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Health disparities result from distinct but intertwined expo-
sures and social determinants. Work is a critical factor, reflecting
and influencing other key health determinants, including socio-
economic status, access to health care, stress, and hazardous
exposures. However, the important impact of work has been
largely neglected in health disparities research and practice,1,2

which is a critical deficit given the potential for workplace expo-
sures and conditions to amplify health disparities. Further, as
work and workplace hazards are modifiable, with recognition
and understanding there is tremendous opportunity to intervene
and thereby promote health equity.1

SARS-CoV-2, an exposure under national and global surveil-
lance and an added workplace hazard, has brought new attention
to workplace safety and the complex interactions between work,
other determinants of health, and access to medical care. COVID-
19 has proved, in part, to be an occupational disease.3 In addition
to health care workers, workers at higher risk of exposure have
largely included those who (1) are unable to work from home;
(2) lack proper personal protective measures; (3) work in shared,
densely populated spaces with insufficient environmental con-
trols; and/or (4) commute via shared and/or crowded transit.3 Out-
breaks of COVID-19 have occurred in a wide range of industries,
including but not limited to cleaning/domestic work, food produc-
tion, restaurant/hospitality, transportation, public safety, con-
struction, and agricultural work.4 Many of these occupations
are lower-income occupations that are disproportionately occu-
pied by ethnic/racial minorities5 (including immigrants) who
may also experienceworse health outcomes related to reduced ac-
cess to health care; fear of reprisal or income loss, delaying pre-
sentation to care; and language or cultural barriers. These same
factors increase susceptibility to other chronic medical diseases
and predispose individuals working in the aforesaid occupations
to severe, acute COVID-19. Indeed, these vulnerable populations
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have disproportionate rates of COVID-19 infection and
mortality.6

Although the COVID-19 pandemic brought heightened atten-
tion to occupational disparities (Fig 1, A and B), work conditions
that contribute to outbreaks, illness, and injury have long been
present and linked to health inequity.7 In the United States, which
is the focus of this article, understanding the true breadth and
burden of work-related illness is limited by reporting systems
and available data. Employers are required to report work-
related injury or illness events meeting Occupational Safety and
Health Administration (OSHA) reporting thresholds, which are
almost exclusively work-related injuries and fatalities.1 Although
health care providers routinely obtain information about risk fac-
tors such as smoking and family history, work is infrequently
queried or documented. Thus, medical records rarely contain in-
formation about work, and other sources of occupational data are
very limited. The National Institute for Occupational Safety and
Health oversees several occupational health surveillance pro-
grams and data sources to monitor work-related illnesses and in-
juries and identify modifiable risk factors for intervention. At
present, such efforts are underresourced, and broader support
for a national, concerted effort is an urgent need. Although frame-
works for broader recognition and data collection have been pro-
posed,1 national education and infrastructure for requisite
assessment and documentation necessitate greater support.

Workplace interventions, if effective, have the potential to not
only prevent work-related illness and injury but also dramatically
reduce health disparities and shift the spectrum of health
outcomes toward wellness (Fig 1, C). Enforceable standards are
the government’s most effective tool for protecting vulnerable
workers.8 More than a year after the first cases of COVID-19
were detected in the United States, OSHA has released a rule
mandating protections against COVID-19 for health care
workers, but not for other high-risk and frontline workers.9 In
addition to further practical standards to protect employee health,
parallel interdisciplinary research is critical to assess feasibility
and impact on employment and industry alongside work-related
injury, illness, and health disparities.

