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Abstract

Objective: To examine racial and ethnic differences in occupational physical demands, 

substantive complexity, time pressure, work hours and establishment size, and assess whether 

working conditions contribute to racial and ethnic differences in self-rated health.

Methods: We used 2017 and 2019 Panel Study of Income Dynamics data for 8,439 adults. 

Using path models, we examined working conditions among Black, Latino and White workers 

and explored whether those conditions mediated racial and ethnic differences in incident poor 

self-rated health.

Results: Some working conditions disproportionately affected Black workers (high physical 

demands, low substantive complexity), Latino workers (low substantive complexity, small 

establishments), and White workers (time pressure). Time pressure predicted worse self-rated 

health; there was no evidence that the working conditions studied mediated racial/ethnic 

differences.

Conclusions: Working conditions vary by racial and ethnic group; some predict worse health.
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Introduction

Racial and ethnic health inequities are a persistent and pressing public health problem.1 

Race is a social construct,2 and health inequities by race are, by and large, not due to genetic 
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differences.3 Rather, racial health inequities are due to racism that has been, and continues to 

be, realized through interwoven structures like public and private policies and interpersonal 

discrimination.3,4 One example of how racism is embodied as unequal health is that Black 

and Latino/Hispanic adults describe their health as poor or fair more often than White 

adults.5,6 This is concerning, as self-rated health predicts physical health7 and mortality over 

time.8 Understanding the pathways that lead to disparate health outcomes among racial and 

ethnic groups is necessary in order to reduce those disparities.

There are multiple pathways through which racism leads to racial/ethnic health inequities; 

occupational exposure is recognized as one pathway, and it is less studied than other 

pathways such as healthcare system issues.9,10 Racism leads to differential exposure to 

working conditions through multiple processes. Discrimination and unequal access to 

educational and training opportunities have meant that Americans of color had less access to 

safe, well-paying jobs compared to White workers.11–13 Further, even within a specific 

job, workers of color may disproportionately experience hazardous tasks and/or racist 

treatment.14–16

Among the three largest racial/ethnic groups in the United States, a variety of working 

conditions disparities are apparent. For instance, Black and Latino Americans are more 

likely than White Americans to work in occupations involving more workplace injuries,17,18 

and, particularly among Latino workers, lower substantive complexity (that is, fewer 

opportunities for critical thinking, reasoning).19 White workers are more likely to experience 

greater substantive complexity19 and fewer hazards at work,17,18 but also longer hours.20 

Black workers are the most likely to work for large organizations, which are considered 

safer, while White workers are somewhat less likely, and Latino workers are the least 

likely.21

Thus, there is a complicated system of relationships between race/ethnicity and working 

conditions, with different groups being exposed to distinct risk factors. Prior studies 

connecting working conditions to racial/ethnic health disparities have often focused on 

just one or two working conditions,19,22,23 rather than a fuller range including physical, 

psychosocial and employment/labor conditions. Also, while some studies have included 

Latino workers,19,22 this group has received less research attention than White and Black 

workers.23

In addition to considering a wider range of working conditions and racial/ethnic groups, 

there is also a web of interrelationships and potential confounders requiring consideration. 

Education, for instance, varies by race/ethnicity,24 predicts self-rated health,25 and is 

associated with working conditions.20 It likely affects health through multiple pathways,26 

including but not limited to the way it shapes employment opportunities and by extension, 

working conditions. Similarly, in the United States, health insurance access varies by race/

ethnicity,27 predicts self-rated health,28 and, correlates with working conditions,29 in part 

because it is often tied to employment.30 Estimates of how working conditions contribute to 

health outcomes should account for these interrelationships.
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Our study contributes to the scientific literature by examining how occupational physical 

demands, substantive complexity, time pressure, work hours and establishment size relate 

to differences in incident poor health among Black, White and Latino workers. We use 

Panel Study of Income Dynamics (PSID) data and path modeling to examine this set of 

working conditions, and we include education as a variable that links race and ethnicity with 

working conditions and also contributes directly to self-rated health. We consider whether 

these working conditions predict incident poor health at two-year follow-up, and whether 

they mediate the relationship between race/ethnicity and self-rated health.

