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Disparities by Ethnicity, Language, and
Immigrant Status in Occupational Health
Experiences Among Las Vegas Hotel
Room Cleaners

Stéphanie Premji, rno* and Niklas Krause, mp, php, MPH'

Objective We examined disparities in workers’ occupational health experiences.

Methods We surveyed 941 unionized Las Vegas hotel room cleaners about their
experiences with work-related pain and with employers, physicians, and workers’
compensation. Data were analyzed for all workers and by ethnicity, language, and

immigrant status.

Results Hispanic and English as second language (ESL) workers were more likely than
their counterparts to report work-related pain and, along with immigrant workers, to miss
work because of this pain. Hispanic, ESL, and immigrant workers were not consistently at
a disadvantage with regard to their own responses to work-related pain but were so with
respect to reported responses by workers’ compensation, physicians, and employers.
Conclusions There are indications of disparities in occupational health experiences within
this job title. The use of different group classifications, while implying different mechanisms,
produced similar results. Am. J. Ind. Med. 53:960-975, 2010. © 2010 Wiley-Liss, Inc.
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INTRODUCTION

Immigrants and ethnic minorities represent a growing
proportion of the U.S. labor force and a growing share of low-
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wage workers [Capps et al., 2003; Lee and Mather, 2008].
Yet, little is documented about their occupational health
experiences. There is limited but mounting evidence that
compared with other populations, immigrants, ethnic, and/or
linguistic minorities have higher rates of work-related
injuries [Chen and Layne, 1999; Friedman and Forst,
2008], illnesses [Wang et al., 2007], and deaths [Corvalan
etal., 1994; Loomis and Richardson, 1998; Dong and Platner,
2004; Loh and Richardson, 2004] and more severe work-
related health problems [Anderson et al., 2000; Pransky
et al., 2002; Strong and Zimmerman, 2005]. There are also
indications that immigrant and/or minority workers have
distinct experiences with respect to reporting [Brown et al.,
2002; Quandt et al., 2006], claim filing [Frumkin et al., 1995;
Herbertetal., 1997; Pransky et al., 2002; Azaroff et al., 2003;
Burgel et al., 2004; Lashuay and Harrison, 2006], and
healthcare seeking [Burgel et al., 2004; Quandt et al., 2006]
and, alternatively, that employers [Lashuay and Harrison,



2006], workers’ compensation insurance [Nevitt et al., 1994;
Herbert et al., 1999], and physicians [Rudolph et al., 2002;
Dembe et al., 2005] respond to their occupational health
problems differentially. Responses to occupational health
problems by stakeholders, which can be mediated by
workers’ socio-demographic characteristics, can influence
the development of chronic disability [Krause and Ragland,
1994; Schultz et al., 2000; Franche et al., 2008], and as such
they can create or exacerbate disparities in occupational
health.

The present study aims to contribute to knowledge in this
area by examining disparities in the prevalence and severity
of, and in stakeholder responses to work-related pain among
941 unionized Las Vegas hotel room cleaners, a low-income,
predominantly female immigrant population. Room cleaners
are multiply disadvantaged socio-demographically as com-
pared to other working populations [Messing, 1998; Dembe,
1999; Frumkin and Pransky, 1999], but within this occupa-
tional title some groups may face more adversity than others
because of factors such as ethnic origin, language, and
immigrant status [Premji et al., 2008a,b; Buchanan et al.,
2009]. We examined workers’ own responses to work-
related pain as well as the reported responses of workers’
compensation insurance, physicians, and employers. Man-
agement, medical care and compensation provide the main
contexts for potential difficulties by workers or discrimi-
nation against workers in relation to occupational health.
Prevalence of work-related pain and responses to pain by
some stakeholders has previously been reported for Las
Vegas room cleaners [Scherzer et al., 2005];1 however,
disparities in work-related health and in responses have not
yet been explored in this population.

METHODS
Study Context and Design

The study is based on a collaborative project between the
Culinary Workers Union Local 226 in Las Vegas, health
educators from the Labor Occupational Health Program at
the University of California, Berkeley, and researchers from
the Department of Medicine at the University of California,
San Francisco. The collaboration followed a participatory
action research approach meaning that room cleaners were
involved in all aspects of the project through a research
advisory council made up of 25-29 room cleaners. Room
cleaners were involved in the formulation of research
questions, design of the study, development of the survey,
implementation of the study, and interpretation of results. A

' Differences between the results presented in Scherzer et al. [2005] and

this article are explained by the use of the “number of workers who
were asked the question” as the denominator in Scherzer et al. [2005]
versus the “number of workers who answered the question™ in this
article.
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total of eight focus group sessions were held in which room
cleaners described their working conditions including
physical and psychosocial job stressors and discussed their
experiences with work-related pain as well as with manage-
ment, occupational health care, and workers’ compensation.
The participatory process has been described elsewhere in
more detail [Lee et al., 2002]. The study protocol including
implicit consent in taking the survey was approved by the
Institutional Review Boards at the University of California at
Berkeley and San Francisco.

