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Chinese Immigrant Restaurant 
Workers’ Injury and Illness 

Experiences
Jenny Hsin-Chun Tsai, PhD, ARNP, PMHCNS-BC

ABSTRACT. Restaurants are an important source of employment for immigrants in the United States. 
This article discusses the findings from an ethnographic study on Chinese immigrant restaurant 
workers’ occupational injury and illness experiences. Eighteen participants were interviewed; 10 of 
whom attended follow-up focus groups. The author used ethnographic content analysis to analyze 
the data. On-the-job cuts and burns were the most common injuries. Musculoskeletal disorders, or 
specifically aches and pains, soreness, or numbness were the most troubling occupational illnesses. The 
author identified three cultural concepts pertinent to the causes of occupational illnesses during data 
analysis. Participants used multiple methods to heal their injuries and illnesses and to keep themselves 
safe and healthy. Implications for cultural competence in US occupational safety and health research 
and practice and elimination of health disparities in immigrant workers conclude the article. 
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mmigrants are a major workforce source for the United 
States. According to the Bureau of Labor Statistics 2005 
data,1 immigrants composed approximately 15% of the 

US workforce aged 16 and older. Increasingly, immigrants 
are seeking restaurant jobs because formal credentials are 
generally not required to work in the most prevalent, lower 
skilled restaurant positions.2 The New York City Restaurant 
Industry Analysis,3 for example, reported that in 2000, 
67.5% of restaurant workers in New York City were im-
migrants, representing a 19.5% increase from 1980. The 
National Restaurant Association reported4 that 26% of food- 
and drinking-establishment employees speak a language 
other than English at home, and that there is an increased 
hiring of immigrant workers in the US restaurant industry. 

A multitude of occupational hazards are present in res-
taurants5–7 and pose a threat to restaurant workers’ safety 
and health. In 2005, employees from restaurant and other 
food and drinking establishments accounted for 5.7% (n 
= 241,300) of nonfatal occupational injuries and illnesses 

in the US private industry and 4% (n = 52,130) of nonfatal 
occupational injuries and illnesses requiring days away 
from work, job transfer, or restriction.8 Sprains and strains 
are the most reported nonfatal injuries involving days away 
from work. Cuts, lacerations, and punctures have the second 
highest incidence rate, followed by heat burns.9,10 As for 
occupational illness, musculoskeletal disorders (MSDs) are 
common to restaurant workers, with soreness and pain being 
the most reported symptoms.9,11 Associations among food 
services workers and contact dermatitis, respiratory symp-
toms, and cancer have also been reported.5,6,12,13 

Most of the current literature uses epidemiological ap-
proaches to describe the pattern and magnitude of work-
related injuries and illnesses among restaurant workers. Al-
though the literature addresses the breadth of the problem, 
it has major limitations for addressing immigrant restaurant 
workers’ occupational health and safety. US Occupational 
Safety and Health Administration (OSHA) logs, workers’ 
compensation claims, and hospital records are the primary 

I
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data sources for the current literature, yet these sources have 
been deemed unreliable in capturing the true extent of the 
US workforce’s injuries and illnesses.14,15 In addition, public 
policies pertinent to service use, health insurance coverage, 
cultural and language factors, immigration and citizen-
ship status, and low-income classification make immigrant 
workers—both legal and undocumented—reluctant to report 
injuries, seek medical assistance, or take time off work.16,17 
Thus, the reporting problem is particularly apparent with, 
and detrimental to, low-wage immigrant workers who are 
more vulnerable than their native-born counterparts. Alter-
native data collection methods should be considered to fur-
ther understand the extent of immigrant restaurant workers’ 
injuries and illnesses. 

More important, the current epidemiological literature 
does not contribute to the understanding of occupational 
injuries and illnesses as a sociocultural experience. Anthro-
pologists and sociologists have pointed out that meaning 
and perceptions of experience (eg, injury or illness) may 
vary because each individual’s view of the experience is cul-
turally shaped.18,19 To succeed in changing immigrant work-
ers’ behaviors to promote their health and safety, research is 
needed to explore the cultural context of worker behaviors. 
Ethnography is a methodology grounded in a commitment 
to explore human experiences within particular sociocul-
tural settings using a range of data-gathering techniques and 
data sources.20 It is suited for exploring immigrant workers’ 
cultural experiences because of its focus on the socially 
constructed reality of occupational experiences.

