
1 
 

WORLD CLASS EDUCATION 
INTRODUCTION TO OCCUPATIONAL HEALTH DISPARITIES 

Learning Objectives 
After reading this lesson, you should be able to 

 Discuss the effect of social status on occupational health. 
 Recognize variations in occupational health by social class, race and ethnicity, nativity, 

gender, and age. 
 Describe the characteristics of populations who are most at risk for poor occupational health. 
 Understand the causes and correlates (inside and outside the workplace) of occupational 

health disparities. 
 

Introduction to disparate Population 
DISPARATE POPULATIONS 

This section discusses occupational hazards in relation to social status, race and ethnicity, nativity, 
gender, and age. 
Social Status 
In every society it is the prerogative of higher status people to avoid work that they deem to be dirty, 
dangerous, physically demanding, unpleasant, or repetitive. Although occupational injuries and 
illnesses may arise in any type of work environment, they are more prevalent in precisely those types 
of occupations that are the dirtiest, the most dangerous, the most physically demanding, the most 
repetitive, and the most unpleasant. 
The inevitable result is that the pecking order of any society — whereby, for instance, non - Hispanic 
whites tend to have higher social status than Latinos — translates into different occupational health 
profi les for various groups based on their ability to avoid the most undesirable types of work. 
At the very simplest level, occupational health disparities can be understood as a function of 
socioeconomic status (SES) — that is, position in a hierarchy of individuals and groups within a 
society based on income, education , and occupation . Higher SES gives individuals greater access to the 
following resources: 

 Ability to avoid dirty, dangerous, repetitive, and demanding work 
 Access to stable work hours, long - term job security, and a living wage 
 Ability to balance demands of work and nonwork activities 
 Ability and willingness to comply with safety protocols 
 Access to quality health insurance and other health - promoting resources 
 Preexisting good health 
 Real and perceived legal protections for various types of workers 

