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Occupational health policies in Spain: 
            problems, actions and priorities

NATIONAL CASE STUDIES

Introduction

After four decades of fascist dictatorship, the 
Franco regime in Spain came to an end in 1977, 
starting off a political transition which culminated 
in a democratic constitution in 1978. Spain has 
undergone intense political decentralization over 
the last twenty years, creating 17 regions enjoying 
high degrees of legislative and political autonomy, 

including responsibility for health issues, 
but with a potential for generating inter-
regional differences in public policies. In 
the 1980s, the Spanish economy became 
more closely linked into the European 
and international economies, and stable 
welfare policies increased social spend-
ing, establishing universal access to edu-

cational and health services, and expanding social 
security, employment and social protection benefits 
(1). In spite of these remarkable changes, Spain’s 
socio-economic indicators are still below those of 
more developed EU-15 countries. Since 1996, there 
has been a modest economic upturn, a freeze on 
public sector wages, and the government has met 
the Maastricht low inflation, low debt criteria by 
swingeing cuts in social welfare spending (2).

The main trends in the sweeping changes that have 
shaped the labour market over the past two decades 
include employment growth in the service sector, 
relative shrinkage in the industrial sector (shedding 
half a million jobs between 1977 and 1992), and 
a steady contraction in agricultural employment. 
Increased female labour force participation, high 
unemployment, and steady decline in the quality of 
employment are other salient features of the Span-
ish labour market. Although women’s labour force 
participation has significantly increased, there is still 
a clear gender divide of women and men into two 
separate workforces, as well as clear segregation in 
male-dominated management and administration 
posts. Time use is also still ruled by traditional gender 
divisions. The available evidence leaves no doubt 
about the unequal gender division : 85% of women 
but only 25% of men assume domestic responsi-
bilities. Women spend an average 4 hours 12 minutes 
more a day on housework, while men spend 1 hour 
36 minutes more on paid work and 42 minutes more 
on leisure (3).

Unemployment was one of Spain’s biggest social 
problems in the 1980s (21.5% in 1985) and 1990s 
(22.7% in 1995), with figures consistently about 

double the European Union average. Unemploy-
ment rates have decreased significantly in recent 
years, but the country is still plagued by unemploy-
ment (11.1% in 2003) with high levels of female 
(15.8% in 2003) and youth unemployment (19% 
male and 26.7% female under-25s respectively in 
2003). One of the most significant labour market 
changes of recent decades has been the spread of 
new forms of work organisation and flexible job 
markets, with the emergence of new forms of non-
standard employment, contingent work and various 
types of underemployment, including involuntary 
part-time employment and insecure employment (4). 
Additionally, the underground economy accounts 
for about 21% of Gross Domestic Product (GDP) 
(5) with a large share of the active population work-
ing in precarious conditions. Spain has the highest 
temporary employment rates, with a much higher 
proportion than the EU-15 (31.3% versus 13.4% in 
2002). In 2001, 91% of the 14 million new contracts 
were temporary contracts, with more than two thirds 
of workers on contracts shorter than six months (6). 
These levels of short-term employment - double or 
triple the EU-15 average - are very unevenly distrib-
uted by occupation, gender and age (7). 

This paper sets out to review Spanish occupational 
health policies and their ability to respond to new 
occupational health challenges. First, we identify the 
major occupational health problems both in terms 
of traditional occupational diseases and injuries as 
well as in terms of emerging workplace hazards like 
precarious arrangements and workplace inequalities. 
We also review some occupational health policy 
successes, but also emphasize big issues that have 
yet to be addressed, presenting the main legislative 
and research interventions, and the main actions 
and initiatives of key players in this process, namely, 
labour unions, employers and government. Finally, 
we point out key occupational health policy priorities 
that might help to overcome problems and improve 
health at work among Spanish workers.

Problems

Working conditions 
and occupational risk factors
At the beginning of the 21st century, the workplace 
is still a dangerous place for the majority of Spanish 
workers. Many traditional working conditions and 
occupational risk factors are still in place, especially 
in those economic sectors that face the burden of 
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NATIONAL CASE STUDIES

hazardous industrial work. Thus, many physical, 
chemical, and ergonomic hazards still form a huge 
threat to workers. For example, the overall percent-
age of Spanish workers probably exposed to car-
cinogens has been estimated at 25%, and this figure 
rises to 52% in the most dangerous sectors of activ-
ity (8). However, major occupational health prob-
lems not only include such traditional concerns as 
unemployment and physical, chemical and biologi-
cal hazards, but also modern risk factors due to new 
types of flexible employment, working time deregu-
lation (variability, unpredictability), work pressure, 
increase in shift and night work, and job insecurity 
that are likely to increase work-related illness and 
mental health problems among other issues. 

