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Abstract

Objective: As part of community‐based participatory research (CBPR) examining

precarious employment and community health, academic, and community researchers

used concept mapping to explore how residents in two high hardship neighborhoods

perceive the impact of work on health.

Methods: Between January and May 2017, 292 individuals who lived or worked in

two contiguous Chicago neighborhoods were engaged in brainstorming, sorting, and

rating activities. Multidimensional scaling and hierarchical cluster analysis were

applied, and findings were interpreted by a community‐academic partnership.

Results: Brainstorming resulted in 55 unique ways that work impacts health, each of

which was rated on its perceived impact on health and prevalence in the

neighborhood. Four major themes emerged: Healthy Aspects of Work, Systemic/

Structural Injustices, Lack of Control/Exploitation, and Psychological/Physical Stress,

which was a multidimensional, cross‐cutting theme.

Conclusion: These findings provide critical insight into community perceptions of the

mechanisms by which work influences health, providing a basis for community‐driven,
sustainable, work‐focused interventions that promote community health.
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1 | INTRODUCTION

Work is a complex phenomenon that encompasses both job tasks and

their attendant hazards, demands, and rewards and employment

quality, which refers to contractual agreements around wages and

social benefits, scheduling, and the ability for workers to have a voice

regarding working conditions.1 Work is shaped by the intersection of

macro‐ and micro‐level social, structural, and economic forces,

including capitalism, systemic and individual‐level racism, sex,

immigration policies, educational opportunities, and socioeconomic

position.2-4 Together, these forces create a cyclical structure where

those in power create systems that advantage themselves while,

deliberately or unintentionally, disadvantaging others. Lower status

occupations provide lower wages, which consequently determines

where one is able to live and the educational and job opportunities

available. Ultimately, these structures result in occupational segrega-

tion, or job ghettos5 and produce spatial clustering6 and “pattern[s

of] the advantage and disadvantage” on the health of communities.7

In turn, these patterns influence workers’ and families’ income, social

networks, social status, and power, all of which are fundamental

causes of health inequities.8 Defined here as labor is done in

exchange for resources such as money, food, or shelter, work is

recognized in various social determinants of health (SDOH)

conceptual models,9-11 yet the mechanisms by which work influences
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community health and community health inequities have not been

clearly explained.7

Precarious employment has increasingly been recognized as

detrimental to health and wellbeing.1 For the purpose of this study,

we define precarious work as a multi‐dimensional construct that

encompasses low wage opportunities, employment insecurity, and

limited workplace rights.1 Precariously employed workers labor in

some of the most hazardous industries, including the service sector,

construction, manufacturing, warehousing, and agriculture.12 They

provide home care, domestic work, “back of the house” restaurant

work, day labor construction, materials handling, and machine work.