Educational and occupational attainment confers protection from occupational health risks in a 
number of ways. First, and simplest, more education gives individuals greater ability to avoid 
dangerous work; more highly educated workers tend to favor white - collar jobs that carry less risk of 
occupational injury and exposure to health hazards than blue - collar occupations do. The same 
mechanism (that is, better labor market position) that protects more highly educated workers from 
dangerous occupations may also be beneficial in terms of protecting them from occupations 
characterized by working conditions that tend to be more hazardous for individuals, such as part – 
time and temporary work and work that lacks employer - sponsored health insurance. More subtly, 
greater educational attainment may make individuals more savvy consumers of health information 
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and thus more likely to engage in preventive health care practices such as eating a proper diet, 
exercising, and making routine visits to health care providers. 
Greater educational and occupational attainment is strongly correlated with higher income, which 
gives workers greater resources to tend to their own health. For instance, greater income allows a 
worker to take a day off from work following a minor workplace injury without fear that the day ’ s 
lost wages will severely harm his or her financial health, whereas a worker with fewer economic 
resources to begin with might be more likely to continue working through a minor injury, thus 
running the risk of exacerbating the original injury and developing long - term complications. 
Greater income also gives workers better resources to cope with the physical and mental demands 
of balancing work and nonwork demands, making these workers less susceptible to workplace 
injuries attributable to stress and fatigue. 
Education, occupation, and income work in tandem to create and maintain occupational health 
differences among workers. It is not surprising that lower SES workers tend to report worse overall 
health than higher SES workers, given the potentially vast differences in access to material resources 
between, say, a high school dropout and an Ivy League – educated doctor (Borrell, Muntaner, 
Benach, & Artazcoz, 2004; Schrijvers, van de Mheen, Stronks, & Mackenbach, 1998). Even within 
occupational subgroups such as managers, higher SES managers tend to report better health than 
lower SES managers (Tomiak, Gentleman, & Jette, 1997), which suggests that psychosocial factors 
may also influence occupational health disparities. Material differences between various levels of 
management may be small in the grand scheme of things, but the perception of lower-level managers 
that they are disadvantaged relative to their coworkers may lead to greater experience of anxiety, 
feelings of lack of control, and other psychosocial stressors that prefigure many workplace injuries 
and illnesses, and may undermine workers’ sense of empowerment when dealing with health issues. 
Moreover, the psychosocial stress of lower status translates into poorer health overall due to its 
correlation with depression, violence, and poor social support (Wilkinson, 1999). 
Recent health research emphasizes the association of stress and health. In one study, low social status 
was found to be positively associated with chronic stress through individuals ’ increased exposure to 
crime, overcrowding, noise pollution, discrimination, and the like, all of which have a negative 
impact on health (Baum, Garofalo, & Yali, 1999). Low - status work is associated with elevated stress 
among workers, which in turn is associated with greater likelihood of musculoskeletal disorders 
(Lundberg, 1999) as well as with greater incidence of depression among workers; interestingly, the 
latter relationship is found to be stronger among men than women, suggesting that women are less 
protected from depression by their occupational status, perhaps because they may rely on their jobs 
less as a source of social validation 
(Zimmerman, Christakis, & Vander Stoep, 2004). 
Worker health outcomes are always an interplay between individual workers — who come in with 
certain psychosocial characteristics, who interact with other workers of varying statuses, and whose 
behaviors are responsive to the occupational environments in which they find themselves — and the 
occupational environment itself, which offers a specific array of both hazards and opportunities. A 
fruitful example of this relationship and its effect on worker health can be found in the association 
between smoking behavior and occupational status. Tobacco use is an occupational hazard that is 
more likely to be confronted by low - status workers, both because of the environments in which 
they work and their responses to that environment, making the establishment of causation (and the 
design of interventions) quite complex. 
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Lower SES is associated with a higher level of health risk behaviors and attributes, including physical 
inactivity, failure to use seat belts, obesity, and tobacco use. Moreover, because smoking rates are 
declining more rapidly among the highly educated, the association between smoking and education 
has become stronger since 1990: whereas in 1990 a person with less than a high school degree was 
twice as likely to smoke as someone who had completed college (28.9 percent prevalence versus 14.3 
percent, respectively), in 2004 a high school dropout was approximately three times as likely to 
smoke as a college graduate was (29.4 percent versus 10.6 percent) (Harper & Lynch, 2007). Smoking 
prevalence is greater among blue - collar, farm, and service workers than among white - collar 
workers, and the prevalence increases as income declines (Barbeau, McLellan, et al., 2004). The 
strong association of smoking with socioeconomic status is attributable to individual factors (the 
greater stress of day - to - day economic insecurity), interpersonal factors (relationships with friends 
and family that abet smoking behaviors), organizational factors (whereby blue - collar workers face 
greater hazards, greater income insecurity, and less autonomy than white – collar workers), and 
neighborhood and community factors (the greater prevalence of smoking advertisements and 
tobacco vendors in lower-income communities) (Sorensen, Barbeau, Hunt, & Emmons, 2004). 
