public health system related to cuts in the health workforce,
which affects the whole population, but especially people with fewer resources and immigrants [12].
These cuts and privatizations could explain how since the beginning of the economic crisis in Spain,
there has been a significant slowdown in the reduction of the cancer mortality rate [11], which would
be related in some way to the studies by Stuckler and others [6,7]. This context of economic crisis
jeopardizes the sustainability of the welfare state, as the protection system (healthcare and social
benefits) is financed in most European countries through employers’ and workers’ contributions to
work performance. As a result, austerity measures reduce state revenues, which are largely dependent
on full employment and decent wage policies, leading to severe cuts in public health and other social
expenditures [13]. High unemployment rates in turn erode the bargaining power of workers and
their class organizations, feeding back into the spiral of deregulation and deterioration of working
conditions and occupational health [14].

In this context and for the purposes of this research, there has been an increase in job insecurity
both in the European Union (EU) in general and in Spain in particular [15]. Job insecurity can be defined
as a perceived threat to the continuity and stability of employment as currently experienced [16] or the
loss of well-being resulting from job uncertainty [17]. Different domains or facets of job insecurity can be
drawn from these definitions. The first would be uncertainty in a threefold dimension: (a) uncertainty
about whether or not employment will eventually be lost; (b) uncertainty about when it will occur, i.e.,
when the job will be lost; and (c) uncertainty about the consequences of the loss of employment [18].
The second domain would be the threat, since the uncertainty of loss of employment is comparable
to the severity of the threat [19]. That is, depending on the possibilities of finding new employment
and the degree of dependence on wages for survival, the degree of threat will be greater or lesser,
and therefore, is related to some theories of human needs (for example, Maslow’s pyramid) [20].
Finally, there is a third dimension that refers to the powerlessness or absence of strategies available to
workers to resist the threat of dismissal [21–23]. Thus, the lack of protection (trade unions, working
without a contract, unemployment benefit systems, and so on) makes it more or less likely that they
will resist the threat of unemployment [22]. In the scientific literature, various ways can be found to
study and make job insecurity operational in order to measure it. On the one hand, there are studies
that focus on the analysis of perceived or subjective insecurity [24], understood as an interpretation or
evaluation by the worker of a series of external signs that have to do with job continuity [25]. On the
other hand, there are studies that focus on the analysis of attributed insecurity [26], that is, on the
objective signs of insecurity (contractual situation, position of the worker in the company, working
conditions, etc.) that do not depend on the worker’s perception [24]. Although there are various
ways of studying job insecurity, the fact is that perceived or subjective insecurity and attributed or
objective insecurity are related, insofar as, although perceived insecurity depends on personal and
contextual factors, which may lead some workers to overestimate the probability of losing their jobs,
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the fact is that there is empirical evidence that correlates the subjective dimension with the objective
one [27]. In fact, it has been shown that temporary contracts are associated with greater self-perceived
insecurity [28–30] and the transformation of temporary contracts into permanent contracts with a greater
perception of security [31]. The focus of this research is on attributed insecurity and therefore requires
further analysis. In this regard, the previous literature has identified four types of studies related to
objective insecurity: (a) research that focuses on studying insecurity dynamically through unstable
employment trajectories [32,33]; (b) insecurity produced by closures, restructuring or downsizing,
including those workers not affected by layoffs [34,35]; (c) job insecurity from the point of view of
the type of contract or contractual relationship (temporary or permanent) [36,37]; and (d) research
that studies job insecurity from a multidimensional point of view not only based on the contractual
relationship but also including other elements such as occupational social class or working time,
approaching the concept of job insecurity [38–41]. From the classification given, this study is part of
the proposals for measuring insecurity attributed from a multidimensional perspective. It should be
noted that this holistic perspective is related to labor precariousness, since this construct is broader
and contemplates insecurity but not in an isolated manner [25].

Focusing on the health effects of perceived job insecurity, previous studies have identified how
a subjective perception of insecurity leads to an erosion of job satisfaction [42], increased feelings
of anxiety [15], or high levels of stress comparable to those who are unemployed [16]. However,
the psychological health effects of job insecurity can be modulated by subjective employability [43].
In other words, subjective employability differs from objective employability (observable contextual
conditions such as contractual conditions [44]) because it focuses on people’s belief that they can
easily find a new job based on their genuine skills, such as work experience or educational level [45],
and that previous studies have shown that it is associated with lower levels of psychological risk when
unemployment is addressed proactively [45–47].

With regard to the health effects of attributed or objective job insecurity, it has been shown that
unemployment exposes individuals to greater psychological risk [48,49]. Specifically, unemployment
has been associated with a worse self-perceived general health status [50], increased mental
illness such as anxiety and depression [51,52], psychosomatic and sleep disorders [43,49], the use
of hypnosedatives [50,53], addictive behaviors such as the consumption of alcohol, tobacco or
drugs [50,53,54], and even family conflicts and suicides [48]. If we focus on the multidimensional
perspective of this study, previous research has observed elements of job insecurity attributed to the
increase in psychosomatic disorders and unhealthy habits, such as the use of hypnosedatives and
addictive substances that erode people’s health [55–60]. Specifically, with regard to contractual status,
working conditions and occupational social class, it has been identified that (a) people on temporary
contracts use health services less frequently for fear of being absent from work and dismissed [55];
(b) working long hours has been associated with higher levels of alcohol consumption [55]; (c) night
work has been associated with regular smoking [56]; (d) high levels of occupational stress have been
associated with a higher prevalence of alcohol consumption [57,58] and the use of hypnosedatives [59];
and (e) the more vulnerable manual social classes have been associated with poor mental health [60]
and regular tobacco use [55].

From the findings of the previous literature, it is possible to observe multiple and complex
bilateral and multilateral relationships between socio-professional factors, on the one hand, and the
spiral of constant health deterioration on the other. For example, work-related stress has been
associated with depression or anxiety [60,61]. These mental disorders are in turn linked to the use
of hypnosedatives [59] and addictive behavior [57,58]. Even among the most disadvantaged manual
workers, alcohol consumption has been found to be associated with an increased likelihood of losing
their job [62], which deepens the feedback between social vulnerability and health impairment.

Given the complexity and current occupational vulnerability in Spain and the scarce specific and
partial studies that study the associations between mental health, the use of hypnosedatives and the
consumption of addictive substances in the workplace, it is necessary to carry out more extensive
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analyses to explore possible patterns of relationships between all the aforementioned variables of
health and consumption of the active population in the labor market, in order to establish sustainable
health and employment policies that reverse the health emergency situation caused, to a certain extent,
by the economic crisis management policies themselves. Therefore, the main objective of this research
is to explore, holistically and jointly, the possible patterns between the main occupational factors of
attributed or objective job insecurity (type of contract or employment relationship, occupational social
class, working time and type of working day) and the various health factors (general and mental state,
consumption of hypnosedatives, tobacco and alcohol) in the Spanish active population. In addition,
several studies indicate that the different gender roles in the area of reproductive tasks [63,64] and the
precarious working conditions that affect working women most intensely [65,66] make them more
likely to refer to psychosomatic disorders and to consume more hypnosedatives [67–69]. In light of
these findings, it is considered relevant to address the objective of this research to explore health and
consumption patterns by stratifying the working population sample by sex.

