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A growing literature on the social determinants of health strongly suggests the

value of examining social policy interventions for their potential links to health

equity. I investigate how sectoral job training, an intervention favored by the

Obama administration, might be conceptualized as an intervention to improve

health equity. Sectoral job training programs ideally train workers, who are

typically low income, for upwardly mobile job opportunities within specific

industries. I first explore the relationships between resource redistribution and

health equity. Next, I discuss how sectoral job training theoretically redistributes

resources and the ways in which these resources might translate into improved

health. Finally, I make recommendations for strengthening the link between

sectoral job training and improved health equity. (Am J Public Health. 2010;100:

S88–S94. doi:10.2105/AJPH.2009.181826)

From its earliest days, the practice of public
health has been animated by its link with
economic production and the compelling na-
ture of the stepwise relationship between
socioeconomic position and health, now called
the social gradient in health.1 Research in
social epidemiology indicates that it is not only
absolute income or wealth that matters in
shaping health; various forms of inequality are
also correlated with poor health and dimin-
ished health equity.2 Responding to these
studies, public health researchers and practi-
tioners have long wondered with James Col-
grove, who wrote in the Journal in 2002,

Are public health ends better served by targeted
interventions or by broad-based efforts to
redistribute the social, political, and economic
resources that determine the health of popula-
tions?3

Although most researchers within public
health would agree that both approaches are
necessary, the vast majority of intervention
research in public health focuses on targeted
health interventions rather than on the so-
cial, political, and economic conditions that
put people at ‘‘risk of risks’’4 and the re-
distributive policies that might alter these
conditions.

These latter ‘‘social determinants of health’’
have reached new levels of prominence with
the publication of the World Health

Organization’s 2008 report on health equity
and the social determinants of health. In the
report’s introduction, the authors wrote,

[The] unequal distribution of health-damaging
experiences is not in any sense a ‘‘natural’’
phenomenon but is the result of a toxic combi-
nation of poor social policies and programmes,
unfair economic arrangements, and bad politics.
Together, the structural determinants and con-
ditions of daily life constitute the social deter-
minants of health and are responsible for a major
part of health inequities between and within
countries.5

Such a statement, along with the detailed
recommendations made by the authors,
strongly suggests the value of examining social
policy interventions, especially those that affect
daily life and redistribute resources, for their
potential links to health equity. In this article, I
examine the ways in which one type of social
policy intervention—sectoral job training—-
might be conceptualized as an intervention to
improve health equity. Sectoral job training
programs ideally train workers, who are typi-
cally low income, for upwardly mobile job
opportunities within specific industries. I first
explore how resource redistribution can be
defined in relation to improving equity in
health. I next discuss how sectoral job training
theoretically redistributes resources and the
pathways through which such resource redis-
tribution might translate into improved health.

Finally, I make recommendations for strength-
ening the link between sectoral job training and
improved health and health equity.

RESOURCE REDISTRIBUTION
AND EQUITY IN HEALTH

Reflecting an interest in structural influ-
ences on health, numerous researchers have
investigated the relationship between income
inequality and population health.6 This large
body of literature seems to favor the finding
that, in the United States, income inequality
is correlated with poorer average health
across large geographic areas (typically, met-
ropolitan areas or larger).7 Debate continues,
however, about the strength and even the
existence of the relationship, especially interna-
tionally.8 Although income inequality appears
important in the production of population health,
many researchers have argued that income in-
equality is just one form of inequality that may
matter for health outcomes. Other forms of
inequality—notably those related to power, race,
and class—also have been shown to influence the
health of societies.9

A basic model10 was described by Starfield
and Birn11 that recognizes the multiple mecha-
nisms of inequality through which health in-
equities are produced. They wrote that equity in
health can be produced via 3 or more pathways,
which seek respectively to (1) ‘‘improve access
to health-inducing material goods (better nutri-
tion, housing, education, medical care services),’’
which here I call ‘‘access to material resources’’;
(2) ‘‘ameliorate psychological stress stemming
from perceived social exclusion and the resulting
neuro-endocrine-immune mechanisms that
predispose to illness,’’ which I call ‘‘reduced
chronic stress’’; and (3) ‘‘enable increased politi-
cal power (and control of resources) on the part
of working class and socially excluded popula-
tions,’’ which I call ‘‘increased political power.’’12

These mechanisms, which are supported in the
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literature, are graphically illustrated in Figure 1
and described in more detail later in this article.

