
ailable at ScienceDirect

Safety and Health at Work 15 (2024) 491e495
Contents lists av
Safety and Health at Work

journal homepage: www.e-shaw.net
Short Communication
Comparison of Working Conditions Between Immigrant and Non-
immigrant Healthcare Workers in the United States: Evidence From
the National Health Interview Survey

Megan Guardiano 1, Timothy A. Matthews 2, Wendie Robbins 1,3, Jian Li 1,3,4,*
1 School of Nursing, University of California Los Angeles, Los Angeles, CA, United States
2Department of Environmental and Occupational Health, College of Health & Human Development, California State University Northridge, Northridge,
United States
3Department of Environmental Health Sciences, Fielding School of Public Health, University of California Los Angeles, Los Angeles, CA, United States
4Department of Public Health Nursing, Faculty of Public Health, Mahidol University, Bangkok, Thailand
a r t i c l e i n f o

Article history:
Received 24 April 2024
Received in revised form
2 September 2024
Accepted 10 September 2024
Available online 11 September 2024

Keywords:
Emigrants and immigrants
Health personnel
Occupational health
Working conditions
Megan Guardiano: https://orcid.org/0000-0002-2
0002-2139-0090; Jian Li: https://orcid.org/0000-0003
* Corresponding author. Department of Environmen

E. Young Dr. South, Los Angeles, CA 90095, United St
E-mail address: jianli2019@ucla.edu (J. Li).

2093-7911/$e see frontmatter�2024Occupational Sa
Institute, Korea Occupational Safety and Health Agency
https://doi.org/10.1016/j.shaw.2024.09.004
a b s t r a c t

Immigrants in the United States (U.S.) healthcare workforce face challenging working conditions. This
study aimed to compare the working conditions of healthcare workers based on immigration status.
Using National Health Interview Survey (NHIS) 2015 data, we compared the sociodemographic charac-
teristics and working conditions between 374 non-U.S. born and 1,986 U.S. born healthcare workers.
Multivariable logistic regression was used to examine associations between immigration status and
selected working conditions. It was found that non-U.S. born and U.S. born healthcare workers differed in
sociodemographic and occupational characteristics. After adjusting for sociodemographic covariates,
non-U.S. born healthcare workers had higher odds of non-permanent contract work (aOR: 1.87, 95% CI
[1.25, 2.79], p < 0.01) and lower odds of workplace harassment (aOR: 0.51, 95% CI [0.31, 0.83], p < 0.01),
compared to U.S. born healthcare workers. Immigrant healthcare workers’ occupational experiences
should be further explored to improve organizational and psychosocial working conditions.

� 2024 Occupational Safety and Health Research Institute. Published by Elsevier B.V. on behalf of
Institute, Occupational Safety and Health Research Institute, Korea Occupational Safety and Health

Agency. This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/
licenses/by-nc-nd/4.0/).
1. Introduction

Immigrant healthcare workers in the United States (U.S.)
increased by approximately 4.5 million between 2007 and 2021,
accounting for 16.5% of the healthcare workforce [1]. This work
sector has undergone challenging working conditions from staff
shortages and healthcare system demands [1], which escalated
during the COVID-19 pandemic with long working hours and
negative psychological impacts [2]. Research onmigrant workers in
health professions has suggested differences in physical and psy-
chosocial occupational health outcomes by immigration status [3].
Considering that work-related issues among migrant workers
across industries include high work stressors, long working hours
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[4], precarious employment, and workplace abuse [5], immigrant
healthcare workers may be predisposed to exacerbated working
conditions.

Studies on organizational and psychosocial working conditions
have provided insight into immigrant healthcare workers’ experi-
ences in the U.S. A population-based comparison of some organi-
zational work factors, based on nativity status, found that non-U.S.
born healthcare workers worked longer hours annually and had
higher likelihood of working night shift, compared to U.S. born
healthcare workers [6]. For specific healthcare professions, migrant
nurses have experienced acculturation stress, and workplace
bullying and discrimination [3]. A statewide nurse study deter-
mined that nurses educated outside of the U.S. were more likely to
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positively perceive safety climate, but otherwise had no significant
differences in psychosocial work variables, compared to U.S.-
educated nurses [7]. However, to the best of our knowledge, there
has not been a comparison including both organizational and
psychosocial work factors between non-U.S. born and U.S. born
healthcare workers among a population-based sample.