2. Materials and Methods

2.1. Sample and Study Population

In order to achieve the proposed objectives, the use of the microdata from the questionnaire
for adults from the National Health Survey (ENSE, 2017) [70], carried out by the Ministry of Health,
Consumption and Social Welfare of Spain, was considered the most suitable source for carrying out the
study, since for each Autonomous Community, an independent sample was designed, which allowed
for having a large and representative sample of the entire country [71]. The sample carried out was a
polytopic one. In the first stage the census sections were selected and in the second stage the main
family dwellings were selected. In each dwelling, an adult person aged 16 years old or over was
selected to carry out the adult questionnaire. The fieldwork was extended between the months of
October 2016 and October 2017, for the purpose of collecting data that might be affected by seasonality.
The total size of the ENSE survey for adults in 2017 was 23,089 persons, with a high response rate of 95%.
Information was collected through personal interviews. The same was complemented, in exceptional
cases, by means of a telephone interview. For the present study, only the active population was selected.
The active population was considered to be those persons who were of working age (16 years old or
over in Spanish legislation) and who carried out a professional activity, as well as those persons of
working age who were unemployed and who were actively seeking employment [72]. Thus, the sample
for this research was 12,260 persons between the ages of 16 and 64 years old. Specifically, the study
included a sample of 6299 men (5163 (82%) employed and 1136 (18%) unemployed) and 5931 women
(4610 (77.3%) employed and 1351 (22.7%) unemployed) (Table 1).

Table 1. Sociodemographic characteristics of the active population in Spain, health status, consumption
of hypnosedatives, tobacco and alcohol, according to sex.

Variables Men
(n = 6299; 51.4%)

Women
(n = 5961; 48.6%) p-Value b

n (%) a n (%) a

Self-perceived health status <0.001
Bad 1168 (18.5) 1486 (24.9)

Good 5131 (81.5) 4475 (75.1)

Visits to the family doctor <0.001
No 1902 (30.2) 1069 (17.9)
Yes 4397 (69.8) 4892 (82.1)

Depression <0.001
No 6012 (95.5) 5391 (90.4)
Yes 285 (4.5) 566 (9.5)

DK/DA 2 (0.0) 4 (0.1)
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Table 1. Cont.

Variables Men
(n = 6299; 51.4%)

Women
(n = 5961; 48.6%) p-Value b

n (%) a n (%) a

Chronic anxiety <0.001
No 5960 (94.6) 5302 (89.0)
Yes 334 (5.3) 651 (10.9)

DK/DA 5 (0.1) 8 (0.1)

Stress <0.001
No 2670 (51.7) 2209 (48.1)
Yes 2484 (48.1) 2388 (51.8)

DK/DA 9 (0.2) 3 (0.1)

Tranquilizers, relaxants,
sleeping pills <0.001

No 2840 (45.0) 3137 (52.6)
Yes 369 (5.9) 601 (10.1)

DK/DA 3090 (49.1) 2223 (37.3)

Antidepressants, stimulants <0.001
No 3072 (48.7) 3431 (57.6)
Yes 137 (2.2) 307 (5.1)

DK/DA 3090 (49.1) 2223 (37.3)

Smoke <0.001
No 4148 (65.9) 4205 (70.6)
Yes 2144 (34.1) 1753 (29.4)

DK/DA 7 (0.1) 3 (0.0)

Alcohol <0.001
No 2102 (33.4) 3384 (56.8)
Yes 4192 (66.6) 2573 (43.2)

DK/DA 5 (0.1) 4 (0.1)

Type of contract or
employment situation <0.001

Entrepreneur 370 (5.9) 182 (3.1)
Official 505 (8.0) 607 (10.2)

Indefinite salaried 2754 (43.7) 2517 (42.2)
Temporary employee 769 (12.2) 788 (13.2)

Autonomous 742 (11.8) 460 (7.7)
Without contract 23 (0.4) 56 (0.9)

Unemployed 1136 (18%) 1351 (22.7)

Occupational Category <0.001
Managers with more than

10 workers 732 (11.6) 759 (12.8)

Managers with fewer than
10 workers 525 (8.3) 584 (9.8)

Intermediate technicians 1190 (18.9) 1270 (21.4)
Qualified supervisors 957 (15.2) 582 (9.8)

Qualified manual
technicians 2045 (32.5) 1808 (30.3)

Unqualified manual
technicians 809 (12.8) 924 (15.5)

DK/DA 41 (0.7) 34 (0.6)

Working time <0.001
Full time 4894 (94.8) 3616 (78.5)
Part time 268 (5.2) 987 (21.4)
DK/DA 1 (0.0) 7 (0.1)
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Table 1. Cont.

Variables Men
(n = 6299; 51.4%)

Women
(n = 5961; 48.6%) p-Value b

n (%) a n (%) a

Type of working day <0.001
Split shift 2105 (40.8) 1379 (29.9)

Continue in the morning 1383 (26.8) 1638 (35.9)
Continue in the afternoon 117 (2.3) 201 (4.4)

Continue through the night 68 (1.3) 37 (0.8)
Shifts 39 (0.8) 183 (4)

Irregular or variable day
according to the days 757 (14.8) 616 (13.4)

Other types 637 (12.5) 506 (10.9)
DK/DA 57 (1.1) 50 (1.0)

Age 0.006
16–24 230 (3.7) 200 (3.4)
25–34 946 (15.0) 1022 (17.1)
35–44 1924 (30.5) 1844 (30.9)
45–54 1851 (29.4) 1851 (29.0)
≥55 1348 (21.4) 1168 (19.6)

Nationality 0.014
Spanish 5516 (87.6) 5131 (86.1)

Foreigner 783 (12.4) 830 (13.9)
Marital status <0.001

Single 1937 (30.7) 1667 (28.0)
Married 3840 (61) 3310 (55.7)
Widower 54 (0.9) 181 (3.0)
Divorced 463 (7.4) 789 (13.3)
DK/DA 5 (0.1) 14 (0.2)

Education level <0.001
Primary 860 (13.7) 604 (10.1)

Secondary 4077 (64.7) 3501 (58.7)
Tertiary 1362 (21.6) 1856 (31.1)

Type of family life <0.001
Married 3597 (57.1) 2813 (47.2)

Domestic partner 189 (3.0) 137 (2.3)
Do not live together 2513 (39.9) 3010 (50.5)

Family care work <0.001
No 5706 (90.6) 5216 (87.5)
Yes 592 (9.4) 745 (12.5)

Monthly household income 0.781
Less than 1050 euros

per month 1983 (31.5) 5216 (87.5)

From 1050 to less than
2200 euros 2739 (43.5) 745 (12.5)

From 2200 to less than
4500 euros 1540 (24.4) 1465 (24.6)

More than 4500 euros
per month 37 (0.6) 26 (0.5)

a n = number; % = percentage of total sample; b p value = sex differences calculated using Chi-square test, with 95%
confidence level. DK/DA= Does not know/does not answer.

2.2. Dependent, Independent and Covariant Adjustment Variables

Nine dichotomised dependent variables were used. The general health status was evaluated
on the basis of two questions: (a) “In the last twelve months, would you say your health status has
been very good, good, fair, bad, very bad?” This question was dichotomized into 0 = Bad health
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(fair/bad/very bad) and 1 = Good health (very good/good); and (b) “When was the last time you
consulted your general practitioner or family doctor for yourself?” The variable was dichotomized
into 0 = No (12 months ago or more/Never) and 1 = Yes (Within the last 4 weeks/Between 4 weeks and
12 months). It is worth mentioning that the self-perceived health variable was dichotomized following
common practices in public health studies [73–75]. In addition, we studied the relationship between
the self-perceived health variable constructed with twenty-five indicators of pathologies diagnosed
by health professionals, finding in all cases a statistically significant relationship that shows how
people with good self-perceived health present a lower frequency of being diagnosed with pathologies
(Table A1, Appendix A) and, therefore, demonstrate the validity of the constructed variable.