To address the gaps in the literature, this article focuses on 
Chinese immigrant restaurant workers’ occupational injury 
and illness experiences and the efforts they make to promote 
occupational safety and health in their sociocultural immigra-
tion contexts. The data for this article were collected as part of 
a larger ethnographic study that used interviews, participant 
observations, and paper-and-pencil questionnaires to explore 
Chinese immigrants’ occupational experiences, health and 
safety issues associated with their restaurant work, and indi-
vidual and contextual factors influencing their experiences. 
Because of space limitations, the Methods section only in-
cludes information pertinent to the foci of this article. 

METHODS

Setting and Participants Recruitment

The study was conducted in metropolitan Washington 
state from 2004 to 2006. Prior to the start of the study, 
human subjects approval was obtained from the principal 
investigator’s (PI) affiliated institution. Participants were 
given a complete explanation of the study during the in-
formed consent process. Once their questions were an-
swered and they agreed to participate, written consent was 
obtained prior to data collection for each participant. 

Using purposeful sampling among the PI's social net-
works and the research coordinator's interpreter-serivices 

contacts, we recruited immigrant workers who were (1) 
foreign-born Chinese, (2) aged 18 or older, and (3) Chinese 
or English speaking. From previous experiences with im-
migrant populations, the PI found network referral to be 
an effective method to recruit participants for purposeful 
sampling. An additional criteria was having a minimum of 6 
months work experience in restaurants because it generally 
takes 6 months for new immigrants to begin to understand 
their surroundings.21 The 6-month time frame was consid-
ered sufficient for participants to understand their workplace 
and provide informative information about their experi-
ences. In addition to the broad inclusion criteria, sex, age, 
job category, types of restaurants, length of time working in 
restaurants, and geographic locations of the restaurants took 
precedence in sampling consideration to achieve representa-
tive coverage and inclusion in qualitative research. Recruit-
ment and data collection were discontinued when the study 
reached data saturation or informational redundancy.22

Data Generation
Data reported in this article were generated through 18 

completed 28-item Demographic and Immigration Ques-
tionnaires (DIQs), 18 semistructured individual interviews, 
3 follow-up individual interviews, and 4 focus groups. The 
PI (proficient in Chinese) and the coordinator (proficient in 
both Chinese and Cantonese) were responsible for the data 
collection. (Cantonese is 1 dialect spoken by the Chinese 
and can be written in Cantonese or Chinese [Mandarin]. The 
written forms of these 2 languages are similar, but Canton-
ese writing also includes characters used to represent sounds 
phonetically.23 Cantonese is a commonly used Chinese 
dialect in the United States.) The DIQ was collected at the 
beginning of the individual interview. Developed in Chinese 
for the study, the DIQ was designed to provide general un-
derstanding of the sample’s demographic and immigration 
background. The individual interviews were 1.5 to 2.0 hours 
in length. To obtain a range of experiences (or phenomenon 
variations) and the domain of the phenomena beyond a 
single participant’s personal experience,24 participants were 
probed to describe not only examples from their personal 
experiences, but also other people’s experiences that were 
known to them. A total of 21 interviews, including follow-
up interviews with 3 participants, were conducted. 

Upon completion of the interview data analysis, each 
participant was invited to attend a focus group (FG) to help 
validate and refine data interpretation. Anthropologists Agar 
and MacDonald25 suggested that the interviewees provide 
the interviewers with a full explanation of their insiders’ 
perceptions, reasoning, or actions about the phenomenon 
studied in individual interviews. Through information ex-
change among group members, FGs permit the researchers 
to further validate the findings that are derived from their 
analysis of individual interview data for completion. A total 
of 4 focus groups were conducted with 10 participants. At 
each FG, the PI (facilitator) presented a brief summary of 
the results and then asked how the results were consistent 
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with the participants’ experiences. Participants were also 
asked about their coworkers’ experiences. Most examples 
were similar to what had already been discussed in their in-
dividual interviews, thus validating much of the information; 
occasionally, new examples were introduced and this served 
to enrich the data. Chinese was the primary language used in 
the FGs. If the participants used Cantonese to express their 
ideas, the coordinator served as an interpreter (in addition to 
his moderator role) for the PI during the interview. 

