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WORLD CLASS EDUCATION 

PERSISTENT HEALTH DISPARITIES 

HOW DO HEALTH DISPARITIES PERSIST? 
Many of the social and economic mechanisms that create and perpetuate occupational health 
disparities have been discussed in previous sections as they pertain to specific populations. In an 
effort to convey both the interdependence of the major occupational health disparities and the far - 
reaching scope of these issues, this section will examine a few of the primary factors that are 
implicated in the current major disparities and that are likely to continue shaping the occupational 
health landscape in the years to come. 
Occupational Segregation 
Jobs are often unofficially earmarked for certain groups, thus ensuring that different types of workers 
will have different levels of exposure to specific occupational hazards. Occupational segregation 
persists for several reasons. First, different groups of workers tend to come to the labor market with 
different credentials and skills and this influences their occupational opportunities and thus their 
exposure to hazards. Because Latinos, on average, complete fewer years of schooling than other 
minority groups do, they are also likely to have fewer labor market options and to be offered the 
most dirty, dangerous, or unpleasant types of employment, thus also increasing their exposure to 
occupational hazards. Because women and men are likely to be socially rewarded for learning 
different skills, cultivating different proficiencies, and pursuing different tasks, jobs, and 
occupations, they are likely to have exposure to different hazards and have different occupational 
health profi les. Age opens up some job opportunities while effectively closing others and may 
simultaneously enhance some skills and erode others, with the result that we will continue to see 
different health outcomes for younger and older workers overall and different outcomes in the 
occupations that selectively employ them. 
Second, employers may enact discriminatory preferences for certain types of workers, based on their 
real or perceived labor market characteristics; this is equally true for high - status and low - status 
jobs. For instance, computer chip assembly employers in the U.S. Northwest show some preference 
for immigrant women for their perceived docility and fi ne motor dexterity, as well as their 
propensity to accept somewhat lower wages than native - born and male workers (Hossfeld, 1994). 
Third, occupational segregation is maintained through informal hiring mechanisms, whereby 
employers preferentially hire workers who are friends or relatives of current workers, thus increasing 
the likelihood that the new workers will be similar in social status to the established workforce. 
Poultry processing, like many other types of labor - intensive assembly and processing, is heavily 
reliant on low wage costs; in the South, black women have traditionally been given the lowest wages 
because of their perceived dual disadvantages of gender and race, thus making them preferred 
employees in poultry - processing plants. Now that this work is typically associated with women, men 
are less likely to apply for poultry - processing jobs, less likely to be alerted to job opportunities in 
poultry - processing plants by current workers, and less likely to be seen as a “ good fit ” for the job 
by prospective employers. Black women in this region therefore have an elevated risk of neck and 
upper - back complaints compared to other workers (Lipscomb, Epling, Pompeii, & Dement, 2007). 
Job Tenure, Hours, and Security 
Just as race, ethnicity, gender, age, nativity, and other social status attributes may influence the types 
of work (and workplace hazards) that individuals experience, so too do these same attributes 
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influence individuals ’ degree of attachment to work. As a general rule, workers with lower status 
face greater uncertainty in their job conditions, meaning that they are more likely to be subject to 
long and irregular hours; more likely to work in a temporary, seasonal, or part - time capacity; and 
less likely to experience long - term income or job security. Each of these variables has important 
health consequences for workers and differentially affects workers based on their gender, race, 
ethnicity, nativity, and age. 
All other things being equal, temporary workers have more frequent occupational injuries than 
permanent workers do; one study pegs the injury rate for temporary workers at nearly four times the 
rate for permanent workers (Saha, Kulkarni, Chaudhuri, & Saiyed, 2005). The association between 
job tenure and workplace injury is likely due to less knowledge of workplace protocols and hazards, 
as length of employment tends to reduce injury incidence (Benavides et al., 2006). The association 
of job tenure with injury rates is more pronounced among men, older workers, and those in manual 
labor occupations (Breslin & Smith, 2006). 
Working overtime schedules and working long hours (meaning shifts of twelve hours or longer) are 
both associated with greater risk of occupational injury. In one study, overtime schedules raised the 
injury rate by 61 percent over standard schedules, while working consecutive shifts of twelve or more 
hours was associated with a 37 percent increase in occupational injuries, even after controlling for 
industry; moreover, long work- hour and work - week schedules tend to proliferate in inherently 
hazardous occupations, thus exacerbating the hazard to workers (Dembe, Erickson, Delbos, & 
Banks, 2005). Similarly, nonstandard shifts — rotating, evening, night, and irregular — are also 
associated with greater injury rates (Dembe, Erickson, Delbos, & Banks, 2006). 