With regard to the state of mental health, three variables were used. Two of them refer to whether
the person interviewed suffered from depression in the last 12 months (0 = No; 1 = Yes) or chronic
anxiety (0 = No; 1 = Yes). The third variable, corresponding to work stress, was measured through
the following question: “Globally and taking into account the conditions in which you carry out
your work, indicate how you consider the level of stress of your work according to a scale from 1
(not at all stressful) to 7 (very stressful)”. The question was dichotomized by the median which was 4,
with 0 = No (from 1 to 4) and 1 = Yes (from 5 to 7). The consumption of hypnosedatives was measured
through two questions referring to whether in the last 12 months the person interviewed had consumed
tranquilizers, relaxants and/or sleeping pills (0 = No; 1 = Yes), or whether he/she took antidepressants
and/or stimulants (0 = No; 1 = Yes). Finally, addictive behaviors were measured through two questions:
(a) “Could you tell me if you smoke?”—the question was dichotomized into 0 = No (I don’t currently
smoke, but have smoked before/I don’t smoke or have never smoked regularly) and 1 = Yes (Yes,
I smoke daily/I do smoke, but not daily); and (b): “During the past 12 months, how often have you
had alcoholic beverages of any kind?”—it was dichotomized by the median; this resulted in 0 = No
(Never/No in last 12 months/3 days per month to less than 1 day in a month) and 1 = Yes (Daily or
almost daily/6 to 1 days per week).

The independent variables correspond to the main socio-labor characteristics present in the
ENSE survey itself. These are: the type of contract or employment situation, the socio-labor category,
the working time and the type of working day. It is worth noting that it was not necessary to transform
any of the four independent variables, since the ENSE already provided them in an adequate manner
to carry out the study. The socio-demographic adjustment variables were age, nationality, marital
status, level of education, the income of the family household, type of family life and family care work,
following the guidelines of previous studies with similar characteristics [54,56,76]. These variables
were selected because they interact predictably with gender roles and can affect men and women
differently and act as confounding variables [59–62]. In fact, to avoid selection problems in the female
labor force, these studies incorporate family status and care work as adjustment variables, since the
reproductive and productive spheres are interconnected [60]. However, in order to verify the presence
or absence of selection bias in the female labor force derived from their lower level of participation
in the labor market, the Heckman two-stage model was used. The results obtained (Table A2) show
that there is no selection bias in any of the nine dependent variables derived from the fact that the
correlation coefficients of the error terms of the two equations (Rho) are close to zero and are not
significant. Therefore, the likelihood test carried out to verify the null hypothesis of independence
between the equations is not rejected. In addition, it can be seen how the coefficients of each variable
show how women who are married or live with a partner and in households where there are care
jobs have less participation in the labor market. These findings would reinforce the robustness of the
results of the present study. Finally, it should be mentioned that the answers “don’t know” and “don’t
respond” were eliminated from the statistical analyses.
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2.3. Statistical Analysis

First, a descriptive analysis of the absolute and relative (%) frequencies of all the variables used
was performed, and the differences between men and women were recorded using the chi-square test
(p < 0.05) (Table 1). Secondly, before stratifying the sample by sex, in order to compare differences
between health and consumption indicators between men and women, adjusted odds ratios (aOR)
were calculated for all socio-labor and demographic variables and their 90% confidence intervals,
using logistic regression models, establishing men as the reference category (Figure 1 and Table 2).
Third, once the comparison between both sexes was made, the sample was stratified between the male
and female labor force to find associations between socio-labor factors and health and consumption
indicators. To this end, as in the previous case, logistical regressions adjusted for all socio-labor and
demographic variables were carried out for both the male (Table 3) and female labor forces (Table 4).
The regression models were based on the most favorable socio-labor categories (Employment status =

Entrepreneur; Socio-labor category = Manager with more than 10 workers; Working time = Full time;
Type of workday = Start), following the criteria of favorability used in previous studies with similar
characteristics [54]. The goodness of fit of the models was evaluated using the Hosmer–Lemeshow test.
The calculations were performed with the SPSS program (version 24) which allows the analysis of
complex samples.Sustainability 2020, 12, x FOR PEER REVIEW 8 of 24 

 

Figure 1. Logistic regressions between health and consumption indicators by sex. OR: adjusted odds 

ratio for the four socio-labor variables included in the table (type of contract or employment 

situation, occupational category, household income, working time and type of working day) and the 

demographic variables (age, nationality, marital status, level of education, type of family life, family 

care work, monthly household income) with men as the reference category; IC90%: confidence 

interval; * significance level of the p-value < 0.10.

Figure 1. Logistic regressions between health and consumption indicators by sex. OR: adjusted
odds ratio for the four socio-labor variables included in the table (type of contract or employment
situation, occupational category, household income, working time and type of working day) and the
demographic variables (age, nationality, marital status, level of education, type of family life, family
care work, monthly household income) with men as the reference category; IC90%: confidence interval;
* significance level of the p-value < 0.10.
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Table 2. Regressions of health and consumption indicators with the interactions between gender with the type of work relationship and occupational social class.

Health Status Last 12 Months You Have Suffered from Mental Disorders in the Last
12 Months

Consumption of Sedative
Hypnotics in the Last 12 Months

Use of Addictive Substances in
the Last 12 Months

Self-Perceived
Health Status
aOR (IC90%) a

Visits to the
Family Doctor
aOR (IC90%) a

Depression aOR
(IC90%) a

Chronic Anxiety
aOR (IC90%) a

Work Stress
aOR (IC90%) a

Tranquilizers
aOR (IC90%) a

Antidepressants,
Stimulants aOR

(IC90%) a

Smoking aOR
(IC90%) a

Alcohol aOR
(IC90%) a

Entrepreneurs 1 b 1 b 1 b 1 b 1 b 1 b 1 b 1 b 1 b

Officials 1.57
(1.27–1.90) g

0.58
(0.4–0.69) g

1.44
(1.06–1.9) f

1.68
(1.28–2.2) g

1.04
(0.90–1.21)

1.52
(1.17–1.9) g

1.67
(1.14–2.44) f

0.70
(0.59–0.83) g

0.41
(0.3–0.47) g

Indefinite wage earners 1.72
(1.55–1.90) g

0.53
(0.4–0.58) g

1.78
(1.52–2.0) g

1.85
(1.59–2.1) g

1.30
(1.19–1.4) g

1.36
(1.17–1.58) g

1.46
(1.16–1.84) g

0.84
(0.77–0.92) g

0.40
(0.3–0.44) g

Temporary employees 1.54
(1.30–1.83) g

0.54
(0.4–0.63) g

2.33
(1.84–2.9) g

1.94
(1.65–2.4) g

0.80
(0.7–0.91) f

1.06
(0.81–1.39)

2.06
(1.48–2.89) g

0.86
(0.75–0.98) e

0.39
(0.3–0.45) g

Freelancers 1.65
(1.40–1.96) g

0.39
(0.3–0.45) g

1.70
(1.27–2.33) g

1.57
(1.17–2.1) g

0.96
(0.81–1.12)

1.42
(1.06–1.89) f

1.58
(1.05–2.3) f

0.67
(0.55–0.81) g

0.39
(0.3–0.46) g

Without contract 1.85
(0.73–4.66)

0.49
(0.24–1.06)

4.03
(2.22–7.3) g

3.96
(2.2–7.0) g

0.58
(0.3–0.95) e

1.71
(0.87–3.41)

4.01
(1.92–8.3) g

0.35
(0.20–0.64) g

0.26
(0.1–0.44) g

Unemployed 1.03
(0.91–1.17)

0.56
(0.49–0.64) g

3.19
(2.71–3.2) g

3.15
(2.69–3.6) g - d 1.96

(1.65–2.31) g
2.95

(2.36–3.69) g
0.89

(0.79–0.99) e
0.27

(0.2–0.30) g

Managers with more
than 10 employees 1 b 1 b 1 b 1 b 1 b 1 b 1 b 1 b 1 b

Managers with fewer
than 10 employees

0.97
(0.84–1.12)

1.34
(1.16–1.5) g

1.48
(1.2–1.82) g

1.42
(1.15–1.7) g

0.90
(0.76–1.05)