Workers in very hazardous jobs, such as chemical workers, are also more likely to smoke than are 
workers in less hazardous jobs, which is to some extent associated with the job - related stress; by the 
same token these workers are also more likely than workers in nonhazardous jobs to report that they 
want to improve their health through behaviors such as quitting smoking and lowering fat intake 
(Sorensen et al., 1996). However, other studies have found that although there seem to be no SES 
patterns in actual quit attempts, higher SES workers are more likely to be successful in their attempts 
to quit, due partly to their better access to cessation resources (Barbeau, McLellan, et al., 2004). 
Smoking is an occupational hazard only insofar as workplaces are organized in ways that make it 
easier and more acceptable for workers to smoke on the premises. Although great strides have been 
made in the past two decades to diminish tobacco smoke as a workplace hazard, these efforts have 
not reached all workers equally: individuals employed in blue - collar occupations, such as 
manufacturing and the construction trades, as well as in service occupations such as restaurant work, 
housekeeping, and maintenance, are much more likely than white - collar workers to work at sites 
that lack no - smoking policies (Barbeau, Krieger, & Soobader, 2004; Bourne, Shopland, Anderson, 
& Burns, 2004). Whereas 75 percent of white - collar workers enjoy smoke - free workplaces, only 
43 percent of food service workers work in smoke - free facilities (Shopland, Anderson, Burns, & 
Gerlach, 2004). In other words, although tobacco smoke has largely vanished from offi ces and 
boardrooms, it persists in factories and workshops and restaurants, meaning that due to a lack of 
regulation, the workers in the latter sites face greater exposure to secondhand smoke during their 
work hours as well as less external pressure to quit smoking themselves. 
Race and Ethnicity 
In our society some individual attributes carry more weight at work than others, so that, for example, 
in a typical workplace one ’ s musical preferences are not very important with regard to one ’ s status 
but one ’ s educational attainment is an important characteristic that shapes one ’ s opportunities, 
rewards, and occupational trajectory. Certain attributes are so heavily weighted according to the 
perception of their importance in determining an individual ’ s abilities, temperament, and other 
relevant job characteristics, that they become master statuses , meaning the individual is judged on 
one of these attributes above and beyond all the rest — as happens, for instance, when a woman is 
not hired for a manual labor job based solely on the assumption that she will be weaker because of 
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her sex, in spite of any other qualifications she may possess (such as a strong physique, an exemplary 
work history, and years of experience). Although gender, age, nativity, and disability are all common 
master statuses in our society, by far the most prominent master status — that is to say, the one 
attribute most likely to be viewed by others as an overriding factor and thus to profoundly influence 
an individual’ s life experiences and opportunities — is race and ethnicity; accordingly, we see a great 
deal of variation in occupational health along these lines. Figure 14.1 illustrates the pattern for 
nonfatal work injuries and illnesses by race and ethnicity; in this graphic from the National Institute 
for Occupational Safety and Health (NIOSH) we see that for both Hispanic and non - Hispanic 
black workers, the injury rate exceeds the employment rate, whereas for whites and Asians, a greater 
percentage of workers are employed than suffer work - related illness or injury. Figure 14.2 , which 
focuses on the forestry, agriculture, and fishing industries, illustrates that although whites make up 
the majority of work - related fatality cases, the rate of workplace fatalities is actually higher among 
both black workers and Asian or Pacifi c Islander workers. 
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Race and Ethnicity and SES For many of the racial and ethnic occupational health disparities, the 
mechanisms by which non - Hispanic whites tend to have better occupational health outcomes than 
racial and ethnic minorities do are the same as the mechanisms operating in socioeconomic status 
health disparities; because blacks and Latinos tend to have lower educational attainment, lower 
income, and are less likely to be represented in white - collar occupations compared to whites and 
Asians (Table 14.1 ), they are also more likely to suffer from worse occupational health outcomes. 
For instance, although smoking poses an occupational health hazard to many workers and 
disproportionately to racial and ethnic minorities, this is entirely attributable to socioeconomic 
disparities: after controlling for income, education, and occupation, there is no difference between 
smoking rates of whites and minorities (Shavers, Lawrence, Fagan, & Gibson, 2005). Similarly, Oh 
and Shin (2003) find no association between race and nonfatal work injuries after controlling also 
for education, work experience, and other human capital (skill) differences (although these authors 
then go on to point out that disparities of education, work experience, and human capital might 
themselves be attributable to race — for instance, minority workers may have shorter job tenures 
than comparably skilled whites due to discrimination, which would also contribute to having less 
human capital). In a study of teenage workers, Zierold and Anderson (2006) fi nd that minority teens 
are much more likely to sustain serious occupational injuries compared to white teens, which cannot 
be explained by minority teens working more dangerous jobs compared to white teens ’ jobs; 
however, minority teen workers were likely to work more hours per week, work shifts later at night, 
and work under less supervision, all of which might contribute to higher injury rates. 
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Although this disparity is reported as an effect of race and ethnicity, the mechanism for the longer 
work hours and later shifts of minority workers can likely be traced to their greater economic burden, 
which would make this an SES effect rather than an effect of race and ethnicity. 