These employment situations are often unstable and unpredictable,

precluding regular, full‐time employment, and leading workers to

take more than one job to support themselves and their families.13-15

Moreover, irregular work hours, a lack of health insurance benefits,

and limited or no paid or unpaid sick leave limit individual and family

access to health care. Low wages dictate residence in low‐income

neighborhoods, frequently accompanied by additional stressors of

low‐quality housing and schools, limited access to services, increased

crime and unhealthy ambient environments. Finally, individuals of

lower social position due to systems that discriminate by race/

ethnicity, citizen status, gender, and age are disproportionately likely

to be precariously employed.16,17

While the risks of precarious work are increasingly inventor-

ied,16,18 and risks associated with work sectors are well‐known, the

impact that high levels of precarious employment have at a

neighborhood level is overlooked in the academic literature. A

broader, community‐based understanding is critical to creating

effective interventions to improve health within communities with

high levels of precarious employment; such interventions are most

likely to be successful if they incorporate the realities of workers,

their families, and their neighbors and are positioned in ways to

facilitate action and change. Furthermore, interventions in the

community are more likely to reach precariously employed workers

than those in their disparate workspaces. As part of a larger

community‐based participatory research (CBPR) project exploring

the relationship between working conditions, individual health, and

community health, a team of academic researchers and community

residents used concept mapping (CM) to explore residents’ percep-

tions of how work affects health in two low‐wage, high hardship

communities in Chicago. The focus on precarious work arises out of

our prior and ongoing work with this community which determined

that much of the employment of neighborhood residents is, indeed,

unstable, low paying, and lacking benefits.19

2 | METHODS

2.1 | The Greater Lawndale Healthy Work Project

The Greater Lawndale Healthy Work Project (GLHW), is part of the

University of Illinois at Chicago School of Public Health Center for

Healthy Work (a NIOSH Center of Excellence in Total Worker

Health®). The aim of this study is to contextualize health as related

to work and determine the pathways and barriers to healthy work in

two demographically diverse, contiguous neighborhoods that experi-

ence high socioeconomic hardship. Our goal is the establishment of a

community‐driven culture of occupational health that will move

people from unhealthy to healthy work by increasing community

capacity. We define healthy work as productive employment with

opportunities for growth, a living wage in a 40‐hour work‐week,

benefits, job security, health and safety protections, respectful

treatment, and representation and dialogue between workers and

their supervisors and employers. Conversely, we define precarious

work as work that has some or all of the following conditions: work is

irregular or has an unpredictable schedule, work is contingent (ie,

where one cannot count on the job continuing), work that does not

pay a living wage or provide social benefits (eg, health insurance, paid

time off, sick leave), work that involves dangerous working

conditions, work that does not allow for representation or a voice

in the workplace, and/or work that provides little or no opportunities

for advancement.

GLHW is an outgrowth of the Little Village Participatory

Community Health Assessment, a community‐academic partnership

created to explore the health needs and assets in the immigrant

community of Little Village using iterative research methods. The

GLHW’s focus on work, mental health, and stress emerged from the

larger project’s qualitative needs assessment.20

As a CBPR team, we are committed to equity in decision making

and prioritizing community‐identified issues and concerns.21,22 Every

stage of the GLHW project has been jointly undertaken by academic

partners and community researchers (CRs), residents and neighbor-

hood leaders who received training in CR methods and are paid

members of the research team. We use a mixed‐methods community

health assessment approach to describe the context of work in the

communities. The CM project was one of four distinct data collection

activities that are informing the development of a comprehensive,

community‐driven intervention plan to create a culture of healthy

work in the greater community area. The specific aims of the CM

activities were to (a) develop a conceptual model that explains how

residents of neighborhoods with high levels of precarious employ-

ment conceptualize the ways in which the work they engage in

influences their health and well‐being and (b) inform the domains of a

community health survey on work (in conjunction with other

qualitative research activities). Ethics approval was received from

the University of Illinois at Chicago Institutional Review Board

(IRB#2013‐0128).

2.2 | The neighborhoods

North Lawndale and Little Village (officially designated South

Lawndale by the city of Chicago) make up the Greater Lawndale

area. Located southwest of downtown Chicago, these contiguous

neighborhoods are two of Chicago’s 77 community areas. North

Lawndale is a predominantly African American community; Little

Village is largely Latino, with nearly 40% of residents born outside of

the United States and with limited English.19 Both communities have

2 | VELONIS ET AL.



high social and economic hardship and low educational opportunities

compared with other neighborhoods.20 Still, notable differences

exist. Little Village has the highest proportion of undocumented

residents21 and the percent of residents who lack a high school

diploma and health insurance is over twice that of North Lawndale

residents.20 Yet the overall unemployment rate has historically been

higher in North Lawndale22 with two times the unemployment in

Little Village and a large percentage (57%) of adults have been

processed by the criminal justice system.22,23

2.3 | CM methodology

CM is an iterative, mixed‐methods approach that helps to clarify the

meaning of terms and ideas and identify key constructs from the

perspective of participants.24,25 CM is well‐suited for CBPR, as every

participant’s voice is given weight. CM has been used to generate and

prioritize strategies, conceptualize ideas, explore the relationship

between ideas or constructs, and rate and compare these items.25-27

Comprised of three data collection phases—brainstorming, idea

structuring, and participatory interpretation—CM engages partici-

pants as co‐creators of knowledge, with data moving back and forth

between researchers and participants, ending with a final validation

exercise conducted with participants.28

2.3.1 | Brainstorming

At the outset of the project, the community and academic

researchers agreed on the following focal statement for the

brainstorming activity: “When I think of my work situation, or people

who live in my community in similar work situations, one way work

impacts our health (good or bad) is ____.” After translating the statement

into Spanish and testing it with residents, events were held across

both communities. Using one‐on‐one and group techniques, partici-

pants were asked to respond to the focal statement with as many

answers as they wished, and their answers were recorded by a CR.