1.38
(1.14–1.67) f

1.72
(1.33–2.22) g

0.70
(0.61–0.81) g

0.50
(0.4–0.56) g

Intermediate
technicians

0.81
(0.74–0.88) g

1.69
(1.51–1.8) g

1.74
(1.5–1.97) g

1.97
(1.74–2.2) g

1.14
(1.02–1.2) e

1.68
(1.50–1.88) g

1.72
(1.47–2.02) g

0.75
(0.69–0.82) g

0.44
(0.4–0.48) g

Qualified supervisors 0.68
(0.62–0.75) g

2.32
(2.0–2.69) g

2.03
(1.7–2.32) g

2.23
(1.94–2.5) g

0.86
(0.74–1.02)

2.01
(1.78–2.27) g

2.02
(1.71–2.39) g

0.70
(0.63–0.79) g

0.29
(0.2–0.32) g

Qualified manual
technicians

0.64
(0.60–0.69) g

1.99
(1.81–2.1) g

2.45
(2.23–2.6) g

2.27
(2.05–2.5) g

1.14
(1.03–1.2) e

1.95
(1.78–2.13) g

2.29
(2.03–2.59) g

0.75
(0.69–0.80) g

0.28
(0.2–0.30) g

Unqualified manual
technicians

0.59
(0.54–0.65) g

2.18
(1.91–2.5) g

2.43
(2.1–2.73) g

2.45
(2.16–2.7) g

0.91
(0.79–1.06)

1.95
(1.74–2.18) g

2.22
(1.90–2.59) g

0.72
(0.65–0.80) g

0.24
(0.2–0.26) g

a OR: odds ratio adjusted for the four socio-labor variables included in the table (type of contract or employment situation, occupational category, working time and type of working
day) and the demographic variables (age, nationality, marital status, level of education, type of family life, family care work, monthly household income); IC 90%: confidence interval;
b Reference category. In interactions the reference category is men; c Insufficient sample size for analysis; d Indicators measured only in employed persons; e Significance level value of
p < 0.1; f Significance level value of p < 0.05; g Significance level value of p < 0.01.
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Table 3. Adjusted logistic regression between socio-labor determinants and health and consumption indicators in the male labor force.

Health Status Last 12 Months You Have Suffered from Mental Disorders in the Last
12 Months

Consumption of
Sedative-Hypnotics in the Last 12

Months

Use of Addictive Substances in
the last 12 Months

Self-Perceived
Health Status
aOR (IC90%) a

Visits to the
Family Doctor
aOR (IC90%) a

Depression aOR
(IC90%) a

Chronic Anxiety
aOR (IC90%) a

Work Stress
aOR (IC90%) a

Tranquilizers
aOR (IC90%) a

Antidepressants,
Stimulants

aOR (IC90%) a

Smoke
aOR (IC90%) a

Alcohol
aOR (IC90%) a

Entrepreneurs 1 b 1 b 1 b 1 b 1 b 1 b 1 b 1 b 1 b

Officials 1.04
(0.77–1.41)

1.04
(0.81–1.34)

1.67
(0.87–3.21)

1.84
(0.97–3.47)

0.60
(0.47–0.7) g

1.60
(0.96–2.66)

3.33
(1.11–9.91)

0.71
(0.55–0.92) f

0.85
(0.66–1.11)

Indefinite wage earners 1.07
(0.84–1.36)

1.01
(0.84–1.26)

1.01
(0.57–1.77)

1.57
(0.90–2.73)

0.78
(0.6–0.94) f

1.13
(0.73–1.74)

1.85
(0.68–5.03)

0.94
(0.77–1.16)

0.86
(0.69–1.05)

Temporary employees 0.91
(0.69–1.21)

1.13
(0.89–1.44)

1.52
(0.81–2.87)

1.63
(0.88–3.03)

0.55
(0.4–0.68) g

0.89
(0.53–1.52)

3.43
(1.19–9.93) f

1.27
(1.01–1.60) f

0.81
(0.64–1.03)

Freelancers 1.04
(0.79–1.36)

0.75
(0.59–0.9) e

1.18
(0.63–2.22)

1.83
(1.01–3.3) e

0.47
(0.2–1.03)

0.92
(0.55–1.53)

2.67
(0.93–7.67)

0.91
(0.77–1.14)

0.92
(0.73–1.17)

Without contract 1.07
(0.41–2.79)

1.07
(0.49–2.33)

3.44
(0.87–13.5) - c 0.64

(0.5–0.79) f - c 5.53
(0.75–40.74)

1.59
(0.77–3.31)

0.56
(0.27–1.16)

Unemployed 0.57
(0.38–0.89) g

1.15
(0.83–1.60)

5.53
(2.4–12.2) g

5.92
(2.8–12,4) g - d 3.09

(1.60–5.95) g
6.75

(1.91–23.83) g
1.75

(1.28–2.41) g
0.51

(0.3–0.71) g

Managers with more
than 10 employees 1 b 1 b 1 b 1 b 1 b 1 b 1 b 1 b 1 b

Managers with fewer
than 10 employees

0.89
(0.73–1.10)

1.27
(1.06–1.5) e

1.54
(0.98–2.31)

1.44
(0.98–2.11)

0.89
(0.73–1.09)

1.63
(1.21–2.20) f

1.43
(0.83–2.48)

1.36
(1.12–1.64) g

0.93
(0.78–1.10)

Intermediate
technicians

0.80
(0.67–1.00)

1.24
(1.06–1.4) e

2.10
(1.5–2.95) g

1.60
(1.16–2.2) f

0.87
(0.74–1.04)

1.34
(1.0–1.79)

1.75
(1.11–2.75) e

1.41
(1.20–1.66) g

0.87
(0.75–1.05)

Qualified supervisors 0.76
(0.64–0.91) f

1.39
(1.18–1.6) e

1.78
(1.25–2.5) f

1.59
(1.13–2.2) f

0.84
(0.69–1.02)

1.48
(1.13–1.94) f

1.89
(1.19–3.01) f

1.81
(1.53–2.14) g

1.01
(0.86–1.17)

Qualified manual
technicians

0.69
(0.58–0.82) g

1.24
(0.99–1.65)

2.22
(1.58–3.1) g

1.76
(1.27–2.4) g

0.63
(0.5–0.76) g

1.36
(1.00–1.77)

1.77
(1.13–2.77) f

2.07
(1.76–2.42) g

0.88
(0.76–1.01)

Unqualified manual
technicians

0.57
(0.48–0.69) g

1.20
(0.96-1.44)

2.39
(1.67–3.4) g

2.40
(1.71–3.4) g

0.51
(0.40–0.6) g

1.92
(1.44–2.56) g

2.30
(1.42–3.71) g

2.62
(2.19–3.13) g

0.68
(0.58–0.8) g

Full-time 1 b 1 b 1 b 1 b 1 b 1 b 1 b 1 b 1 b

Part-time 0.87
(0.67–1.17)

1.09
(0.87–1.37)

1.64
(0.98–2.74)

1.48
(0.94–2.35)

0.60
(0.49–0.7) g

1.54
(1.01–2.34) e

1.64
(0.83–3.24)

1.23
(0.99–1.53)

0.85
(0.68–1.05)

Split shift 1 b 1 b 1 b 1 b 1 b 1 b 1 b 1 b 1 b

Continues in the
morning

0.95
(0.81–1.11)

1.11
(0.98–1.26)

1.38
(1.00–1.91)

1.18
(0.88–1.58)

0.70
(0.6–0.79) g

1.18
(0.90–1.56)

0.92
(0.58–1.48)

1.15
(1.02–1.31)

0.87
(0.77–1.00)

Continues in the
afternoon

0.77
(0.51–1.15)

1.23
(0.87–1.74)

1.59
(0.72–3.52)

2.04
(1.08–3.8) e

0.79
(0.58–1.10)

1.71
(0.92–3.18)

0.93
(0.27–3.17)

0.97
(0.69–1.37)

0.75
(0.54–1.05)

Continues in the
evening

0.73
(0.45–1.19)

1.09
(0.70–1.70)

1.02
(0.31–3.40)

0.40
(0.07–2.10)

0.72
(0.47–1.09)

1.05
(0.35–2.88)

2.98
(1.04–8.53) e

1.11
(0.72–1.71)