On a broader scale, economic uncertainty often subjects workers — in many instances voluntarily — 
to work situations and schedules that increase their risk of occupational injuries (Facey, 2003; 
Dembe et al., 2005, 2006). The result is frequently that workers must choose between their economic 
health and their physical health; one study of taxi drivers chronicles how the economic pressure to 
keep up with their living costs and taxi leases causes drivers to subject themselves to such health – 
compromising conditions as working extremely long hours, skipping meals and bathroom breaks, 
and picking up abusive, violent, and other risky customers (Facey, 2003). Unions have traditionally 
done much to safeguard the health of unionized workers, including but not limited to ensuring 
access to health resources; offering protection from excessive hours, irregular shifts, low wages, and 
job insecurity; lobbying forworker protection legislation; and promoting the consistent application 
of safety equipment and protocols in the workplace (Johansson & Partanen, 2002). However, union 
membership has been in decline for decades. From 1984 to 2004, union membership dropped from 
20.1 percent to 12.5 percent of all workers (Bureau of Labor Statistics, 2005b). Although black men 
are more likely than white men to be union members, due to black men ’ s higher concentration in 
blue - collar jobs, union membership has declined most precipitously among black men (Uchitelle, 
2005), a trend that is likely to further exacerbate black - white occupational health disparities. 
Preexisting Disparities and Neighborhood Effects 
A major confounding factor in assessing the extent to which occupations contribute to health 
disparities is the fact that many of the populations discussed here have poorer health to begin with, 
due to social inequities in health care access and the quality of communities of residence. Although 
not absolving employers, managers, and health officers from responsibility for worker health, 
preexisting disparities may account for some portion of the persistent occupational health disparities 
among workers, if for no other reason than that an unhealthy worker may be more vulnerable to 
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additional injury or illness than a healthy worker. Accordingly, the overall health disparities for each 
population discussed here run more or less parallel to the occupational health disparities by 
population discussed previously; with regard to health care access and outcomes, some of these 
groups (workers of low socioeconomic status, racial and ethnic minorities, and immigrant workers) 
fare worse almost uniformly, whereas for other groups (women and the elderly), the overall picture 
is mixed, reflecting the more complicated sources of these types of inequality, with the comparison 
groups (men and the young, respectively) faring better on some measures and worse on others. 
For instance, health insurance is a basic feature of health care access; those without it are consigned 
to seek care within the tattered “ safety net ” of free clinics and emergency rooms, which essentially 
guarantees that the uninsured will have little access to routine and preventive health care. Those 
with annual incomes below the poverty line, currently $ 20,000 for a family of four, are 
disproportionately likely to be without health insurance (being 13 percent of the overall population, 
but 25 percent of the population without insurance); for that matter, those below 300 percent of 
the federal poverty line, or $ 60,000, are also somewhat more likely to be without medical insurance 
(17 percent of the population; 19 percent of the population without insurance). 
Immigrants, who constitute 7 percent of the population, are 21 percent of the uninsured. Lack of 
insurance is also prevalent among young adults, but diminishes with age; childless adults under the 
age of sixty - five are most likely to be without insurance in that, unless disabled, they are categorically 
ineligible for any form of government health insurance program (that is, Medicare or Medicaid). As 
seen in Figure 14.10 , Hispanics, blacks, and American Indians are disproportionately represented 
among the uninsured. 
Another facet of preexisting health disparities, which again is particularly relevant to the health status 
of minority, immigrant, and low - SES workers, is the effect of community of residence on health. 
Lower income and minority communities are disproportionately susceptible to a wide array of social 
and environmental conditions 

 
that expose residents to greater health risk in the places where they live, including but not limited 
to proximity to hazardous waste sites, poor quality housing, and poor air quality. One study fi nds 
that both minority race and low social class SES increase the likelihood of living near hazardous 
waste sites and decrease the regulatory activity and expenditure applied to clean up such sites (Brown, 
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1995). Substandard housing stock, a common feature of lower income areas, is associated with 
higher rates of both infectious and chronic disease, due to problems with consistency of potable 
water supply, insect and rat infestations, and inadequate food storage resources. Poor housing also 
increases the incidence of acute injuries, especially those associated with exposed heating sources 
and structural defects of windows and stairs. Disadvantaged neighborhoods are often characterized 
by factors such as close proximity to noisy and air - polluting bus and subway lines, lack of safe parks 
and playgrounds, and few or no grocery stores and pharmacies, all of which undermine healthy 
lifestyles (Krieger & Higgins, 2002). Neighborhoods may also affect individual health behaviors in 
more subtle ways through social network effects, which are just beginning to be comprehensively 
documented (Christakis & Fowler, 2007; Diehr et al., 1993). For instance, individuals living in 
neighborhoods with high unemployment are more likely to smoke and to consume a high - fat diet, 
even after controlling for factors such as income and race, suggesting that workers ’ social 
relationships within their neighborhoods can influence their personal health behaviors and thus 
their overall health (Diehr et al., 1993). 