Methods

Study design

We examined working conditions across a population of working adults in 2017. We used 

a longitudinal design to measure the degree to which working conditions in 2017 predicted 

incident poor self-rated health in 2019.

Data

We used publicly available data from the Panel Study of Income Dynamics (PSID), 

a longitudinal study of US households conducted using computer-assisted telephone 

surveys.31 The PSID surveys over 9,500 families every two years on a range of 

socioeconomic and health-related topics. The sample includes an oversample of low-income 

families. The overall response rate is 91% and wave-to-wave response rate is 94%. 

One individual per household responds for all household members. Participants receive 

incentives.32

In the PSID, 13,332 adults (reference persons and spouses) were included in the 2017 and 

2019 waves and had employment status available. Of these, 9,468 reported working in the 

2017 wave. We conducted analysis on the complete cases. For all but one study variable, 

fewer than 2% of respondents had missing information; the highest rate of non-response 

was for work establishment size, for which 542 respondents (5.7%) did not respond. A total 

of 8,439 (89.1%) had complete information for all study variables. Of these, we performed 

multivariate analysis on a sample on n=7,490 that excluded those with poor health in 2017.

Measures

Self-rated health—Self-rated health was assessed in both 2017 and 2019 using an item 

asking “would you say your health in general is excellent, very good, good, fair or poor.” In 

line with prior research,33 we binarized the responses (fair or poor=1, referred to as “poor 

health;” excellent, very good, good=0). Individuals who did not have poor health in 2017 but 

had poor health in 2019 were determined to have incident poor health.

Race/ethnicity—We consider race a proxy measure for present day racialization 

processes.34 Race was assessed using an item asking, “are you White, Black, American 

Indian, Alaska Native, Asian, Native Hawaiian or Pacific Islander?” The PSID allows 

for multiple race mentions, we utilized the first mention. Ethnicity was assessed using 

an item that asked, “are you Spanish, Hispanic or Latino? That is, Mexican, Mexican 
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American, Chicano, Puerto Rican, Cuban, or other Spanish?” Individuals who responded 

affirmatively were categorized as Hispanic/Latino, independent of the race they selected. We 

organized responses into White, Black, Hispanic/Latino, American Indian/Native American, 

Asian American and Other races. The multivariate analyses focused on comparisons among 

the three largest race/ethnic categories in the sample – White (non-Hispanic/Latino), 

Black (non-Hispanic/Latino) and Latino adults. Models depicted in detail here use White 

respondents as the reference, in line with prior research;19 a third model comparing Latino 

respondents with Black respondents as the reference is shown in the supplemental appendix.

Working conditions: The working conditions items in PSID begin with an instruction 

that respondents consider “the time [they] spend working in a typical week.” For 

respondents with multiple jobs, the questions applied to all of those jobs. Items about 

physical demands, substantive complexity and time pressure began with the phrase, “While 

you are working…,” and had the following response choices: never, rarely, sometimes, 

often, or almost always. High physical demands were assessed with an item asking, 

“how often do you perform physically demanding activities, for example, those that 

require strength or physical effort for long periods of time?” We categorized responses of 

often or almost always as high physical demands. Substantive complexity was assessed 

with an item asking, “how often do you perform mentally demanding activities, for 

example, analyzing information, learning new material or solving complex problems?” We 

categorized responses of sometimes, rarely and never as low substantive complexity. Time 

pressure was assessed with an item asking, “how often do you feel rushed or pressed for 

time” We categorized responses of often or almost always as often pressed for time.

Hours worked per week was assessed with the item, “on average, how many hours a week 

did you work on all of your jobs.” Respondents then stated the total number of hours worked 

per week. We categorized responses into less than 40 hours, 40 hours, 41–50 hours, and over 

50 hours per week.