Regarding the first pathway, research has
long emphasized the need for a certain amount
of material resources for basic healthy living,
a position that is consistent with the ‘‘neo-
materialist’’ hypothesis of the relationship be-
tween income and health. This interpretation
highlights the ability that income confers on
individuals to purchase health-inducing goods
and services such as health insurance, safe and
healthy housing, and nutritious foods.13 As for
the second pathway, researchers have posited
that low social status is associated with lower
control (especially in employment settings) and
reduced ability to participate in society,14 as well
as the lived experience of ‘‘inferiority,’’15 all of
which produce chronic stress. A wide range of
possible sources of chronic stress associated with
low social status have been studied.16 The
psychosocial mechanisms producing these vari-
ous forms of chronic stress have physiological
implications as well, because they produce ‘‘wear
and tear’’ (or allostatic load)17 on physiological
systems that must constantly adapt to stressors.
Over time, allostatic load can lead to disease
across multiple biological systems.18

Regarding the third pathway, researchers
studying political and economic systems have
repeatedly theorized and demonstrated the
role played by lack of political and economic
power among the working classes as integral to
the production of health inequalities.19 One
researcher in particular, Thomas LaVeist, finds
that a relatively higher level of African American
political power (as measured by the proportion of
African Americans on city councils divided by

the proportion of African Americans in the
voting-age population) is correlated with lower
African American postneonatal mortality rates.
He also notes that White postneonatal mortality
rates do not change with increasing African
American political power. Thus, in this case,
increased political power among African Amer-
icans is associated with reduced Black–White
health inequalities.20

In speculating about the mechanisms of this
relationship, LaVeist suggests that ‘‘community
organization’’ in the form of politicized action
may have a role. This is in line with a recent
article reporting on the work of the World
Health Organization’s knowledge networks,
which underscored the importance of engaged
civil society organizations and coalitions, in-
cluding labor unions and social movements (for
instance, advocating for environmental justice),
in working toward social, political, and eco-
nomic changes that can nurture health equity.21

The implication of Starfield and Birn’s model
is that income redistribution alone—through
standard redistributive policies such as taxa-
tion, cash transfers, and a minimum wage—is
unlikely to reduce health inequities as it ad-
dresses only the first of these pathways.22 Job
training, when implemented successfully, may
achieve both economic redistribution (by dis-
tributing work opportunities to those who have
not traditionally had access to them) and associ-
ational redistribution, in which governments
‘‘intervene to alter how groups are formed in the
economy and in the broader society.’’23 In this
model, associational redistribution speaks to the
importance of being an employed member of
society for reducing certain forms of chronic

stress and increasing political power. Because the
model addresses redistribution of material goods,
opportunities, associations, and power, I refer
to shifts in all 3 of its pathways as ‘‘resource’’
redistribution.

JOB TRAINING AND EQUITY
IN HEALTH

There are several reasons to consider the
relationship of job training to equity in health.
First, job training, unlike other policy interven-
tions for redistributing income alone, also aims
to improve the education level, employment
level and wages, and ideally the class position of
the poor and working-class populations that it
trains. Thus, job training as an intervention
addresses all 3 of Starfield and Birn’s pathways.

One could point to examples of job training
programs that appear to be having many of
these effects. Seattle’s Apprenticeship Oppor-
tunities Project (AOP), for instance, increased
the demand for construction apprentices by
passing city policies requiring certain percent-
ages of apprentice labor hours (including spe-
cific requirements for racial/ethnic minorities
and women) on large public construction pro-
jects. The AOP also increased the supply of
apprentices by training people to fill these
positions. The apprenticeships and jobs in
which participants ultimately were placed of-
fered an average wage of over $12 per hour.24

The program thus increased the skill levels,
employment opportunities, and levels of em-
ployment, and ideally over time it will improve
the class position of a large group of disadvan-
taged workers. In conjunction with these
changes, workers may gain better access to
health-inducing material goods, reduced chronic
stress, and increased political power.