Globalization 
Globalization is an important occupational health issue not only because it changes the landscape 
of occupational hazards but also because it disproportionately lays these hazards at the feet of workers 
who are disadvantaged in the labor force to begin with. As discussed earlier, because of changes in 
the economy, lower income workers are increasingly pressed; because they face greater economic 
uncertainty, they are also more likely to be exposed to occupational hazards and the correlates of 
these hazards, such as long and unstable work hours, shorter job tenure, and the like. These workers 
are more likely to be minorities or recent immigrants, or both (Guidotti, 2003). But even beyond 
this immediate reality, globalization is potentially problematic for occupational health because of 
the way it changes the organization of work domestically and because of the impact that cross - 
national economic activity has on workers in developing countries, exacerbating global inequalities 
and creating new occupational health challenges. 
Many trends in workplace organization — such as organizational restructuring, a renewed emphasis 
on lean production, and an increased use of contingent workers — are likely to have a negative impact 
on worker health (Landsbergis, 2003). In the auto industry, for example, technological changes in 
the production process do not deliver the promised benefit of empowering workers but do seem to 
increase the risk of musculoskeletal injuries (Landsbergis, Cahill, & Schnall, 1999). The overall risk 
to workers in the United States is on the decline, both overall as well as within industries (Stout et 
al., 1996). However, these declines have less to do with changes in the production process than with 
changes in the overall labor market structure; in other words, work is not necessarily any less 
intrinsically dangerous, rather the most dangerous types of work employ fewer workers than 
previously, and the less dangerous industries have added jobs (Loomis, Richardson, Bena, & Bailer, 
2004; Richardson & Loomis, 1997). 
Where have the more dangerous jobs gone? Particularly in manufacturing and production work, the 
decrease in U.S. occupational injury and fatality rates can be attributed to the export of many 
dangerous jobs to the developing world. In short, we have outsourced some of our occupational 
hazards along with the labor – intensive manufacturing jobs that occasion them (Subramanian, 
Desai, Prakash, Mital, & Mital, 2006). Developing countries bear an increasing burden of 
occupational health problems as, in an era of rapidly increasing global economic interconnectedness, 
they scramble to enter and compete in the global economy, which often translates into overlooking 
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some aspects of worker welfare and well - being in an attempt to lure international investors with 
low wage rates and a “ business - friendly environment. ” And as workplaces reorganize work to 
maintain global competitiveness, often at the hands (or at least the behest) of investors and owners 
from the United States and other developed nations, workers suffer from increased variability as 
well as from physical changes in the work environment that make it more dangerous to workers and 
surrounding communities. For instance, when the adoption of the North American Free Trade 
Agreement (NAFTA) prompted the privatization of Mexico ’ s sugar companies (most of which were 
snapped up by U.S. soft - drink manufacturers), rapid restructuring and modernization of the 
industry ensued; the consequences of this process included fewer worker protections as new owners 
abandoned old union – negotiated contracts, increased injury rates due to the introduction of new 
sugar – processing machinery and the faster speed of production, and increased worker stress 
stemming from both of the preceding factors (Lemus - Ruiz, 1999). 
Although the trend of worsening occupational health may not currently be a top priority in 
developing countries, it can have a huge impact on economic development insofar as an unhealthy 
labor force will in the long run be more costly to both businesses and governments (Loewenson, 
2001). Potential countervailing tendencies in developing countries include increased pressure to 
reduce health costs, which may bring a greater emphasis on both worker safety protocols and 
preventive health measures; an increased respect for individuals, which may prompt better and more 
stringent regulations; and the increasing consumer value of fair labor practices, which can be seen 
in the premium placed on such goods as fair - trade coffee and sweatshop – free apparel (Leamon, 
2001). 
FUTURE TRENDS IN HEALTH DISPARITIES 
Occupational health disparities have received considerably more attention from health researchers 
in the past decade, due in no small part to the 1996 National Occupational Research Agenda issued 
by NIOSH, which contained an explicit call for research addressing the diversity of the American 
workforce. Other recent social, political, and economic developments may also bode well for the 
future reduction and eventual elimination of occupational health disparities. First, although great 
educational and occupational inequalities between worker subgroups persist, disadvantaged worker 
populations continue to make gains, which bodes well for the occupational health of future 
generations of workers. Women ’ s college attendance rate now surpasses that of men, and the 
income gap between men and women has slowly but consistently narrowed; blacks have also made 
substantial income, educational, and occupational gains in the past few decades (Padavic & Reskin, 
2002). Second, as Americans become increasingly aware of the changing demographics of the United 
States due to an ongoing wave of immigration from Latin America and Asia, and as national concern 
grows over the rapidly escalating cost of health care, the political will to address occupational health 
disparities of racial and ethnic minorities and foreign - born workers may be increasing, particularly 
as Hispanics gain political clout due to their swelling numbers and their new status as the largest 
U.S. minority group (U.S. Census Bureau, 2004). 
 


