American Psychological Association

Chapter Title: EMPLOYMENT CONDITIONS AS A SOCIAL DETERMINANT OF HEALTH IN
LATINO POPULATIONS: POLICY INTERVENTIONS USING THE WHO SOCIAL DETERMINANTS

MODEL
Chapter Author(s): RAFAEL MOURE-ERASO and MARIA JULIA BRUNETTE

Book Title: Occupational Health Disparities

Book Subtitle: Improving the Well-Being of Ethnic and Racial Minority Workers
Book Editor(s): Frederick T. L. Leong, Donald E. Eggerth, Chu-Hsiang (Daisy) Chang,
Michael A. Flynn, J. Kevin Ford, Rubén O. Martinez

Published by: American Psychological Association. (2017)

Stable URL: https://www.jstor.org/stable/j.ctvichrwk5.8

JSTOR is a not-for-profit service that helps scholars, researchers, and students discover, use, and build upon a wide
range of content in a trusted digital archive. We use information technology and tools to increase productivity and

facilitate new forms of scholarship. For more information about JSTOR, please contact support@jstor.org.

Your use of the JSTOR archive indicates your acceptance of the Terms & Conditions of Use, available at

https://about.jstor.org/terms

American Psychological Association is collaborating with JSTOR to digitize, preserve and
extend access to Occupational Health Disparities

JSTOR

This content downloaded from 199.120.30.218 on Thu, 22 Dec 2022 13:42:50 UTC
All use subject to https://about.jstor.org/terms



EMPLOYMENT CONDITIONS AS A
SOCIAL DETERMINANT OF HEALTH
IN LATINO POPULATIONS: POLICY
INTERVENTIONS USING THE WHO
SOCIAL DETERMINANTS MODEL

RAFAEL MOURE-ERASO AND MARIA JULIA BRUNETTE

The World Health Organization (WHQO) Commission on Social
Determinants of Health has defined employment conditions as one of the
nine social determinants of health status of the general population (WHO,
2005).! In this chapter we analyze this factor in the Latino labor force and
delineate intervention recommendations to improve Latino workers’ occu-
pational health. An increasing body of social science literature proposes

The work described herein was performed at the Department of Work Environment, College of Health
Sciences, University of Massachusetts Lowell, One University Avenue, Lowell, Massachusetts. Grant
sponsors are the National Institutes of Health, Centers for Disease Control and Prevention, and
National Institute for Occupational Safety and Health (Grant No. TO1OHO008424-03).

1Social determinants of health are defined as major influences in health of populations from across the
social and economic spectrum that affect the circumstances in which people live and work. The nine
social determinants of health chosen by the World Health Organization (2005) are: (a) poverty and its
manifestations; (b) inequity; (c) globalization; (d) food insecurity; (e) social exclusion and discrimination;
(f) inappropriate housing; (g) safeguarding of early childhood development; (h) employment conditions,
and (i) insufficient quality of health systems.
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that structural social inequality factors, including community factors, are
strong and consistent determinants of disparities in health (Williams, 2003).
Employment conditions include an external contextual domain composed
of structural/community factors and an internal domain consisting of the
exposure—disease spectrum (Moure-Eraso, 2006), both of which we examine as
determinants of the gradient of health status in the Latino workers population.
The most recent demographic profile of the Latino labor force in the United
States and statistical evidence of the disparities in Latino occupational-induced
mortality and morbidity are also presented. Interventions are discussed using
the conceptual framework of the relationships between structural, commu-
nity, and individual determinants of health inequalities developed by WHO
(2005), and recommendations for future studies are provided.

DEMOGRAPHICS OF LATINO OCCUPATIONAL
HEALTH DISPARITIES

Demographic data on the U.S. Latino population is presented in this
section with details on the topics of temporal demographic changes, pov-
erty and economic characteristics, leading causes of death, and occupational
injury and diseases.