A second reason is that populations of public
health concern are often also those that are
targeted by and seeking job training programs.
As suggested by the description of the AOP,
job training programs often concentrate their
work on disadvantaged minority populations.
This concentration may happen intentionally,
as in the case of the AOP, or unintentionally via
neighborhood-based or income-based appli-
cant criteria that are correlated with minority
race/ethnicity. Race has emerged as a particu-
larly salient characteristic in producing health
inequality through such proposals as the

FIGURE 1—Mechanisms producing equity in health.
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‘‘weathering’’ hypothesis of Arline Geronimus
et al., which posited that

Blacks experience early health deterioration as
a consequence of the cumulative impact of
repeated experience with social or economic
adversity and political marginalization.25

Their research shows that African Ameri-
cans have higher levels of damage to biological
systems than do White populations throughout
the life course and that these differential
levels are not explained by differences in rates
of poverty.26 Thus, if job training can improve
conditions of social, economic, and political
adversity for minority populations, it may also
help to arrest the effects of weathering. In
addition, the process of training itself may pro-
vide an opportunity for programs to help en-
hance access to health services directly, by link-
ing disadvantaged trainees to state-subsidized
health services or insurance.27

A third reason is that, as others have pointed
out,28 political feasibility plays a key role in
considering which policies may be worth exam-
ining in conjunction with population health.
Education and training initiatives have emerged
as a major area of policy interest for the Obama
administration. Progressive policy analysts
lauded the administration’s inclusion of in-
creased funding for education and training in the
American Recovery and Reinvestment Act, ar-
guing that ‘‘education and training can thus be
both an effective short-term stimulus and a long-
term investment in the economy.’’29 Building
on this, in July 2009, the administration an-
nounced a $12 billion initiative to support com-
munity colleges in their efforts to train and retrain
their student population of mostly working adults
for ‘‘jobs of the future.’’30 Sector-focused train-
ing programs are cited in particular in the
accompanying report as a ‘‘promising approach’’
to building a more effective training system.31

SECTORAL JOB TRAINING

Of the many types of job training programs
currently in operation throughout the United
States, sectoral approaches to job training
and workforce development have become in-
creasingly popular over the last decade. These
programs focus on training workers for a single
industry and, usually, a single job type.
Trainers, often working closely with commu-
nity colleges, may develop curricula in

conjunction with industry employers to ensure
that trainees have the appropriate skills for
employment upon completion. Although sec-
toral approaches to workforce development
may have originally been focused on higher-
skilled jobs,32 there has been an increasing
interest in using sectoral programs to train low-
skilled and poor workers.33 If such programs are
successful in training these populations to work
in local growth industries, they comprise a much-
touted ‘‘win-win’’ situation, in which poor but
newly skilled workers are used to attract in-
creased business development around a particu-
lar industry, while at the same time these
populations gain access to jobs and advancement
opportunities.34

Sectoral programs operate through 2 pri-
mary mechanisms: (1) working with low-
income or low-skilled individuals through job
training programs and (2) working within local
industry and policy environments to engage in
systems change that will allow trainees to be
placed in high-quality jobs. The Aspen Institute
outlined 3 domains of change that sectoral
initiatives might undertake toward this latter
goal: (1) changing industry practices around
recruitment, training, promotion, and compen-
sation; (2) improving the education and train-
ing system; and (3) altering public policy re-
lating to workforce, education, labor, and
business practices.35

In defining ‘‘high-quality’’ jobs, I take a cue
from the criteria by which sectoral programs’
job placements are judged. An evaluation of 6
sectoral training programs from around the
country suggests that a ‘‘high-quality job’’
should involve (1) a combination of earnings
per hour and hours of work that results in
annual earnings above the poverty level; (2)
work patterns that are steady throughout the
year and that do not require ‘‘patching’’ or
holding more than one job simultaneously; (3)
the provision of benefits such as health in-
surance, paid vacation, paid sick leave, a pen-
sion, and ongoing paid training opportunities;
and (4) work that participants find satisfying.
An additional aspect of high-quality jobs is
connected to advancement, often through the
development of career ladders that

lay out a sequence of connected skill upgrading
and job opportunities, with each education step
on the ladder leading to a job and/or further
education or training.36

Sectoral training programs may be more
likely to achieve their goals when career lad-
ders are well defined, although it appears
possible for programs to succeed without the
development of career ladders.37

I focus on effective sectoral employment
initiatives because they have a potentially
strong ability to redistribute resources. Al-
though the reach of sectoral employment
initiatives is somewhat limited because
a great deal of work is required to establish
partnerships between trainers and industry,
the number of these programs has grown
significantly in recent years, increasing from
several dozen across a few industries in the
1990s to more than 200 across more than
20 industries in 2007.38 Government funding
for these programs has increased, and these
programs have increasingly become institution-
alized via collaborations with community col-
leges, local workforce oversight boards, and
business associations.39 Sectoral programs are
also highly politically feasible under the current
administration, which conceptualizes workforce
development as catering both to workers and
businesses.40