 
However, not all racial and ethnic occupational health disparities can be traced to socioeconomic 
status. Although the effects of race and ethnicity can be difficult to disentangle from the effects of 
socioeconomic status, recent research suggests many of the more subtle mechanisms by which 
minorities suffer disproportionately. Occupational segregation emerges as a primary mechanism for 
health disparities, and such segregation can be attributed to both SES factors such as education as 
well as racial and ethnic factors such as selective hiring and task assignment bias, relegating minority 
workers to more dangerous occupations, jobs, and tasks (Murray, 2003; McGwin, Enochs, & 
Roseman, 2000; Richardson & Loomis, 1997); the intra - occupational assignment of different 
groups of workers to different jobs and tasks may also explain a small but persistent difference in 
occupational mortality (Loomis & Richardson, 1998) and injury (Simpson & Severson, 2000). 
Residential and environmental exposure differences may also play a role in occupational health 
disparities, as they are found to do for health disparities more generally. Because there is a high 
degree of residential segregation in the United States, especially between whites and blacks (Massey 
& Denton, 
1989), it is likely that disparate exposure to neighborhood and environmental hazards may 
exacerbate occupational illness and injury (Frumkin, Walker, & Friedman - Jimenez, 1999). 
Members of various racial and ethnic groups appear to experience some degree of increased 
susceptibility to certain occupational illnesses through mechanisms that are not always understood; 
for instance, death from occupationally linked leukemia and lung cancers are higher than expected 
among blacks and Latinos in industries such as textile, chemical, and rubber production (Loomis & 
Schulz, 2000). Susceptibility to mental illness also appears to be heightened among racial and ethnic 
minorities; for instance, black workers tend to score higher on depression indexes than white 
workers do, an outcome that has been linked to various attributes of jobs such as job security, job 
status, and physical demands (Zimmerman et al., 2004). Likewise, as indicated in Figure 14.3 , 
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Hispanics bear a disproportionate burden of anxiety, stress, and neurotic disorder cases relative to 
their representation in the U.S. workforce (currently at 13.3 percent of workers). Increased 
susceptibility may also interact with residential patterns; for instance, because blacks are more likely 
than whites to be urban dwellers, they may be more susceptible to diseases that are exacerbated by 
poor air quality (asthma and lung diseases) and population density (infectious diseases) (Frumkin et 
al., 1999). 
In addition to facing greater risk of injury and illness to begin with, in most cases minority workers 
also face differences in their post - injury experiences. One study, which established few differences 
between whites, blacks, and Hispanics with regard to reporting occupational injury and illness, 
nevertheless found that blacks and Hispanics are likely to miss more days of work from occupational 
health problems 