In Spain, information with which to analyse work-
ing conditions, occupational risk factors and work 
inequalities is fairly scant, and the main sources of 
information have important limitations. In this review, 
most analyses rely on data from the last two Span-
ish National Working Conditions Surveys (1997 and 
1999). Comparisons with other European countries 
have been drawn from the European Surveys on 
Working Conditions. Additionally, information from 
the last Barcelona Health Survey (2000) makes it pos-
sible to analyse other specific risks and work-related 
health inequalities by gender and social class.

Work organization-related psychosocial risk factors, 
such as work that places high attention demands, 
working at high speed, or lack of participation are 
the most threatening risk factors. Other important 
factors are related to ergonomic considerations, 
like protracted position-holding or repetitive hand 
or arm movements. By and large, occupational risk 
factors increase in larger companies, but are inde-
pendent of economic sector. When compared with 
average data from the EU-15, it is clear that self-
perceived working conditions are worse in Spain. 
Differences are markedly higher in terms of monoto-
nous work (63% in Spain versus 39% in the EU-15) 
and repetitive tasks (58% and 47%, respectively) 
(Table 1). According to the 2000 European Survey 
of Working Conditions, work-related dissatisfaction 
in Spain is above the EU average (23.6% vs 14.3%), 
and temporary employees are more dissatisfied than 
permanent staff (20.3% and 13.6% in EU-15, and 
32.8% and 19.9% in Spain respectively).

Work-related health problems
Injuries from occupational accidents have an 
enormous impact on the health of workers and the 
economy in general, which is reflected in the death, 
disability and personal suffering of workers (approxi-
mately one in eight workers suffers some kind of 
accident every year, and three workers die every day), 
as well as time off and loss of productivity (over 2,700 
work absence injuries a day). The trend in non-fatal 
injuries has levelled-off in recent years after a steady 
rise between 1993 and 1999. For the period 2000-
2002, very high non-fatal incident rates have been 

reported in a number of economic sectors, like the 
extractive and construction industries, as well as in 
high-risk occupations like both un-skilled and skilled 
building trades. Although fatal injuries declined from 
1989 to 2002, Spain has the highest incidence in the 
European Union of occupational injuries resulting in 
more than three days sick leave, and one of the high-
est incidences for fatalities. Compared to the EU-15 
average, for example, Spain had a 71% excess of inju-
ries with more than 3 days of leave and 35% excess 
of fatal injuries (Figure 1, p. 34) in 1999 (7). As will be 
seen later, these data bear out a lack of enforcement of 
the Prevention of Occupational Hazards Act.

The distribution of injuries by occupation reveals 
wide differences. For fatal injuries caused by occu-
pational accidents on a working day, for example, 
the occupations with the highest incidences were 
unskilled and skilled construction workers and iron / 
steelworkers. Type of employment contract is a key 
factor associated with the incidence of occupational 
injuries. Temporary employees are three times more 
likely than those with permanent contracts to suf-
fer non-fatal injuries, especially in the construction 
industry, and twice as likely as permanent employ-
ees to suffer a fatal accident (7). A more fine-tuned 
recent analysis by gender and occupation confirms 
these findings (9). 

Table 1 : Self-perceived working risk factors (percentage of respondents) 
in Spain and the EU-15 

Working conditions risk factors
Spain EU-15 average

(n=1,500) (n=16,052)

Environment

Loud noise 30.7 28.9

Exposure to fumes, dust and fibres 26.9 21.1

Vibrations 27.6 20.5

Handling noxious or toxic substances 15.6 13.6

Uncomfortable temperature 16.6 10.0

Radiations 6.1 5.7

Physical activity

Repetitive hand or arm movements* 67.5 58.7

Long periods in awkward or unmoving postures* 48.0 44.6

Heavy lifting* 36.5 34.5

Organization

Maintaining a sustained fast pace* 44.7 59.5

Repetitive tasks of short duration 57.9 47.0

Monotonous work 62.8 38.9

No control over (job) breaks 47.9 43.9

Unable to vary the order of tasks 44.8 36.3

No control over the pace of work 38.5 32.8

No control over methods of work 44.4 32.7

No control over work organization 31.7 21.0

* More than 1/4 of the working day.
Source : European Working Conditions Survey (2000)
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Reported occupational diseases have risen stead-
ily from 1998 (32.2 per 100,000 workers) to 2002 
(171.3 per 100,000 workers) (7). This exponential 
growth is likely to be due to improvements in the 
occupational health registry system. But, it is impor-
tant to realize that occupational diseases are heavily 
underreported. Medical doctors lack the knowledge 
to diagnose work-related diseases, the registry sys-
tem is very inefficient and there is an absence of 
epidemiologic studies.