Establishment size was assessed with the item, “how many people are employed by [name 

of employer] at the location where you work?” Respondents then stated the number of 

employees. We categorized responses into less than 15, 16 to 50, 51 to 500 and over 500.

Control variables—We controlled for age, sex, educational attainment, and health 

insurance in our multivariate models.35 Age was assessed in years. Sex was assessed 

with a question asking if individuals were male or female. Educational attainment was 

assessed with items asking, “did you graduate from high school, get a GED [test of general 

education development] or neither?” and follow-up items for additional detail (e.g., if yes 

to the initial question “did you attend college” and “what is the highest year of college 

you completed.”) For analyses, we categorized responses into high school graduate or 

less; some college; bachelor’s degree or above. Health insurance was assessed with items 

asking, “do you currently have health insurance or health coverage”” and “what kind of 

health insurance or health coverage do you have?” We categorized these into no insurance; 

employer-provided insurance; other private insurance; and public insurance. Lastly, all 

models included a variable to account for whether survey responses were provided by the 

respondent themselves or by another household member.
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Analysis—PSID respondents who reported being employed in the 2017 data wave and 

had complete data for all variables were included in the analytic sample. We calculated 

descriptive statistics and polychoric correlations for all ordinal or binary variables. To assess 

co-occurrence of unhealthy working conditions, we created a count variable for which one 

point was added for each unhealthy condition reported. The unhealthy conditions were: 

high physical demands, low substantive complexity, often pressed for time, working over 50 

hours per week, and working in an establishment with less than 16 employees; the possible 

count range was 0 to 5. We used regression (linear for continuous variables, logistic for 

categorical) to compare descriptive statistics among Black, White and Latino workers. Table 

1 shows descriptive statistics for the analytic sample, including for respondents who had 

poor health in 2017 and were not included in the multivariate models. Descriptive statistics 

for only the groups included in the multivariate models are shown in a supplemental table 

(Table S1). A correlation table is shown in Table S2.

Working conditions by race/ethnicity and in relation to self-rated health: Path 
Models—We used path analysis to understand how working conditions vary by race/

ethnicity, whether they predict incident poor self-rated health, and whether they mediate 

racial differences in self-rated health. Path analysis, a type of structural equation modeling, 

is commonly used to study mediation.36 Our full path models (Figure 1) posit that race 

leads to differential exposure to the five working conditions – high physical demands, low 

substantive complexity, often pressed for time, hours worked per week, establishment size 

– and those in turn influence self-rated health. With respect to the control variables, the 

models imply that educational attainment partially mediates exposure to certain working 

conditions, and that educational attainment can be directly related to self-rated health 

independent of working conditions. Additionally, educational attainment is associated with 

health insurance, which in turn can also influence self-rated health. Sex and age are 

additional predictors of self-rated health. We tested for interaction terms among working 

conditions and sociodemographic variables; we did not include those interactions in the final 

models because none reached statistical significance.

To simplify the comparisons, we created one full model that compares Black and White 

workers, and a second that compares Latino and White workers. A third full model, 

shown in the Supplemental Tables, compares Latino and Black workers. To understand the 

relationships between race/ethnicity, working conditions, and self-rated health, we examined 

the coefficients for the paths linking race to each working condition and then to incident 

poor self-rated health. Figure 2 shows the statistically significant (p<0.05) paths pertinent to 

the research questions, and we describe the significant pathways in the text. All coefficients 

from the path models are shown in Table S3. Because nearly all variables in the path 

models were binary, paths were modeled using a logit link function; the coefficients were 

exponentiated to produce odds ratios (ORs).

Working conditions as mediators: Direct and indirect effects—We assessed 

whether working conditions mediated racial/ethnic differences in self-rated health by 

calculating direct and indirect effects. This was done using a set of simplified path models 

including only the working conditions that varied significantly by race/ethnicity in the 
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aforementioned full path models. Direct path estimates came from the path connecting race 

and self-rated health, independent of the other variables in the model. Indirect path estimates 

were the product of race to each working condition, then that working condition to self-rated 

health. Statistically significant indirect paths could indicate significant mediation effects. 