 
(Strong & Zimmerman, 2005). Another study found that African Americans and low - SES workers 
are more likely to report more pain, poorer mental health, and greater financial burden following a 
lower - back injury, which may be attributable to lower standards of care due to discriminatory health 
care worker attitudes, extra – occupational environmental hazards such as poor living conditions 
and other neighborhood effects, and poorer working conditions including lower pay, less autonomy, 
and more repetition (Chibnall, Tait, Andresen, & Hadler, 2005). Minorities are also more likely 
than whites to be forced into early withdrawal from the labor market and retirement for occupational 
health reasons (Flippen & Tienda, 2000), which suggests that the cumulative, decades - long effects 
of small but persistent disparities can have significant costs for minority workers at the end of their 
working years. 
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One of the specific occupational hazards faced by racial and ethnic minorities, and conceptually 
distinct from the synchronic effects of socioeconomic status and racial and ethnic identity, is the 
persistence of racism and discrimination. Racism is itself an occupational hazard, reported by 
approximately 37 percent of all racial and ethnic minority workers (Krieger et al., 2006). Among 
other effects, perceived racial discrimination at work is associated with higher rates of hypertension 
among African Americans (Din - Dzietham, Nembhard, Collins, & Davis, 2004). Visible minorities 
are often at greater risk of discriminatory physical and mental abuse at the hands of coworkers, 
superiors, and clients (Facey, 2003). Moreover, workplace discrimination is associated with poorer 
mental health, including lower job satisfaction, greater job burnout, greater stress, and more 
frequently reported instances of poor overall mental health (Roberts, Swanson, & Murphy, 2004). 
Trends and Implications Trends in racial and ethnic occupational health disparities present a mixed 
picture. Data from the 1980s indicate that the gap between whites, blacks, and other minorities in 
occupational death rates closed somewhat during that decade (Stout, Jenkins, & Pizatella, 1996); 
more recent data show that fatality rates have declined among all groups and that the gap between 
whites and blacks has been largely eliminated, although the gap between Hispanics and non - 
Hispanic whites has grown (National Center for Health Statistics, 2006) (see Figure 14.4). Black 
men, who previously had the highest rate of occupational fatalities, have been overtaken by Hispanic 
men as the group with the highest occupational fatality rate (Richardson, Loomis, Bena, & Bailer, 
2004). The vulnerability of Latino workers is particularly troubling given their increasing 
representation in the labor force, which is projected to continue well into the foreseeable future 
(U.S. Census Bureau, 2004). Because minority workers tend to have poorer overall health due to 
both occupational and extra - occupational factors, employee wellness programs targeted toward 
minority workers are particularly beneficial. For instance, black men have higher incidence of and 
mortality from prostate cancer but are less likely to participate in routine screenings; worksite - based 
screening initiatives have been shown to increase screening rates substantially, which can improve 
an employer ’ s health cost exposure (Weinrich, Greiner, Reis - Starr, Yoon, & Weinrich, 1998; see 
also Fowler & Risner, 1994). Greater attention to the diversity of workplaces in both hiring and job 
and task assignment can mitigate some disparities by equalizing exposure to workplace hazards; 
however, a fair amount of the occupational health disparities by race and ethnicity might best be 
addressed through social policies that equalize educational access, health care access, and 
environmental quality across racial and ethnic categories. 
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Nativity 
Anyone who has glanced at a high school civics textbook in the past five or six decades is no doubt 
familiar with the idea of the United States as a “ melting pot ” of immigrants from all over the world. 
Never has that been more true than at the present time: both the absolute number and the rate of 
immigration to the United States are at an all – time high, surpassing even the number and rate 
during the Great Migration of a century ago, in the early years of the twentieth century (U.S. 
Department of Homeland Security, 2006). The most recent wave of immigration presents new 
challenges in the U.S. workplace in that many of the new immigrants — as with immigrants of a 
century ago — are coming into the United States with little education or material resources, and 
additionally (unlike older waves of immigrants) are increasingly people of color. Whereas Great 
Migration immigrants were overwhelmingly of European origin, Latin America and Asia are the 
primary regions of origin in today ’ s Second Great Migration (Mosisa, 2002). Therefore current 
immigrants typically face the same disadvantages in occupational health faced by native - born 
workers who are of low socioeconomic status or who belong to racial and ethnic minorities. 
Additionally, however, new immigrants often face another level of disadvantage by virtue of having 
little familiarity with the legal protections afforded to them as workers and residents; the health care 
resources available to them and the various means for gaining access to those resources; and often 
even the fundamental language, customs, and cultures of U.S. society. All of these factors make 
recent immigrants some of the most vulnerable workers in the labor force today (see Figure 14.5 ). 
Lacking familiarity with the English language and possessing few marketable skills, new immigrants 
are disproportionately concentrated in low - wage jobs such as construction, agriculture, day labor, 
and sweatshop work, occupations that increase their exposure to a variety of occupational hazards 
(McCauley, 2005). Immigrants may be particularly vulnerable to injury even among workers in more 
hazardous occupations because a large proportion of them are temporary workers and therefore less 
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likely to receive training in safety procedures (Azaroff, Levenstein, & Wegman, 2004). Poor language 
skills often consign people to more dangerous jobs simply because these may be the only jobs that 
can be performed without a command of the English language (Facey, 2003). Some industries are 
de facto new immigrant ghettos; for instance, the West Coast garment industry employs a 
disproportionate number of  