Data Analysis

The coordinator transcribed each interview. After tran-
scription, the PI checked 4 randomly selected transcripts 
against the interview recording for transcript accuracy. No 
serious content omission or mistakes were found. Errors 
were mostly due to a participant’s accent or use of col-
loquialism. Using the principles of ethnographic content 
analysis,26 the PI read each transcript word by word and 
highlighted the texts that appeared to capture the injury or 
illness experiences with descriptive codes. The impression 
or thoughts about the data were noted as memos. Once all 
of the transcripts were coded in ATLAS.ti27—a qualitative 
data management software—all of the highlighted texts 
with codes (eg, physical symptoms, self-care efforts) re-
lated to injury and illness experiences were retrieved and 
printed out for further within- and between-interviews 
comparisons. The purpose was to explore similarities and 
differences, identify overlap and/or duplications of codes, 
and ensure that no important codes were overlooked. While 
examining the retrieved data segments, the PI revised some 
codes or quotations. After multiple iterations of recoding, 
the last step was to integrate the final set of codes into 
meaningful categories or analytical statements on the basis 
of how the codes were related and linked. To ensure that 
alternative interpretations of the data were considered, the 
PI coded each transcript in consultation with the coordina-
tor or the co-PI (an English-speaking occupational safety 
and health researcher). 

RESULTS

Demographics of Study Participants

Study participants consisted of 9 women and 9 men 
who emigrated from China (n = 9), Hong Kong (n = 4), 
and Taiwan (n = 5) to the United States between 1970 and 
2002. The mean age was 48.8 years (SD = 13.5 years). All 
participants were admitted through family sponsorship, 
except 1 person who was sponsored by his former US 
government-based work. Twelve participants had obtained 
US citizenship and the rest had permanent residence status 
(otherwise known as a green card). Among 18 participants, 
only 1 person had work experience in restaurants prior to 
coming to the United States. At the time of the interview, 
each participant had worked in restaurants for 10 months 
to 25 years (M = 6.3 years, SD = 7.6 years); occupations 

included busperson (n = 1), waitperson (n = 9), cashier (n 
= 3), dishwasher (n = 5), food preparation assistant (n = 4), 
chef’s assistant (n = 3), cook (n = 4), and owner (n = 4). 
Nine participants had experienced at least 2 types of occu-
pations. The 4 participants who were owners also worked in 
various capacities (eg, cashier, cook, or waitperson) in their 
own restaurants. All 18 participants worked in full-service 
restaurants, mostly Chinese restaurants. Three had exclusive 
experiences in non-Chinese restaurants: American, Greek, 
and pan-Asian. 

Occupational Injuries: “It Happens All the Time”

Nature of Injuries and Common Causes 

All 18 participants had experienced minor nonfatal oc-
cupational injuries that required no more than first aid. Cuts 
were the most frequently mentioned kung-shang (injury at 
work). Regardless of the type of restaurants in which they 
worked, broken glasses or dishes were the common causes 
of cuts. Three participants also reported 6 serious incidents 
encountered by their coworkers that were caused by knives, 
broken dishes, or meat slicers and required stitches or even 
multiple surgeries to heal. Burns were the second most 
mentioned nonfatal injury. All but 2 reported cases were 
minor burn injuries. Hot oil, hot plates or dishes, and hot 
water were common sources of the injuries. Unlike other 
burn injuries, 1 food preparation assistant reported a unique 
incident caused by wearing a wrist bracelet. She stated, “I 
had a bracelet on when I was frying stuff. I was frying, fry-
ing, and frying. Mealtime went on for several hours. Wow, 
my entire bracelet became hot! But it was tied to my wrist. 
I felt the heat and tried very hard to get rid of it. But it was 
still there.” As a result of this event, she learned not to wear 
any metal jewelry to work. 