This is a common approach to calculating direct and indirect effects.19,37

Data analysis was conducted using Stata 17. PSID survey weights were used in all analyses. 

This study was determined exempt from further review by the University of Michigan 

Institutional Review Board.

Results

Descriptive statistics

In 2019, 13% of the n=8439 analytic sample had poor self-rated health; this proportion was 

significantly higher among Black (17%) and Latino respondents (18%) compared to White 

respondents (11%).

The largest racial/ethnic subgroups in the sample based on weighted proportions were White 

(70%), followed by Hispanic/Latino (14%), and Black (10%). Average age was 45 years; 

the sample was 48% female and 52% male. Roughly one third of the workers had a high 

school diploma or less; this proportion was significantly higher among Black and Latino 

respondents (43% and 54% respectively) than White respondents (31%). The majority of the 

sample had health insurance, most commonly employer-provided. There were significant 

differences in the proportion of uninsured workers: Latino respondents were the most 

likely to not have health insurance (25%), followed by Black (14%) and then White (6%) 

respondents.

Regarding working conditions, Black and Latino workers were more likely than White 

workers to experience high physical demands (45% and 36% compared to 29%, 

respectively) and low substantive complexity (40% and 45% compared to 29%). White 

and Latino workers were more likely to be pressed for time (47% in both) than Black 

workers (40%). Regarding long work hours, Black workers were the most likely of the three 

groups to work over 50 hours, but the differences did not reach statistical significance. White 

workers were more likely to work 41–50 hours (27% compared to 17% for Black and for 

Latino workers). Regarding establishment size, Latino workers were least likely to work in 

an establishment with over 500 employees (8% compared to 17% for Black workers and 

13% for White workers).

The majority of workers reported being exposed to at least one unhealthy working condition. 

Overall, 36% reported one unhealthy condition, 32% reported 2 conditions, and smaller 

proportions reported 3, 4 or 5 conditions. Latino workers reported, on average, the most 

unhealthy working conditions (1.73), followed by Black workers (1.60), then White workers 

(1.55).

After excluding n=949 individuals (11%) with poor health in 2017, a sample of 7,490 

remained to model incident poor health. Descriptive statistics for the n=7,490 sample are 
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shown in Table S1. Compared to the n=8,349 sample (Table 1) that includes those with 

poor health in 2017, the n=7,490 sample (Table S1) has a similar overall sex and racial/

ethnic breakdown, a smaller proportion of respondents with poor health in 2019, is slightly 

younger, and has at most minor differences (2 percentage points or less) in educational 

attainment, health insurance type and working conditions.

The polychoric correlation between poor self-rated health in 2017 and in 2019 was 0.74. 

Aside from that, all polychoric correlations were below |0.45|. The highest correlations 

were between educational attainment and high physical demands (−0.44), low substantive 

complexity and often pressed for time (−0.39), and educational attainment and low 

substantive complexity (−0.32).

Working conditions by race/ethnicity and in relation to self-rated health: Path 
Models

1) Black and White workers: The first path model, shown in Figure 2, compared the 

n=6,502 respondents who identified as either Black or White. In this model, there were 

significant paths leading from Black compared to White race to nearly all of the working 

conditions. Black workers were more likely to be exposed to high physical demands and 

low substantive complexity. White workers more likely to be pressed for time. Lastly, Black 

workers were significantly more likely to work 40 hours per week, and less likely to work 41 

to 50 hours, compared to White workers. Black workers were also significantly more likely 

to work in large establishments compared to White workers.

In addition to paths directly linking race to each working condition, the model included 

paths linking race to education, then education to working conditions. Black respondents 

were more likely than White respondents to report having some college (versus high school 

graduation or less) and less likely than White respondents to have a bachelor’s degree. In 

turn, workers with some college were less likely than those with only a high school diploma 

to have high physical demands and low substantive complexity. Workers with a bachelor’s 

degree had even lower odds of high physical demands and low substantive complexity, but 

significantly higher odds of time pressure.