Healthcare occupations have a high projected growth rate in the
U.S., with immigrant workers as a noteworthy contributor [1]. The
potential continued growth of the U.S. immigrant healthcare
worker population demonstrates a critical need to prioritize their
well-being. The purpose of this cross-sectional study on national,
population-based data was to compare the sociodemographic
characteristics and working conditions between two healthcare
worker groups based on immigration status: non-U.S. born
(immigrant) and U.S. born (non-immigrant). We also examined the
associations of immigration status with organizational and psy-
chosocial working conditions, after adjusting for sociodemographic
characteristics.

2. Methods

The National Health Interview Survey (NHIS) is a U.S. annual
survey of health, socioeconomic, and demographic information
among noninstitutionalized civilians [8]. Additional information on
the NHIS study design may be found at the website of the Centers
for Disease Control and Prevention [9]. Only the NHIS 2010 and
2015 survey waves included work-related prompts in the Occupa-
tional Health Supplements (OHS) [10]. The NHIS 2015 OHS was
selected for this study due to its inclusion of psychosocial work
variables, which were not previously incorporated in 2010 [10].

Among the 33,672 participants in NHIS 2015, 56.9% (n ¼ 19,150)
were identified as paid workers. Out of these workers, 12.3%
(n ¼ 2,361) were healthcare workers. Only one healthcare worker
was missing immigration status data. The final sample size for this
study was 2,360, comprised of 1,986 U.S. born and 374 non-U.S.
born healthcare workers.

This study was reviewed and approved for exemption by the
University of California, Los Angeles Institutional Review Board
(IRB#22-001284) and followed the Declaration of Helsinki and the
Strengthening the Reporting of Observational Studies in Epidemi-
ology (STROBE) reporting guidelines.

Healthcare workers were identified from an affirmation to one
of these prompts: “Do you currently volunteer or work in a hospital,
medical clinic, doctor’s office, dentist’s office, nursing home or
some other health-care facility? This includes part-time and unpaid
work in a health care facility as well as professional nursing care
provided in the home” or “Do you provide direct patient care as
part of your routine work? By direct patient care, wemean physical
or hands-on contact with patients” [11]. Immigration status was
determined from the query “Were you born in the United States?”
[12].

Sociodemographic measures were the continuous variable of
mean age, and the categorical variables of sex, educational attain-
ment, annual income, and race and ethnicity.

Organizational work factors were contract type, night shiftwork,
and weekly work hours. Psychosocial work factors included job
demand, job control, workplace social support, and job insecurity,
which reflected the job demand-control model [13] and were
dichotomized as “high” and “low.” Workplace harassment was
assessed by an affirmative response to being bullied, harassed, or
threatened while working during the past 12 months.

Descriptive statistics were calculated for the total sample and
the U.S. born and non-U.S. born groups. Between the two groups,
sociodemographic characteristics and working conditions were
compared via t-test for continuous variables and Chi-square test for
categorical variables. Selected working conditions with significant
results (p < 0.05) from the crude comparisons were evaluated as
binary outcomes using logistic regression for associations with
immigration status. These results were expressed as odds ratios
(ORs) with 95% confidence intervals (CIs), depicting the odds of
experiencing each working condition outcome for non-U.S. born
workers, compared to U.S. born workers as the reference group.
Multivariable models adjusted for sociodemographic covariates to
produce adjusted ORs (aORs). Model I adjusted for age and sex.
Model II additionally adjusted for educational attainment and in-
come. Model III additionally adjusted for race and ethnicity. Ana-
lyses were conducted using SAS 9.4 (SAS Inst., Inc., Cary, NC, USA).

3. Results

In Table 1, the comparisons of sociodemographic characteristics
and working conditions demonstrated that the groups differed in
age, educational attainment, annual income, race and ethnicity,
contract type, job demand, job control, job insecurity, and work-
place harassment.