Demographic characteristics of participants were collected, including

the neighborhood of residence, neighborhood of employment,

nativity, primary language, education level, work status (eg, employed

for wages, self‐employed) and gender identity. Brainstorming events

were organized by our CR team and included attending community

meetings, church‐based activities, and other gatherings. CRs also

engaged in one‐on‐one interactions with participants in a variety of

settings including laundromats, community centers, and community‐
based organizations. Participants received a $5 gift certificate as

compensation.

Academic and CRs systematically condensed 259 brainstorm

responses into a list of 55 unique items. First, all Spanish responses

were translated into English and Spanish back‐translated accordingly

(likewise, all English responses were translated into Spanish).

Academic and CRs eliminated responses that were duplicated or

not applicable to the focal question, then organized the remaining

responses into broad themes. Next, teams of members of the

community and academic team were assigned two or more themes

and instructed to consider each response carefully to determine (a) if

it was specific and/or complete enough to be useful for the purposes

of the project, (eg, were there too many ideas in the response or an

incomplete idea), (b) if it was similar to another idea that was being

expressed, and (c) if it could be combined with another item so that

one concrete idea was expressed. Teams attempted to keep as much

of the original language as possible while providing detail or

specificity when necessary for interpretation. For example, this item

(taken verbatim from a participant during brainstorming), “Lack of

sleep. Hands hurting so bad cause carpal tunnel. Traveling to and

from work. Standing on concrete 8 hours a day trying to get up early

to see kids to school.” was separated into two final items: “People

work too much and do not get enough sleep,” and “Work that is

sedentary, repetitive motion or excessive standing.” This latter item

was combined with other brainstorm responses about travel to work,

family commitments and physical pain due to work. Finally, the

academic and CR team looked at the consolidated list of responses

and compared items across themes to make sure that responses were

truly unique, that they addressed the research question, and that

they were clear and concrete. Six additional items that did not

emerge during brainstorming were added by the research team

based on their experience or informed by the literature (a) lack of

training on health and safety at work; (b) employers don’t value

health and safety at work; (c) prior incarceration makes it hard to find

and keep work; (d) being an immigrant makes it difficult to find work;

(e) not speaking English makes it hard to find and keep work; (f)

workers are not empowered or don’t feel like they can exercise their

rights at work (OSHA, getting paid, workers compensation, health,

and safety). The CM process allows all participants (including

researchers) to add items to answer the question based on a

literature review as well as their knowledge and experience. The goal

is to get all possible ideas listed right in the beginning. While it is

possible that some of the items were initially conceptualized by

university researchers, were they not relevant, they would have been

excluded from the final list by the CRs and/or rated very low by the

community members during sorting/rating. The consensus was

reached on the final list of 55 responses.

2.3.2 | Idea structuring (sorting and rating)

Next, community residents were invited to participate in “open

house” style gatherings. First, participants were handed a set of index

cards with one statement written on each card and asked to sort the

55 statements into groups or themes “that made sense to them,” and

then create a label for each pile. Next, they were asked to complete

two exercises in which they rated each of the 55 statements using a

Likert‐like scale between 1 and 6 according to: (a) how prevalent the

idea (statement) is in their community (1 = not a lot of people, 6 = a

lot of people), and (b) the impact of that idea on health (1 = not much

effect on health, 6 = a lot of effect on health). All materials were

available in English and Spanish, and CRs were present to assist with

literacy issues or other questions. At the conclusion, participants
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completed a demographic survey and received a community work

resource guide and $25 gift card as compensation.

2.4 | Data analysis

While the neighborhoods have distinct sociodemographic character-

istics, our community‐academic team intentionally analyzed the data

at the Greater Lawndale level (combined communities), emphasizing

the common structural inequities faced by residents. In the

experience of many of our CRs, the unrelenting focus on racial and

ethnic distinctions between marginalized groups often leads to

tension between communities, as neighborhoods are pitted against

each other for resources. Thus, our CBPR team consciously elected

not to stratify research questions or results in ways that could serve

to divide the two communities.