Five participants also reported strains, sprains, broken 
skin, and eye irritation. Moving or carrying heavy objects, 
such as pounds of food or a stack of trays, was a common 
cause of strains. One waitperson reported an ankle sprain 
caused by missing a stair step. A dishwasher experienced 
broken skin as a result of cleaning spoiled pots and pans. 
“You know, it is harder to clean the stuff used for roast-
ing. Then the pans used to fry fries are covered with oil. 
You clean them with a scrubber back and forth. Your skin 
becomes thick and breaks from those spots,” said the dish-
washer. Another dishwasher witnessed his coworker’s eye 
injury. He stated, “[I saw it] twice. . . . [They] carelessly 
dumped things [into the sink]. Bleach water splashed over 
everywhere and got to [her] eyes. . . . She took a day off on 
the next day.” Participants did not deem any of these injuries 
as serious or requiring medical treatment. 

Acceptance of Minor Occupational Injury 

Despite frequent encounters of injuries such as minor 
cuts and burns at work, participants perceived these injuries 
as inevitable when working in restaurants. Statements such 
as “hurting [your] hands or feet, sure . . . getting cuts, or 
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bleeding—these are sure things” or “hands get burned all 
the time” were common in the data. There was a sentiment 
among participants that minor injuries in their work was 
expected. As a waitperson with 13 years of experience 
stated, “[I] have worked [in restaurants] for many years, 
haven’t seen (brief pause) any big things like kitchen people 
or waitpersons needing to go to the hospital. It’s always 
been (brief pause) these small things, like being cut by a 
knife.” Overall, the participants were not very concerned 
about their safety at work. A dishwasher who had worked 
in a non-Chinese restaurant for 6 years casually stated, “Oil 
sometimes would fall on your feet. Just a small drop. Burn 
medicines or (brief pause) bandages (in English) are in the 
bathroom. They [cooks] would just put it on themselves!” 
Even the 3 participants who had reported serious laceration 
incidents encountered by their coworkers did not appear to 
be concerned about the occupational risk they might face in 
restaurants. Among all 18 participants, only 1 waitperson, 
who was a nurse in China, showed slightly greater concern 
over possible burn injuries. “Because I worked (brief pause) 
on a burn unit before, I particularly fear of these things. 
Water, no big deal. But if it’s thick liquid [like sweet-and-
sour sauce or congee], it’s problematic. You can’t wipe 
it off,” she said. Her professional experience in China 
appeared to influence her perception. 

Occupational Illnesses

Nature of Illnesses

MSDs were the most mentioned occupational illness 
(chih-yeh-ping, ie, occupation-caused disease) in the data 
cited by 16 participants. Arthritis (fan-shih), frozen shoul-
der or adhesive capsulitis (chou-chien-yen), and carpal 
tunnel syndrome (stated in English) were named by 3 par-
ticipants. Nevertheless, participants included pain, aches, 
soreness, and/or numbness in shoulders, backs, wrists, 
fingers, knees, legs, or feet; deformity of fingers or toes; 
and cramp in legs in the category of chih-yeh-ping. For 
instance, a waitperson reported having pain in both shoul-
ders and hearing coworkers complain about “sore lower 
back and achy bones,” “achy feet,” or “shoulder pain.” A 
dishwasher stated, 

When it’s busy, [my hands] get quite tired. You need to 
use fingers to grab things or move things up [and down]. 
After awhile, your hands and joints feel pain. . . . Legs 
also get tired. In fact, after you have worked [in restau-
rants] for some time, your joints feel sore sometimes. 
Usually your legs feel tired as well.

The participants perceived waitpersons and kitchen workers 
as more susceptible to musculoskeletal problems than workers 
in other restaurant positions. Musculoskeletal aches and pains 
disturbed some participants’ sleep; 2 participants were forced to 
leave their jobs because of their severe shoulder problems.

In addition to musculoskeletal disorders, several partici-
pants also mentioned skin allergy, chronic poor skin condi-
tions, stomachache, and pulmonary problems. For instance, 
as a result of contact with detergent, the dishwasher who 
developed frozen shoulder 1 month after starting work also 
experienced skin problems. She stated, “My whole hand 
was damaged because I have bad skin. . . . It’s painful! How 
could it not be? The area was all damaged. You have muscle 
in there.” Needing the job, this dishwasher endured the pain 
caused by frozen shoulder for 2 years; ultimately, she had 
to quit the job because of her skin problem and the pain as-
sociated with her bad skin. 