 
recent Asian immigrants, who consequently suffer disproportionately from the repetitive stress 
disorders that typify garment production (Burgel, Lashuay, Israel, & Harrison, 2004). As noted 
earlier, employers often seek particular types of workers based on stereotypes about the attributes of 
particular subpopulations, especially racial and ethnic populations, and this can also be seen in the 
hiring of immigrant Asian women in garment production and computer chip assembly owing to 
employers ’ belief that Asian women are especially docile and nimble (Hossfeld, 1994). To the extent 
that immigrant workers are often constrained in their ability to be competitive in the job marker 
due to language and cultural barriers, lack of skills, and lack of familiarity with their rights, the 
perceived docility of immigrant workers may be a euphemism for “ easily exploitable. ” With respect 
to occupational health, injuries and illnesses to immigrant workers are widely understood to be 
underreported (Burgel et al., 2004; Azaroff et al., 2004); among other reasons, new immigrants are 
not familiar with worker ’ s compensation, and so do not perceive any benefi t to reporting hazardous 
workplace conditions (Azaroff et al., 2004). Moreover, because workers are not familiar with their 
labor protections and rights and often fear losing their hard - won jobs, otherwise preventable 
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injuries are not prevented, even when prevention might involve something as simple as raising the 
height of a worktable to improve ergonomics (Burgel et al., 2004). 
Protecting the occupational safety of immigrants is a complex task, due both to language and cultural 
barriers and to typically low levels of health literacy among new immigrant populations. Not only 
are new immigrants less likely to receive health and safety training on the job, due to the types of 
occupations and jobs they are offered, but additionally they may have trouble comprehending the 
health and safety information that they do receive (Bouchard, 2007). Language and cultural 
differences can also interact with the effective communication of occupational health information 
in unforeseen ways, resulting in bad cultural ergonomics ; one study of hazard symbol interpretation 
demonstrated that workers in Ghana assigned meanings and connotations to commonly used U.S. 
and international hazard symbols that deviated substantially from their intended meanings, even 
though English is the official language of Ghana (Smith - Jackson & Essuman - Johnson, 2002). As 
with disparities faced by racial and ethnic minorities, measured and assumed disparities in the 
occupational health of immigrants merit special attention. Protecting the occupational safety of 
immigrants is difficult; in addition to workplace interventions, community - based worker centers 
and clinics have shown some measure of success in educating and assisting new immigrant worker 
populations (Burgel et al., 2004; Cho et al., 2007). 
Gender 
The occupational health disparities faced by the groups already mentioned — low SES individuals, 
racial and ethnic minorities, and immigrant workers — all occur along similar lines. The mechanisms 
of worse health all fall from having lower occupational status and therefore an inability to avoid 
dangerous work. When we look at women and men separately, however, the mechanisms by which 
their occupational health profiles differ are not nearly so straightforward, due to women ’ s unique 
history in American culture and in the U.S. labor market. Nor do women constitute a special 
population by virtue of nearly always having worse occupational health prospects and outcomes — 
on the contrary, because women have traditionally been excluded from some (though by no means 
all) of the most dangerous forms of labor, on some measures they fare much better than male 
workers. However, as the sex composition of occupations, industries, and the labor force as a whole 
continues to change, we can expect to see an ever - shifting pattern of occupational risk for both men 
and women. To fully understand the complexity of occupational health disparities by gender, we 
must first look to the vast changes in the status of women in the labor force that occurred in the 
latter half of the twentieth century. First, women constitute a greater proportion of the paid labor 
force at this point in U.S. history than at any previous time. From 1950 to 1998, the proportion of 
women in the paid labor force rose from 34 percent to 60 percent (Fullerton, 1999), a trend spurred 
largely by the entry of married and middle - class women into the paid labor force due to the 
escalation of living costs and the stagnation of male wages (Padavic & Reskin, 2002). Second, 
although there is still a high degree of occupational sex segregation, women are increasingly making 
inroads into traditionally male occupations, which increases the exposure of women to particularly 
hazardous, traditionally male professions such as construction and manufacturing (although this is 
not to say that several traditionally female occupations are not also quite hazardous, as can be the 
case in domestic work and health care). 
As shown in Figure 14.6 , men suffer disproportionately from occupational fatalities: men are victims 
of 92 percent of occupational fatalities even though they represent only 54 percent of the paid labor 
force. As with occupational fatality rates, overall nonfatal occupational injury rates are also lower 