Study Population

Five unionized hotels were selected for inclusion in the
study, representing five hotel types: upscale, mid-level,
convention, all-suite, and older economy. The total popula-
tion included 1,724 room cleaners scheduled to work during
the survey weeks, however due to layoffs following the
September 11, 2001 terrorist attacks and the exclusion of
swing and night-shift workers and workers who did not report
to work, the eligible study population was 1,276 workers.

Instrument Development

The survey questionnaire was developed from the focus
group discussions and also included standardized instru-
ments previously used in other populations, including in a
study of San Francisco room cleaners [Krause et al., 2002]. It
includes questions on physical and psychosocial working
conditions, health status and behavior, work-related pain
and experiences with employers, physicians and workers’
compensation insurance. The survey instrument was pre-
tested with the room cleaner advisory council who also
evaluated questions for validity and literacy level. The
revised instrument was translated into Serbo-Croatian and
Spanish.

Data Collection

Surveys were administered in March and April 2002 at
the union hall after work hours. The meeting room was out
of sight of union offices and had a separate entrance.
Only survey administrators, university researchers, and
participants were allowed entrance. The survey adminis-
trators were graduate students and room cleaners from
non-participating hotels who had been trained and were
supervised by university researchers. The majority of
administrators spoke a language other than English
and served as ad hoc translators when needed. Administrators
also at times read the questions to illiterate participants.
Completion of the survey took 1-2hr and completed
surveys were collected by university researchers. Respon-
dents were not provided with incentives to complete the
survey.
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Measures of Work-Related Pain and
Responses by Stakeholders

Prevalence of work-related pain was measured by asking
“Have you had any pain or discomfort during the past
12 months that you feel might have been caused or made
worse by your work as a hotel room cleaner?”” This question
reflects the medical-legal criteria used to establish the work-
relatedness of an injury or illness (i.e., whether it arose out of
and in the course of employment). Respondents were also
asked how many days they missed in the past 12 months
because of a work-related injury or illness (a proxy measure
for severity).

Worker responses to work-related pain and discomfort
(hereafter referred to as ‘‘pain”) were assessed with
questions on whether workers reported this pain to manage-
ment, whether they reported a work-related injury or illness
to workers’ compensation in the past 12 months, whether
they visited a doctor for this pain, and whether they used sick
or vacation leave in the past 12 months because of this pain.

Reported responses to claim filing by workers’ compen-
sation insurance were measured with two questions: (1) “If
you filed a workers’ compensation claim, was it accepted?”
and (2) “If you reported a work-related injury or illness in the
past 12 months, did workers’ compensation pay for your
medical care?”” Reasons why workers” compensation did not
pay for medical care were identified in focus groups and were
presented in the survey as a checklist where multiple responses
could be selected (“check all that apply™).

Physicians’ reported responses to work-related pain
were assessed by asking workers “If you were treated by a
doctor or clinic, did you think that you had good medical
care?”’ Reasons for poor care were again identified in focus
groups and were presented in the survey as a checklist
allowing for multiple selections. Physician responses were
further measured by seven items on patient—doctor
communication, rehabilitation, and return-to-work (as listed
in Appendix A). For these seven items, data were analyzed
using various sets of conditions (e.g., limited to individuals
with lost-time injuries and illnesses) in order to improve
comparability of results with that of other populations.

Employers’ reported responses were evaluated by asking
workers who reported pain in the past 12 months whether
they were taken to a healthcare provider or clinic, whether
they were required to take a drug test, and whether they
received a warning or other discipline for missing work.
Workers were also asked whether their employer provided
alternate or modified work if their doctor recommended it.

Socio-Demographic Variables
Ethnic origin was assessed by asking workers “What

ethnic group do you consider yourself?” with check
boxes including “African American,” “Native American,”

“Hispanic,” “Filipino,” “Asian,” “Caucasian,” and “Other.”
Because of the small numbers of workers of non-Hispanic
ethnicity and the concern for adequate population numbers for
analyses, non-Hispanics were grouped as one category. This
choice is further justified by findings that, in this population,
Hispanics are disadvantaged as compared to non-Hispanics in
relation to general health and effort—reward imbalance
[Krause et al., 2009a,b]. Linguistic status was assessed with
the question “What is your native language?”” with possible
answers including “Cantonese,” ‘“English,” ‘“Mandarin,”
“Russian,” “Serbo-Croatian,” ““Spanish,” “Tagalog,” “Viet-
namese,” and “Other.” Workers were assigned to the category
“English as first language” (EFL) or “English as second
language” (ESL). Immigrants were defined as workers who
checked that they were “Born outside the U.S.A.” while non-
immigrants checked that they were “Born in the U.S.A.”

Despite overlap between Hispanics, ESL individuals,
and immigrants, we considered all three classifications
(ethnic origin, language, and immigrant status) for analysis
since these socio-demographic characteristics imply differ-
ent mechanisms regarding the genesis of disparities [Premji,
2008; Krieger, 2009] and can produce different results
[Premji et al., 2010]. It should be noted that Hispanics, ESL
individuals, and immigrants are minorities in the context of
the U.S. workforce but constitute the majority of workers
within our population of Las Vegas room cleaners. Non-
Hispanics—with the exception of Caucasians—are
also minorities in the U.S. workforce, in contrast to
individuals defined as EFL and non-immigrants. Gender
and socioeconomic status can also influence occupational
health experiences; however, these influences could not be
investigated because of the relative homogeneity of our
population in terms of these characteristics.