Work-related inequalities
In Spain, the probability of reporting occupational 
diseases, injuries and other health outcomes is not 
equally distributed across social groups, occupations, 
genders, and firms. Studies have evidenced higher 
mortality in males between 30-64 years of age among 
the more disadvantaged occupational social classes 
for most causes of death, and the gaps have widened 
over the period from 1980-82 to 1988-90 (10). A 
study on trends in socio-economic differences in the 
economically active male population grouped in four 
categories (professional / managerial, clerical / sales / 
service workers, farmers, and manual workers) aged 
25-64 years in Spain has shown mortality differences 
from ischaemic heart and cerebrovascular diseases 
(11). On the other hand, the more deprived social 
classes present poorer self-perceived health status. It 
has been found that 40% of those in manual classes 
and 27% in professional classes in 1995 reported 
deficient self-perceived health status and those differ-
ences increased in the period 1987-95 (12). Addition-
ally, another study showed that poor self-perceived 
health status increased in the low-income regions in 
the period 1987-93 (13). In the last national health 
survey conducted in 2001, in both men and women 

the percentage of people reporting poor self-per-
ceived health increases gradually by social class (14), 
with a steeper gradient among women. It is a fact that 
the occupational and social conditions of working 
class women in Spain are very poor : they have less 
access to employment, are more often unemployed, 
and have demanding family responsibilities - child- 
and elder-care - with little public welfare support. For 
example, a study in the Catalonia region has shown 
that working class cleaning women have between 
two and three times worse health than non-manual 
women (15).

Many wide occupational inequalities can be found 
among workers (manual vs non-manual) and type of 
employment relationship (permanent vs temporary) 
with regard to exposures to unhealthy and damag-
ing working conditions. Examples include physical, 
chemical, ergonomic and psychosocial risk factors. 
Results from the 1999 Spanish National Survey on 
Working Conditions show that physical risks are 
in most cases higher among male manual workers 
(Table 2). For example, almost 52% of male manual 
workers are exposed to noise (30.5% for females) as 
compared to 32% of non-manual workers (20.5% 
of females). Where psychosocial or organisational 
working conditions are concerned, job demands are 
higher among manual workers, while gender differ-
ences are small (Table 2). In the city of Barcelona, 
a sharp social class gradient on physical risk fac-
tors was found for both men and women. For both 
genders, manual workers (Classes IV and V) show a 
higher prevalence of physical and chemical risks. 
In particular, working class men are more exposed 
to physical hazards than their non-working class 
counterparts (16). Results also show a higher rate of 
exposure to musculoskeletal disorders among work-
ing classes (classes IV and V) and women. Psychoso-
cial risk factors increase in the lower occupational 
social classes especially for classes IV and V, and 
particularly among women. 

Comparing 1997 and 1999, there is an overall 
increase in risk factors among both permanent and 
temporary workers, especially for the latter. Preva-
lence rates for all risk factors are higher in temporary 
workers. In 1999, for example, 5.8% of permanent 
workers worked on unstable surfaces whereas that 
figure doubled for temporary workers (11.6%). 
Differences between contracts are more evident 
in work organization exposures. For example, hav-
ing no control over task schedule or schedule was 
reported by 18.4% of permanent employees but 
31.6% of temporary employees (7). It is important 
to consider the vulnerable conditions of many work-
ers, that are often little discussed, unrecognized or 
unstudied. For example, although workers have 
legal protection from hazardous conditions, tempo-
rary workers may be particularly reluctant to assert 
their rights for fear of losing their jobs (17). With 
regard to illegal immigrants, unions and immigrant 
rights groups have reported that they often work for 

Figure 1 : Incidence of fatal injuries caused by occupational accidents per 100,000 workers 
in the European Union countries, 1996-1999

Source : Eurostat, European Social Statistics, Accidents at work and work-related health problems, 
Data 1994-2000
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meagre wages in sub-standard working conditions, 
subcontracted mainly in agriculture and construc-
tion. Finally, women tend to be more exposed to 
less-recognized risks than men. Women work in dif-
ferent sectors to men and are given less responsibil-
ity, with contracts which offer them less job security. 
Greater exposure to repetitive tasks, more front-line 
contact with the public (e.g., customers), and higher 
risks of workplace violence are just three examples 
of risk stressors. An analysis of gendered workplace 
health inequalities between married and co-habit-
ing couples in the Catalonia region shows that any 
study of gender health differentials should consider 
not only paid work and household work but also 
the interaction between gender and social class 
(18). Thus, among women manual workers, family 
demands are linked to reported ill-health, long-term 
restrictive illnesses, and chronic disorders.

Occupational Health Prevention Services
Since the approval of Preventive services Regula-

tions (Act 39/1997), Spain has predominantly had 
two-track provision comprising company preven-
tive services and external preventive services. So, 
companies that do not set up an in-house preven-
tive service most frequently sign up to an external 
preventive service set up by an insurance company 
(Mutua) responsible for compensating work acci-
dents and diseases. This results in large-scale out-
sourcing of preventive services.