Demographic Changes

Immigration trends in the last decades of the 20th century have pro-
duced the most dramatic changes in the ethnic composition of the U.S. pop-
ulation since the first decades of that century (Brown, 2003). According to
the latest data presented by the reputable Pew Hispanic Center (2013), there
are approximately 41.7 million foreign-born Latino persons in the United
States, of whom approximately 11.7 million are undocumented. It is esti-
mated that the foreign born share of the nation’s population will exceed his-
toric highs between 2020 and 2025, reaching 15%. The historic peak shares
were 14.8% in 1890 and 14.7% in 1910. The United States receives approxi-
mately 1 million immigrants each year, including both legally admitted and
undocumented entrants who later receive amnesty and legal residence. Most
of these recent immigrants are of working age (18-64 years old), and 95%
live in metropolitan areas (Brown, 2003; Kandula, Kersey, & Lurie, 2004;
National Research Council, 1996; Pew Research Center, 2008; Pransky et al.,
2002). Foreign-born workers also are employed in the most hazardous indus-
tries, including agriculture, construction, and manufacturing, comprising
29%, 23%, and 19% of the U.S. workforce in these sectors, respectively (U.S.
Census Bureau, 2011).
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Today, Latinos are the fastest growing ethnic group and the largest
minority group in the United States. Despite significant undercounting issues
by the Census Bureau, they account for approximately 17% (51.9 million)
of the U.S. population, and it is expected that 60% of the nation’s population
growth from 2005 to 2050 will be due to Latinos (National Research Council,
2003; Pew Research Center, 2008, 2013). When compared with other Hispanic
country populations in North, Central, or South America, Latinos in the
United States (or Hispanic Americans) rank among the top. In 2005, Hispanic
Americans ranked fifth (37 million) among Latin American country popula-
tions, Brazil and Mexico being the largest with 182 and 106 million, respec-
tively. By 2050, Hispanic Americans are projected to increase to 103 million,
moving up to the third position in the ranking following Brazil and Mexico
with estimated populations of 250 and 147 million, respectively (Economic
Commission for Latin America and the Caribbean, 2002; U.S. Census Bureau,
2011). In addition, almost 36% of the U.S. Latino population is foreign born
with Mexico, El Salvador, and Cuba being the countries of origin of the large
majority (Pew Research Center, 2013).

Unfortunately, the majority of Latinos have been trapped within current
work systems that do not offer decent and safe conditions of work. External
factors, including structural and community factors, intensify the impact of
unsustainable work systems on the well-being of millions of Latinos living
and working in the United States.

Poverty and Economic Characteristics

There is vast evidence regarding the relationship between factors such as
substandard living conditions, lifestyle factors, and lack of preventive services
and increased risk of work injury and disability. Latinos may be at greater risk
for occupational injuries and illnesses because of limited economic and politi-
cal resources and poor living or working conditions (Pransky et al., 2002).
In recent past decades, the poverty rate for Latinos has been consistently
2.5 times the rate for Whites. Latinos and African Americans, the groups that
consistently have had the highest poverty rates of all ethnic/racial groups,
shared the same highest rate in 2000, or 22% (LaVeist, 2005). Latino males
are 1.5 times more likely to be unemployed and to be among the working poor
than White males (De Jong & Madamba, 2001).

Likewise, according to the 2008 Pew Hispanic Center/Robert Wood
Johnson Foundation Latino Health Survey, the percentage of Latinos who
had no health insurance coverage was 60% for Latinos who were not citizens
and not legal permanent residents and 28% for Latinos who were U.S. citi-
zens or legal permanent residents—compared with the 17% reported for the
general U.S. population. Considering that employment is the most important

EMPLOYMENT CONDITIONS AS DETERMINANT OF LATINO HEALTH 53

This content downloaded from 199.120.30.218 on Thu, 22 Dec 2022 13:42:50 UTC
All use subject to https://about.jstor.org/terms



social conditioner for having access to health services in the United States,
these medical care data reflect Latinos’ inadequate employment conditions
with regard to basic benefits such as health care—with the unauthorized
immigrants being the ones in the most vulnerable situation.

An analysis of recent socioeconomic and health and safety data reveals
that immigration status might be a significant risk factor in occupational
health. Workers whose country of origin is not the United States have shown
higher rates of work-related injuries and illnesses. Data show, for example,
that among Latinos, the living and working conditions faced by those who
are foreign born are significantly poorer. The percentage of Mexicans living
in poverty in the United States is 1.5 times higher than the percentage of
Mexican Americans (Katz & Stern, 2006). Immigrant underemployment is
greater than that of the native born. Foreign-born Latinos are more likely to
be engaged in high-risk occupations, with limited access to appropriate health
care for work injuries. Census data from 1995 through 2000 showed that 59%
(or 2,440) of the 4,167 fatal work injuries among Latino workers involved
workers who were born outside of the United States. Moreover, the fatal-
ity rate for foreign-born Latinos (1996-2000) was 6.1 per 100,000 compared
with a rate of 4.5 per 100,000 for native-born Latino workers. The rate for all
workers over this same period was 4.6 per 100,000. Data from the Bureau of
Labor Statistics (BLS) revealed that fatalities involving foreign-born Latinos
in 2005 reached 625 fatal work injuries (compared with 292 for U.S.-born
Latinos), up from 596 in 2004 (BLS, 2006).