Data Analysis

Participant characteristics, work-related health out-
comes, and experiences with workers’ compensation insur-
ance, physicians, and employers were analyzed with
descriptive statistics. Analyses were done for all study
participants and separately for socio-demographic groups.
For differences in frequencies or proportions between groups
of workers, chi-square tests were used. For differences in
means, two-sample Student’s z-tests were used. All analyses
were done using Stata statistical software, version 8.0 (Stata
Corp., College Station, TX).

RESULTS

Participation Rate and Characteristics
of the Study Population

Of the 1,276 eligible study participants, 941 completed
the survey, giving a response rate of 74%. Table I presents
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characteristic of the study population cross-classified
by ethnicity, language, and immigrant status. Almost all
participants (99%) were women, 76% were Hispanic, 89%
had English as a second language, and 85% were immigrants.
Non-Hispanics were Caucasian (6% of room cleaners),
African American (6%), Filipina (5%), Asian (5%), “‘other”
(2%), and Native American (0.4%) (data not shown in table).
There was considerable overlap among Hispanics, indi-
viduals with English as a second language, and immigrants.
There was less overlap among non-Hispanics, EFL indi-
viduals, and non-immigrants. For instance, since 59% of non-
Hispanics reported having English as a second language,
comparing Hispanics to non-Hispanics is not equivalent to
comparing ESL and EFL individuals.

Almost a quarter of room cleaners were under the age of
35 (median 42 years, range 20—67 years). The large majority
(88%) had a high school education or less. Forty-two percent
(42%) had been working <5 years as a room cleaner at their
current hotel (median 5 years, range 6 months to 32 years).
Most (89%) worked 40hr a week or more. Ninety-three
percent (93%) had at least one child living with them, and
45% had at least one person living with them needing child,
elder, or disability care. In addition, 59% of room cleaners
sent money to family not living with them. There were some
substantial differences between socio-demographic groups
in age, education, seniority, hotels, and family responsi-
bilities. All study participants were unionized and covered by
an employer-sponsored healthcare plan.

Occupational Health
Experiences—All Workers

Table II presents data on the prevalence and severity of,
and stakeholder responses to work-related pain for all room
cleaners and by socio-demographic category. Seventy-eight
percent (78%) of room cleaners experienced work-related
pain in the past 12 months. Of those with work-related pain,
47% missed at least one workday in the past year because of
this pain (6 workdays on average, range 0—132, data not
shown). Thirty-two percent (32%) reported this pain to
management and 24% filed a workers’ compensation claim
in the past year. Sixty-two percent (62%) of workers visited a
doctor for their work-related pain and another 62% used at
least 1 day of sick or vacation leave because of this pain.

Fifty-seven percent (57%) of those who experienced
pain and filed a claim in the past year reported that their claim
was accepted, and 62% reported that workers’ compensation
paid for their medical care. Reasons why workers’ compen-
sation did not pay for medical care are presented in Table III.
Physician responses to work-related injury and illness were
asked of workers who experienced work-related pain in the
past year and who visited a doctor for this pain or were taken
to a doctor or clinic after reporting this pain to management
or workers’ compensation (Table IT). Sixty-six percent (66%)

reported that they received good medical care while 34%
reported that they received poor care. Reasons for poor care
are presented in Table IV.

Table II shows that 42% of workers reported that their
doctor talked about their job ““alot” or “some’ while 46%
said their doctor seemed to understand their job “very well”
or “fairly well.” Thirty-one percent (31%) of workers
reported being told by their doctor how to avoid re-injury at
work, 28% said their doctor suggested changes in their job to
help their injury heal, and 36% reported that their doctor told
them what work restrictions or changes in their job they
needed in order to return to work. When asked if their doctor
ever told them they were ready to go back to work, 70% of
workers said yes. In addition, 30% of workers reported that
their doctor recommended alternate or modified work in
order for them to return to work.

Of those who had work-related pain in the last year and
reported it either to management or workers’ compensation,
83% were taken to a healthcare provider or clinic by their
employer. Thirty-three percent (33%) took a drug test, and
25% were disciplined for missing work. In addition, of
workers with work-related pain whose physician recom-
mended alternate or modified work, 55% reported that their
employer provided such work upon doctor recommendation.