Although data on the situation of occupational 
health prevention services in Spain is scant, the poor 
coverage of workers is revealed by different sources. 
According to the most recent National Working 
Conditions Survey (1999), only 7% of firms had an 
in-house preventive service, whereas an external 
service was reported by 39% of firms. The employer 
assumed responsibility in 27.6% of firms, covering 
about 13% of workers. This is particularly signifi-
cant where small- and medium-size companies are 
concerned. It is important to note that about 15% 

Table 2 : Selected physical, chemical, ergonomic and psychosocial risk factors by manual 
and non-manual workers and gender in the Spanish working population (25-64 years) (%)

Non manual Manual

Male
(N=831)

Female
(N=695)

P Male
N=1241

Female
N=468

P

Physical risks

Uncomfortable temperature in summer 21.7 19.1 NS 36.6 24.3 < 0.0001

Uncomfortable temperature in winter 20.9 18.3 NS 27.0 16.3 < 0.0001

Uncomfortable humidity 18.4 14.2 0.03 17.2 10.0 < 0.0001

Noise 32.2 20.5 < 0.0001 51.8 30.5 < 0.0001

Vibrations 5.4 2.5 0.003 12.1 5.2 < 0.0001

Toxic products 11.4 9.4 NS 25.4 17.8 < 0.005

Musculoskeletal risks

Painful or tiring positions more than half of the day 6.9 7.2 NS 9.7 11.5 NS

Staying in the same position more than half of the day 29.8 36.1 0.02 25.1 36.0 < 0.0001

Carrying heavy loads more than half of the day 3.2 0.9 0.001 7.3 4.3 0.02

Making an important effort more than half of the day 2.2 0.7 0.02 4.8 2.6 0.01

Repetitive hand or arm movements more than half of the day 29.2 28.2 NS 34.4 46.3 0.0001

Psychosocial risks

Working with high demand of attention more than half of the day 66.2 64.7 NS 57.5 42.9 < 0.0001

Working with high speed more than half of the day 43.7 40.1 NS 31.3 28.8 NS

Repetitive tasks more than half of the day 28.8 27.9 NS 32.2 43.2 < 0.0001

Excessive workload 19.4 19.3 NS 10.5 15.8 0.02

Unpaid overtime on normal working day 32.2 29.2 NS 18.1 23.5 0.007

Poor relations with superiors 7.5 5.1 0.03 8.8 8.0 NS

Poor relations with colleagues 2.4 2.6 NS 2.4 2.0 NS

Unable to vary task order 9.2 8.8 NS 28.9 30.0 NS

Unable to vary methods of work 16.9 21.3 0.03 39.5 39.9 NS

Unable to vary pace of work 15.7 20.1 0.02 35.4 35.9 NS

Unable to vary order of breaks 17.7 17.5 NS 36.7 36.7 NS

Lack of opportunity to develop own skills 3.6 5.8 0.05 13.7 22.8 < 0.0001

No promotion since working in the company 41.4 51.8 < 0.0001 42.7 65.7 < 0.0001

Source : IV Spanish National Survey on Working Conditions, 1999
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of medium-size companies (between 6 and 249 
employees) that reported only the employer assum-
ing the preventive responsibilities are breaking the 
law. Finally, 26% companies reported that they did 
not have a preventive service (16% of workers). A 
more recent nationwide survey that looked at the 
situation in workplaces with the highest reported 
work accident rates (19), (i.e., mid-size companies 
that must have preventive services under Spanish 
law), found that 31% of them had not set up a pre-
ventive service and that in 3% of them, the employer 
performed its functions (20). A conservative estimate 
has recently been made of the number of preventive 
services that should be operating in Spain under 
present legislation. Available information suggests 
that one in four companies has no occupational 
health service (7). This means not only that many 
companies are breaking the law, but also that the 
government is not policing and enforcing compli-
ance with the legislation. On the other hand, even 
where preventive activities are organized, they are 
often of dubious quality and mainly concerned with 
simply achieving paper compliance. In the Navarre 
region, for example, only 17.5% of workplaces 
inspected had done a satisfactory assessment, nearly 
40% had an inadequate one or none, in 13.5% it 
had not been updated, and in 18% of cases it did 
not cover all jobs (21).

Actions

Among the many actions that may play a signifi-
cant role in improving the work environment and 
tackling work-related health inequalities, some of 
the most relevant include the production and dis-
semination of knowledge, the development of legis-
lation, and the political initiatives and actions taken 
by key social players. We particularly consider here 
the key issues of information, training and research, 
recent legislative changes and political agreements 
reached by the most important political actors, as 
well as some initiatives and specific policy interven-
tions developed by public administrations, compa-
nies, and trade unions. 

Information, training, research
Although knowledge on a number of traditional 
occupational health problems is already available 
in Spain, and data on occupational injuries and 
sickness absence are fairly comparable with other 
EU-15 countries (22), the lack of comprehensive 
and reliable data is still a major limitation. Thus, in 
spite of the valuable information generated in the 
last decade in Spain, there is a lack of high-quality 
data on many workplace risk factors and health 
outcomes. For example, one of the most important 
sources of information for understanding the work 
environment and occupational health in Spain is 
the National Surveys on Working Conditions (1983, 
1993, 1997, 1999). Given their significant limitati-
ons, however (e.g., small sample sizes, questions 

not always standardised, and a design that does not 
guarantee that respondents were randomly selected), 
their data and findings should be interpreted with 
caution (23). Indeed, many occupational problems 
in Spain remain “invisible“ or unknown because 
they are overlooked, undiagnosed or unreported 
by current information systems. For example, avail-
able data on psychosocial, ergonomic and chemical 
risk factors do not provide sufficient knowledge to 
implement evidence-based policy interventions.