For sociodemographic characteristics, non-U.S. born healthcare
workers were older (M ¼ 45.59, SD ¼ 12.18) compared to U.S. born
healthcare workers (M ¼ 43.13, SD ¼ 13.90; p ¼ 0.0005). More U.S.
born healthcare workers possessed some college education or an
associate’s degree (40.1% vs. 29.1%), but more non-U.S. born
healthcare workers had up to a high school education (19.8% vs.
18.1%), bachelor’s degrees (25.1% v. 23.2%), and postgraduate de-
grees (25.9% vs. 18.6%; p ¼ 0.0002). For annual income, more U.S.
born healthcare workers earned within the brackets of $25,000-
$54,999 (34.2% vs. 29.7%) and �$55,000 (29.5% vs. 28.1%), while
more non-U.S. born healthcare workers earned within $1-$24,999
(30.5% vs. 23.8%; p ¼ 0.0455). While more U.S. born healthcare
workers identified as White (71.4% vs. 19.5%), there were more
Hispanic (29.9% vs. 8.4%), Black (24.9% vs. 14.6%), and Asian (24.9%
vs. 2.4%; p < 0.0001) non-U.S. born healthcare workers.

For working conditions, more non-U.S. born healthcare workers
worked non-permanent contracts (14.2% vs. 7.8%; p < 0.0001) and
reported high job insecurity (14.4% vs. 8.9%; p ¼ 0.0010). More U.S.
born healthcareworkers reported high job demand (16.3% vs.11.5%;
p ¼ 0.0184), high job control (88.3% vs. 82.6%; p ¼ 0.0026), and
workplace harassment (12.8% vs. 6.4%; p ¼ 0.0005).

In Table 2, from the fully adjusted Model III, the odds of non-U.S.
born healthcare workers working non-permanent contracts were
significantly 1.87 (95% CI [1.25, 2.79], p < 0.01) times greater than
that of U.S. born healthcare workers. Additionally, non-U.S. born
healthcare workers had 49% lower odds (aOR: 0.51, 95% CI [0.31,
0.83], p< 0.01) of reported workplace harassment compared to U.S.
born healthcare workers.

4. Discussion

Non-U.S. born and U.S. born healthcare worker groups signifi-
cantly differed in age, educational attainment, income, race and
ethnicity, contract type, job demand, job control, job insecurity, and
workplace harassment. After adjusting for age, sex, educational
attainment, income, and race and ethnicity, non-U.S. born health-
care workers had increased odds of working non-permanent con-
tract, and lower odds of reported workplace harassment, compared
to U.S. born healthcare workers.

Our sociodemographic findings shared some consistencies with
previous research, in which non-U.S. born healthcare workers were
older, and had higher proportions of bachelor’s and graduate de-
grees compared to the U.S. born [6]. Our study additionally
accounted for high school education, which represented a higher
proportion of non-U.S. born healthcare workers, as well as annual



Table 1
Socio-demographic and work characteristics

Characteristics, n (%) Total (n ¼ 2,360) U.S. born (n ¼ 1,986) Non-U.S. born (n ¼ 374) p

Socio-demographics Age (mean, SD) 43.52, 13.67 43.13, 13.90 45.59, 12.18 0.0005
Sex 0.0562
Male 589 (25.0) 481 (24.2) 108 (28.9)
Female 1,771 (75.0) 1,505 (75.8) 266 (71.1)

Education 0.0002
High school or below 434 (18.4) 360 (18.1) 74 (19.8)
Some college or associate’s 906 (38.4) 797 (40.1) 109 (29.1)
Bachelor’s 554 (23.5) 460 (23.2) 94 (25.1)
Postgraduate 466 (19.8) 369 (18.6) 97 (25.9)

Annual income (USD) 0.0455
$01e$24,999 586 (24.8) 472 (23.8) 114 (30.5)
$25,000e$54,999 791 (33.5) 680 (34.2) 111 (29.7)
�$55,000 690 (29.2) 585 (29.5) 105 (28.1)
Unknown 293 (12.4) 249 (12.5) 44 (11.8)

Race/ethnicity <0.0001
Non-Hispanic White 1,491 (63.2) 1,418 (71.4) 73 (19.5)
Hispanic 278 (11.8) 166 (8.4) 112 (29.9)
Non-Hispanic Black 333 (16.2) 290 (14.6) 93 (24.9)
Non-Hispanic Asian 140 (5.9) 47 (2.4) 93 (24.9)
Other 68 (2.9) 65 (3.3) 3 (0.8)

Working conditions Contract type <0.0001
Permanent 2,153 (91.2) 1,832 (92.3) 321 (85.8)
Temporary, freelance, and other 207 (8.8) 154 (7.8) 53 (14.2)