Differences in Occupational Health
Experiences by Ethnicity, Language,
and Immigrant Status

Table IT also presents data on the prevalence and severity
of, and stakeholder responses to work-related pain for
Hispanic versus non-Hispanic workers, workers with ESL
versus EFL, and immigrant versus non-immigrant workers.
Hispanic and ESL workers reported work-related pain in the
past year more often than their counterparts. There was
no difference in the prevalence of work-related pain between
immigrants and non-immigrants. Hispanic, ESL, and
immigrant workers were more likely than their counterparts
to miss at least one workday in the past year because of work-
related pain. ESL workers also missed more days on average
than EFL workers (6.5 days (SD 17.5, range 0—132) vs.
1.5 days (SD 2.8, range 0—10), P < 0.107—data not shown).
Of those with pain, Hispanic and ESL workers were more
likely than their counterparts to file a workers’ compensation
claim in the past year. On the other hand, non-immigrants and
EFL workers were more likely to report work-related pain to
management and to use sick or vacation days for work-
related pain. There were no substantial differences in other
worker responses to work-related pain between socio-
demographic groups.

Of those with work-related pain and who filed a workers’
compensation claim in the past year, non-Hispanic, EFL, and
non-immigrant workers were more likely than their counter-
parts to have their claim accepted, about 50% more likely. At
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the same time, EFL. and non-immigrant workers more often
then their counterparts reported that workers’ compensation
paid for their medical care. Of the reasons why workers’
compensation did not pay for medical care (Table III), non-
Hispanics and non-immigrants were more likely than their
counterparts to cite “They said my injury was not related to
this job”” and “They said I did not prove my injury was work-
related.” Non-Hispanics were more likely than Hispanics to
cite “I needed medical bills to be paid so I filed with my
health insurance.” Immigrants were more likely than non-
immigrants to say ‘I did not file a claim.”

In terms of physician responses (Table IT), Hispanic, ESL,
and immigrant workers reported good medical care more often
than their counterparts. Of the reasons why workers thought
they received poor care (Table IV), non-Hispanics and EFL
workers were more likely than their counterparts to cite “The
doctor did not listen to me describe my problems or pain’” and
“The doctor sent me back to work when I was still hurt.” EFL
workers were more likely than ESL workers to cite “The
doctor said I was OK when I was not.” Non-immigrants were
more likely than immigrants to cite “The doctor did not check
me out carefully.”” On the other hand, ESL and immigrant
workers were more likely than their counterparts to cite “I had
to push them to take care of me.”

In addition, while Hispanic, ESL, and immigrant
workers were more likely to report that their doctor talked
to them about their job “a lot” or “some,” they were less
likely to say that their doctor seemed to understand their job
“very well” or “fairly well” (Table II). A greater proportion
of non-Hispanics reported being told by their doctor how to
avoid re-injury at work while a greater proportion of
Hispanics reported being told when they were ready to go
back to work. There were no substantial differences in other
physician responses to work-related injury or illness between
socio-demographic groups.

Employer responses also varied between groups.
Hispanic and ESL workers were more likely than their
counterparts to be taken by their employer to a healthcare
provider or clinic after reporting their pain. In addition,
Hispanics were more likely than non-Hispanics to get a
disciplinary measure for missing work and ESL and
immigrant workers reported taking a drug test more often
than their counterparts. Other employer responses did not
vary substantially between groups.

DISCUSSION

The large majority of room cleaners experienced work-
related pain in the past year; for most of them the pain was
severe enough to miss work or to seek medical care. Yet, only
a minority reported work-related pain to either management
or workers’ compensation. Responses by workers’ compen-
sation, physicians, and employers were also found to be
problematic. Only about half of workers who filed a workers’
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compensation claim reported that their claim was accepted.
Most workers reported receiving good medical care, but only
a minority reported adequate handling of their work-related
pain by physicians when asked specific questions on patient—
doctor communication, rehabilitation, and return to work.
Lastly, only about half of workers whose physician
recommended alternate or modified work reported that their
employer provided such work.

Among room cleaners, occupational health experiences
varied by socio-demographic characteristics as Hispanic,
ESL, and immigrant workers generally reported more
difficulties than their counterparts. Hispanic and ESL
workers were more likely to report work-related pain and,
along with immigrant workers, to miss work because of the
pain. ESL and immigrant workers, however, were less likely
to use sick or vacation leave because of work-related pain. It
is unclear why the pattern varies between measures of
disability (i.e., missed work days, use of sick, or vacation
leave) but research has shown that results may be dependent
on the definition of disability [Altman and Gulley, 2009].

With the exception of differences in the likelihood of
reporting to management, disparities affecting Hispanic,
ESL, and immigrant workers were not evident in workers’
own responses to work-related pain but were observed in
relation to responses by workers’ compensation, physicians,
and management. Hispanic, ESL, and immigrant workers
were about 50% more likely to report that their compensation
claim had been denied. While these three groups were more
likely to report good medical care and that their doctor talked
to them about their job at least ““some,” they were less likely
to report that their doctor seemed to understand their job well.
In addition, Hispanics were more likely to be told by their
doctor that they were ready to go back to work, but they were
less likely to be told how to avoid re-injury at work. After
reporting their pain, Hispanics and ESL individuals were
more likely than their counterparts to be taken by their
employer to a healthcare provider. Hispanics were more
likely than non-Hispanics to get disciplined for missing
work, and ESL and immigrant workers reported taking a drug
test more often than their counterparts.