Two statistically significant paths emerged that linked working conditions with incident 

poor self-rated health. Being often pressed for time was associated with 53% higher odds 

of incident poor health, and working for a very large establishment (over 500 employees) 

was associated with 43% lower odds of incident poor health. There remained a significant 

direct relationship between race and self-rated health such that after accounting for the 

other variables in the model, Black workers still had 50% higher odds of having incident 

poor self-rated health than White workers. (See the supplemental table for details for health 

insurance, sex and age).

2) White and Latino workers: A second path model (Figure 3) estimated relationships 

among working conditions and incident poor self-rated health for a sample of n=5,016 

White and Latino working adults. Latino respondents were significantly more likely 

than White respondents to experience low substantive complexity, to work 40 hours per 
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week (compared to less than 40), and significantly less likely to work for a very large 

establishment (over 500 employees).

For the paths going through educational attainment, in this model there was no significant 

difference for Latino compared to White respondents who obtained “some college.” 

However, Latino respondents were significantly less likely than White respondents to have a 

bachelor’s degree. Higher educational attainment was associated with less likelihood of high 

physical demands and low substantive complexity, with higher magnitude ORs observed for 

those with bachelor’s degree.

In this model, only one path from working conditions to incident poor self-rated health 

was significant – those who were often pressed for time had 53% higher odds of poor 

health. There was no significant direct path from White compared to Latino race/ethnicity to 

self-rated health.

3) Black compared to Latino workers: In the third model we compared 3,010 Black and 

Latino workers. Black workers were significantly more likely to have high physical demands 

compared to Latino workers. Black workers had more than twice the odds of Latino workers 

to work for a very large establishment. Black workers were more likely than Latino workers 

to have “some college” compared to only high school, but the difference in odds of obtaining 

a bachelor’s degree was not significant. Like in the models above, the third model showed 

that higher educational attainment was associated with lower odds of exposure to high 

physical demands and low substantive complexity, with a higher magnitude relationship 

(larger ORs) for having a bachelor’s degree. As in the models above, time pressure was 

associated with higher odds of poor health (OR=1.70). Low substantive complexity was also 

associated with nearly twice the odds of poor health (Results shown in Table S3).

Working conditions as mediators: Direct and indirect effects—We calculated 

indirect effects to identify significant pathways connecting race/ethnicity, working 

conditions and self-rated health; these were calculated specifically for each educational 

attainment level. None of the indirect effects for the working conditions reached statistical 

significance.

Discussion

We used path modeling with nationally representative panel survey data to examine how five 

working conditions – high physical demands, low substantive complexity, time pressure, 

long working hours and establishment size – differed by race/ethnicity and related to 

incident poor self-rated health. Black, Latino and White workers were, on average, exposed 

to distinct sets of adverse and protective working conditions. For instance, even after 

controlling for educational attainment and other variables, Black workers were more likely 

than White or Latino workers to experience high physical demands. Both Black and Latino 

workers were significantly more likely than White workers to be exposed to low substantive 

complexity. Black workers were more likely to work for large establishments, which is a 

protective factor, while Latino workers were less likely. Latino workers were exposed to, on 
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average, more unhealthy working conditions compared to Black and White workers. White 

workers had higher odds of time pressure, but less exposure to low substantive complexity.

Time pressure at work predicted poor incident self-rated health in all three full path 

models. Low substantive complexity predicted poor health in one model (Black compared to 

Latino workers), while working for a large establishment was protective in another (Black 

compared to White workers).

We found no evidence that working conditions mediated the relationship between race/

ethnicity and self-rated health. There were no significant indirect effects linking race/

ethnicity to poor incident health by way of any of the five working conditions.

Racial disparities in working conditions were intertwined with educational attainment. 

Higher educational attainment predicted healthier working conditions and better self-rated 

health, except that those with bachelor’s degrees were more likely to be pressed for time per 

one model.