Leading Causes of Death

Table 2.1 presents the leading causes of death for Latino and White
males in 2002. The leading causes of death for Latino males in the first three
age groups (working ages 15-34 years old) include accidents (unintentional
injuries, including work-related injuries), assaults (homicide), and inten-
tional self-harm (suicide). The death rates from assaults for Latinos are higher
than the rates for Whites across all the age groups. The human immuno-
deficiency virus (HIV) is among the top three causes of death for Latinos in
the 35-to-44 age group. The HIV death rate for Latinos is significantly higher
than that for Whites. Death rates from accidents for Latinos are similar for all
age groups, with an average of 48 deaths per 100,000. For workers age 45 and
older, cancer and heart disease are the two major killers, with rates increas-
ing over 400% from the previous age group. Working conditions are also
recognized contributors to cancer mortality and heart disease, and that rela-
tionship might help explain the drastic increase of these two rates (Karasek

& Theorell, 1990).
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TABLE 2.1
Death Rates for the Leading Causes of Death for Latino and White Males in Selected Working Age Groups, 2002
15-19 years 20-24 years 25-34 years 35—-44 years 45-54 years 55—-64 years

Cause of death Latino White Latino White Latino White Latino White Latino White Latino White
Diseases of heart 1.6 2.2 3.4 3.3 6.1 8.8 20.6 39.7 80.5 128.6 256.0 324.0
Malignant neoplasm 4.9 4.2 5.5 5.9 6.3 9.1 18.4 30.5 78.4 121.8 254.3 386.0
Accidents (unintentional 45.8 51.0 60.0 66.4 43.0 49.3 48.5 54.7 48.7 52.3 43.5 43.5

injuries, including work)
Cerebrovascular diseases — 0.3 — 0.7 1.5 1.2 51 4.2 18.6 12.9 45.0 35.6
Diabetes — — — 0.5 0.9 1.6 4.1 5.3 16.7 14.3 58.9 39.6
Chronic liver disease — — — — 1.6 1.2 13.5 9.7 44.2 271 60.0 33.2
Assault (homicide) 25.5 8.2 329 12.9 19.8 8.9 12.1 6.8 9.1 — — —
Chronic lower respiratory — 0.4 — — — — — — — 8.8 17.5 46.0

diseases
Human Immunodeficiency — — — — 5.1 3.3 20.1 11.6 23.1 9.8 15.0 —

Virus (HIV)
Intentional self-harm 9.1 134 11.9 22.0 10.7 21.6 11.2 26.2 11.3 27.0 — 24.3

(suicide)

Note. Bold numbers indicate substantial differences between Latinos and Whites. Adapted from “Deaths: Leading Causes for 2002,” by R. N. Anderson and B. L. Smith, 2005,
National Vital Statistics Reports, 53(17), pp. 23, 53-54. Centers for Disease Control and Prevention, U.S. Department of Health and Human Services, 2005. In the public domain.
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Occupational Injuries and Diseases

Latinos are frequently relegated to the most hazardous jobs. There
is no doubt that the conditions of work and pay that they confront are
unsatisfactory and represent serious hazards to their health and safety, espe-
cially in the construction, agricultural, and service industries. Language
difficulties or workplace discrimination may result in inadequate safety
training. If hurt on the job, immigrants may be less likely to obtain appro-
priate health care and may have increased risk for prolonged disability.
The situation is exacerbated by inadequate health care benefits, lack of
knowledge and awareness of available health services, and cultural barri-
ers such as language preference and cross-cultural differences to accessing
needed care (Pransky et al., 2002).

Latinos have higher rates of work-related fatal injuries than non-Latinos,
as shown in Table 2.2. Unfortunately, fatal injuries for Latinos have been con-
sistently increasing. More recent BLS data reveal that a total of 917 Hispanic
or Latino workers suffered fatal injuries in 2005, up from 815 deaths in 2000.
Foreign-born Latinos are exposed to the most hazardous jobs and consequently
will be highly represented in the fatalities that belong to “hazardous” events
(falls and contact with objects or equipment), as well as the known hazard-
ous industry sectors such as agriculture and construction (see Table 2.3).
For foreign-born Latinos, almost one out of three fatal occupational injuries
occurs in construction (vs. 9% for U.S.-born Latinos). Likewise, almost 20%
of these injuries take place in agriculture (vs. 9% for U.S.-born Latinos).
All these numbers reveal the critical need to design effective interventions
in these two industry sectors and revise current health and safety regulations
targeted to this vulnerable population.