Causes and Cultural Interpretations 

Engaging in repetitive motions over time was the most 
cited cause for participants’ aches and pains. These motions 
included grabbing and loading or unloading dishes, carrying 
heavy loads of objects, moving cookware such as woks up 
and down, constant use of fingers to prepare food, long 
hours of standing, and constant walking or running. As a 
waitperson stated, “[Chih-yeh-ping is] like pain in your 
shoulders. Your legs walk too much. What you do basically 
needs you walk constantly. Maybe this can lead to—oh, 
I don’t know, perhaps ku-tsu [spinal hernia] and also 
affect joints.” An owner and former waitperson stated that 
because “they often stand for 10 hours or more,” kitchen 
workers, in particular, often experienced swelling and pain 
in the knees and feet. 

Constant walking or running and frequent use of fingers 
to prepare food were also perceived as causes of toe or 
finger deformity, respectively. A quote from a participant 
who had worked in restaurants for 10 years as kitchen staff, 
waitperson, and busperson is illustrative: 

You walk most of the time. You can calculate (brief 
pause) how many miles you walk [at work] each day. . . . 
Often the soles of your feet become numb after walking. 
. . . The shapes of [my] toes all have changed because 
the shoes have pressed (brief pause) on them. They all 
have become flat.

Three cultural concepts related to aches and pains and 
stomachache emerged from the analysis. The first concept 
was lei, which could mean tiredness, fatigue, no energy, 
or weariness in Chinese. This concept was also used to de-
scribe an external demand, such as participant’s workload, 
and a force that brought on or aggravated their aches and 
pains. As one waitperson stated, “It is not dangerous to work 
in restaurants. But lei—yes. When you are busy, you need to 
go in and out constantly. You need to carry bowls and plates 
[into the kitchen] and also carry the dishes [out]. Your entire 
lower back is in pain. When you are lei, your body feels 
tired.” A dishwasher stated, “Because of lei, I became ill. I 
worked there for half a year. Others thought I changed a lot 
because I was ill . . . chou-chien-yen (adhesive capsulitis/
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frozen shoulder).” Later in the focus group, this dishwasher 
stated that chou-chien-yen was a chronic condition and hard 
to “get rid of completely.” She was pain-free when she did 
nothing these days. However, once lei became apparent, 
even at a lesser degree, her pain would come back. 

The second cultural concept was related to balance and 
regularity. Chinese believe that maintaining harmony and 
balance, as well as staying in the middle of the Tao (or way), 
are critical to health.28 Participants generally ate meals at 
their restaurants. Because of the nature of their work, their 
lunch could occur at any time between 2 pm and 4 pm and 
dinner after 9 pm or 10 pm when few customers were around. 
Also, having an uninterrupted meal was challenging. A 
waitperson said, “When [you] were very hungry, you could 
not help but sneak some food [from the kitchen]. When you 
got it, you had to put it [in your mouth] right away.” The ir-
regularity and imbalance of eating was considered the cause 
of stomachaches that their coworkers had developed. 

The third cultural concept reflected Chinese medicine’s 
conceptualization of pathogens for disease. One category 
of pathogens are exogenous agents: wind, cold, summer 
heat, dampness, dryness, and internal heat (fire, warmth).29 
From the participants’ perspectives, water, frozen food, and 
cold air put kitchen workers at risk for arthritis, or fan-shih 
(literally translated as “wind dampness”), or other joint 
problems. As a former waitperson and owner stated in a 
FG, “[Those] who make cold food like chicken, frozen 
shrimps, they have to take them out, defrost, and peel off 
the skin. There are a lot of times that they can get fan-shih, 
because they have to soak [those foods] in water, clean stuff 
[in water].” Two dishwashers believed that fan-shih in their 
fingers was caused by prolonged contact with water at work, 
one of whom suggested that pain medications used for “joint 
pains” by Americans were not very useful because “you’re 
in contact with water for a long time.” In addition to lei, the 
dishwasher with frozen shoulder also pointed out how cold 
air and water affected her health. She stated, 

Our ventilation is so good that freezes you. [My] fro-
zen shoulder also has something to do with it. When they 
fry chickens, they keep the door open at least half of the 
day. Just think about it, how cold it is in the kitchen! You 
constantly are in contact with water . . .Water is every-
where, it’s very wet . . . There is a fan-shih problem. 