12 
 

among women (see Figure 14.7 ). Women ’ s occupational health, particularly with regard to 
occupational fatality, is commonly held to be enhanced by their greater attention to safety protocols 
and concern for personal safety, as well as their limited representation in the most hazardous 
occupations. 
In general, women have been shown to have greater aversion to risk than men do (Hesch, 1996); 
men ’ s greater willingness to face risk is generally attributed to both the gender socialization of men 
to prove their masculinity through risk - taking behaviors and the reinforcing effects of the highly 
masculinized “ shop fl oor cultures ” existing in traditionally male blue - collar occupations (see Halle, 
1987; Willis, 1981). However, occupational subculture may in some cases trump gender 
socialization, meaning that women in certain hazardous and highly localized occupations, such as 
agriculture, may enjoy no substantial gender socialization protection, and their injury and fatality 
rates are therefore equivalent to those of their male coworkers (Cole, Westneat, Browning, Piercy, 
& Struttmann, 2000). As women continue to make inroads into male occupations and come to 
integrate traditionally male occupational preserves, it is likely that the impact of gendered 
socialization and culture on the occupational health of men and women will diminish; although 
occupational fatalities declined overall in the latter part of the twentieth century, they dropped more 
slowly for women than for men (Loomis, Bena, & Bailer, 2003). 