Data analyses were conducted using Concept Systems Global

Max©. First, the sorting data were subjected to multidimensional

scaling, generating a plot map that shows the relationship between

items, where each statement is represented by a point, and the visual

proximity of the points to one another illustrates the frequency with

which people sorted them together. (Note: the raw plot map is not

shown, however, the distance between the dots can be seen in the

Figure 1 Cluster Map). Stress values, which represent the stability of

the map configuration, were within the accepted parameters (ideal

stress values < 0.36; ours was 0.24).29 Concept Systems allows

researchers to examine specific “bridging” scores, which take on a

value between 0 to 1 and represent how often items were sorted

with the items in closest proximity; items with values close to 0 are

more closely associated with neighboring items, whereas statements

with higher bridging scores are likely to have been sorted with items

farther across the map.30

Next, hierarchical cluster analysis was used with these data to

generate a series of “cluster maps.” Each separate map showed how

the items would group together given a predefined set of clusters.

The research team examined the cluster configurations with as

many as 15 clusters, reducing the number of clusters with each

iteration and considering how the items in the updated cluster

configurations related together. Each new configuration was

discussed by the academic and CR team together, and consensus

determined that an 11‐cluster map best represented the data and

would be the most helpful for addressing the project’s goals. Each

cluster was assigned a thematic label, and a brief description of the

items in the cluster was developed. Agreement on labels and

descriptions was reached by academic and CRs. Finally, just as we

calculated the bridging scores for individual items, we examined the

bridging scores for the clusters (ie, how likely items in the cluster

were to be sorted together), which is an indication of the

cohesiveness of the items within the cluster

Next, we used the rating data to understand how community

members prioritized the responses. Using the clusters as our unit of

analysis, we examined the average rating scores for both prevalence

(how prevalent participants believe the statement was within the

community) and impact (to what extent did the participant believe

this factor influenced health). Using these average scores, we ranked

the clusters from most‐to‐least prevalent and most‐to‐least impact.

Next, we calculated the correlation between prevalence and impact.

We then repeated this process with the individual items as our unit

of analysis. Finally, we created the visual displays for these analyses:

F IGURE 1 Cluster map showing residents’ perceptions of the relationship between work and health in the community
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Pattern Matches (illustrating comparisons at the cluster level) and

Go‐Zones (illustrating comparisons between items).

3 | RESULTS

One hundred and fifty‐three participants across the two communities

assisted with brainstorming activities, and 141 engaged in sorting

and rating activities (Table 1). After completing the item reduction

exercise, we identified 55 unique brainstorming items that repre-

sented the ways in which work impacts the health of residents across

both communities. These items were numbered consecutively for the

purpose of tracking; there is no significance to the item number.

Table 2 provides a complete list of all items (“Item Detail” column).

3.1 | “Sorting” results: the cluster map

As described above, analysis of the sorting data generated an 11‐
cluster map with four overall themes—Healthy Aspects of Work,

Structural Inequities Related to Precarious Work, Lack of Personal

Control/Exploitation, and a cross‐cutting theme of Psychological and

Physical Stress (Figure 1). Each numbered dot represents an item, and

each cluster of items represents a particular theme (clusters are

numbered randomly but the individual cluster labels are shown in

Table 2). The clear distance between Cluster 5 (Healthy Aspects of

Work) and the remaining 10 clusters, which describe negative aspects

of work or how to work negatively influences health, suggests that

while participants view work as having both positive and negative

impacts, these are distinct concepts.

This theme of Healthy Aspects of Work reflects the notion that

people receive support from those they work with (item 28), that

work can benefit mental health by allowing people to achieve their

goals (item 45), and the physical health benefits associated with work

(items 52 and 53). Several items include qualifiers about the

characteristics of work necessary to make it healthy, such as flexible

work hours (item 33) or decent wages (item 38). Interestingly, while

this cluster is located the farthest from all the other clusters, the

individual items have relatively high bridging scores (average value of

0.78, not shown), suggesting that these items are conceptually

related to items in different clusters (ie, the crossover between

positive and negative impacts of work on health).

