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EXECUTIVE SUMMARY

Low-wage workers are frequently at risk of injury and illness from poorly controlled workplace hazards 
and low-wage work occupies a growing proportion of the workforce in Central New York. To address this 
concern, the Occupational Health Clinical Center initiated the Low-Wage Workers’ Health Project, a long 
term project to address the occupational health needs of these vulnerable workers. 

The project seeks to characterize workplace conditions of local low-wage jobs through interaction with 
people who live and work in Syracuse. Since occupational illness is highly preventable, workers’ experiences 
and ideas are critical in developing new ways of defining and protecting health when at work. Additionally 
the project seeks to inform and educate low-wage workers about occupational health hazards and ways to 
prevent occupational injury, disease, and death.

Funded in part by the New York State Department of and the Workforce Development Institute, the Low-
Wage Workers’ Health Project has engaged with a total of 871 low-wage workers in 4 phases since 2013. 
More than 45 organizations have partnered with this project. Nearly 50 sessions were held - with low-wage 
workers’ views at the heart of the project. Results have been shared in a variety of 
academic and community settings. 

The project aims to bring attention to the often hidden world of low-wage work, identify important ways 
work contributes to poor health, and explore ideas to pursue healthy work and healthy workers. They 
work hard, but are not seen. They are doing crucial work that allows businesses to flourish, health care 
to be delivered, and facilities to be clean. Yet, often there are inadequate opportunities to reduce social 
marginalization, economic disadvantage and the resulting lack of respect so frequently engendered in the 
low-wage workspaces. 

Methods 

By training new project teams to replicate the innovative methods, occupational health promoters in 
Syracuse, Ithaca, Binghamton and Albany/Troy engaged low-wage workers developed through community 
partnerships. Workers created innovative body mapping and created visual displays envisioning healthy 
work. Then, workers engaged in dialogue about these visual representations to produce rich discussion 
about their experiences on the job. These conversations were recorded and analyzed to create a clearer 
picture of low-wage work in these regions, with a new focus on barriers to the envisioned healthy workplace.  

Results 
During Phase IV, Low-wage worker group members (n=312) participated in 22 educational sessions that 
were held in 16 community based organizations in 6 Upstate New York cities. Of those, most completed a 
survey (n=243). Results demonstrate that workers held a wide variety of jobs and 23% of those participating 
were between jobs; however, all had worked within the previous year. Union members comprised 10% of 
the participants. We engaged a diverse group composed of foreign-born/non-whites (37%), and African-
American/Blacks (27%) than with European American/Whites (36%). Retail/sales (18%), health care 
workers (15%), food service/restaurant workers (11%), and maintenance/cleaners (8%) were the most 
common occupational groups. 
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Body Maps, Hazards, and Barriers to Healthy Workplaces. Low-wage workers identified bodily symptoms 
linked with work conditions or tasks. Discussions about work-related hazards provided further information 
about common health and safety problems across industries. As in other years, workers reported: poor air 
quality, improper use of cleaning chemicals, static postures when working at computers, poorly maintained 
machinery, and hazards that could potentially lead to slips, trips and falls. Workers who work in retail, 
customer service, and restaurant work have common psychosocial strain related to serving the public. All 
occupations reported inadequate training about managing not only physical hazards, but also the problems 
of high work demand, low work control, lack of managerial support, bullying, and workplace violence. 

Conversations. Participants worked together as a group to construct a vision of healthy work and provided 
information about barriers to healthy work from their collective work experiences. Discussions emphasized 
how stepping forward to address problematic work-related health conditions is difficult. Workers told 
vivid stories of physical pain they believe is the direct result from their work and how difficult it is to 
recover from this pain before the next work day. Workers discussed erratic schedules and emphasized the 
exhaustion they experience in attempting to meet the demands of family and work. Additionally, most 
workers who were union members believed their union had fallen short with very few attempts to improve 
unsafe work conditions. 

Barriers identified by workers included: lack of workplace support due to poorly maintained equipment, 
lack of leadership, lack of specific knowledge related to hazardous chemicals, appropriate guidelines, 
worker inexperience, sexual harassment, work-related stress and problems allowed to progress without 
timely intervention. Some workers reported they are routinely fired at some point after they are injured. 
Others reported that pathways back to work after a work-related injury or illness were made difficult. 

Discussion
Identifying the prevalence of occupational disease is an important part of comprehensively describing 
health and safety in low-wage work. Overcoming barriers workers encounter when they attempt to 
improve work conditions requires more than worker awareness, making relationship-building between 
occupational health professionals and low-wage workers a key task.    