In part because these programs require
a great deal of coordination, however, it is
difficult to implement them faithfully according
to these models. Given this problem, although
evaluations of sectoral job training programs
indicate some success in increasing earnings for
those who complete these programs, they also
indicate that many trainees drop out before
completing programs.41 In a large-scale evalua-
tion of federally funded sectoral initiatives,
Pindus et al. found that, because of funding and
time constraints, many grantee organizations
focused primarily on business or industry needs
and trained a target population that could be
easily prepared to meet these needs: ‘‘While
these projects may have been quite useful to
the workers involved, they were less likely to
involve hard-to-serve populations.’’42 A reverse
problem has also been known to arise in the
implementation of sectoral training programs. In
this case, although the focus remains on ‘‘hard-to-
serve’’ workers, the training program does in-
adequate work to advance systemic changes
within the industry that will allow these workers
to find jobs and move up.43 In both of these
cases, the promise of sectoral job training for low-
skilled workers is not fulfilled; in the first case,
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because low-skilled workers may no longer be
eligible for the program, and in the second
because low-skilled workers may have difficulty
finding stable work in the industry following the
program.

POSSIBLE PATHWAYS LINKING
SECTORAL TRAINING AND EQUITY
IN HEALTH

One model for the pathway between sectoral
job training and health equity, which builds on
the relationship between resource redistribu-
tion and health outlined earlier, is shown in
Figure 2. The thicker arrows in the diagram
show the relationships between the ideal out-
comes of sectoral job training programs and the
pathways toward health equity. The model is
primarily focused on dynamics that are rele-
vant to the experiences of individuals partici-
pating in sectoral training programs, although
the larger a population such programs can
address, the greater the potential impact on
health equity.

Beginning with the first pathway, research
and theory support the linking of earnings,
benefits, and job advancement with material
resources. As mentioned in the ‘‘Resource Re-
distribution and Equity in Health’’ section, the
rationale behind the neo-materialist interpre-
tation of the link between income inequality
and population health is that increased income
allows individuals to purchase goods and

services that improve health, such as health
insurance, housing, more nutritive foods, and
even gym memberships.44 Employer-provided
benefits such as health insurance subsidies, paid
sick leave, and paid vacation all serve to provide
economic security,45 thus helping to maximize
access to health-related material resources. Sim-
ilarly, because of the increased earnings and
typically increased benefits associated with job
advancement, advancement up a career ladder
will likely also improve access to material re-
sources.

Employment of the kind described here
probably also reduces certain sources of
chronic stress. Researchers define chronic
stress as spanning multiple possible domains,
including the domains of occupation, finances,
marriage, family, social life, housing, health,
race/ethnicity, gender, and sexual orienta-
tion.46 Logic suggests that some forms of chronic
stress (financial, at the very least) are likely to
accompany the experience of unemployment for
most people. Because sectoral job training pro-
grams typically cater to those who are unem-
ployed, program participation and subsequent
employment may reduce these forms of chronic
stress.47 However, the features of jobs in which
trainees are placed may have important impli-
cations for stress as well, as recent studies have
found that less secure jobs are related to psy-
chological distress48 and fatigue.49 Indeed, a sys-
tematic review indicates that although some
interventions to improve employee control at

work have beneficial health effects, such inter-
ventions are unlikely to protect employees from
the health effects of job insecurity.50

Additionally, even if secure, work itself may
generate its own chronic stressors because of
unfavorable ratios of job demands, job control,
and support on the job, which in turn have
negative health implications.51 Although unfa-
vorable ratios and poor working conditions are
not consistent with the kinds of labor that
sectoral job training programs aspire to, they
serve as a reminder that job placements offering
unfavorable ratios of demands, control, and
support (for instance, high demands, low control,
and low support) diminish the ability of such
programs to improve health.

Employment resulting from effective sec-
toral job training programs may also increase
the political power of populations participating
in sectoral job training. Vicente Navarro argued
that such power is critical to health equity.
In his research, Navarro used electoral behav-
ior and trade union characteristics as indicators
of political power.52 Although we lack data
to speculate about entry into union labor
associated with sectoral training programs, it
is possible to theorize about changes in elec-
toral behavior associated with employment.
Census data indicate that those in the overall
labor force vote at higher rates (65.2% in
2008) than those who are unemployed
(54.7%).53 Voter registration and voting rates
also increase steadily with increasing income and

FIGURE 2—Pathways between sectoral job training and increased equity in health.
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educational attainment.54 Provided that sec-
toral job training programs move people up
a career ladder through continued training
and education, this may hold true for sectoral
program graduates as well.