Room Cleaners’ Health, Reporting,
and Care Seeking

Socio-demographic characteristics play roles in the
distribution of individuals across occupations [Dubeck and
Borman, 1996] and in the allocation of immigrant and
ethnic minority women to low-wage, high-risk jobs where
occupational health problems have been shown to be rampant
[Burgel et al., 2004; Park and Pellow, 2005; Lipscomb et al.,
2007]. Like other immigrant women, room cleaners have
extensive familial and financial responsibilities—about half
have homecare responsibilities and more than half have
financial responsibilities abroad. The impact of a work-
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related health problem among multiply disadvantaged
populations can therefore reach far beyond the individual
worker’s health.

The high rate of work-related pain found in our study
(78%) is especially problematic when considering room
cleaners’ low rates of reporting to both management and
workers’ compensation. Under-reporting is a problem
affecting all workers [Pransky et al., 1999; Rosenman
et al., 2000; Shannon and Lowe, 2002; House Committee
on Education and Labor, 2008], but it may be especially
prevalent among low-wage, immigrant, ethnic, and/or
linguistic minority populations because of factors such as
language barriers, lack of information or assistance, and fear
of reprisals or deportation [Frumkin et al., 1995; Herbert
etal., 1997; Pransky et al., 2002; Azaroff et al., 2003; Burgel
et al,, 2004; Lashuay and Harrison, 2006]. Barriers to
reporting to management and workers’ compensation
among Las Vegas room cleaners have been reported
elsewhere [Scherzer et al., 2005]. The availability of an
employer-sponsored healthcare plan also may have played a
role in the low rate of claim filing in our population.
Previous research has identified patterns of cost-shifting
from workers’ compensation to health insurance for occupa-
tional health problems [Dong et al., 2007; Lipscomb et al.,
2009].

The relatively high prevalence of health care seeking for
work-related health problems among room cleaners (62%) is
comparable to that of partly insured immigrant workers
(57%) [Burgel et al., 2004], and higher than that of uninsured
immigrant workers (34%) [Quandt et al., 2006]. Still, 38% of
room cleaners did not visit a doctor for their work-related
pain which may indicate the presence of other barriers to
care. Previous studies have suggested that in addition to the
above-cited barriers, dissuading employer practices, inabil-
ity to take time off, and lack of transportation may represent
obstacles to care in multiply disadvantaged workforces
[Walter et al., 2002; Burgel et al., 2004; Arcury et al., 2006;
Lashuay and Harrison, 2006].

Workers’ Compensation Responses

Our study documents a low claim acceptance rate (57%).
This is much less than has been reported, for example, in
California where 96.3% of claims were accepted between
March 2000 and June 2003 [B. Kahley, Research Manager,
California Division of Workers’ Compensation; written
communication, March 2004 as cited in Scherzer et al.,
2005]. Our study also documents a slightly higher rate of
payment for medical care expenses by workers’ compensa-
tion insurance (62%) than rate of claim acceptance (57%).
Further analysis of our data indicates that out of the 57
individuals who reported claim denial, 20 reported payment
for medical care expenses by workers’ compensation
insurance. The discrepancy could be explained by the

possibility that some workers initially obtained medical care
through the workers’ compensation insurer even if the claim
was ultimately denied and the insurer got reimbursed by the
health insurance plan without the worker being cognizant of
or involved in this latter transaction. It is also possible that
some workers interpreted the question about payment of care
by workers’ compensation to mean ‘“‘someone else paid for
my medical care.” Reasons for the failure of workers’
compensation to pay for care mainly concerned workers not
filing for medical care expenses with the workers’ compen-
sation insurer and issues concerning the recognition of the
injury or illness as work-related.

Physician Responses

There is little published information about experiences
with care for occupational health patients. The proportion of
room cleaners who reported dissatisfaction with care (34%)
is higher than that found among California injured workers of
various occupations (25%) [Rudolph et al., 2002] and much
higher than that of enrollees in commercial, Medicare, or
Medicaid health plans (13—19%) [Agency for Health Care
Research and Quality, 2007]. The most frequently cited
reasons for poor care concerned diagnosis and treatment as
well as difficulty with being heard—*The doctor did not
listen to me”” and ‘I had to push them to take care of me”’—as
opposed to the availability of physicians, equipments, or
facilities (Table IV).