Efforts for Self-Care

Taking time off work to rest was considered effective medi-
cine to help participants heal. However, this was not always 
an option for the participants. Typically, participants applied 
first aid to their injuries and then continued their work as 
usual. (A few participants’ coworkers were eventually hos-
pitalized because their injuries required more than first aid.) 
A first aid kit was available at most participants’ workplaces. 
One dishwasher, however, specifically told the interviewer 

that he liked to use the bandages that he brought from China 
because “when they get wet, they do not fall off [like the ones 
you get here would do].” Hence, rather than relying on the 
bandages provided by the employer, this worker brought a 
private supply to work for his on-the-job injuries. 

Participants used both Chinese and Western medicine for 
healing their injuries or illnesses. Chinese medicine products, 
including ching-fan-hung (ointment for burns), wan-ching 
oil (multipurpose over-the-counter medicine), tieh-ta-chiu 
(medicine wine with Chinese herbs soaked in it), and Chinese 
herbal patches, were used to treat burns, strains, sprains, or 
aches and pains. These treatments were used intermittently or 
consistently over a period of time if the problems persisted. 
As a waitperson stated, “One time I was moving my arm up 
to pour tea for customers. My arm suddenly stopped moving. 
I called in sick the next day. I was very scared. . . . I wondered 
if I would become disabled some day. I was very scared. Then 
I put on tieh-ta-yu [oil used for sprains and strains] that I had 
at home for 2 days. It started to loosen up.” 

Unlike Chinese medicine, Western medicine was 
typically considered when the problems were too serious to 
be eased, if not cured, by Chinese medicine or other means 
(eg, gently moving shoulders around). One waitperson 
who treated on-the-job sprains with Chinese medicine 
wine for a month stated that he did not go to a Western 
doctor because “[he] did not want to take the trouble to do 
it.” Among the 18 participants, 4 visited Western medical 
providers. Rest, exercise, pain medications, and surgery 
were prescribed. One waitperson who was a high school 
teacher in Taiwan was an exception in discussing the use 
of Western medicine to help treat sore feet. “My coworkers 
spoke of sore feet. But they said taking Vitamin-B complex 
was helpful. . . . At the time I just started [working], and 
I didn’t have experience. I went home and felt that my 
feet were very sore. After taking B-complex, I got better. 
That’s miraculous,” she said. This participant’s education 
background in her home country might have influenced her 
acceptance of such a preventative approach. 

The participants described how they focused their 
attention on health to alleviate their aches and pains and 
keep their body active. “Being careful” was a phrase 
a few participants used to express their belief that an 
individual’s ability to stay focused on the tasks was vital to 
keeping them from injury at work. Ignoring the aches and 
pains was another mental tactic to take their mind off the 
problems. Despite the pain, gentle movements were used 
to help loosen up stiff shoulders or lessen the aches and 
pains. A quote from the waitperson with frozen shoulder 
illustrates the gentle movement idea: 

It was painful. I could not even move my arms up to 
wash myself. . . . (imitating teeth biting) I had to set my 
teeth firmly to do it. After half an hour, they could gradual-
ly loosen up. I remember watching those martial art movies 
in China. . . . I thought they made it up. Now I understand, 
it is true that it becomes better after moving it around.
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In addition to being reactive to injuries and illnesses, partic-
ipants also tried proactive approaches to keep from incurring 
occupational injuries and illnesses. Keeping the floor clean 
and dry was a practice used to prevent falls. Using tools or a 
piece of cloth to hold hot plates or containers was a method 
to prevent burns. Some participants purchased support shoes 
with grooves on the soles on the basis of their employers’ or 
coworkers’ suggestion; 1 waitperson also used support panty-
hose and girdles and back supports. Although the supplies 
might not be sufficient at all times, gloves were reportedly 
available at some restaurants. However, when asked about 
glove use for preventing cuts or contact with chemicals (eg, 
bleach), participants were consistently negative about using 
gloves. Here are 2 examples from dishwashers:

Getting cut is inevitable. But I am not used to wearing 
gloves. It makes it difficult to do my work.