In an effort to better understand the aspects of work that

participants associate with being detrimental to health, we critically

examined the lower section of the cluster map representing negative

relationships between work and health. Three overarching themes

emerged from the analysis of the remaining clusters: participants

identified factors related to larger structural inequities related to

precarious work, participants identified that the work they do often

involves a lack of personal control or exploitation, and cutting across

these two themes, participants identified the relationship between

work and psychological and physical stress.

The clusters that comprise the Structural Inequities theme loosely

reflect the numerous ways in which larger societal level inequities

impact precariously employed workers’ health through unequal

opportunities, an inability to find and keep sufficient work, and

living/working in unsafe and fear‐inducing environments. The

clusters that incorporate this category describe unequal opportu-

nities related to systemic discrimination (eg, being an immigrant or

experiencing incarceration) (Cluster 1); child/family insecurity (Clus-

ter 2); work that prevents one from being healthy (Cluster 3); work

that is insecure and unsafe (Cluster 4).

Lack of Personal Control & Exploitation generally describes

characteristics specific to work environments in which workers

perceive having little or no personal agency over the conditions in

which they work, including over their own bodies. For example,

Cluster 6 encompasses experiences of exploitation and dehumaniza-

tion (employers reneging on promised time off or withholding pay)

and Cluster 7 includes discrimination and harassment while at work,

including by police or others. Clusters 8 and 9 address violations of

workers’ rights and human rights, such as not being provided

appropriate safety gear, wage increases, or access to restrooms or

water while on the job.

Of the 10 clusters that generally describe ways in which

unhealthy or unsafe work and employment conditions negatively

impact health, these clusters highlight the perceived relationship

between work, stress (as phrased by participants), and health. The

concept of stress emerged many times across these clusters—as an

exposure, as an outcome, as a cause—demonstrating the salience of

stress, broadly conceived, by the participants. The concept of stress

was so multifaceted, in fact, that it was identified as a cross‐cutting
theme, Psychological and Physical Stress, to the two central concepts

evident in these 10 clusters. Both Clusters 10 and 11 exemplify these

relationships, as they describe some of the effects of having a lack of

control over one’s employment (working too much and not sleeping,

not having enough pay to live on) and related to larger structural

inequities (stress related to not being able to find and keep work).

3.2 | “Rating” results: perceived prevalence and
impact

Data from the rating activities were used to understand participants’

perceptions of (a) how common the conditions or factors generated

by the brainstorm are in the lives of people in their community

(prevalence), and (b) the degree of influence these conditions have on

the health of people in their community (impact). After examining the

average rating scores for each cluster, we ranked the clusters from

lowest to highest (see Cluster Rank: Prevalence and Cluster Rank:

Impact columns on Table 2). The lowest average item rating for either

question is 3.6 (of 6), suggesting that participants do not find any of

the items to be uncommon or have little impact on health; rather

some appear to be more common or important than others.

Using the clusters as our unit of analysis, we compared the

average rating scores for impact and prevalence, displayed in Figure

2 as a Pattern Match). Emotional and physical stress is ranked as the

most prevalent experience for people in their community (average

score of 5.01) followed by unhealthy work and stress relationship (4.92),
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childcare/family insecurities (4.84), and static/insufficient growth and

resources (4.83). The least common experiences are violation of human

rights and healthy aspects of work (both 4.03). Looking at participants’

perception of how strongly these factors impact health, unhealthy

work and stress relationship and emotional and physical health are again

the top‐ranked areas (5.04 and 4.98, respectively), followed by static/

insufficient growth and resources (4.61) and violations of human rights

(4.54). Healthy aspects of work are ranked last in terms of impacting

TABLE 1 Selected characteristics of concept mapping participants and the Greater Lawndale community

Concept mapping participantsa,b Greater Lawndale Communityc,d

Brain‐storming Sorting and rating

GL NL LV GL

NL LV GLn = 153 n = 66 n = 75 n = 141

Sex/gender

Female 65% 74% 73% 74% 54% 44% 47%

Male 35% 26% 27% 26% 46% 56% 53%

Did not respond (# of participants) 10 4 8 12

Race/Ethnicitya

Not Hispanic or Latinx: White alone 2.2% 3.4% 3.1%
Hispanic or Latinx 8.2% 84% 59%
Not Hispanic or Latinx: Black or