Our findings align with research by Fujishiro et al and Meyer et al, who found that Black 

and Latino workers were exposed to lower substantive complexity at work relative to White 

workers; like those studies, our study found that low substantive complexity predicted worse 

health outcomes, although this was only the case in one of our three models.19,22 Unlike the 

individual-level measures in the present study, the studies by Fujishiro and by Meyer both 

employed occupation-level estimates of working conditions. Further, in contrast to a finding 

by Alterman and colleagues that White workers were more likely to work long hours (both 

48 and above and 60 hours and above),20 our findings were mixed, with White workers less 

likely than Black workers to work 41 to 50 hours per week, but no significant differences 

for likelihood of working beyond 50 hours. Like Earle and colleagues’ study of working 

parents, we also found Black Americans were more likely to work for large companies, 

while Latino parents were the least likely.21

McCluney et al found that an adverse psychosocial work environment, measured using a 

composite indicator covering topics like autonomy and supportive management and asked 

directly of respondents, was more common among Black than White workers, but did not 

mediate racial differences in self-rated health.23 This parallels our finding, although we 

used five working conditions variables rather than a composite measure. McCluney and 

colleagues point to the importance of distinguishing between perceived, or self-reported, 

work environment from occupation-level measures of work environment, as they found that 

occupation-level measures did mediate racial differences in self-rated health.23

Strengths and limitations

We examined working conditions in connection to racial and ethnic differences in self-rated 

health. Self-rated health is an informative, subjective measure that can encompass physical 

as well as mental health. Importantly, the measure is less valid for Hispanic/Latino and 

Black adults than for White adults.35,38,39 The working condition that most consistently 

predicted self-rated health across our models, time pressure, is one that disproportionately 

affects White workers. Using self-rated health as an outcome may have meant our analysis 
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was better able to capture work-related health impacts among White workers than Black 

workers and Latino workers. However, in our longitudinal study, we examine incident poor 

self-rated health; by focusing on within-person changes in self-rated health over time, rather 

than cross-sectional differences, we reduce the risk of bias due to differences in measure 

validity across groups. Also, self-rated health may better capture salutogenic pathways 

as opposed to pathogenic ones,8 which would be a limitation here given our focus on 

unhealthy working conditions. Future research should assess whether working conditions 

mediate racial/ethnic disparities in more objective and specific health measures such as 

cardiovascular outcomes, physical function or mental health outcomes.

The exposure measures in our study come from single questionnaire items; such measures 

may be less precise than multi-item scales and may reduce our ability to detect a significant 

relationship with self-related health. However, an advantage of the measures is that they 

capture individual reports rather than occupation-level estimates of working conditions. 

Also, some working conditions variables can relate to health in a non-linear way, and this 

may have factored into the limited association with self-rated health. For example, high 

physical demands can be harmful,40,41 but low physical demands may increase obesity 

risk.42 Also, while we did not find significant interactions, the impact of working conditions 

on health may also be moderated by other variables, e.g., high physical demands by age and 

physical ability.43 Our measure of physical demands captured any type of physical effort 

for extended time, but a measure that emphasizes more specific ergonomic risk factors like 

kneeling, lifting or climbing44 may have related more strongly to self-rated health.

This study used a longitudinal design to predict incident poor self-rated health. This helped 

reduce bias from reverse causality – that is, that individuals with worse health may take 

jobs with worse working conditions. However, like any study that only includes a sample of 

working people, there is a potential for bias due to the healthy worker effect, or selection 

into employment. Also, we used data that are recent but pre-date the COVID-19 pandemic, 

during which working conditions changed dramatically, if temporarily, for many American 

workers.45

We used path analysis, a type of structural equation modeling. Using path models rather 

than regression enabled us to include multiple working conditions and account for their 

interrelationships. Further, our path models included educational attainment as not just 

a control variable but also a mediator between race/ethnicity and working conditions. 