A second big issue to consider regarding knowledge 
is that in Spain, a lack of proper education and train-
ing for most occupational health professionals (i.e., 
occupational physicians, occupational hygienists, 
safety engineers, ergonomics and psychosociology 
specialists) is an important limitation on improving 
surveillance and implementing effective preventive 
activities at the workplace. A simple example is that 
the official approval at the national level of stud-
ies for hygienists, ergonomists, psychosociologists, 
health and safety technicians and occupational 
nurses has yet to be implemented.

The situation as regards occupational health 
research is very poor. For one thing, there are 
very few occupational health research groups or 
scientific studies. In the period 1998-2002, only 
91 papers on occupational health were published 
where the lead author was Spanish (62% were 
published in international journals). PhD disserta-
tions are very scarce, and more concentrated in 
such fields as occupational medicine, occupational 
law, and social and industrial psychology. Only in 
2003 did the National OSH Institute (INSHT) begin 
to promote its own research projects (7). On the 
other hand, Spain exemplifies a country that has 
moved rapidly from having no monitoring of social 
inequalities in health in the 1980s to one with a 
small but active programme in a handful of research 
centres in the 1990s. Overall research on social 
inequalities in health can be said at present to be in 
a “denial / indifference phase (1), while research on 
work-related inequalities is in a “need for measure-
ment” phase (24). Indeed, it is only recently that the 
very first study on occupational health inequalities 
has been published in the Catalonia region (15) as 
part of a Catalonian Black Report (25), and that the 
first review on work-related inequalities in Spain has 
been done (16).

Legislation and political agreements
Because the country lived under a dictatorship for 
40 years of the 20th century, a system of labour 
legislation took shape in Spain much later than in 
other western European countries. The basic modern 
rules governing health and safety at work contain-
ing an extensive list of regulations and requirements 
were laid down only in 1971, later supplemented 
by other regulations directed specifically at certain 
industries, occupations or types of work, many of 
them implementing European Directives and Regu-
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lations. The Prevention of Occupational Hazards 
Act (Law 31/1995) of November 1995 established a 
modern, general framework for health and safety at 
work that regulated, among other things, the general 
obligations or duties of employers, employees and 
the manufacturers and suppliers of machinery, toxic 
substances and equipment in regard to the preven-
tion of risks, and the consultation and participation 
rights of workers and employee representatives. This 
law on the prevention of occupational risks and its 
corresponding regulations theoretically ushered in a 
near-universal legal protection of health at work and 
the integration of prevention into company manage-
ment structures.

The implementation of this legislation, however, was 
accompanied by two negative circumstances. First, 
the Spanish Occupational Hazards Act was basically 
approved as a result of the need to transpose Euro-
pean Framework Directive 89/391/EEC on health and 
safety rather than as a consequence of social demand 
or political pressure to change the work environment 
and improve workers’ health (26). Second, and even 
more importantly, the law came in as labour market 
flexibility was gaining ground, bringing a social 
climate adverse to workers with firms seeking more 
flexible forms of organization and casualization. 
Moreover, the Spanish government was unable to 
enforce legislation properly and to ensure that market 
deregulation did not push health into second place. 
Thus, a far-reaching reform of labour legislation took 
place in 1994. This extensive reform, which saw the 
amendment of many of the precepts of the major 
labour laws (e.g., the Workers’ Statute, the Labour 
Procedure Act or the Labour Offences and Sanctions 
Act), included the adoption of a number of new laws, 
such as an Act on temporary employment agencies, 
and the revision of regulations on temporary / fixed 
term contracts, training contracts and redundancy 
procedures that established the foundations for a 
revised regulation of the collective bargaining system. 
As a result, an increasing number of often previously 
illegal situations were brought into the fold of legal-
ity. By and large, these changes led to the progressive 
segmentation of the labour force, with a core of per-
manent workers and a group of precarious workers 
with greater job insecurity (16).

Mainly in response to trade union pressure, recent 
years have seen a spate of initiatives brought for-
ward by government, employer’s organizations 
and the main trade union confederations for joint 
agreements to improve occupational health and 
address major problems. A first failed attempt at 
so-called “Social Dialogue” was made in Novem-
ber 1998 after a steady rise in work-related injury 
totals. While a number of occupational health 
needs and insufficiencies were detected and several 
agreements reached, the proposals did not deliver 
effective solutions. New agreements reached in the 
“Social Dialogue Forum on Occupational Health 
Risk Prevention” in December 2002 paved the 

way for wide-ranging reforms to the Prevention of 
Occupational Hazards Act in December 2003 (Law 
54/2003). Among the main changes are : integrating 
prevention into corporate lines of responsibility, 
with the need to frame a detailed prevention plan 
with appropriate internal resources for preventing 
risk situations ; a package of measures to implement 
inspection, policing and enforcement mechanisms ; 
to adapt legislative changes to the new forms of 
work organization, improving the employer’s coor-
dination ; and ensuring compliance and enforce-
ment of legislation on infringements and penalties.