African American alone

88% 12% 37%

Not Hispanic or Latinx: Asian alone 0.23% 0.3% 0.3%
Not Hispanic or Latinx: All other races 1.5% 0.4% 0.7%

Country of Birth

US Born 51% 98% 23% 58% 97% 61% 73%

Foreign‐Born 49% 1.6% 77% 42% 3.3% 39% 27%

Did not respond (# of participants) 1 2 1 3

Languagee

English only, More English than Spanish 56% 98% 23% 58%
Spanish, More Spanish than English 44% 1.6% 77% 42%
Spanish, English very well 5% 31% 22%
Spanish, English less than very well 3% 44% 31%
Did not respond (# of participants) 5 5 2 3

Education

Less than High School 28% 7.9% 29% 19% 27% 47% 40%

High School Graduate 31% 13% 45% 30% 32% 28% 29%

Some College or Associate Degree 23% 32% 12% 21% 33% 19% 23%

Bachelor’s Degree or higher 18% 48% 14% 29% 9% 6% 7%

Did not respond (# of participants) 3 3 2 5

Employment
Labor Force Participation Rate 79% 76% 70% 73% 50% 52% 51%
Employed/Population Ratio 74% 74% 55% 64% 39% 47% 44%
Unemployment Rate 6.0% 2.1% 21% 12% 22% 10% 13%
Did not respond (# of participants) 5 4 6 10

Household Incomea

<$25 000 52% 39% 44%

$25 000‐$49 999 23% 33% 29%

$50 000‐$74 999 20% 21% 20%

$75 000‐$99 999 6.5% 5.5% 5.9%

$100 000‐$149 999 4.2% 5.8% 5.2%

$150 000 and Over 1.4% 1.2% 1.2%

Note: Gender, Race/Ethnicity and Country of Birth: Total Population. Language and Education: Population 18‐year‐old and over Employment: Population

16‐year‐old and over. Household income: total households.
aCharacteristics of concept mapping participants were measured using a brief socio‐demographic questionnaire at the time of the CM activity. The

questionnaire did not include questions about race/ethnicity or household income.
bGL = Greater Lawndale; NL = North Lawndale; LV = Little Village (also known as South Lawndale).
cCharacteristics for the Greater Lawndale Community were derived from the American Community Survey (2012‐2016).
dThe universe of analysis for ACS results.
eLanguage is characterized in the ACS as “Speak a language other than English” then further characterized by language is spoken and degree of English

proficiency. For example, Spanish, English very well means that the respondent speaks Spanish and speaks English very well. The CM socio‐demographic

questionnaire asked “What language do you usually speak at home?” with response options of Spanish, More Spanish than English, More English than

Spanish, Only English.
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health (3.94). Finally, we explored the correlation between pre-

valence and impact, finding a moderate correlation (r = 0.74) as

illustrated by the Pattern Match (Figure 2).

Lastly, we explored individual items by rating (not shown). Similar

to the cluster correlation described above, individual items are

moderately correlated (r = 0.8). As action researchers, we were most

interested in the items that fell into the high prevalence and high

impact quartile (see Table 2, final column), as these are likely to be

areas where successful intervention could have the largest effect.

Interestingly, all of the items categorized in the emotional and physical

stress and unhealthy work and stress relationships fall into this high

impact/high prevalence quartile, along with other individual items

related to feeling exploited or insufficiently compensated (items 12,

2, 24, 46, and 55) and items related to policies that make

employment difficult, such as immigration or prior incarceration

status (items 14, 36). The safety of neighborhoods (item 51), a lack of

personal time (item 30), and concern about children being alone (item

4) are also rated as both common and impactful.

4 | DISCUSSION

This study is one component of a larger CBPR project that seeks to

understand how work impacts health in communities with high

proportions of residents engaged in precarious employment. For this

component, academic and CRs used CM to engage 294 participants

from two neighborhoods to address the question of how work affects

the health of people in their community. Experiences of exploitation,

harassment, and unsafe working conditions are common within these

two communities. While other factors identified through brainstorm-

ing were considered to have a greater impact on health (based on the

results of the rating exercises), none of the items could be considered

negligible (the lowest rating score for the “impact” question was a 3.6

out of 5), and this was verified during our member checking exercise.