When room cleaners were asked specific questions on
experiences with care, only a minority reported adequate
handling of their health problem by their physician.
Comparison with two California and one Ontario-based
studies of injured workers of various occupational categories
that used some of the same questionnaire items [Dasinger
et al.,, 2001; Rudolph et al., 2002; Kosny et al., 2006]
indicates that the proportion of workers who report adequate
handling with regard to specific aspects of care is much lower
among Las Vegas room cleaners (Table V). For example,
depending on the criteria used to delimit the population,
between 26% and 33% of room cleaners were told by the
doctor how to avoid re-injury at work, compared to 62—65%
for other injured worker populations. Differences may be
explained by variation in jurisdictions or in workers’ socio-
demographic characteristics. In fact, when comparing certain
population groups using combined scales of experiences with
care, Rudolph et al. [2002] found that respondents who were
Spanish-speaking and non-white reported significantly lower
scores. However, when room cleaners were asked whether
their doctor told them that they were ready to go back to work,
70% of room cleaners answered ‘““yes,” a higher proportion
than that reported elsewhere [Dasinger et al., 2001; Kosny
etal., 2006]. These results suggest that room cleaners may be
sent back to their jobs without proper consideration for their
health conditions.
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The higher percentage of workers with work-related
pain who visited the doctor (62%) than who filed a
claim (24%) indicates that physicians either may not consider
that the pain is work-related [Plomp, 1993] or may not
provide the necessary support in seeking workers’ compen-
sation benefits either because of the burdensome process
[Lax and Klein, 2008] or the employer’s dissuading influence
[Higgins and Orris, 2002]. In focus groups, room cleaners
stated that they sometimes were discouraged by medical
care providers from reporting their injuries or illnesses.
Currently, in Nevada, employees may not choose their
physician if the employer’s workers’ compensation insurer
has entered into a managed care contract or healthcare
service provider contract. Employees dissatisfied with
their care may choose an alternative physician from the
insurer’s provider list, but it is unknown if a significant
proportion of workers are aware of and choose to benefit from
this option.

Employer Responses

According to the Occupational Safety and Health
Act,” employers must record occupational injuries and
illnesses only if they involved lost work time, medical
treatment other than first aid, motion or work restriction,
loss of consciousness, or transfer to another job. Employers
have many incentives to under-report work-related health
problems, including decreasing their chance of being
inspected by the Occupational Health and Safety Adminis-
tration (OSHA) and decreasing their workers’ compensation
insurance premiums [House Committee on Education
and Labor, 2008]. Disincentives to reporting and care
seeking, namely drug testing and disciplinary measures
for missing work, were experienced by a significant
proportion of the workforce who reported their work-
related pain to management or workers’ compensation.
These tactics may act both as punishment for and deterrent to
reporting.

For the minority of injured or ill workers for whom the
physician recommended modified or alternate work, only
about half reported receiving it from their employer. Few data
exist on the prevalence of modified work among injured
workers, but data from Ontario indicate that the percentage of
workers with soft tissue injuries who receive modified work
arrangements is similarly low (36%) [Brooker et al., 2001].
Employer responses to work-related injuries and illnesses,
including the provision of alternate or modified work duties,
constitute one of the principal strategies for successful return
to work [Loisel et al., 1997; Krause et al., 1998]. Previous
analyses have shown that after returning to work, 34% of
room cleaners missed additional workdays because of their
injury [Scherzer et al., 2005].

2 29 C.ER. Section 1904.7(a).

Differences by Ethnicity, Language,
and Immigrant Status—Prevalence,
Severity, and Worker Responses

Disparities in the prevalence and severity of work-related
health problems have been shown in studies conducted
across sectors and occupations [Loomis and Richardson,
1998; Chen and Layne, 1999; Loh and Richardson, 2004;
Friedman and Forst, 2008] and are typically explained by the
over-representation of immigrants or ethnic minorities in high-
risk jobs [Robinson, 1984; Frumkin et al., 1999; Moure-Eraso
and Friedman-Jiminez, 2001]. In analyses that control for job
title disparities at times persist [Richardson et al., 1997; Dong
and Platner, 2004]; however, very few studies have inves-
tigated disparities in work-related health outcomes within
identical occupational categories [Lloyd, 1971; Engkvistetal.,
2000; Wang et al., 2007]. In the hospitality sector, Buchanan
et al. [2009] examined 2003—-2005 injury data from employer
registries for the five main hotel chains in the U.S. Among
housekeepers, Hispanics were 70% more likely to be injured
than their White counterparts. Their overall injury rate was
10.6 per 100 workers, compared to 6.3 per 100 for Whites.
This is consistent with our finding of a higher prevalence of
work-related pain for Hispanic and ESL workers among Las
Vegas room cleaners.

Various mechanisms can explain the existence of
disparities in work-related health within the same occupa-
tional category. The evidence supports the role of environ-
mental—including occupational—exposures rather than
biological or genetic specificities in the differential distribu-
tion of diseases across populations [Goodman, 2000; Pearce
etal., 2004]. It is also unlikely that immigrants “import™ their
health problems from abroad since they have better average
physical and mental health in their country of origin than their
offspring born in the U.S. [Escobar et al., 2000; Frisbie et al.,
2001; Uppaluri et al., 2001]. Differential exposures within
identical occupational categories may be explained by a
number of factors, including differences in assigned tasks or in
work environments. Room cleaners have rather similar and
clearly defined job tasks and performance metrics; however,
our data showed differences in the representation of socio-
demographic groups across the various hotel types, and
previous analyses of effort—reward imbalance in this pop-
ulation identified disparities by ethnicity, language, and
immigrant status which would suggest differential working
conditions [Krause et al., 2009a].