0.80
(0.52–1.22)

Shifts 0.82
(0.52–0.99) e

1.25
(1.07–1,4) f

1.37
(0.93–2.02)

1.67
(1.21–2.3) g

1.01
(0.87–1.16)

1.36
(0.99–1.87)

1.27
(0.76–2.13)

1.01
(0.86–1.17)

0.81
(0.7–0.94) f

Irregular 1.16
(0.94–1.43)

0.90
(0.77–1.05)

0.54
(0.3–0.96) e

1.06
(0.72–1.57)

1.05
(0.90–1.22)

0.88
(0.60–1.30)

0.37
(0.16–0.90) e

1.09
(0.92–1.28)

0.89
(0.76–1.04)

a OR: odds ratio adjusted for the four socio-labor variables included in the table (type of contract or employment situation, occupational category, working time and type of working
day) and the demographic variables (age, nationality, marital status, level of education, type of family life, family care work, monthly household income); IC90%: confidence interval;
b Reference category; c Insufficient sample size for analysis; d Indicators measured only in employed persons; e Significance level value of p < 0.1; f Significance level value of p < 0.05;
g Significance level value of p < 0.01.
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Table 4. Adjusted logistic regression between socio-labour determinants and health and consumption indicators in the female labor force.

Health Status Last 12 Months You Have Suffered from Mental Disorders in the Last
12 Months

Consumption of Sedative
Hypnotics in the Last 12 Months

Use of Addictive Substances in
the Last 12 Months

Self-Perceived
Health Status
aOR (IC90%) a

Visits to the
Family Doctor
aOR (IC90%) a

Depression aOR
(IC90%) a

Chronic Anxiety
aOR (IC90%) a

Work Stress
aOR (IC90%) a

Tranquilizers
aOR (IC90%) a

Antidepressants,
Stimulants

aOR (IC90%) a

Smoke
aOR (IC90%) a

Alcohol
aOR(IC90%) a

Businesswomen 1 b 1 b 1 b 1 b 1 b 1 b 1 b 1 b 1 b

Officials 1.04
(0.74–1.46)

1.08
(0.75–1.54)

0.84
(0.49–1.43)

0.91
(0.56–1.47)

0.88
(0.66–1.17)

1.52
(0.89–2.59)

1.00
(0.50–2.02)

0.69
(0.50-1.05)

0.86
(0.65–1.15)

Indefinite salaried 1.08
(0.79–1.45)

1.09
(0.79–1.51)

0.95
(0.60–1.53)

0.97
(0.63–1.49)

1.18
(0.91–1.53)

1.27
(0.78–2.08)

0.91
(0.48–1.73)

0.91
(0.69–1.21)

0.85
(0.66–1.11)

Temporary salaried 1.04
(0.74–1.44)

1.06
(0.75–1.51)

1.20
(0.72–1.99)

1.00
(0.62–1.59)

0.76
(0.57–1.01)

1.00
(0.58–1.73)

1.33
(0.67–2.65)

1.00
(0.74–1.35)

0.80
(0.60–1.06)

Autonomous 1.05
(0.75–1.48)

0.92
(0.64–1.33)

0.96
(0.56–1.63)

0.84
(0.51–1.38)

0.81
(0.60–1.08)

1.32
(0.76–2.29)

0.97
(0.47–1.99)

0.72
(0.52–1.00)

0.85
(0.63–1.14)

Without contract 0.97
(0.54–1.74)

1.20
(0.59–2.45)

1.92
(1.12–4.1) f

1.96
(0.96–4.00)

0.62
(0.36–0.8) f

1.42
(0.61–3.29)

2.58
(0.99–6.76)

2.60
(1.01–6.7) e

0.56
(0.3–0.98) f

Unemployed 0.56
(0.39–0.79) f

1.34
(0.91–1.96)

2.70
(1.59–4.5) f

2.00
(1.23–3.26) e - d 2.29

(1.30–4.00) f
1.87

(0.89–3.82)
1.92

(1.03–3.61) e
0.52

(0.38–0.7) g

Directives with more
than 10 employees 1 b 1 b 1 b 1 b 1 b 1 b 1 b 1 b 1 b

Directives with fewer
than 10 employees

1.03
(0.86–1.24)

0.88
(0.73–1.07)

1.07
(0.82–1.40)

1.00
(0.76–1.30)

0.69
(0.5–0.84) g

1.09
(0.85–1.39)

1.20
(0.86–1.70)

1.34
(1.11–1.61) g

0.96
(0.83–1.12)

Intermediate
technicians

0.86
(0.74–1.01)

1.08
(0.92–1.27)

1.27
(1.02–1.5) e

1.40
(1.13–1.7) f

0.85
(0.7–0.99) e

1.31
(1.08–1.60) f

1.25
(0.95–1.64)

1.68
(1.43–1.96) g

0.93
(0.82–1.05)

Qualified supervisors 0.74
(0.63–0.87) g

1.44
(1.18–1.7) g

1.43
(1.14–1.8) f

1.53
(1.22–1.9) g

0.67
(0.5–0.83) g

1.48
(1.20–1.82) g

1.43
(1.07–1.90) f

1.76
(1.47–2.10) g

0.67
(0.5–0.78) g

Qualified manual
technicians

0.69
(0.60–0.79) g

1.22
(1.04–1.4) e

1.78
(1.45–2.1) g

1.59
(1.29–1.9) g

0.86
(0.7–0.98) f

1.48
(1.22–1.79) g

1.68
(1.30–2.19) g

1.92
(1.64–2.25) g

0.61
(0.5–0.69) g

Unqualified manual
technicians

0.62
(0.53–0.72) g

1.34
(1.10–1.6) f

1.82
(1.46–2.2) g

1.76
(1.49–2.2) g

0.72
(0.5–0.89) g

1.52
(1.24–1.87) g

1.69
(1.28–2.23) g

1.96
(1.64–2.33) g

0.50
(0.4–0.57) g

Full-time 1 b 1 b 1 b 1 b 1 b 1 b 1 b 1 b 1 b

Part-time 0.87
(0.76–1.00)

1.03
(0.88–1.20)

1.50
(1.22–1.8) g

1.21
(1.00–1.47)

0.59
(0.4–0.61) g

1.16
(0.93–1.43)

0.96
(0.71–1.30)

0.99
(0.87–1.36)

0.91
(0.81–1.03)

Split shift 1 b 1 b 1 b 1 b 1 b 1 b 1 b 1 b 1 b

Continues in the
morning

0.83
(0.7–0.96) f

0.96
(0.82–1.12)

1.32
(1.03–1,6) f

1.18
(0.94–1.46)

0.88
(0.78–1.00)

1.41
(1.11–1.7) f

1.14
(0.82–1.58)

1.05
(0.92–1.21)

0.93
(0.82–1.06)

Continues in the
afternoon

0.64
(0.48–0.84) g

0.91
(0.66–1.25)

2.38
(1.63–3.4) g

1.95
(1.35–2.8) e

0.67
(0.5–0.86) g

1.32
(0.86–2.03)

1.12
(0.63–2.00)

0.93
(0.70–1.24)

0.79
(0.61–1.02)

Continues in the
evening

1.14
(0.57–2.26)

1.03
(0.49–2.18)

1.59
(0.63–3.97)

0.93
(0.33–2.56)

1.54
(0.87–2.74)

0.82
(0.29–2.34)

1.08
(0.31–3.75)

1.32
(0.72–2.41)

0.65
(0.35–1.18)

Shifts 1.07
(0.86–1.31)

0.91
(0.74–1.13)

1.13
(0.82–1.56)

0.93
(0.69–1.26)

1.34
(1.13–1.5) g

1.54
(1.13–2.0) f

1.19
(0.80–1.81)

1.31
(1.09–1.5) f

0.92
(0.78–1.09)

Irregular 0.87
(0.70–1.07)

1.14
(0.91–1.45)

1.56
(1.14–2.1) g

1.35
(1.01–1.8) e

1.02
(0.86–1.22)

1.59
(1.16–2.1) g

1.27
(0.82–1.95)

1.15
(0.96–1.37)

1.15
(0.96–1.37)

a OR: odds ratio adjusted for the four socio-labor variables included in the table (type of contract or employment situation, occupational category, working time and type of working
day) and the demographic variables (age, nationality, marital status, level of education, type of family life, family care work, monthly household income); IC90%: confidence interval;
b Reference category; c Insufficient sample size for analysis; d Indicators measured only in employed persons; e Significance level value of p < 0.1; f Significance level value of p < 0.05;
g Significance level value of p < 0.01.
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3. Results

The descriptive analysis showed, on the one hand, that working women presented a worse state
of self-perceived health in the last 12 months (24.9%), visited their family doctor more frequently
(82.1%), suffered from a higher prevalence of depression (9.5%), chronic anxiety (10.9%), occupational
stress (51.8%), and consumed tranquilizers (10.1%) and antidepressants (5.1%) more frequently. On the
other hand, the consumption of tobacco and alcohol was higher in men (34.1% and 66.6%, respectively)
(Table 1).