Night shiftwork 0.2125
No 1,835 (77.8) 1,535 (77.3) 300 (80.2)
Yes 525 (22.3) 451 (22.7) 74 (19.8)

Weekly work hours (mean, SD) 39.91, 13.17 39.99, 13.25 39.50, 12.76 0.5082
Job demand 0.0184
Low 1,993 (84.5) 1,662 (83.7) 331 (88.5)
High 367 (15.6) 324 (16.3) 43 (11.5)

Job control 0.0026
High 2,062 (87.4) 1,753 (88.3) 309 (82.6)
Low 298 (12.6) 233 (11.7) 65 (17.4)

Workplace social support 0.3582
High 2,094 (88.7) 1,757 (88.5) 337 (90.1)
Low 266 (11.3) 229 (11.5) 37 (9.9)

Job insecurity 0.0010
Low 2,129 (90.2) 1,809 (91.1) 320 (85.6)
High 231 (9.8) 177 (8.9) 54 (14.4)

Workplace harassment 0.0005
No 2,082 (88.2) 1,732 (87.2) 350 (93.6)
Yes 2,78 (11.8) 254 (12.8) 24 (6.4)

Chi-square test for categorical variables, t-test for continuous variables.
SD, standard deviation; USD, United States dollar.
Percentages do not total 100 due to rounding.
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income, in which more U.S. born healthcare workers earned
$25,000 and above. These educational and income differences may
indicate the “brain-waste” phenomenon among highly educated
immigrants working lower income jobs, influenced by issues with
validation of education abroad in immigration processes [6]. Our
study’s ethnic and racial representation within the non-U.S. born
healthcare group was almost one-third Hispanic, followed by
approximately one-quarters non-Hispanic Black and non-Hispanic
Table 2
Associations of immigration status with working conditions

Working conditions Immigration status Crude model OR (95% CI)

Temporary contract U.S. born 1.00
Non-U.S. born 1.96 (1.41, 2.74) ***

High job demand U.S. born 1.00
Non-U.S. born 0.67 (0.48, 0.94) *

Low job control U.S. born 1.00
Non-U.S. born 1.58 (1.17, 2.14) **

High job insecurity U.S. born 1.00
Non-U.S. born 1.72 (1.24, 2.39) **

Workplace harassment U.S. born 1.00
Non-U.S. born 0.47 (0.30, 0.72) ***

Logistic regression, odds ratios (ORs) and adjusted ORs (aORs) with 95% confidence inte
*p < 0.05, **p < 0.01, ***p < 0.001.
Model I: adjusted for age and sex.
Model II: additionally adjusted for educational attainment and income.
Model III additionally adjusted for race and ethnicity.
Asian, respectively, compared to other studies, in which the racial
distribution consisted of more Asian healthcare workers born or
educated outside of the U.S [6,7]. A previous publication also used
NHIS 2015 data to specifically analyze race and ethnicity with
occupational characteristics among general workers, resulting in
significant differences for Hispanic, non-Hispanic Asian, and non-
Hispanic Black workers, in comparison to non-Hispanic White
workers [14]. Their findings suggest that the differences of race and
Model I aOR (95% CI) Model II aOR (95% CI) Model III aOR (95% CI)

1.00 1.00 1.00
1.87 (1.34, 2.62) *** 1.68 (1.20, 2.37) ** 1.87 (1.25, 2.79) **

1.00 1.00 1.00
0.66 (0.47, 0.93) * 0.67 (0.48, 0.95) * 0.73 (0.49, 1.08)

1.00 1.00 1.00
1.65 (1.22, 2.23) ** 1.62 (1.19, 2.22) ** 1.20 (0.84, 1.71)

1.00 1.00 1.00
1.65 (1.19, 2.29) ** 1.78 (1.27, 2.48) *** 1.34 (0.90, 2.00)

1.00 1.00 1.00
0.47 (0.30, 0.72) *** 0.47 (0.30, 0.73) *** 0.51 (0.31, 0.83) **

rvals (CIs).
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ethnicity may depend on the particular psychosocial or organiza-
tional work factor of interest [14]. Notably, after the adjustment for
race and ethnicity in our study’s Model III, the associations of
immigration status with the occupational characteristics of high job
demand, low job control, and high job insecurity were no longer
significant. Therefore, this identified race and ethnicity as con-
founding factors, which thus must be considered when examining
the differences of immigration status on working conditions in
worker populations.