Other factors include proficiency in the dominant
language, which can influence the ability to understand
[Krahn et al., 1990; Loosemore and Lee, 2002; Trajkovski
and Loosemore, 2006] and communicate [Premji et al.,
2008b; Loosemore and Lee, 2002] information relative
to occupational health and safety; cultural specificities
[Huerta and Macario, 1999; Walter et al., 2004; Lin et al.,
2007; Adamson and Atkin, 2008; Madan et al., 2008]



and socioeconomic circumstances—such as the financial
difficulties associated with sending money abroad
[Premji et al., 2008a; Richardson et al., 1997; Aguilar and
Podolsky, 2006]—which can influence perception of and
attitudes toward risk, health, and treatment; institutional and
individual discrimination, which may be directed at specific
groups, and which can both directly and indirectly impact
workers’ health [Mays et al., 1996; Din-Dzietham et al.,
2004; Bhui et al., 2005; Shannon et al., 2009]; and ethnicity
or language-based networks in the workplace which can
influence exposure to risks, for instance through the
regulation of the workload [Seifert and Messing, 2006;
Premji et al., 2008a].

Our study shows disparities in the likelihood of reporting
work-related pain to management. Since Hispanic, ESL, and
immigrant workers are more likely than their counterparts to
be subjected to dissuasive employer practices, they may be
less inclined to report their work-related pain to their
employer. No disparities between groups were observed in
healthcare seeking behavior and in the case of claim filing
Hispanic and ESL workers were actually more likely to file
than their counterparts. This latter finding is unexpected
given that these groups have been shown to be at a
disadvantage across most measures of occupational health
experiences and that language barriers have been identified
as an obstacle to claim filing in previous studies [Pransky
etal.,2002; Burgel et al., 2004; Lashuay and Harrison, 2006].
One possible explanation may be that Hispanic and ESL
workers have more severe injuries—as reflected by their
higher likelihood to miss work because of work-related pain
and, for ESL workers, their longer absences from work—and
are therefore more in need of workers’ compensation wage
replacement benefits in order to attend to their health.
Another possible explanation lies in the contextual specific-
ity of the concepts of majority and minority. As the majority
among room cleaners, Hispanics and ESL individuals may
have established networks based on ethnic origin or language
through which workers exchange information or provide
support [Seifert and Messing, 2006] for instance in relation to
the workers’ compensation process. On the other hand,
as minorities interacting with workers’ compensation,
physicians, and employers, Hispanic, ESL, and immigrant
workers may face obstacles in having their work-related
injuries recognized and compensated. For the same group,
being simultaneously a minority in one context and a
majority in another may therefore place it at a disadvantage
or advantage, respectively.

Differences by Ethnicity, Language, and
Immigrant Status in Responses by
Management, Care, and Compensation

Differential responses to work-related pain and report-
ing by those responsible for management, medical care, and
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workers’ compensation can also create or exacerbate
disparities in health. Hispanic, ESL, and immigrant workers
were generally disadvantaged in relation to their counterparts
in their experiences in these three contexts. Namely, they
were much less likely to have workers’ compensation accept
their claim and pay for their medical care even though their
counterparts were more likely to cite issues with the
recognition of work-relatedness—possibly due to differ-
ences in the severity of their injuries and illnesses. On the
other hand, Hispanic, ESL, and immigrant workers were
more likely to report good medical care, which may
be explained by the fact that their counterparts were more
likely to cite difficulties with diagnosis and treatment.
However, ESL and immigrant workers reported that they
had to “push” to receive care more often than their
counterparts, which could indicate the presence of commu-
nication difficulties by workers or prejudice on the part of
medical personnel [Dembe, 1996]. Communication barriers
and perceived discrimination are usually mentioned as
possible mechanisms in the literature on disparities by
immigrant or minority status in occupational health services
[Burgel et al., 2004; Dembe et al., 2005; Lashuay and
Harrison, 2006]. Lack of respect came out as an important
theme in focus group discussions with room cleaners;
however, it was investigated in the context of the workplace
and not in relation to experiences with medical care or
workers’ compensation.

Delimitation of Population Groups

Generally speaking, our three socio-demographic
variables produced similar results even though different
definitions imply different relationships with occupational
health. For example, ESL status would theoretically be
associated with communication difficulties while non-
immigrant minority status would not. However, our defi-
nitions overlapped so that Hispanic, ESL, and immigrant
workers represented very similar populations. It would be
useful for researchers to consider using different socio-
demographic variables in relation to occupational health
outcomes when these correspond to sufficiently dissimilar
populations.

Study Limitations and Strengths

Our study has several limitations. First, it is based on
self-reports. Recall may have been influenced by negative
experiences or the presence of pain. However, the fact that a
majority of workers reported good medical care would
seem to indicate a lack of bias towards the reporting of
negative experiences. One of the reasons for the restricted
number of studies on disparities in responses by workers’
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compensation, physicians, or employers is the general
absence of data on ethnicity, language, or immigrant status
in administrative databases. The large majority of studies that
have examined these questions have therefore relied on data
obtained from surveys.