The regression models (Figure 1), would confirm the associations found in the descriptive analyses,
to the extent that women were 1.47 times more likely to report poor health perceived by themselves than
men (aOR = 0.68; IC90%:0.62–0.74) and 1.93 times more likely to visit the family doctor (aOR = 1.93;
IC90%:1.77–2.1). In addition, women had a worse mental health status as they were 2.54 times more
likely to suffer from depression (aOR = 2.54; IC90%:2.13–3.02), 2.23 and 1.26 times more likely to
remit chronic anxiety and stress, respectively, compared to men. A similar situation occurred in the
consumption of hypnosedatives, since women were more likely to consume tranquilizers (aOR = 1.51;
IC90%:1.29–1.76) and antidepressants (aOR = 2.35; IC90%:1.85–2.99). However, men were 2.63 times
more likely to consume alcohol (aOR = 0.38; IC90%: 0.35–0.41).

In order to deepen the analysis of the differences between the male and female labor force,
regressions of the nine health and consumption indicators were carried out with the interactions
between gender and the type of labor relationship and the occupational social class. The results obtained
(Table 2) show that the gender differences found in Figure 1 increase both in work situations and in
more vulnerable social classes. Specifically, women working without a contract were found to be
4.03 times more likely to suffer from depression (aOR = 4.03; IC90% = 2.22–7.3), 3.96 times more likely
to report chronic anxiety (aOR = 3.96; IC90% = 2.2–7), or 4.01 times more likely to take antidepressants
(aOR = 4.01; IC90% = 1.92–8.3) than men working without a contract. Similar situations were identified
in unemployed women who were more likely to suffer from depression (aOR = 3.19; IC90% = 2.71–3.2),
chronic anxiety (aOR = 3.15; IC90% = 2.69–3.6) and antidepressant use (aOR = 2.95; IC90% = 2.36–3.69)
compared to unemployed men. With regard to the social occupational class, the most relevant gender
differences were also found in psychosomatic pathologies and the consumption of hypnosedatives
among both qualified and unqualified manual technicians, although these associations were less intense.

3.1. Relationships between Socio-Labour Characteristics and Consumption Indicators in the Male Labour Force

Regression analyses on the male labor force (Table 3) found how unemployment correlated with
poorer health and consumption standards, as unemployed workers were 1.75 times more likely to
report poorer self-perceived health (aOR = 0.57; IC90%: 0.38–0.89), 5.53 and 5.92 times more likely to
suffer from depression and chronic anxiety, respectively (aOR = 5.53; IC90%:2.49–12.26; aOR = 5.92;
IC90%: 2.83–12.42, respectively), compared to employers. In addition, unemployed workers were also
more likely to use tranquilizers (aOR = 3.09; IC90%: 1.60–5.95), antidepressants (aOR = 6.75; IC90%:
1.91–23.83), and tobacco (aOR = 1.75; IC90%: 1.28–2.41). However, the employers presented greater
probability of suffering labor stress with respect to the rest of labor situations, arriving to present
1.56 times larger probabilities of referring to stress than the workers without a contract (aOR = 0.64;
IC90%: 0.51–0.79). In addition, employers were more likely to consume alcohol than unemployed
workers (aOR = 0.51; IC90%: 0.37–0.71).

In reference to occupational social class, both skilled and unskilled manual technicians were
associated with worse health standards (general and mint) and consumption of hypnosedatives
compared to managers with more than 10 employees. Nevertheless, the highest differences were
found in unskilled manual workers who were 1.75 times more likely to have worse self-perceived
health status (aOR = 0.57; CI90%: 0.48–0.69), as well as being more likely to suffer from depression
(aOR = 2.39; IC90%: 1.67–3.44), chronic anxiety (aOR = 2.40; IC90%: 1.71–3.42) and to take tranquilizers
(aOR = 1.92; IC90%: 1.44–2.56), antidepressants (aOR = 2.30; IC90%: 1.42–3.71) or tobacco (aOR = 2.62;
IC90%: 2.19–3.13). However, managers with more than 10 employees were 1.96 times more likely to
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report job stress (aOR = 0.51; IC90%: 0.40–0.63) and 1.47 more likely to consume alcohol (aOR = 0.68;
IC90%: 0.58–0.80) compared to unskilled manual technicians.

Finally, the most noteworthy results regarding working time were that, on the one hand, part-time
workers reported a smaller likelihood of suffering work stress (aOR = 0.60; IC90%: 0.49–0.7) and,
on the other hand, that those who worked shifts appeared more likely to report a worse state of
self-perceived health (aOR = 0.82; IC90%: 0.52–0.99), visiting their family doctor more (aOR = 1.25;
IC90%: 1.07–1.40) and reporting chronic anxiety (aOR = 01.67; IC90%: 1.21–2.3) compared to those
who worked split shifts.

3.2. Relationships between Socio-Labour Characteristics and Consumption Indicators in the Female Labour Force

In reference to the female labor force, the results obtained (Table 4) showed similar findings to
those identified in men regarding the labor situation, insofar as unemployed women presented a lower
probability of referring to a good state of self-perceived health (aOR = 0.56; IC90%: 0.39–0.79) and a higher
probability of suffering from depression (aOR = 2.70; IC90%: 1.59–4.58), chronic anxiety (aOR = 2.00;
IC90%: 1.23–3.26) or taking tranquilizers (aOR = 2.29; IC90%: 1.30–4.00) and tobacco (aOR = 1.92;
IC90%: 1.03–3.61) with respect to female entrepreneurs. However, the highest probabilities were found
in women working without a contract, who were 1.92 times more likely to suffer from depression
(aOR = 1.92; IC90%: 1.12–4.1) and 2.60 times more likely to smoke tobacco (aOR = 2.60; IC90%: 1.01–6.70)
than female entrepreneurs. Furthermore, coinciding again with the results for the male workforce,
associations were observed between female managers and work stress or alcohol consumption, insofar
as women working without a contract were less likely to suffer work stress (aOR = 0.62; IC90%: 0.36–0.8)
or consume alcohol (aOR = 0.56; IC90%: 0.3–0.98) than female entrepreneurs.

In reference to occupational social class, again, coinciding with men, both qualified and unqualified
manual techniques were associated with worse health and consumption of hypnosedatives compared
to managers with more than 10 employees. The largest differences were found in unskilled manual
workers who were 1.61 more likely to have worse self-perceived health (aOR = 0.62; CI90%: 0.53–0.72),
as well as a higher probability of suffering from depression (aOR = 1.82; IC90%: 1.46–2.27) or chronic
anxiety (aOR = 1.76; IC90%: 1.41–2.20) and of taking tranquilizers (aOR = 1.52; IC90%: 1.24–1.87),
antidepressants (aOR = 1.69; IC90%: 1.28–2.23) or tobacco (aOR = 1.96; IC90%: 1.64–2.33). However,
managers with more than 10 employees were 1.39 times more likely to report job stress (aOR = 0.72;
IC90%: 0.58–0.89) and 2.00 times more likely to consume alcohol (aOR = 0.50; IC90%: 0.43–0.57)
compared to unskilled manual technicians.