Given the limitations of developing and implementing enforce-
able standards, health care professionals can play a key role in
supporting the occupational health and safety of individual, at-
risk patients and help identify sentinel cases of work-related
illness. Unfortunately, work-related illnesses are vastly under-
diagnosed10 for multiple reasons, including similarity to non–
work-related disease, lack of information on exposure, and also
clinicians’ inexperience or discomfort in addressing occupational
health. To establish work-relatedness, workers’ compensation
systems in the United States, although quite variable depending
on state laws, are based on a standard of it being ‘‘more probable
than not’’ (>50% likelihood) that hazards in the workplace were a
contributing factor to the onset or worsening of the patient’s
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FIG 1. Worker health as a modifiable spectrum. A, Nonoccupational factors (including age, race/ethnicity,

sex, education, health care access) are associated with disparities in health outcomes. Occupation is related

to these factors, but it may also independently affect and further expand the spectrum of outcomes through

exposure and income disparities. B, Onset of the COVID-19 pandemic compounded preexisting workplace

hazards, shifting the spectrum of outcomes to harm in the absence of compensatory worker protections. C,

Shifting the spectrum away from poor outcomes in worker health requires population-level interventions

that reduce health disparities and improve workplace conditions and protections. The schematic is inten-

tionally simplistic for conceptual representation, with the greater complexity underlying occupational

health disparities noted in this article’s text and referenced works.
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condition. Once work-relatedness is established, workers’
compensation provides employer-funded medical insurance for
the work-related condition, delivering compensation for lost
work time but simultaneously creating separate occupational
health care delivery systems that may be suboptimal (eg, restrict-
ing provider options). As an example, consider a poultry plant
worker with COVID-19 who lives alone and worked in close con-
tact with coworkers who also had COVID-19. Although it is
possible that this patient acquired SARS-CoV-2 elsewhere, it is
more probable than not that the infection was acquired at the
workplace. A diagnosis of work-related COVID-19 provides the
worker with some paid sick time and health insurance coverage
for the work-related condition, which is especially a concern if
this worker is unable to return to his or her prior employment
on account of the work-related condition and thus could be at
risk of also losing employer-based health insurance, thereby
further widening disparities.

Once an injury or illness is suspected to be work-related, or
ideally once a hazardous work environment is recognized before
the onset of injury or illness, clinicians can take several actions to
help reduce hazards and improve outcomes. These include
clinician documentation of the following items in the medical
record: the employer, job tasks, work conditions, potential
exposures, and work-related symptoms. Clinicians can also
encourage patients to talk with their employers directly, work
with their union representative, anonymously request a workplace
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evaluation from OSHA or with coworkers, and request a health
hazard evaluation from the National Institute for Occupational
Safety and Health. With patient permission, clinicians can also
contact employers to obtain additional information about work
exposures and can advocate to reduce workplace hazards.
Although workplace interventions that reduce or eliminate
exposures are preferred, personal protective equipment and job
transfers and/or restrictions can be effective at reducing an
individual worker’s exposures. Caution is warranted to avoid
overly restrictive recommendations that might result in job loss,
as well as underrestriction, which may enable ongoing harmful
exposure. Referral to an occupational health specialist, if avail-
able, is recommended, not only to address the complexity of
exposure and causality but also to address and/or assist with issues
related to work, such as work accommodations or workers’
compensation.

Worker health and health disparities are not only national
concerns but also worldwide concerns. The COVID-19 pandemic
has underscored the fact that workers in the United States and
across the globe continue to face preventable occupational
hazards. Work-related COVID-19 outbreaks highlight the need
for immediate action to address not only pandemic-related
hazards but all workplace hazards. Improved occupational health
surveillance, data sources, and research funding are also needed
to better understand the impact of work and the interactions
between work and other health disparities, as well as to inform
effective interventions. Enforceable health and safety standards,
greater resources to facilitate compliance, mandatory reporting of
work-related conditions, improved workers’ compensation insur-
ance systems and delivery of care, and more flexible work
accommodations are key to a comprehensive worker health and
safety approach. Social responsibility demands protection of the
health of the workforce—for the global economy and for the
health of individuals sustaining it. COVID-19 has floodlit
disparities and deficiencies in workplace protections. This
heightened visibility presents opportunity to mobilize support,
improve worker health, and reduce health inequities.
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