TABLE 2.2
Numbers and Rates per 100,000 of Fatal Occupational Injuries for Latino
Workers and Non-Latino Workers in the United States, 1995-2000

Latino workers Non-Latino workers
Year Number Rate Number Rate
2000 815 5.6 5,068 4.2
1999 730 5.2 5,292 4.4
1998 707 5.2 5,314 4.5
1997 658 5.1 5,561 4.8
1996 638 5.3 5,635 4.8
1995 619 54 5,628 4.9

Note. From Safety Is Seguridad (p. 54), the National Research Council, 2003, Washington, DC: National
Academies Press. In the public domain.
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TABLE 2.3
Percent Distribution of Fatal Occupational Injuries for All Latino Workers,
Foreign-Born Latino Workers, and U.S.-Born Latino Workers
by Event and Industry Sector (1995-2000)

Frequency and percent for events All Foreign-born U.S.-born
and industry Latinos Latinos Latinos
Number 4,167 2,440 1,727
Percent 100 100 100
Event
Transportation incidents 34 30 39
Assaults and violent acts 19 19 19
Contact with objects or equipment 17 19 15
Falls 16 18 12
Exposure to harmful substances 11 11 10
Fires, explosions 3 3 4
Industry
Agriculture, forestry, fishing 15 19 9
Mining 3 2 4
Construction 28 31 23
Manufacturing 10 11 9
Transportation, public utilities 12 11 13
Wholesale trade 4 4 4
Retail trade 10 10 11
Finance, insurance, real estate 1 1 2
Services 12 10 14
Government 5 1 10

Note. From Safety Is Seguridad (p. 62), the National Research Council, 2003, Washington, DC: National
Academies Press. In the public domain.

In addition, Latino males have a higher relative risk of nonfatal injury
compared with all workers in each major industry sector (see Table 2.4). As
reported by Richardson, Ruser, and Suarez (2003), this suggests that Latino
workers tend to work in riskier jobs in each industry division.

STRUCTURAL, COMMUNITY, AND INDIVIDUAL FACTORS
IN OCCUPATIONAL HEALTH OF LATINO WORKERS

The examination of employment conditions as causes of incidence of
occupational disease and disease gradients among Latino workers is an exer-
cise of social epidemiology. In this case, social epidemiology studies the man-
ner in which the specific living environment of the Latino worker could affect
the personal and collective health of his or her community. It must incorpo-
rate health status and the specific Latino living environment. We also have to
examine how social policies impact cultural groups differently. But in addition
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TABLE 2.4
Relative Risk of Nonfatal Occupational Injury and lliness for Male Workers
by Race and Industry Division (1998-2000)

White Black
All Non-Latino Non-Latino Latino

Total 1.12 1.06 1.39 1.50
Agriculture service, 1.69 1.47 1.77 2.1

forestry, and fishing
Construction 1.70 1.68 1.76 1.80
Durable goods 1.30 1.26 1.46 1.76
Nondurable goods 1.11 1.03 1.26 1.48
Transportation and 1.67 1.56 2.11 2.16

public utilities
Wholesale trade 1.70 1.63 2.84 2.32
Retail trade 0.94 0.94 1.14 0.98
Finance, insurance, 0.32 0.25 0.53 0.84

and real estate
Service industries 0.65 0.55 1.01 1.15

Note. From Safety Is Seguridad (p. 68), the National Research Council, 2003, Washington, DC: National
Academies Press. In the public domain.

to “mapping” relationships, we also need to elucidate issues of accountabil-
ity and agency (Krieger, 2001). This means that it is necessary to identify
the sectors in society (agency) that are responsible for the development of
social policies that Latinos benefit from and consider the impacts (account-
ability) on health of such policies. For example, workers compelled to work
with highly toxic substances (i.e., asbestos) for the benefit of corporations do
this at a high risk to their health. This risk might be expressed as unaccounted
for costs to the workers in the form of losses of health and income due to toxic
exposures. What causes the population patterns of health and disease and who
is responsible are central questions when examining the occupational health of
Latinos (Krieger, 2001).

An important question related to the health of Latino workers is how
employment conditions contribute to the distribution of psychosocial insults
(causing stress, mental and heart disease). Other critical dimensions are how
these conditions interact with pathogenic physical, chemical, or biological
agents and how psychosocial insults are shaped by social political and eco-
nomic policies (Cassel, 1976). The impact of these dynamics is different among
various communities and causes inequalities in health. The identification of
the causes of these inequalities will determine the nature of the interventions
necessary to alleviate the differences in health status. Some of the external
(meaning structural, such as regulations on working conditions) social deter-
minants that influence occupational health are underemployment, income
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inequalities, lack of access to health systems (vs. access to health insurance),
loss of social support because of movement of populations, lack of influence
in society because of deficiencies in social participation, and social isolation
(resulting from language and cultural barriers; Lahiri et al., 2006). We are
proposing that these circumstances are a result of social discrimination that
contributes to health inequalities that are recurrent in the occupational status
of Latino workers.