Finally, with reference to the working day, unlike the male working population, women working
the afternoon shift or irregular days were those who presented the most significant associations with
general and mental health indicators. Women working continuous afternoon shifts were 1.56 times
more likely to report self-perceived ill health (aOR = 0.64; IC90%: 0.48–0.84), 2.38 times more likely to
suffer from depression (aOR = 2.38; IC90%:1.63–3.4) and 1.95 times more likely to suffer from chronic
anxiety (aOR = 1.95; IC90%: 1.35–2.8) than women working split shifts. On the other hand, workers
with irregular working hours also presented a higher likelihood of reporting depression (aOR = 1.56;
IC90%: 1.14–2.1), chronic anxiety (aOR = 1.35; IC90%: 1.01–1.8) and consumption of tranquilizers
(aOR = 1.59; IC90%: 1.16–2.1). In terms of working time, part-time workers were more likely to suffer
from depression (aOR = 1.50; IC90%: 1.22–1.8) and less likely to report job-related stress (aOR = 0.59;
IC90%: 0.40–0.61).

4. Discussion

The results obtained (Table 1 and Figure 1) confirm some results of previous studies, as the
prevalence of poor self-perceived health, mental disorders and hypnosedative use is higher in
women [77,78], while alcohol consumption is higher in men [77–79]. Furthermore, as shown in Table 2,
the differences between men and women increase in the most unstable employment situations (working
without a contract or unemployed) and in the most vulnerable occupational social classes (skilled and
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unskilled manual workers) to the extent that the odds ratios identified in these categories are higher
both in psychosomatic pathologies and in the consumption of hypnosedatives.

Likewise, it is confirmed for both sexes that unemployment is related to worse self-perceived health,
the fact of suffering from depression and the consumption of hypnosedatives [51,54,77]. However,
as noted in the introduction, subjective employability could influence as a possible moderator the
relationship between job insecurity and negative mental health outcomes. It would be interesting in
future studies to have measurement variables of subjective employability to observe their interaction
with attributed job insecurity and health and consumption outcomes.

Continuing with the analysis, it is worth mentioning that the impact of unemployment is greater
among the male labor force for several reasons. First, because unemployed workers are more than
twice as likely to suffer from depression as employed women. Second, while the unemployed have
had a high prevalence of chronic anxiety and antidepressant use compared to actively working men,
no differences in antidepressant use have been found between currently working and unemployed
women, and the relationships identified for chronic anxiety are much smaller than those of men.
This situation could be explained by the division of family roles and responsibilities between men and
women, as previous studies have shown [60,80]. However, these hypotheses merit specific analysis in
future studies, rather than the multidimensional analysis sought in this research, since, while there are
important differences between the probabilities of the female and male workforces, when the sample is
stratified by sex, they are no longer comparable.

Previous research has found that temporary workers and those with job instability make less
frequent visits to the family doctor [55] and have a higher prevalence of mental disorders [53]. However,
in our study we found that self-employed workers are the least likely to make medical visits and the
most likely to suffer from depression and chronic anxiety. Despite the divergences between the results
and the complexity of the relationships, there may be a pattern derived from the stronger perception of
distress among precarious workers when they perceive high job insecurity [53], which may lead them
not to absent themselves from work for fear of being fired and, consequently, not attending the doctor
and opting to self-medicate. In fact, the Sixth European Survey on Working Conditions 2015 [81],
identified that 44% of workers with permanent contracts declared that they had worked while sick
during the last year, while among self-employed workers the rate was 50%, which could confirm
that the productive need makes the self-employed worker not absent from work, even if he is sick.
On the other hand, a study conducted in public hospitals identified that professionals with temporary
employment contracts were more likely to self-medicate [82], which would explain why people who feel
a high degree of job insecurity, whether as self-employed or temporary workers, tend not to be absent
from work when they have health problems, and opt for self-medication. However, these hypotheses
should be evaluated in future research. We could also consider that the precarious working conditions
to which temporary workers are subjected may mean that they do not have sufficient financial resources
to take out private health insurance and therefore go to the doctor less often. However, Spain has a
universal health system, so this hypothesis for the Spanish case would be ruled out.

Since the aim of this research is to explore and describe, as a whole, the associations between
factors of job insecurity and the different health and consumption indicators, we can observe different
relationship patterns, depending on the work situation and the occupational social class. On the one
hand, it has been identified that unemployed people, who belong to the most vulnerable social classes,
suffer more frequently depression and chronic anxiety. These mental disorders, in turn, are associated,
as shown by previous studies, with the increased consumption of hypnosedatives [58] and tobacco [83].
This would explain, to a certain extent, the patterns and associations of social vulnerability with mental
disorders, consumption of hypnosedatives and tobacco obtained in our study.
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The occupational classes with the highest status in Tables 3 and 4, on the other hand, have reported
greater stress than manual occupational classes, and both male and female managers with more than
10 employed people have also reported greater job stress, which would refute the findings identified
in previous studies [84]. The greater occupational stress of these groups could be derived from the
intensification of work in the most qualified “knowledge” jobs as they are more intensely exposed
than manual workers to psychosocial risk factors such as emergencies to perform tasks, time pressure,
speed or short term in the execution of work, role dysfunction, self-management, etc. [85–90]. The fact
that the occupational classes with the highest status are also associated with the highest alcohol
consumption would in turn confirm other previous findings [54]. There are two hypotheses that could
explain the higher alcohol consumption in the better-positioned occupational social classes. The first is
that differences in consumption across classes are explained by cultural patterns and by reduced access
to such substances by blue-collar workers [54]. The second hypothesis is that higher consumption of
alcohol by these groups is associated with a greater need to combat stress [57]. Both hypotheses could
explain the relationships found in this study between occupational social classes with higher status,
work stress and alcohol consumption.

We can also see the influence of the relationship between professional situation and social class on
working time. On the one hand, if we consider (albeit with certain nuances) that part-time work is
part of precarious employment [74], the results obtained show that this partiality is associated with a
higher prevalence of depression in women. On the other hand, the results show that full-time work is
associated with greater job stress in both sexes. Previous studies record similar results, insofar as this
research has associated a higher number of working hours with higher occupational stress [55].

Finally, with regard to the type of working day, the results obtained show significant differences
between the sexes. Although few associations have been identified in men, with shift work being the
most damaging to general and mental health, multiple associations have been identified in women.
In particular, it should be noted that the continuous afternoon shift is the one with the highest
prevalence of depression and chronic anxiety, while the irregular shift is also associated with the highest
probability of suffering from depression, chronic anxiety and the use of tranquilizers. These results
differ from those of previous studies associating mental disorders with shift work [56,91], and further
research is needed to improve the understanding of this relationship. However, it was observed that
while the work situation or occupational social class affected men more, the type of working day
affected women more. This could again be explained by the division of gender roles, which implies a
greater workload for women in the family setting [60,80].