When I just started, I thought about wearing gloves. 
But after awhile, you (brief pause) just forget about it 
(laugh). Because you want to be able to do your work 
fast. It’s very cumbersome to wear gloves. Also gloves 
in America are not easy to use. They are very small. The 
ones that fit [your hands] are hard to put on and hard to 
take off. . . . Those gloves are only up to [your wrist] 
(pointing to his wrist). Water always goes in. 

Because of the hindrance caused by gloves, participants 
did not use gloves for injury protection. The waitperson who 
was a teacher in Taiwan also mentioned taking a nap before 
going to work and taking a hot bath as soon as she came 
home, as well as paying attention to body mechanics. 

COMMENT 

The restaurant industry, a subcategory of the Food Servic-
es and Drinking Places industry sector, is the largest private 
employment sector in the United States. Approximately 12.8 
million people were employed in 2007, and 2 million jobs 
are expected to be added over the next 10 years.30 Chinese 
immigrants have been a major workforce for this industry,31 
yet little is known about this worker population’s occu-
pational injury and illness experiences. This ethnographic 
study interviewed 18 Chinese immigrants who had been in 
various positions in restaurants for 10 months to 25 years in 
the United States. The ethnographic content analysis results 
reported in this article provide insights into the types of inju-
ries and illnesses they experienced, their efforts to maintain 
their safety and health, and the cultural underpinnings of 
their experiences. 

Study participants evidently knew the terms occupational 
injury and occupational illness in Chinese. The examples 
they used to illustrate their injury or illness experiences sug-
gest that their general understanding of these 2 categories 
was consistent with the US definitions.32 Because the West-
ern concept of occupational safety and health has been ad-

opted by China, Hong Kong, and Taiwan in their systems, it 
was not entirely a surprise that participants’ general concep-
tualization of occupational injury and illness was consistent 
with the US definitions. Overall, the types of injuries and ill-
nesses reported by the participants were similar to the litera-
ture from US OSHA logs, workers’ compensation claims, or 
hospital records. This study added a focus on stomachaches, 
chronic poor skin conditions, and eye irritation as worker 
health concerns, a finding that differs from the commonly 
recorded occupational injuries and illnesses. 

This study reveals that participants not only understood 
the likelihood of work-related injuries, but also accepted 
minor injuries as part of their work. Nearly all participants 
talked about their occupational injury experiences lightly 
and did not perceive any serious work-related safety risk. 
Cuts and heat burns are the second and third leading in-
juries causing employees from restaurant and other food 
and drinking establishments to miss work;9,10 thus, there is 
a likelihood for Chinese immigrant restaurant workers to 
experience more serious cut or burn injuries. Injury preven-
tion education on the potential severity of these injuries 
and range of potential causes could help increase work-
ers’ awareness of their occupational safety risk and further 
change their prevention behavior.33 Local Chinese newspa-
pers and Chinese cable television would be good media to 
disseminate the information; collaboration with agencies, 
organizations, or individual health care providers known and 
trusted by Chinese immigrant workers is another means to 
outreach the population. Moreover, participants’ resistance 
to use gloves for protection suggests a need for research in 
developing products that are more suited to restaurant work 
and identifying means that would motivate restaurant own-
ers to modify their practices to increase employees’ use of 
gloves or other personal protective equipment (PPE). 

Occupational illnesses—mainly the musculoskeletal 
problems—have different sociocultural meanings than in-
juries to the participants. The impacts of these problems on 
the participants were not only physical (eg, pains and aches, 
swelling in feet,) but also psychological (eg, poor sleep, 
scared and worried about becoming disabled). The interfer-
ence in participants’ daily functioning was so significant 
that a few participants became emotional when describing 
their experiences in the FG. This finding has significant im-
plications for health disparities among immigrant workers. 
Work-related MSDs represent a significant concern in the 
current work environment. Early detection and treatment of 
MSDs is critical to better prognosis.34 Because restaurant 
work is typically low wage and lower skilled,2,35 workers, 
like the study participants, feel pressured to continue to 
work through pain without taking time off to rest. Unlike 
their US-born counterparts, immigrant restaurant workers 
face additional barriers for early detection and treatment: 
immigration and citizenship status, English proficiency, and 
knowledge about the US culture and systems.16,36 Instead 
of seeking care from Western medical providers for early 
diagnosis and treatment, study participants used Chinese 
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medicine products to relieve their symptoms so the impact 
of their symptoms on their work and daily living would 
be lessened. Only 4 of the 18 participants went to Western 
medical providers after Chinese medicine or other means 
failed to relieve their symptoms. To better address MSDs in 
immigrant restaurant workers, further large-scale studies are 
needed to understand the magnitude of MSDs among immi-
grant restaurant workers; the impact of MSDs on their work 
performance, daily living, and well-being; health-seeking 
processes for MSDs; and cost-effectiveness of non-Western 
or nonmedical strategies for treating MSDs. Moreover, a 
few participants proactively used PPE to decrease the stress 
that was put on their body, and one person mentioned paying 
attention to body mechanics. From a preventive perspective, 
future research should further examine immigrant restaurant 
workers’ use of PPE and other preventive strategies and 
factors associated with their choices to reduce their risk of 
developing MSDs. 