Vanderweele notes that using this approach to assess multiple mediators, as in this case, 

is difficult because of the strong assumptions required for variables in the model. Results are 

best used for generating new hypotheses.46 In the present study, path analysis allowed for 

the estimation of paths between race/ethnicity, multiple working conditions, and self-rated 

health within a single model, as well as calculations of direct and indirect effects (the latter 

were not statistically significant.) We used survey weights so that these estimates would 

better approximate the US working population.

This study offers working conditions and health outcomes comparisons for Black, Latino 

and White workers. Future work should integrate American Indian/Native American 

workers, Asian American workers and other groups who may have distinct working 
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conditions exposures. Future research should also examine intersections between race/

ethnicity, gender and other identities.47 There are numerous other work-related experiences 

that we could not capture but that merit further study: how working conditions interact 

with similar exposures, like time pressure, at home,48 perceived job discrimination, which 

was shown to negatively impact self-rated health among Black workers,49 and the ways 

that workers buffer themselves against unhealthy working conditions, like through social 

support50 and other coping strategies.51

The framework described here can be applied to other health outcomes to better understand 

how the clear inequities in exposure to health-relevant working conditions are shaping 

health outcomes. Many of the working conditions studied, including unhealthy psychosocial 

work environment, are amenable to change through different management approaches and/or 

policies.52,53

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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CME learning objectives

1. Explain how working conditions relate to racial and ethnic health inequities

2. Outline common unhealthy working conditions and how they vary among 

Black, White and Latino adults in the United States
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Figure 1. Path models depicting racial and ethnic differences in working connections and 
association with self-rated health
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Figure 2. Working conditions and racial disparities in incident poor self-rated health: Black and 
White workers (n=6,502)
Odds ratios (ORs) from path model. *p<0.05 **p<0.01 ***p<0.001. Only ORs that were 

statistically significant (p<0.05) and connected to working conditions are shown. Direct path 

from black compared to white and self-rated health also included.

 Dashed grey line: non-statistically significant paths to/from working conditions.

 Thick grey lines: paths to/from control variables that are not reported in detail.
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Figure 3. Working conditions and racial disparities in incident poor self-rated health: Latino and 
White workers (n=5,016)
Odds ratios (ORs) from path model. *p<0.05 **p<0.01 ***p<0.001. Only ORs that were 

statistically significant (p<0.05) and connected to working conditions are shown. Direct path 

from Hispanic/Latino compared to White and self-rated health also included.

 Dashed grey line: non-statistically significant paths to/from working conditions.

 Thick grey lines: paths to/from control variables that are not reported in detail
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Table 1.

Descriptive statistics for analytic sample (n=8,439)

 

All respondents
n=8,439

n (%)

Black
n=2,629

n (%)

White
n=4,640

n (%)

Latino/Hispanic
n=915

n (%)

Health characteristics

Poor self-rated health, 2017 949a (10.70) 381 (14.13)*W 386 (8.90)*B, *L 153 (17.69) *W

Poor self-rated health, 2019 1,060 (12.75) 408 (17.39)*W 460 (10.97)*B, *L 159 (18.07) *W

Sociodemographic 
characteristics

Race/ethnicity

 White 4,640 (70.31)

 American Indian/Native 
American

45 (0.41)

 Asian American 143 (4.75)

 Black/African American 2,629 (9.64)

 Hispanic/Latino 915 (13.91)

 Other races 67 (0.99)

Age
Mean=45.21, 
SD=12.81

Mean=43.30,*W,*L 
SD=12.28

Mean=46.34,B,*L 
SD=13.17 *

Mean=41.34,*B,*W 
SD=11.65

Sex

 Female 4,321 (48.31) 1,511 (55.60) *W,*L 2,245 (48.13) *B 435 (53.86) *B

 Male 4,118 (51.69) 1,118 (44.40) *W,*L 2,395 (51.87) *B 480 (46.14) *B

Educational attainment

 High school graduate or 
less

2,881 (34.40) 1,050 (43.28) *W,*L 1,311 (30.91) *B,*L 472 (54.18) *B,*W

 Some college 2,434 (24.84) 940 (33.01) *W,*L 1,203 (25.08) *B 240 (23.70) *B

 Bachelor's degree or more 3,124 (40.76) 639 (23.71) *W 2,126 (44.01) *B,*L 203 (22.13) *W