Interventions and perspectives 
of key players

 Government agencies
Government health and occupational safety agen-
cies have responsibilities for ensuring the health 
and safety of workers at the national and regional 
levels. Health agencies have focused their main 
activities on setting the minimum level of resources 
needed to implement the health activities of preven-
tive services, working out the occupational health 
information system and drawing up health surveil-
lance protocols. But, public agencies have failed to 
address a number of crucial issues. Two examples 
are the lack of governmental compliance activities 
and enforcement of regulations and penalties, and 
the very weak linkages established between occu-
pational health and other social and public health 
policies. The occupational health inspectorate is 
clearly under-resourced to deal with the many occu-
pational health problems (traditional and emergent) 
in an increasingly segmented labour market. In fact, 
the number of workplace inspections has fallen in 
recent years (7). This is particularly important in 
small- and medium-sized companies, where imple-
mentation of occupational health preventive actions 
is difficult to monitor. The National OSH Institute 
(INSHT) is the biggest national institution special-
ized in occupational health. Although its main func-
tions are promotion, technical support and research, 
it has only very partially delivered these objectives. 

 Employers, companies 
and insurance companies (Mutuas)
Since the Prevention of Occupational Hazards 
Act (Law 31/1995) was passed, laying the ultimate 
responsibility for occupational health risk preven-
tion on the employer, employers’ organisations have 
become more open to discussion and change on a 
range of occupational health issues. Mostly, however, 
employers have tended to oppose the proposals made 
by government agencies and pressure brought to 
bear by trade unions. This defensive approach can be 
seen, for example, in their participation in the “Social 
Dialogue Forum”, where employers have seldom 
initiated new proposals for risk prevention, or their 
common tendency simply to go through the motions. 
The preventive services market is clearly developing 
along oligopolistic lines, where a small number of 
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external services enjoy a dominant position. In 2002, 
just six insurance companies (mutuas) covered about 
71% of workers against work-related harm (7).

The externalization of preventive services in general 
reflects an abdication of company responsibilities 
(19). Thus, the outsourcing of prevention activity 
often leads to prevention being seen as a product and 
an activity divorced from the company, requiring nei-
ther commitment nor involvement from the employer, 
where worker participation is lacking and prevention 
is an officialistic activity that disregards emerging risk 
factors (27). On the other hand, Spanish regulations 
refer to a range of disciplines, from which employers 
can choose just two to comprise a preventive service. 
Several issues need to be considered in relation to the 
role of mutuas in prevention. First, it is the employer’s 
choice which mutua to use, so that mutuas are under 
the “control” of employers. Second, in financial 
terms, it is estimated that workplace prevention is 
little more than a marginal activity for mutual insur-
ance organisations (i.e., most of the budget goes 
to compensating incapacity and only a very small 
percentage goes to prevention). In short, prevention 
is not a priority. Third, in recent years, mutuas have 
been trying to move into new markets in the public 
health system. Privatization of certain social secu-
rity activities, therefore, has recently led to growing 
mutua involvement in the management of incapacity 
for work due to non-work related diseases. 

 Trade unions
In Spain, the two main labour federations are the 
Workers’ Commissions (Comisiones Obreras, 
CC.OO) and the General Workers Union (Union 
General de Trabajadores, UGT), which tend to 
describe themselves as class trade unions. As in 
other southern European countries, trade unions in 
Spain are weaker than in many northern European 
countries. Although no official figures are available, 
estimates from several sources suggest that between 
18 and 20% of the Spanish employed labour force is 
unionized (about 2.6 million people out of 13.1 mil-
lion) (28). The highest rates of unionized workers are 
found in the industrial sector (21%), where the low-
est percentages are found in construction (11.2%). 
Traditionally, Spanish trade unions have been mainly 
concerned with wages, earnings and employment 
issues ; working conditions, welfare policies and 
occupational health issues have only more recently 
come onto their agenda. Even so, a number of valu-
able actions and interventions in recent years have 
helped to improve the work environment for the 
majority of workers, which may also have benefitted 
the most vulnerable workers. First, the new Preven-
tion of Occupational Hazards Act and its implement-
ing regulations have increased worker participation 
through the action of trade union representatives 
and delegates who can play a specific role in the 
implementation of occupational health prevention 
plans. Second, given the high incidence of occupa-
tional accidents and hazardous working conditions, 

trade unions have heavily criticized the government 
for devoting insufficient resources to inspection 
and enforcement. In particular, trade unions have 
underlined the poor application of prevention leg-
islation, the extent of subcontracting and temporary 
employment, and the increasing instability of the 
labor market as the main factors behind occupational 
accidents. Third, given the lack of trade union rep-
resentatives in many small and medium-sized firms, 
and in sectors like construction, with a largely con-
tingent workforce, trade unions have called for the 
creation of “regional safety delegates” to operate as a 
prevention delegates (29). Finally, in Spain, collective 
bargaining agreements are widespread in both the 
public and private sectors ; in the latter they covered 
some 83 percent of workers in 2003, notwithstanding 
the relatively low private sector union penetration. 
Collective bargaining is a key means of regulating 
and improving working conditions that help promote 
workers’ rights, gender equality and occupational 
health for all workers.