Structural Factors

Examples of social (structural) factors with relevance to health are as
follows:

nature of labor markets, the presence of large informal sectors;
existence of vulnerable population groups, for example, immi-
grant, illiterate, unskilled workers;

existence of institutions of worker representation;

quality of government regulatory structures;

quality of educational systems; and

linkages between employment and provision of health services.

All of these social factors shape employment effects on health and safety
inequity (Hege, Vallejos, Apostolopoulos, & Lemke, 2015). These external
factors may act directly by modulating exposure to hazards. For example,
the nature of the labor market will determine the degree and strength of the
labor organizations (unions). Strong unions will negotiate with employers
for safer working conditions or access to health care, thereby alleviating the
impact of unhealthy working conditions. Also, the social factor quality of
governmental regulatory structures could, in turn, determine the quality and
strength of occupational health and safety laws, improving the possibilities of
prevention of accidents and occupational diseases. External factors may also
act indirectly. For example, external economic factors might be conducive to
generating higher incomes in the worker population; this in turn will deter-
mine access to better food, better shelter, better health services, and other
health-related items (Lahiri et al., 2006).

Major influences on the health of any population come from across the
social and economic spectrum that affects the circumstances in which people
live and work. Social determinants of health are social conditions under which
humans work and live (Tarlov, 1996). Employment conditions of Latino workers
are one of the social determinants of health that explain cases of disease and
incidence of disease, as well as the shifting gradients of disease. This has been
recognized by international organizations at the level of all workers (WHO,
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2005). Employment conditions, however, cannot be “boxed” exclusively
within person—hazard interactions in worksites. External social determinants,
such as current applicable immigration laws and health and safety regulations,
need to be taken into consideration as relevant to working conditions. The
boxed approach has tended to marginalize employment conditions as social
determinants of health within a narrow workplace environment (Moure-Eraso,
Flum, Lahiri, Tilly, & Massawe, 2006; Nuwayhid, 2004). The examination of
worksite condition variables (chemical exposure, ergonomic hazards, and work
organization) is only the first step in the investigation of health impacts. If we
are searching for more comprehensive analysis of health determinants, it is
necessary to also view worksite conditions in conjunction with external con-
textual variables (see the partial list of social factors previously mentioned).
In the examination of these contextual external variables, it seems to us, a
key contribution to the occupational health of Latino workers could be their
marginal social status, which causes a substantial disparity in health compared

with the general U.S. population (see Tables 2.1, 2.2, and 2.3).
Community Factors

An understanding of the occupational health status of Latinos is gained
by identifying not only the specific worksite conditions but also the social
context in which work takes place. This context includes the social rela-
tionships and shared interests that define the various Latino communities in
the United States. Understanding comes from both the internal domain of
occupational health (worksite exposure—disease spectrum) and the external
contextual domain (social context, regulatory and legal climate, population
characteristics; Nuwayhid, 2004). For example, the impact of shared knowl-
edge of decent and safe employment conditions can have significant effects
on workers’ defensive behaviors when facing workplace hazards. This net-
working occurs among Latino day laborers who share communal and living
experiences that help them become aware of better potential job choices.

The social context is substantially determined by the relative political
power of the interacting social institutions. The reality of power in occupa-
tional settings is that necessary changes for risk protection are not under the
control of the individual worker, but of the employer. Therefore, to achieve
improvements in working conditions, the worker must devise and imple-
ment a collective approach (e.g., unionization). Because worksites are social
institutions, changes almost always involve social groups—managers, super-
visors and regulators, or workers and their organizations. Collective represen-
tation provides a readily available avenue for individuals to obtain change

(Levenstein, Wooding, & Rosenberg, 2000).
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In dealing with exposure to hazards, collective interventions create a
supportive structural context for implementing many solutions. Two chief col-
lective interventions that have proven effective are (a) government agencies
charged with monitoring, regulating, and/or conducting education around
workplace hazards; and (b) unions or producer associations undertaking simi-
lar actions (Dembe, 1996; Silverstein, Frumkin, & Mirer, 2000). The two can
be particularly effective in combination. This requires that the community of
workers develop a social strategy on hazard controls, have the political will to act
to improve the risky conditions, and have the basic technical knowledge con-
cerning their legal rights and occupational health issues (Moure-Eraso, 1999).
A community (collective) approach beyond the power of single individuals
seems to be an effective strategy to improve working conditions (Silverstein
et al., 2000). An example is the unionization of workers, as has occurred to
some extent in construction. Another important expression of collective inter-
ventions is the actions of employer associations’ initiatives on workplace safety
and health. By engaging employer association affiliates on the development
of consensus on the implementation of safety interventions, positive changes
could be achieved.