Limitations

The study presents some common limitations of the use of this type of survey. Firstly, the most
important limitation is that there may be a risk of reverse causality, and therefore the findings identified
should be considered as associations rather than causal relationships. This is a common limitation in
this type of study [56–61]. Secondly, except for Figure 1 and Table 2, in which differences between
men and women can be compared, the results obtained from the separate regressions for the male and
female labor force (Tables 3 and 4), as explained in the discussion, do not have comparable parameters,
since the variance-covariance matrix is calculated separately. This situation would also occur in work
of a similar nature [56–61]. However, it should be remembered that the objective of the research is to
look for patterns that will allow more concrete comparative analyses to be carried out in future studies.
Thirdly, there could be information and response biases of complacency on the part of participants, or of
responding to what is considered socially acceptable. In this sense, more favored social classes and men,
associated with stronger and more powerful roles, may be unwilling to acknowledge certain health
problems because of social stigma. This attitude may result in an underrecording of mental pathologies
or substance use. In fact, this situation could explain the low number of affirmative responses about
mental disorders (depression or chronic anxiety) or the high number of unanswered cases about the use
of hypnosedatives. On the other hand, there could be selection bias, for example, in the most vulnerable
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occupational classes due to the possibility of dropouts, or the increase in the number of unanswered
questions. All this may favor the underregistration of pathologies and consumption. In addition,
the underrepresentation of some categories (e.g., non-contract work, shift work, night work) prevents
some more comprehensive stratified analyses. In the future it might be interesting to stratify the
analysis by sex and age simultaneously or by a more disaggregated occupational social class, but the
sample size would only allow a subset of analysis in those cases, leading to a reduction of possible
analyses. The impossibility of having socio-occupational variables (e.g., number of working hours,
production rates, social support) can also act as a confounder. It would therefore be useful to include
them in future editions of the ENSE survey. Finally, it is worth mentioning that the associations found
cannot be evaluated as “causal”, since this is a transversal study.

5. Conclusions

In conclusion, we believe that the study is relevant, since the exploration of health and consumption
patterns can serve as a reference for the planning of sustainable preventive occupational health policies,
both in labor and health institutions and in companies. These programs should focus, at least, on the
unemployed, those who belong to the most vulnerable occupational social classes and considering the
gender differences described. Specifically, two patterns of health erosion have been identified as a
result of high rates of job insecurity. On the one hand, the most vulnerable people (unemployed and
manual workers) suffer with a higher prevalence of depression, chronic anxiety, hypnosedative use
and tobacco consumption, and therefore active employment policies should be promoted to reduce
the high unemployment rates that still exist in Spain. On the other hand, more qualified people and,
above all, managers have reported greater work stress and alcohol consumption. The problem of these
groups does not lie so much in sustaining employment, but rather in the deregulation of working
conditions which has led to an increase in the intensification of employment, which is a determining
factor in the increase of work-related stress and alcohol consumption. To all this, we should add
another series of policies to reconcile work and family life (for example, reducing working hours
and establishing schedules compatible with reproductive tasks), since, as we have seen, it affects
working women in particular in a negative way. It seems reasonable, therefore, to call for the revival of
social dialogue for the implementation of sustainable measures to improve the quantity and quality of
employment, since neoliberal policies for the management of the economic crisis have caused a serious
public health problem. However, it should be remembered that this study is of an exploratory nature,
and therefore, rather than directly suggesting courses of action, it highlights the need to increase
research into labor relations and occupational health, and then, on that basis, to implement specific
labor and health policies.
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Appendix A

Table A1. Relationship between self-perceived health and health problems.

Pathologies Self-Perceived Ill Health
Nº (%) a

Good Self-Perceived Health
Nº (%) a p–Value b

High blood pressure 6047 (32) 313 (7.5) 0.000
Myocardial infarction 529 (2.8) 17 (0.4) 0.000

Angina pectoris 504 (2.7) 11 (0.3) 0.000
Other heart diseases 1535 (8.1) 51 (1.2) 0.000

Varicose veins in the legs 3298 (17.5) 219 (5.2) 0.000
Arthrosis 5304 (28.2) 155 (3.7) 0.000

Back pain (cervical) 4007 (21.2) 130 (3.1) 0.000
Back pain (lumbar) 5199 (27.5) 190 (4.5) 0.000

Chronic allergy 3447 (18.3) 469 (11.2) 0.000
Asthma 1280 (6.8) 139 (3.3) 0.000

Bronchitis 1152 (6.1) 34 (0.8) 0.000
Diabetes 2214 (11.7) 61 (1.5) 0.000

Stomach ulcer 1040 (5.5) 42 (1) 0.000
Urinary incontinence 1422 (7.5) 43 (1) 0.000

High cholesterol 5207 (27.6) 323 (5.8) 0.000
Cataracts 2881 (15.3) 126 (3) 0.000

Skin problems 1371 (7.3) 126 (3) 0.000
Chronic constipation 1123 (5.9) 33 (0.8) 0.000

Liver dysfunction 336 (1.8) 12 (0.3) 0.000
Ictus 498 (2.6) 10 (0.2) 0.000

Frequent headaches 2450 (13) 166 (6.3) 0.000
Hemorrhoids 1830 (9.7) 136 (3.2) 0.000

Malignant tumors 1130 (6) 53 (1.3) 0.000
Osteoporosis 1177 (6.2) 40 (1) 0.000

Thyroid problems (1526 (8.1) 122 (2.9) 0.000
Kidney problems 1145 (6.1) 35 (0.8) 0.000

a n = Number; % = Percentage over the total sample; b p value = Sex differences calculated using a chi-squared test,
with 95% confidence level.
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Table A2. Relationship between self-perceived health and health problems.

Dependent Variables

Selection
Regressors

Self-Perceived
Health Status

Visits to the
Family Doctor Depression Chronic

Anxiety Work Stress TRANQUILIZERS Antidepressants,
Stimulants Smoking Alcohol

Selection Variable: Labor Market Participation
Reference Category = Participates

Coefficients (Standard Errors)

Const 0.580308 ***
(0.144644)

0.58030 ***
(0.144644)

0.58663 ***
0.144724

0.57940 ***
(0.144529)

0.55839 ***
(0.149458)

−0.0696068
(0.162769)

−0.0605752
(0.163026)

0.59434 ***
(0.143625)

0.5837 ***
0.144749

Age −0.127013 ***
(0.0181994)

−0.1270 ***
(0.018199)

−0.1279 ***
0.0182110

−0.1232 ***
(0.018443)

−0.1216 ***
(0.020210)

−0.04986 **
(0.020718)

−0.0517226 **
(0.0207184)

−0.1272 ***
(0.018069)

−0.1275 ***
0.0182146

Nationality 0.0539992
(0.0521977)

0.0539992
(0.052197)

0.0505017
(0.052265)

0.0388518
(0.052780)

0.0587547
(0.052681)

0.0539741
(0.057980)

0.0474748
(0.0585688)

0.032670
(0.052608)

0.0568324
0.0208021

Marital status 0.0560410 ***
(0.0207951)

0.05604 ***
(0.020795)

0.05636 ***
0.0207978

0.05985 ***
(0.020785)

0.05703 ***
(0.020811)

0.07197 ***
(0.022819)

0.0745274 ***
(0.0231137)

0.06513 ***
(0.020811)

−0.5189 ***
0.0320898

Education level 0.168384
(0.0513444)

−0.5175 ***
(0.032069)

−0.5178 ***
0.0320754

−0.5217 ***
(0.032004)

−0.5183 ***
(0.032044)

0.47523 ***
(0.035425)

−0.472219 ***
(0.0356332)

−0.5169 ***
(0.032019)

−0.5189 ***
0.0320898

Type of
family life

−0.095654 ***
(0.0269741)

−0.0956 ***
(0.026974)

−0.0960 **
0.0269798

−0.0946 ***
(0.026908)

−0.0970
0.0270509

−0.0805 ***
(0.029962)

−0.0868289 ***
(0.0303375)

−0.0996 ***
(0.026802)

−0.0952 ***
0.0269854

Family care
work

0.168384 ***
(0.0513444)

0.16838 ***
(0.051344)

0.16905 ***
0.0513490

0.17170 ***
(0.051159)

0.16852 ***
(0.051284)

0.18299 ***
(0.055725)

0.186160 ***
(0.0557636)

0.16628 ***
(0.051045)

0.1694 ***
0.0513535

Rho 0.061416 −0.024296 0.0190499 −0.014888 0.077386 −0.026900 −0.022732 −0.024091 −0.017310

*** Significant at 99% confidence; ** Significant at 95% confidence.
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