Health insurance

 No insurance 954 (9.35) 427 (13.67) *W,*L 304 (6.23) *B,*L 210 (24.50) *B,*W

 Employer-provided 5,693 (68.52) 1,609 (63.92) W,*L 3,449 (72.64) *B,*L 456 (48.73) *B,*W

 Other private 585 (8.10) 161 (6.47) *L 331 (7.89) 74 (9.43) *B

 Public insurance 1,207 (14.03) 432 (15.93) 556 (13.25) 175 (17.34)

Working conditions

High physical demands 2,897 (31.18) 1,093 (45.08) *W,*L 1,397 (29.09) *B,*L 342 (36.41) *B,*W

Low substantive complexity 2,749 (31.37) 1,024 (40.39) *W 1,291 (28.60) *B,*L 382 (44.56) *W

Often pressed for time 3,738 (45.92) 986 (39.66) *W, *L 2,229 (46.90) *B 412 (46.70) *B

J Occup Environ Med. Author manuscript; available in PMC 2024 July 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Whitley and Burgard Page 20

 

All respondents
n=8,439

n (%)

Black
n=2,629

n (%)

White
n=4,640

n (%)

Latino/Hispanic
n=915

n (%)

Hours worked per week

 Less than 40 hours 1,908 (24.60) 563 (23.66) 1,101 (25.82) 192 (21.96)

 40 hours 3,499 (37.84) 1,291 (44.05) *W 1,650 (33.96) *B, *L 442 (47.95) *W

 41–50 hours 1,909 (24.37) 426 (16.89) *W, *L 1,264 (27.25) *B 166 (17.20) *W

 >50 hours 1,123 (13.19) 349 (15.40) 625 (12.97) 115 (12.90)

Size of establishment

 Less than 16 employees 2,832 (36.05) 761 (27.47) *W, *L 1,658 (37.07) *B 328 (38.28) *B

 16–50 employees 1,818 (20.94) 555 (19.19) 996 (21.17) 217 (22.90)

 51–500 employees 2,662 (30.19) 913 (36.50) *W 1,384 (29.14) *B 291 (31.14)

 Over 500 employees 1,127 (12.83) 400 (16.84) *W, *L 602 (12.62) *B, *L 79 (7.68) *B,*W

Count of unhealthy working 
conditions

0 conditions 1,122 (13.67) 317 (10.12) 667 (14.32) 94 (9.45)

1 condition 3,080 (36.34) 958 (35.43) 1,721 (37.41) 291 (29.48)

2 conditions 2,735 (32.17) 884 (34.50) 1,444 (31.10) 334 (38.20)

3 conditions 1,235 (14.47) 398 (16.56) 650 (13.76) 165 (18.92)

4 conditions 251 (3.16) 67 (3.07) 149 (3.27) 30 (3.5)

5 conditions 16 (0.20) 5 (0.32) 9 (0.12) 1 (0.44)

Average number reported
Mean=1.58, 
SD=1.00

Mean=1.60,*W*L 
SD=0.98

Mean=1.55,*B SD=1.01 Mean=1.73,*W SD=0.99

a
This is the subsample excluded from the multivariate models.

*B
Statistically significant (p<0.05) difference compared to Black workers based on weighted regression.

*L
Statistically significant (p<0.05) difference compared to Latino workers based on weighted regression

*W
Statistically significant (p<0.05) difference compared to White workers based on weighted regression

SD=Standard deviation.

Notes: Proportions (%) and means are weighted using Panel Study of Income Dynamics survey weights. Number of proxy respondents and 
weighted proportion within each group: In overall sample: 2,857, 35.01%. Among Black respondents: 2,034, 22.39%. Among White respondents: 
overall: 1,818, 39.18%; Hispanic/Latino: 337, 36.49%. Comparison across racial/ethnic categories completed for average count of working 
conditions, not for each count value.
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