In this study, non-U.S. born healthcare workers had almost
twice the odds of working temporary work contracts. In migrant
worker research, working temporary positions and precarious
employment have been related to work permit visa processes and
restrictions, insufficient pay, job insecurity [4], and the lack of work
benefits [5]. However, workers in healthcare environments are
potentially exposed to knowledge on health and healthcare access.
Alternatively, while temporary contract work, a facet of work
casualization, has been associated with job insecurity and burnout,
nurses have also opted to work multiple positions of varying con-
tracts due to work flexibility and financial motivation [15].

Our findings of lower odds of workplace harassment among
non-U.S. born healthcare workers contrast with international re-
sults, but may imply underreporting issues. Globally, compared to
non-migrants, migrant women had higher likelihood of experi-
encing workplace harassment, with the highest prevalence in the
Americas [16]. Among the 45.6% of workers globally that did not
report workplace harassment, the majority of men and women in
the Americas reasoned that it would have been a “waste of time”
[16]. Workplace harassment has also been associated with poor
mental health outcomes among migrant workers [5]. Within the
healthcare sector specifically, bullying and discrimination origi-
nated from colleagues, management, and patients, and involved
outcomes including distress and job dissatisfaction among migrant
nurses internationally [3]. Our study’s findings may be limited by
the NHIS prompt’s timeframe within the previous year, thus not
reflecting earlier workplace harassment experiences.

Research between 2010 to 2018 based on nativity status sug-
gests that non-U.S. born healthcare workers worked more hours
annually and had a higher likelihood of night shiftwork than U.S.
born healthcare workers [6]. In contrast, our study did not find
significant group differences for weekly work hours and shiftwork,
and the overall sample’s mean work hours approximated the 40-
hour work week. Healthcare sector working hours have since
fluctuated, with one-third of a U.S. hospital worker sample
reporting over 40 work hours weekly during the COVID-19
pandemic [2]. Long working hours have been associated with
ischemic heart disease and stroke [17], warranting future investi-
gation into the occupational health of U.S. healthcare workers.

A limitation of this study includes its identification of healthcare
workers and immigration status. Although previously applied in
NHIS studies [11,12], this approach introduced variability in par-
ticipants’ work and citizenship statuses, thus limiting
generalizability. Findings are limited by the data’s nine-year age,
and cross-sectional results demonstrate associative rather than
causative relationships regarding nativity status, sociodemographic
data, and working conditions.

A strength of this study is its insight into immigrant workers,
who may be challenging to access due to work organizational
barriers [18]. Although this data reflects 2015, this particular survey
wave included the comprehensive OHS with psychosocial work
factors [10]. To the best of our knowledge, this is the first study
using this data to compare working conditions between immigrant
and non-immigrant healthcare worker groups in the U.S. Our study
highlights compromised U.S. working conditions among immigrant
healthcare workers, evidenced by this group’s higher odds of non-
permanent work contracts, and the need for further investigation
into workplace harassment.

This cross-sectional study evaluated U.S. healthcare workers
involved in different clinical settings or direct patient care. Com-
parisons based on nativity status demonstrated that compared to
U.S. born healthcare workers, non-U.S. born healthcare workers
differed in sociodemographic characteristics and working condi-
tions. After adjusting for sociodemographic covariates, non-U.S.
born immigration status was associated with higher odds of
non-permanent contract work and lower odds of workplace
harassment.

Future research may involve comprehensive evaluations of
immigrant healthcare workers’ perceptions, work arrangements,
workplace harassment experiences, and reporting behavior. Lon-
gitudinal studies of this population may examine working condi-
tions with health outcomes and biomarkers. Occupational and
societal changes since NHIS 2015 justify a current exploration of
working conditions and health among immigrant healthcare
workers. According to occupational health research recommenda-
tions, study approaches may incorporate collaborative, worker-
centered strategies for immigrant worker engagement [18].

Occupational health practice and work organizations may
incorporate holistic approaches tailored towards the needs of both
immigrant and non-immigrant healthcare workers. Sustainable
workplace policies may evaluate and address the psychosocial
work environment, with resources and benefits that support the
healthcare workforce.
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