MAXIMIZING THE IMPACT OF
SECTORAL TRAINING PROGRAMS
ON HEALTH EQUITY

As the discussion of the pathways between
sectoral job training and improved health
equity suggests, the model is very much de-
pendent on the ideal functioning of sectoral job
training programs. This situation leads to
a proposal of several recommendations re-
garding the implementation of these programs.

Recommendations for Optimizing

Sectoral Approaches

There are a number of actions that local
governments, workforce stakeholders, and job
training programs can take to optimize sectoral
approaches.

First, local governments can ensure that
sectoral job training programs serve the low-
income, low-skilled populations they theoreti-
cally target. This is in keeping with the ad-
monishment in the Council of Economic
Advisers’ report that training programs should
not ‘‘cream skim.’’55 Creating further advantages
for those who already have some advantage
in the world of employment will increase dis-
parities in resources of the kind discussed in this
article.

Second, local governments can encourage
sectoral job training programs to engage in
the kinds of ‘‘systems change’’56 required to
ensure that high-quality, career-ladder jobs are
available for graduates. Bennett and Giloth
provide several specific recommendations for
accomplishing this in their study of social equity
and economic development in 5 American cities.
These recommendations included working with
other workforce players to construct career
pathways in growth industries and making sure
that economic incentives offered to private in-
dustry are contingent on wage and job quality
guarantees, first-source hiring, and workforce
development contributions.57 Additionally, as
Geronimus et al.’s research indicates, if being
African American in a racist society is what
drives the weathering phenomenon,58 then

sectoral job training programs that place African
American participants in racist workplaces will
not improve health. To the extent possible, non–
racially discriminating workplaces should be
cultivated as part of sectoral ‘‘systems change.’’

Third, they can work to bring industries that
may offer healthy, high-quality, career-ladder
jobs to entry-level workers to the region. As
Bennett and Giloth wrote of the cities in their
study, ‘‘None of our case study cities challenged
the nature of economic growth that was oc-
curring. . . . [F]or the most part, our cities tried
to compete for the economy before them.’’59

This failure to engage in debates around the
social impact of economic development has
implications for the kind of work that is available
for trainees, which in turn has implications for
both job outcomes and health.

Recommendations for Optimizing Job

Training for Health Improvement

Job training programs can optimize job
training for improved health by taking the
following actions. First, they can ensure that
training program staff deal with participants’
existing health issues in ways that are support-
ive of trainees. Throughout sectoral job train-
ing programs, students are asked to show that
they will make good employees in the target
industry by demonstrating proper ‘‘demeanor,
professionalism, and self-discipline.’’60 Success-
fully performing these dispositions and modes
of behavior may require trainees who live
with chronic illness, for instance, to present
their illnesses in particular ways. These presen-
tations are unlikely to have beneficial clinical
outcomes in the absence of access to health care,
and may affect the ability of trainees to remain in
the workforce following job placement. Thus,
whether training programs can provide access to
health services for their trainees, program staff
should attend to the performative demands of
their programs and the potential role of health in
these performances.

Second, training programs can link trainees
to services to improve health during training.
Chronic illness, injury, and other kinds of
health problems are prevalent among the low-
income and minority populations often tar-
geted by sectoral job training programs. These
health issues can create a major barrier to
completing training and finding work. Al-
though job training programs often note

resource limitations as a reason for not pro-
viding health services, programs that do pro-
vide them frequently find that these kinds of
‘‘support services’’ are integral to the success of
low-income participants in completing training
and job placement.61

CONCLUSIONS

Sectoral training programs, whether part of
urban development initiatives or federal edu-
cational and training efforts, appear to com-
prise a workforce development approach with
increasing popularity and reach. However, the
success of these programs depends on a com-
plex array of factors, which have been sum-
marized here. Likewise, an important set of
outcomes depends on these programs’ success.
Implemented well and with attention to the
recommendations given here, sectoral training
programs provide an unprecedented opportu-
nity to potentially improve not only the em-
ployment, incomes, and educational levels of
historically disadvantaged populations, but also
their health and the health equity of the areas
in which they live. j
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