Work organization may also be a contributor to psychosocial stress and
eventually chronic disease (Karasek & Theorell, 1990). Again, to effect any
change in work organizations requires a community intervention by a col-
lective. It could be unionized workers’ actions, interventions of progressive
employers’ organizations, or intervention of a government agency (usually
requested by the organized workers).

Individual Factors

In the United States, employment is the most important social condi-
tion for access to health services (Levenstein et al., 2000; Taylor & Murray,
2000). This could be in the form of some health insurance, workers’ compen-
sation, or ability to pay for services out-of-pocket. Employment is the primary
means available of securing access to goods and services. For Latino workers,
the first priority becomes employment. The priority of secure employment
overrides any concern for the potential negative health impact that working
conditions can inflict. In the United States, Latino workers most affected
are a subgroup of mostly foreign-born Latinos. As mentioned previously,
individual workers (particularly those that have an undocumented immi-
gration status) lack the power to improve employment conditions on their
own. Individual-level factors that are amenable to change, such as years of
education, health behaviors, attitudes, et cetera, are heavily conditioned to
opportunities that society and the community make available to individuals.
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However, isolated individuals, on their own, cannot force society to offer them
desirable socioeconomic opportunities and cannot bring about systematic
changes. Organized collective action in the political arena, which includes
the formation of social coalitions, has proven to be an effective vehicle to
generate desirable socioeconomic opportunities and improve working and
employment conditions (Silverstein et al., 2000).

The U.S. Latino worker tends to hold a high proportion of substan-
dard jobs characterized by low wages; low activity control; high psychological
demands; low peer and supervisory support; and unsafe, dangerous conditions
(Lahiri et al., 2006). These job characteristics are defined by the current work
organization system in a given workplace, and there is very little possibility
for improvements through individual action. Interventions at the individual
level do not seem to be effective in generating systematic change.

INTERVENTIONS AT THE STRUCTURAL, COMMUNITY, AND
INDIVIDUAL LEVELS TO IMPROVE LATINO WORKERS’ HEALTH

WHO’s (2005) Commission of Social Determinants of Health devel-
oped a conceptual framework (model) of the relationships between structural
(community) and intermediate determinants of health inequalities. We mod-
ified that scheme to make it specifically relevant to employment conditions
and Latino health (see Figure 2.1). Structural determinants are those that
generate social stratification in society. They include such traditional factors
as income, education, and labor market (Lahiri et al., 2006).

The modified WHO model presented in Figure 2.1 shows two major
groups of determinants that affect health and health equity—structural
(external) and intermediate (internal). WHO constructed its framework
with structural determinants (left side of Figure 2.1) as a spectrum of factors,
eventually determining that collective health cannot be directly measured
at the individual level (political-institutional environment, labor market,
educational opportunities). These determinants flow from the social struc-
ture of a community (first column far left) toward intermediate determinants
on the right (chemical exposures, work organization) and are modified by
an individual’s social status (ethnicity, gender). Intermediate determinants
shape differences of exposure in the workplace. They flow from the social
structures and, in turn, are the determinants of differences in health and well-
being. A group’s health and well-being, as well as health inequities, are defined
then by the confluence of the structural variables with the intermediate vari-
ables modified by individual social status. The objective of the framework
is twofold. First, it “maps” the relationships between the determinants, and
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Figure 2.1. World Health Organization (WHO) social determinants framework
of employment conditions and health applied to Latino workers. From Towards
a Conceptual Framework for Analysis and Action on the Social Determinants of
Health (Discussion Paper for the Commission on Social Determinants of Health)
(p. 17), by the World Health Organization, 2005, Washington, DC: World Health
Organization. Copyright 2005 by the World Health Organization. Adapted with
permission.

second, it permits one to visualize the entry points of proposed interventions
recommended to address Latino health inequalities (see Figures 2.2 and 2.3).

The interventions recommended are designed to decrease the differen-
tial exposures and vulnerabilities that are hypothesized to decrease the dif-
ferential health consequences of the factors identified. It is expected that the
sum of all the interventions to decrease negative health impacts (summarized
in Figures 2.2 and 2.3) would in turn achieve decreases (upward) in social
stratification by improving the social status of Latino workers.

Structural Determinants Interventions
Figure 2.2 identifies interventions at the social structural level. The

oval boxes represent structural interventions, such as strengthening of ade-
quate regulations and improvement of social facilities (education, health
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Figure 2.2. Structural interventions entry points in the World Health Organization
(WHO) framework of employment conditions and health of Latino workers (inter-
ventions in oval shapes). From Towards a Conceptual Framework for Analysis and
Action on the Social Determinants of Health (Discussion Paper for the Commission
on Social Determinants of Health) (p. 17), by the World Health Organization, 2005,
Washington, DC: World Health Organization. Copyright 2005 by the World Health
Organization. Adapted with permission.