Work-related inequalities in health have not been 
specifically addressed by any of the Spanish trade 
unions. In fact, specific references or discussions on 
this subject are rarely found in trade union publica-
tions. However, it is important to note the efforts 
made by the Trade Union Institute for Work, Environ-
ment and Health (ISTAS), an independent non-profit 
technical foundation set up by the Workers’ Com-
missions (CC.OO), to promote occupational health 
and environmental protection serving the interests 
and needs of all workers. In addition, development 
of regional trade union occupational health activi-
ties may play an important role in spreading a new 
culture of risk prevention. For example, the Work-
ers’ Commissions’ strategy on work-life balance has 
been successful in framing demands and achieving 
actions focused on gender equality in the workplace 
and work-related health, which is regrettably far 
from common in trade union practice (3). However, 
it is not yet possible to give an overall assessment of 
the degree to which these processes may have had 
an impact on reducing such health inequalities.

Priorities

Today, work-related health problems in Spain place 
an enormous health and economic cost burden on 
workers, companies and society as a whole. The 
high level of occupational injuries, for example, 
reflects major failings in the prevention systems that 
a developed country cannot afford to have. Rules 
and regulations on prevention of occupational haz-
ards have been only partially applied, occupational 
health interventions are limited and no appropriate 
policies and budgets have so far been implemented 
(7). The economic cost of occupational accidents 
has been estimated at € 12,000 million in 2002, a 
year in which the penalties handed out totalled only 
€ 103 million (30). Simply assessing occupational 
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health hazards does not imply that proper strate-
gies will be developed. Similarly, technical reports 
with exhaustive lists of strategies and actions do 
not necessarily signify effective prevention, and the 
implementation of occupational health legislation, 
although necessary, is not sufficient to increase pre-
vention at the workplace. 

Occupational needs like those described in this 
study call for a radical change in occupational 
health prevention, policies and services. In Spain, 
as in many other European countries (31), legislative 
changes have not produced much improvement in 
small and medium-sized enterprises, many workers, 
like the self-employed, are not covered, there are 
significant shortcomings in the extent and functions 
of occupational preventive services, major limita-
tions on current data collection, and an effective 
occupational health agency is still needed to provide 
the specialized research background required to 
support evidence-based policy. Some improvements 
in legislation, knowledge, education and research 
have produced an as-yet very limited reaction in 
terms of effective health policies and interventions. 
Moreover, many interventions implemented for 
white male permanent workers in medium-to-large 
firms, and targeting traditional occupational haz-
ards, are unlikely to meet the demands of the new 
flexible work environment. Indeed, the spread of 
unequal precarious working conditions is one of the 
main obstacles to improving the work environment 
and closing work-related health gaps (16). Thus far, 
occupational health needs and the health of the 
working population has yet to move to the top of the 
Spanish policy agenda. 

Policies or interventions to improve the work environ-
ment have not been formulated as a main goal of 
national and regional health strategies. Moreover, no 
specific national or regional policies or interventions 
seeking to reduce social and work-related health 
inequalities have been conducted (16-31). Main 
reasons for the lack of official reaction include both 
the weakness of public health groups, trade unions, 
and other social groups, as well as the lack of politi-
cal will of the national conservative government and 
many regional governments. If work-related inequali-
ties in health are to be reduced, it is essential both 
to increase our knowledge and to carry out a wide 
range of interventions and policies implemented 
and evaluated at all levels. The labour movement, 
labour-based political organizations, social organiza-
tions, and, especially, governments at the national, 
regional and local levels, have the responsibility to 
frame and be accountable for occupational health 
policies that enforce legislation and compliance that 
leads to occupational health for all. Indeed, one of 
the biggest policy issues today is to put the need to 
understand and reduce work-related health inequali-
ties on the agenda of governments, unions and other 
social institutions. The main general challenges lying 
ahead are to establish the priority of occupational 

health over economics, to improve knowledge of all 
occupational health problems, to implement more 
efficient forms of intervention, to increase worker par-
ticipation and to properly enforce and assess policy 
interventions (7-31). 