We note that participants’ brainstorming responses closely

resemble items found on the Employment Precariousness Scale, a

validated, theory‐driven instrument used to measure precarious

employment,5 suggesting that residents within these two commu-

nities commonly experience working conditions that fit the scholarly‐
informed construct of precariousness. As Figure 1 shows, the

distance between the aspects of work that are healthy (or health‐
producing) in nature and those that are harmful strongly suggests

that participants understand these to be very different constructs.

Moreover, in these communities where precarious work is common,

the healthy aspects of work are viewed as less prevalent compared to

those related to stress and insecurities (Figure 2). This makes sense,

given the documented association between precarious employment

conditions and poor health.16,31,32

Four overall themes emerged from the analysis—Healthy Aspects

of Work, Structural Inequities Related to Precarious Work, Lack of

Personal Control/Exploitation, and Psychological and Physical Stress.

While there are some similarities between the themes describing

Structural Inequalities and Lack of Personal Control, our academic‐CR

team (comprised of occupational and community health scholars and

individuals with lived experience with precarious employment)

identified a meaningful distinction: where Lack of Personal Control/

Exploitation relates to power and exploitation in the workplace,

Structural Inequities Related to Precarious Work theme address larger

structural injustices and unequal opportunities, family insecurity,

insufficient resources and opportunities for growth, fear and

instability, and emotional and physical stress. The primary distinction

between these two themes is in the first case, the conditions are

workplace or employer‐specific while the latter relates more to the

impact of broader economic, political, and social forces on employ-

ment and health. Finally, while the clusters that comprise Psycholo-

gical and Physical Stress were seen as specifically addressing the

relationship between precarious employment and what participants

and our academic‐CR team consider stress, there was a consensus

that stress reaches across all clusters and items.

These findings, which are participant‐driven in nature, and

validated through community member checking, clearly correspond

with previous scholarship, principally using large‐scale datasets.1,29,33

In an overview of research on precarious employment and wellbeing

in Europe, Julia et al1 propose general pathways through which

precarious employment impacts wellbeing which are similar to our

findings: adverse psychosocial experiences related to employment

conditions (uncertainty about future work, discrimination, feeling

powerless), material living conditions related to precariousness and

exposure to poor working conditions and job content.

Yet our work extends this knowledge by distinguishing and

privileging the voices of individuals with lived experience of

precarious employment. It is clear that residents of these neighbor-

hoods understand the conditions of and benefits from healthy work,

such as receiving support from colleagues, personal growth, and

taking care of their families. They also clearly recognize that not only

are the conditions that lead to healthy or unhealthy work shaped by

factors linked to individual workplaces or employer behaviors but are

also to larger systemic forms of inequities and discrimination.

As part of a larger CBPR project, we cannot help but consider

these findings in conjunction with information that has emerged across

the data collection activities (publication forthcoming). When commu-

nity members from these neighborhoods speak about how their work

impacts their health, they articulate a lack of control, both in how

structured their opportunities are and in their lack of agency to take

action on the injustices they experience. This is clearly reflected in the

larger themes that emerged from the cluster map. Likewise, clear

descriptions of the multiple ways in which stress is perceived to

operate here suggest the concrete, chronic and cumulative negative

impact of work‐associated stress on the home, family, and community.

These insights are in the process of being integrated into our GLHW

Conceptual Model (the focus of a separate manuscript).

4.1 | Strengths, limitations, and challenges

We choose to explore and intervene on work at the community level

in two neighborhoods with high social and economic hardship because
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opportunities for employment and fair work conditions are not

distributed equally across the place. In fact, neighborhoods with

insufficient educational and community resource infrastructure are

unlikely to have strong pathways to decent work and are likely to have

a high proportion of residents who, due to limited opportunity, are

working in precarious situations. In highly segregated urban areas,

focusing on building community capacity to support healthy work is

one important way to address work as a structural determinant of

health.