The 3 cultural concepts identified during data analysis were 
an unexpected but valuable finding for the quest to address 
health disparities in immigrant workers. Anthropologists and 
cross-cultural scholars have called attention to the relation-
ship between culture and health for decades.19,37,38 Because of 
racism and ethnocentrism, we have not effectively addressed 
culture in clinical practice and program development. The 
practices, beliefs, and values inherent in the Western biomedi-
cal culture are too often embedded in clinical practices and 
programs. Instead of recognizing such care or programming 
itself is a barrier to ethnic minorities and immigrants, the cul-
ture of these groups is perceived as a problem, impeding care 
and better health outcomes.38,39 With US demographic chang-
es and increasing concerns of ethnic disparities in health and 
health care, culturally competent systems of care and research 
are increasingly recognized as an effective strategy to elimi-
nate health disparities.40–42 Nearly 12 years ago, the National 
Institute for Occupational Safety and Health identified ethnic 
minority and immigrant workers as “special populations at 
risk” in its first National Occupational Research Agenda43 and 
called for more research with these groups. Since then, there 
have been growing efforts to deliberately take culture into 
consideration and engage ethnic communities in designing re-
search or interventions to ensure cultural appropriateness.44–46 
To the best of our knowledge, our study is the first to focus on 
Chinese immigrant restaurant workers’ occupational health 
and safety issues. Findings on the 3 cultural concepts could 
enhance cross-cultural communication between clinicians in 
occupational health or primary care and Chinese immigrant 
restaurant workers. In addition, future research may benefit 
from the insight our study provides and may use it to develop 
cultural knowledge about other immigrant worker groups so 
that there will be a greater body of knowledge to enhance our 
capacity to reduce health disparities in immigrant workers. 

This study has limitations that should be considered 
when interpreting its findings. First, although data satura-
tion was reached, the sample consisted of only 18 Chinese 
immigrants recruited from a metropolitan area. The findings 

have limited generalizability. Second, to achieve representa-
tive coverage and inclusion, sex, age, job category, types 
of restaurants, length of time working in restaurants, and 
geographic location of the restaurants were considered in 
sampling. There was a range of representation in the sample 
with regard to these variables, except that the participants 
mostly worked in Chinese restaurants in western Washing-
ton. This sample was homogenous in variables such as im-
migration status and immigration mechanism, which limits 
our ability to reflect potential difference associated with 
these variables. Further studies could consider using other 
qualitative research sampling approaches47,48 to gain more 
comprehensive understanding of immigrant workers’ illness 
and injury experiences.

Conclusions 

The US restaurant industry is expanding and so is the 
diversity of its workforce. This article describes findings on 
Chinese immigrant restaurant workers’ occupational injury 
and illness experiences and their ways of self-care for work-
related injuries and illnesses in their sociocultural immigra-
tion contexts. Although additional research is needed, study 
findings provide insight into the sociocultural underpinnings 
of Chinese immigrant restaurant workers’ work-related in-
jury and illness experiences. There is an ongoing research 
movement that is attempting to understand how definitions 
of health and constructions of health care systems promote 
disparities among US ethnic minorities. Such scholarship 
is still in its infancy in the field of occupational safety and 
health. This article provides preliminary evidence to further 
the national effort to explore how health disparities are cre-
ated and sustained in immigrant workers. 
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