The most important specific priorities are : 

1.  In an increasingly deregulated labour market, a 
key challenge is to develop social policies that 
help to improve the conditions of the labour mar-
ket structure and labour participation. Policies to 
tackle the high level of unemployment, underem-
ployment and precarious employment (in particu-
lar among youth, women and migrants), some of 
whom work in the black market, should be the 
highest priority.

2.  To expand and improve occupational health 
information and data systems as a means to 
implement action on evidence-based knowledge. 
Current sources of information do not provide 
high-quality registries and indicators on which to 
base a proper assessment of occupational health 
risks and problems. 

3.  There is an essential need to increase research 
on poorly-known occupational hazards and new 
occupational risk factors. Most occupational 
health research resources should be oriented 
toward the most important risk factors and 
neglected health problems. Special attention 
should be given to the interactions of social 
class and gender-based work-related health 
inequalities, and especially to the most vulnerable 
workers. Workers suffering from a range of social 
risk factors and health problems will not be fully 
understood if studied separately or if risk factors 
are isolated from the work organization.

4.  It is necessary to develop integrated occupational 
policies that improve work environment and 
strengthen workers’ participation, opportunities 
and rights. A high priority is to focus on risk-
factor oriented policies (rather than just health 
problems) that address the situation of high-risk 
companies, small companies, self-employed 
workers and domestic staff. Workers have the 
right to organize a work-life balance that does not 
depend on the employer’s good will. 

5.  Reform of occupational preventive services 
is urgently needed. The number of company 
occupational prevention health services must be 
expanded until universal coverage is achieved. 
Small firms and self-employed workers must not 
be left out. Occupational health services should 
have more disciplines to make them genuinely 
multidisciplinary, and must be more integrated 
and of higher standards. Company preventive 
services should be expanded, leaving external 
expertise for specific issues. There is a big need 
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for an open social debate on the need to mod-
ernize national insurance companies (mutuas). 
Finally, public agencies should carry out regular 
monitoring of occupational health services to see 
whether they are delivering proper health protec-
tion for workers in practice.

6.  The implementation and proper enforcement of 
interventions that go beyond current legislation 
in protecting workers’ health is crucial. While the 
development of the current legislative framework 
is an important step, the enforcement of effective 
interventions that go beyond a tick-box exercise 
is crucial. For example, far-reaching reforms to 
inspection services, including better resourcing, 
the coordination of national and regional activi-
ties, more enforcement and imposition of penal-
ties, are sorely needed. Incentives should be given 
to those companies that meet regulatory require-
ments and have better outcomes.

7.  High priority should be given to interventions 
that address the needs of the most vulnerable 
workers. The problems of women (i.e., balancing 
family and job demands), migrants, insecure and 
manual workers, as well as those of small enter-
prises, deserve special attention. More resources 
should be provided to help poorer families, and 
for the integration of people with disabilities into 
the workplace.

Concluding remarks

The working conditions endured by many workers 
in Spain are taking a massive toll on their health, 
and are a major source of health inequalities. Hun-
dreds of thousands of workers each year suffer work-
related injuries and illnesses, and more than 1,000 
workers die annually from work-related events. But, 
the paucity of available data masks the real scale of 
the occupational health problems. Today, we are just 
seeing the tip of the iceberg of the many risk factors 
and health problems Spanish workers are facing. 
Together with “traditional” unresolved problems like 
physical risks, there is a rise of “emerging” risks like 
work intensification and job insecurity, which often 
are invisible or little discussed, that lead to mus-
culoskeletal disorders, mental health problems and 
job dissatisfaction. Moreover, working conditions 
are getting worse for many groups of workers and 
work-related inequalities are widening. The low de 
facto priority given to occupational health problems 
is even more remarkable in view of the fact that 
occupational health hazards are massive and pre-
ventable, that workers have the legal right to work in 
a healthy and safe workplace, and that poor occupa-
tional health and worker disability may cause large 
economic losses. To address the emerging health 
problems created by the spread of contingent and 
precarious employment, integrated policies which 
account for technical, economic, cultural and politi-

cal factors are needed. Formidable obstacles remain 
to improving the occupational health of Spanish 
workers. Action on the most important occupational 
health hazards, however, should not be addressed 
as “technical” or “economic” value-free problems. 
The implementation of a new occupational health 
agenda will inevitably get to grips with the issue 
of power and conflict of interests. Differences in 
the distribution of political and economic power 
have a profound influence on the work environ-
ment and health- determining key issues, like which 
health regulations will be approved, what kind of 
work conditions will be considered acceptable, 
who will be exposed to risks, what is considered 
an acceptable risk, and what priorities will be set. 
Occupational health policy in Spain is at a critical 
stage. Although deaths, diseases, injuries and suf-
fering caused by occupational exposure to danger-
ous working conditions are today major problems, 
occupational health remains very low on the policy 
agenda. Most of the national and regional authori-
ties are not providing the right scientific knowledge 
or occupational health interventions needed to 
protect the health of Spanish workers. The challenge 
of achieving an efficient and equitable occupational 
health policy will depend very much on the effective 
implementation of the priorities outlined above. 
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