Social Facilities

Social Institutions
(Trade Unions & NGOs)

access). All these interventions will ultimately affect socioeconomic status.
For example, the promulgation of new humane immigration policies (new
laws and regulations) will require the engagement of political and community
institutions and eventually will contribute positively to changes in the social
structure. Further, the example of unionization is a typical local develop-
ment in which individuals organized collectively to effect changes. There
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Figure 2.3. Intermediate interventions entry points in the World Health Organization
(WHO) framework of employment conditions and health of Latino workers (inter-
ventions in round shapes). From Towards a Conceptual Framework for Analysis and
Action on the Social Determinants of Health (Discussion Paper for the Commission
on Social Determinants of Health) (p. 17), by the World Health Organization, 2005,
Washington, DC: World Health Organization. Copyright 2005 by the World Health
Organization. Adapted with permission.

are other social action interventions to be contemplated, such as the control
of underemployment, the narrowing of income inequalities (makes health
insurance affordable), the counterbalancing of loss of social support caused
by movement of populations, and the addressing of social isolation (language
and cultural barriers). All these interventions deal with the lack of influence
of Latinos as a group in the United States.

Improvements in working conditions (wages and benefits) are the out-
come of a particular approach to national economic and social policy. Some
improvements are related to human rights: social justice, equality, elimina-
tion of discrimination, freedom of association, collective bargaining, and so
on. To be effective, actions and policies to improve employment conditions
must be an integral part of a country’s economic and social policy. These poli-
cies need to be carefully planned to have coherent and coordinated results.
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Intermediate Determinants Interventions

Figure 2.3 identifies the interventions recommended at the level of inter-
mediate factors to decrease differential exposures and their consequences.
The intervention label ban/reduce some chemicals refers to scientifically recog-
nized problem substances in the workplace, such as carcinogens, that should
be banned or systematically reduced to eliminate or substantially reduce dis-
ease. There are two points of entry for this intervention: at the workplace
level (intermediate factor) and at the political-institutional level of work-
place regulation (social structure factor). Workplace organization and engi-
neering control of exposures are two other interventions that have as point
of entry the workplace and address intermediate factors.

Agents Responsible for Latino Health Inequalities

Figures 2.1, 2.2, and 2.3 may be described as webs of causation or con-
ceptual frameworks of variables and interventions. Webs of causation tend to
give descriptive snapshots of interrelationships of structural, community, and
individual variables. However, those relationships accept social structures and
interrelations as “natural environment,” whereas in reality they are social con-
structs defined by relationships of power and class in the society. These webs
do not show this power relationship or provide an explicit accounting of social
agency (Moure-Eraso et al., 2006). We should address not only philosophical
concerns but also those issues of accountability and agency determined by the
power relationships between institutions and social classes (Krieger, 2001).

To claim exclusive emphasis in “fundamental social causes” does not
necessarily offer principles for systematically thinking through whether
specific public health and policy interventions are needed to curtail social
inequalities in health and, if so, which ones (Krieger, 2001). We have to guard
against interventions that are reduced to general exhortations to “secure
adequate living standards” or “reducing economic inequality” presented as
“policy” solutions. Paraphrasing Krieger (2001), what is needed is a simulta-
neous analysis of the biologic expressions of social relations with an analysis
of how social relations influence our most basic understandings of biology.
What causes the population patterns of health and who is responsible become
the central questions (Krieger, 2001).

SUMMARY OF FINDINGS AND INTERVENTIONS

Table 2.5 describes interventions to address four key problems/
interventions in which external, structural, and community determinants are
addressed as strategies to improve Latinos” occupational health (Lahiri et al.,
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TABLE 2.5

Examples of Problems and Interventions at the Structural Community

Level to Improve Latino Occupational Health

Policy
Nature of intervention
Nature of problem interventions targets Examples of cases
1 Exposure to Collective Structural: Toxic use reduc-
hazards interventions/ Political, tion regulations,
regulations legislative substitution for
in workplace Community: safer materials,
safety and Unionization, demand engineer-
health participate ing controls of
in work hazards
organization
2 Lackofaccessto  Extension of Structural: Mobilize community
health care health service Propose for legislation on
accesstoa legislation insurance health
wider range for universal coverage, political
of employ- insurance coalition formation
ment states Community: with unions
Network with and community
supporters, organizations
collective
bargaining
3 Insufficient Job creation or Structural: Campaigns to
income (i.e., improvement Political work increase minimum
insufficient of job to increase wage to apply
consump- compensation wages to all workers,
tion) related to Community: organize recent
unemployment Open new immigrants and
and under- lines of work day laborers
employment for nonnative
workers
4 Vulnerable popu-  Universal Structural: Codify human and
lation (child education, Literacy and economic rights
labor, female access to H&S training, of day laborers,
workers, credit, social provide funds provide loans
illiterate and entrepreneur- for entrepre- and credits for
unskilled labor) ship neurship education and
informal sector Community: starting of small
(day labor) Organize enterprises
cooperative

efforts among
peers

Note. Other examples can be found in Hege, Vallejos, Apostolopoulos, and Lemke (2015). From “Employment