 
Women’s occupational health may be enhanced by occupational segregation and sociocultural 
factors, but it may also be undermined by similar mechanisms. Moreover, complex disparities may 
be obscured by looking at overall, or crude, rates, which are not adjusted for factors such as 
occupation, seniority, hours worked, and other factors, all of which may be confounding factors: for 
instance, because women work fewer hours on average compared to men, their rate of injury per 
hour worked will be higher than the crude rate. Smith and Mustard ’ s (2004) study of occupational 
injury rates in Ontario illustrates one way in which crude fi gures may be misleading. They found 
that women have lower rates of injury in manual occupations but higher rates in nonmanual 
occupations. Nonmanual occupations are ones that do not require the handling of light or heavy 
loads; however, they might require a great deal of repetitive motion, as, for example, clerical work 
and garment finishing do. Moreover, as Smith and Mustard concede, it is likely that women within 
either of these divisions of manual and nonmanual may be relegated to jobs with greater risk of 



13 
 

repetitive stress, thereby conferring an advantage relative to male manual laborers but a disadvantage 
relative to male white - collar workers. In a similar vein, women working in construction have lower 
mortality rates overall than men, but only because they are more likely to work desk jobs — mortality 
rates among male and female laborers are virtually identical (Welch, Goldenhar, & Hunting, 2000). 
In yet another example of the measurement complexities in assessing occupational health disparities, 
Kelsh and Sahl (1996) found in their study of the electrical industry that after adjusting for age, job 
tenure, and occupation, women ’ s rate of injury in this industry was higher in nine out of ten 
occupational groups, ranging from one and a half to three times higher than men ’ s occupational 
injury rate. 
This study indicates that another source of occupational health disparities is the way in which jobs 
are designed. Because many of the more hazardous occupations have traditionally been performed 
by men, workplaces and equipment have evolved to accommodate men ’ s biological advantages of 
size and musculature, with the result that women ’ s advantage from their greater risk aversion may 
be partly offset by their greater ergonomic risk in manual labor occupations. (Figure 14.7 , for 
example, illustrates the fi nding that women experience somewhat more musculoskeletal disorders 
(MSDs) than other nonfatal problems and men experience the reverse.) 
Occupational Sex Segregation Because women and men are still concentrated in different 
industries, in different occupations within industries, in different jobs within occupations, and even 
assigned to different tasks within jobs, they also display divergent occupational health patterns, and 
these patterns do not uniformly favor one sex over the other. It is widely documented, for instance, 
that women are at far greater risk of carpal tunnel syndrome, due to their concentration in higher-
risk jobs for this injury, such as clerical work and light assembly; however, when both men and 
women perform clerical work, their risk is roughly equal (McDiarmid, Oliver, Ruser, & Gucer, 2000; 
Tanaka, Wild, Cameron, & Freund, 1997). Women ’ s concentration in health care, domestic 
services such as cleaning, and child care translates into higher exposure to both infectious diseases 
and cleaning agents intended to prevent disease; the latter are often themselves quite toxic (Stellman, 
2000). Service sector employment, particularly in types of work that require some degree of 
emotional management as well as mental or physical labor, also poses a greater risk to the mental 
health of women given their disproportionate representation in service occupation (de Castro, 
Agnew, & Fitzgerald, 2004). In general, occupational stress is more prevalent among women than 
among men, and stress is not only an occupational health problem in and of itself but also a 
precursor to other occupational health problems (Swanson, 2000; Zeytinoglu, Seaton, Lillevik, & 
Moruz, 2005) (see Figure 14.8 ). 
Same Job, Different Patterns Although occupational sex segregation explains some disparities, it by 
no means fully explains them; even within the same jobs, men and women may have different health 
outcomes. Research among manufacturing workers suggests that the mechanisms for men ’ s 
occupational injuries tend to be job – related factors such as high ambiguity over a job ’ s future and 
high variance in workload; for women, occupational injuries show a high degree of correspondence 
to social mechanisms such as high intragroup conflict and low job control (Nakata et al., 2006). Men 
and women also frequently suffer disparate injury patterns in the same jobs; for 
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instance, the leading precursor of injury for male truck drivers is overexertion from lifting, whereas 
injuries for female truck drivers are most commonly attributed to vehicular collision (Biddle & 
Blanciforti, 1999). A similar pattern is found in construction: male workers are more likely to die 
from falls, whereas female construction workers are more likely to die in motor vehicle accidents 
(Welch et al., 2000). Smith, Lincoln, et al. (2005) find that even controlling for occupation, men 
suffer more occupational eye injuries than women, a finding they attribute to women ’ s greater 
attention to safety protocols. 
Consequences of Women ’ s Occupational Health Problems Because the sexual division of labor 
does not begin and end in the workplace, issues of women ’ s occupational health also extend beyond 
the formal work environment. Even as women have joined the paid labor force in vast numbers, 
they continue to shoulder the greater share of nonmarket labor, including housework, child care, 
and elder care (Padavic & Reskin, 2002). In earlier times, men ’ s ability to face their occupational 
demands was subsidized by women who took care of cooking and cleaning, raised children, 
administered to elderly relatives, and nursed the occasionally sick or injured breadwinner back to 
health. The economic realities of today have placed this type of arrangement out of reach of most 
American families, who find that they need more than one paycheck to make ends meet. And as 
women ’ s increased paid workforce participation exposes them to a broader array of occupational 
health hazards, their ability to balance the demands of paid and unpaid labor becomes increasingly 
precarious, even with the help of men who have picked up some of the unpaid labor burden 
themselves. Not only does this pose a hazard to female workers, by increasing their overall fatigue 
and stress and thus rendering them more vulnerable to injury themselves, but it also poses a threat 
to the occupational health of all workers, fewer and fewer of whom have the support of unpaid labor 
in the home. 
Age 
Young Workers As it is among male relative to female workers, one of the causal mechanisms for 
injury rates among teenaged workers is an increased propensity for risk taking that leads to injury 
(Acosta, Sanderson, Cooper, Perez, & Roberts, 2007). And like economically insecure workers, 
younger workers are more likely than older workers to be seasonal or part - time and also 
inexperienced, which further exposes them to acute occupational injury risks. Because worker 
fatalities are not adjusted for hours worked, some statistics may underestimate the likelihood that 
part - time workers will suffer occupational injuries and also underestimate the likelihood that 
workers in subgroups more likely to work part - time — including younger workers — will suffer 
occupational fatalities (Herbert & Landrigan, 2000). More recent data from the Bureau of Labor 
Statistics lend partial support to this contention, albeit not for the youngest worker cohort: 
compared to their representation in the labor force, workers aged sixteen to nineteen have fewer 
injuries per work hour, but workers aged twenty to forty - four have a greater rate of injury per work 
hour (see Figure 14.9 ). 
Older Workers Although workers aged twenty to forty - four sustain the most injuries relative to the 
number of hours worked, older workers have a higher incidence of severe workplace injuries 
(Grandjean et al., 2006). Moreover, the number of workdays lost per injury increases with the age 
of the worker; workers aged fifty- five to sixty - four lose ten days of work on average per injury, well 
over the median of six days for all workers 
(NIOSH, 2004). Fatality rates per work hour also climb with age. Workers just under retirement age, 
aged fifty- five to sixty - four, work 9.3 percent of all hours worked but suffer 14.2 percent of all 
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workplace fatalities; workers past retirement age, sixty – five and older, work 2.0 percent of total 
work hours but suffer 9.0 percent of workplace fatalities (NIOSH, 2004). Occupational fatality rates 
are declining overall, but increasing among older workers, especially those over the age of sixty - five 
(Bailer, Stayner, Stout, Reed, & Gilbert, 1998). Among other reasons, the rise in fatality rates among 
older workers may be linked to better health care, whereby workers who might have died at earlier 
ages in previous decades now survive long enough to work up to and past retirement age. Also, older 
workers in the past might have been limited to those in better health; now, as the retirement age 
climbs and economic pressure on all age groups increases, workers may postpone retirement even 
when their health is precarious. 

 
 