A major strength of this project is that it is part of a larger CBPR

program. CM is well‐suited for CBPR work, as the perspectives of the

participants are kept front and center, with an ongoing exchange

between researchers and participants. Working in partnership with CRs

added an extra layer of accountability and grounding as we wrestled with

the English and Spanish wording for our focal question, recruitment

strategies, and analysis. Finally, CM allowed us to incorporate the voices

and perspectives of larger numbers of people across both communities,

which traditional qualitative methods do not always allow.

Many of our limitations and challenges are common to CBPR and

CM. While our CRs recommended key locations for data collection to

include a range of workers in both communities, we relied on a

convenience sample, resulting in markedly higher levels of education

among North Lawndale sorting and rating participants compared with the

community as a whole. Despite the participation of CRs across all aspects

of project planning and implementation, we were challenged to craft a

focal question, a final list of items, and rating scales that were clear,

concise, and had shared meaning in two languages. We also struggled

with how to address unemployment and work that falls outside of legal

classifications (eg, cash economy or bartering), and while we settled on a

definition of employment that generally describes the exchange of labor

for money, we knew that this did not fully capture the experiences of

many residents in either community. While it may be obvious, we should

note that our CM activities, as well as our findings, are specific to these

neighborhoods. Replication in different communities is important for

validation and generalizability, and to truly hone our understanding of the

relationship between work and health, similar investigations need to be

initiated in different communities. However, true CBPR work requires

that the CM activities (eg, the focal question, the processes used for

brainstorming, sorting, and rating) be tailored to individual communities

to be useful for action‐taking in those communities, which can make a

comparison of findings challenging. Finally, the commitment to avoid

replicating research approaches that stereotype and pit the communities

against each other but instead examine common themes across the

neighborhood may have resulted in losing some specificity of issues

unique to each. Examination of the communities as a whole was

important for the development of our conceptual model, however, we

will examine differences to inform specific neighborhood‐level interven-
tion strategies.

4.2 | Context and further work

The CM findings were one of four methodologies used in our

participatory community health assessment on work in GreaterT
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Lawndale. The CM findings were useful for two purposes (a) to build the

GLWH Conceptual Model that will guide the testing of interventions

moving forward and (b) to inform instrument development. The CM

findings were triangulated with findings from 20 interviews with key

stakeholders and 12 focus groups with 77 residents to inform the

domains of the GLHW Community Health Survey (n=500). Findings

from all four methods were rolled forward into a collaborative

intervention mapping study34 using the Theory of Change35 to identify

potential solutions to the problems described in this paper and to plan an

evidence‐based, community‐informed roadmap for action. The multi‐level
interventions aligned with the community‐owned roadmap are expected

to influence change across the ecological level to foster a culture of

occupational health at the community level. The next steps include

completing an “action mapping” exercise during which our CBPR team

will strategize and then implement actions to improve healthy work

opportunities at the community level.

4.3 | Public health implications

Embedding CM into our CBPR project allowed for the identification of

community themes around work, with stress emerging as a salient,

multidimensional, cross‐cutting subtheme. There is increased attention

to the structural drivers of social processes that impact health. Work

plays an important role in these processes, serving as a central theme

in the World Health Organization’s Framework for the SDOH.36 Given

the embeddedness of work in social processes that produce health,

CM is a useful strategy to discern work‐related community priorities

that may be important mechanisms to promote health equity in

communities with a high prevalence of precariously‐employed

residents.37 The normalization of exploitive work in high hardship

neighborhoods perpetuates a cycle of inequality such that workers will

endure injustices to make a living. The Universal Declaration of Human

Rights Article 25(1) states that “everyone has the right to a standard

of living adequate for the health and well‐being of himself and his

family, including food, clothing housing, and medical care and

necessary social services, and the right to security in the event of

unemployment, sickness, or disability.”38 We call on occupational

safety and health specialists to develop a research agenda aimed at

uncovering health impacts of work at the community‐level and guiding

community‐based intervention strategies to promote the health and

well‐being of low income and precarious workers. In addition to

incorporating “work” more carefully into structural inequity models,

Public Health must join with communities to make fair social policies

that protect workers from exploitation and assure their human rights.
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