Conditions as Social Determinants of Health. Part I: The External Domain,” by S. Lahiri, R. Moure-Eraso,

M. Flum, C. Tilly, R. Karasek, and E. Massawe, 2006, New Solutions, 16, p. 272. Copyright 2006 by Sage
Publications. Adapted with permission.
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2006). The interventions described were designed for the general work-
ing population, but they also apply quite properly to the Latino working
population. Four relevant problems of the Latino community are analyzed:
(a) workplace exposures, (b) lack of access to occupational health care,
(c) insufficient income (underemployment), and (d) vulnerable population
(informal and unskilled workers). The nature of the interventions and the
policy targets (structural and community determinants) corresponding to
each problem are described in columns 2 and 3. Specific examples of inter-
ventions are also listed in column 4 of the table.

Systematic implementation of these interventions would improve
the health status of Latino workers in the United States. The final goal to
improve Latinos’ social status is achievable mostly through social structure
improvement interventions similar to the ones discussed in the table.

The first step in starting a general improvement of social status could be
the improvement in wages paid to Latino workers (increase in minimum wage).
An increase in wages will have as consequences both the expansion of access to
health services (health insurance) and the improvement of access to job train-
ing and health education. Once a relatively higher social status is achieved,
individual factors can be addressed—for example, efforts to recruit Latino
workers to enroll in educational programs to decrease alcohol and tobacco use.

CONCLUSION: WHAT IS TO BE DONE? REFLECTIONS ON
IMPLEMENTATION OF INTERVENTIONS

Interventions at the intermediate level at the point of production seem
like obvious ones to implement (Figure 2.3). For example, the substitution
of toxic chemicals in industrial production (banning of asbestos) and worker
participation on work organization tasks affect the problems noted in rows 1
and 2 of Table 2.5. However, these interventions do not happen as natural
evolutionary developments in societal progress. They are the consequence of
political actions that eventually define a social-legal framework developed by
consensus. Changes will only happen if this consensus changes. The changes
in employment and working conditions must be structural to ultimately affect
the working conditions.

The entry points of interventions shown in Figures 2.2 and 2.3 and the
examples in Table 2.5 describe specific actions on structural employment con-
ditions that will affect the workplace and ultimately the health disparities in
Latino workers. Structural problems described in rows 3 and 4 (insufficient
income workers and vulnerable population, respectively) require interven-
tions at the national level, such as the increase of minimum wage legislation,
to provide mechanisms for collective organization of informal workers and
temporary employment. Both of these two groups (informal and temporary
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workers) are classified as “precarious” employees and reflect the realities of a
substantial sector of Latino workers in the United States. Four specific legisla-
tive interventions to address precarious employment structural problems were

described recently by WHO (2008). They are as follows:

» to provide incentives for collective organization (unionization
and collective bargaining),

m to establish regulatory controls on outsourcing and job sub-
contracting,

m to promote regulations to avoid discrimination toward foreign-
born workers and immigrants, and

m to create incentives and sanctions for violation of these
regulations.

These interventions imply an engagement of the forces in civil society
willing to challenge the current imbalance of power relationships in the
United States that allow the marginalization of immigrants. These imbal-
ances of power exist at four levels:

» power imbalance of Latino immigrants denied basic human and
civil rights because of their immigration status,

m power imbalance between unions representing Latino workers
and corporations that employ them,

m power imbalance of Latino immigrants within U.S. political
parties, and

m power imbalance of Latino immigrants’ community organiza-
tions in civil society.

Given this disparity in power, the engagement of the state as the regu-
lator of societal inequalities is suggested as the intervention of choice by
legislating the four points just discussed. Legislation is the tool available to
address power imbalance. The state must exert its function to promote an
equal or a more just power distribution through the implementation of social
policies, such as the regulation of labor market characteristics, and serve as
the purveyor of public health for all. But the government’s task to promote
equality is fully dependent on the political will of civil society to compel
the state to act. Latino organizations as part of civil society have this task of
developing that political will through political engagement of their members
and by joining with organizations and institutions that support a just society.
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