While our classifications of population groups are based
on both theoretical and analytical considerations, they
remain relatively arbitrary, particularly with regard to the
Hispanic/non-Hispanic categories. Considerable variation
exists within each category so that population sub-groups
could present widely different patterns from the ones
presented. Also, our definition of an occupational health
problem is limited to physical pain since we have no data on
the prevalence and distribution of other occupational
diseases or work-related mental health problems among
room cleaners. Lastly, our data identified some differences
between socio-demographic groups in age, education,
seniority, hotels, and family responsibilities. It is possible
that these differences could explain some of the disparities
found in our study, namely in the prevalence and severity of
work-related pain.

Our study fills a gap in the literature since it describes the
occupational health experiences of an under-researched and
under-served population of low-income, immigrant women
workers. Our collaboration with the union and our partic-
ipatory approach to research allowed us to access this hard to
reach population. Results concerning the quality of medical
care are especially of interest since very few studies have
been published on the quality of care for occupational health
patients. Our study is also one of a handful to investigate
disparities in a work-related health outcome within a specific
occupational title.

CONCLUSION

The hospitality industry is undergoing a process of work
intensification associated with globalization and increased
competition [Bernhardt et al., 2003]. In this context,
understanding the occupational health experiences of hotel
room cleaners is especially relevant. Among room cleaners,
work-related health problems are not distributed equally and
responses to work-related injury and illness are at least
partially mediated by the workers’ ethnicity, language, and
immigrant status. This knowledge may be useful for
informing targeted prevention, intervention, and policy
strategies to protect workers’ health. For example, industry-
or occupation-based prevention strategies that only address
ergonomic issues without consideration of their grasp by
individuals with limited proficiency in the dominant
language may fall short.

Our study supports the view that social differences in
work-related health should be addressed explicitly. It also
indicates that it may be useful for researchers to consider

different socio-demographic variables (i.e., ethnicity,
language, and immigrant status) in relation to occupational
health outcomes as each variable implies a different
relationship with occupational health. There is a need for
qualitative and quantitative research to be conducted in
parallel so that mechanisms underlying the disparities
identified may be explained. Namely, the implications for
occupational health of the context specificity of minority
status should be investigated.
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APPENDIX A
Table Il items and corresponding detailed survey items:

12-Month prevalence and severity of work-related pain
Pain
Missed work days
Worker responses to work-related pain®
Reported to management
Reported to workers' compensation
Visited the doctor
Used sick or vacation leave
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Walter N, Bourgois P, Loinaz M, Schillinger D. 2002. Social context of
work injury among undocumented day laborers in San Francisco. ] Gen
Intern Med 17:221-229.

Walter N, Bourgois P, Loinaz HM. 2004. Masculinity and undocu-
mented labor migration: Injured Latino day laborers in San Francisco.
Soc Sci Med 59:1159-1168.

Wang PC, Rempel D, Harrison R, Chan J, Ritz B. 2007. Work-
organizational and personal factors associated with upper-body
musculoskeletal disorders among sewing machine operators. Occup
Environ Med 64:806—813.

Had work-related pain in the past12 months
Missed any days in the past 12 months because of work-related pain®

Reported work-related pain to management

Reported a work-related injury oriliness to workers’compensation in the past 12 months
Visited the doctor for work-related pain

Used one or more days of sick or vacation leave for work-related pain in the past12 months

Workers' compensation insurance responses to injury and illness reporting and claim filing®

Claim accepted
Medical care paid
Physician responses to work-related injury and illness®
Received good care
Patient—doctor communication
Doctor talked about job
Doctor seemed to understand job
Rehabilitation
Doctor discussed avoiding re-injury
Doctor suggested changes in job
Return-to-work
Doctor discussed work restrictions
Doctor approved back to work
Doctor recommended alternate or modified work
Employer responses to work-related injury and illness and missed work
Taken to a care provider or clinic
Took a drug test
Got disciplined
Employer provided alternate or modified work

Workers' compensation claim accepted
Workers' compensation paid for medical care

Worker thought she had good medical care

Doctor talked about job “a lot” or “some” (versus “a little” or “not at all”)
Doctor seemed to understand job “very well” or “fairly well” (vs.“not too well” or “not at all”)

Doctor told worker how to avoid re-injury at work
Doctor suggested changes in job to help injury heal

Doctor told worker about work restrictions for return to work
Doctor told worker she was ready to go back to work
Doctor recommended alternate or modified work for return to work

Were taken to a healthcare provider or clinic after reporting a work-related health problemd
Took a drug test when reporting the injury or illness®

Got awarning or other discipline for missing work®

Employer provided alternate or modified work if doctor® recommended it

®Includes only workers with work-related pain in the past 12 months.

®Includes only workers with work-related pain in the past 12 months and who filed a claim in the past 12 months.
“Includes only workers who experienced work-related pain in the past 12 months and visited a doctor for this pain or were taken to a health professional after reporting a

work-related health problem to management or workers’ compensation.

9Includes only workers who experienced work-related pain in the past 12 months and reported it either to management or workers' compensation.
®Includes only workers who experienced work-related pain in the past 12 months and visited a doctor for this pain or were taken to a health professional after reporting a
work-related health problem to management or workers’ compensation and whose doctor recommended alternate or modified work.