Conclusion  
Strengthening the existing community based resources in New York State that provide comprehensive 
occupational health and safety services to low-wage workers is a crucial step for ending worker exploitation 
and improving occupational health. In addition to regulatory and legal remedies, recommendations 
include a comprehensive prevention agenda.  
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Because low-wage workers are frequently at risk of injury and illness from poorly controlled workplace 
hazards, and low-wage jobs are a growing proportion of the workforce, the OHCC in Syracuse initiated 
the Low-Wage Workers Health Project (LWWHP) in 2013. Moving within the tradition of public health 
practice, the LWWHP has accomplished multiple interconnected goals through participatory education 
and data collection methods, engaging 871 low-wage workers in four years. 1-3 

Responding to occupational health hazards that low-wage workers have characterized in our previous 
experience, the Low-Wage Workers’ Health Project engaged workers with occupational health educational 
content, recruiting them from new and existing community-based partners. Funding from the New York 
State Department of enabled the project to continue in the Central New York Region and to expand to the 
Southern Tier and Capital District in New York State. In addition to this geographic expansion, new project 
activities included workshops on “healthy work” for select organizations. These workshops aimed to build 
internal capacity and enhance community awareness about occupational health through the professionals 
who directly interact with low-wage workers in the course of their service provision and teaching.  

Low-wage jobs and worker health 
The existence of low paying, precarious, temporary or unstable work arrangements creates an exploited 
workforce due to the lack of a living wage, insecure work arrangements, potential for wage theft, poor 
health and safety conditions, lack of union representation and discrimination.4-9

“Precarious work” comprises the majority of low-wage work.10-11 This means workers can be hired and 
fired at will and replaced with relative ease. Full time work with a predictable schedule is increasingly rare. 
Workers expect to regularly change jobs throughout their working careers. Many of these jobs require 
unskilled work and don’t involve union membership. Precarious work is insecure work.

Low-wage workers are often stereotyped as young people getting their first work experiences underway, 
or retirees just looking to make some extra fun money, but in New York State, most low wage workers are 
between 25 and 55, work full time, and have at least some post high school educational experience. 12 There 
is evidence that older low-wage workers choose to work out of necessity.13  

Low-wage jobs carry more occupational health and safety risks for workers than higher paying jobs.14 
Low-wage jobs may have more hazards because measures to control exposures are more frequently absent. 
Employers in these environments often cut costs and maximize profits by cutting corners when it comes 
to health and safety and there is low awareness about existing regulations to protect workers and poor 
enforcement of the well-established rules. Fear of retaliation and job loss prohibits low-wage workers from 
bringing issues forward. As a result low-wage workers remain unprotected by laws and regulations.6-8 

The resulting fatalities, injuries and illnesses force burdens on workers and their families. Increasing the 
proportion of low-wage jobs contributes directly to higher rates of chronic disease and disabling pain in the 
working population.15-17 This is especially frustrating because occupational injuries, illnesses, and diseases 
are preventable. Costs to society for work-related injury and illness (fatal and non-fatal) are steep.18-19 

BACKGROUND
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Apart from these basic hazards, the simple fact that a worker is making low wages is causally linked to 
reduced health. When researchers isolate wages, premature death is more clearly associated with earning 
low-wages, with a proportion of those deaths resulting from the development and advancement of chronic 
diseases at an earlier age. Low socioeconomic status is associated with higher work disability for workers 
with diabetes and low wages are linked to hypertension, especially in women and middle aged adults. Lower 
wages are associated with depression, smoking, poor nutrition, lack of physical activity and obesity. Also, 
lower incomes are associated with reduced health care access, hampering the appropriate management of 
acute and chronic diseases. Conservative estimates demonstrate that well over 5,000 people would not “die 
young” in NYC alone, if wages were raised to a $15 per hour.20 

Over the last few decades income inequality has increased dramatically even as the U.S. has experienced 
increases in productivity, gross domestic product per capita, and numbers of jobs.21.22 These are only a 
few of the basic economic indicators demonstrating that profits are not distributed back into the hands 
of workers, so the “rich get richer, while the poor get poorer.”23 In the last decade, growth of the GDP was 
sluggish and the recovery from the Great Recession produced fewer mid-wage jobs while low-wage jobs 
proliferated.24 Gender and race gaps in pay rates persist, resulting in overlapping categories of disadvantage 
leading to accumulating health inequality for women and minorities.25 

Regulatory remedies for unsafe work conditions and legal remedies for unfair work arrangements fall 
short for all workers, but can be even less effective for low-wage workers. Workplaces are characterized by 
employers acting mainly to advance their own interests, broken agreements and degraded work that leave 
workers’ health at the bottom of the list of concerns that can be addressed on a practical level. 

Connecting work conditions with potential health impacts
Low-wage workers need information relevant to their work conditions. Occupational health information 
connects workplace hazards to the potential health impacts. Improving low-wage workers’ ability to connect 
their specific work conditions to their health is important because this knowledge can inspire meaningful 
modifications in the way workers think about creating healthy workplaces through action. When low-
wage workers improve recognition of occupational hazards, they may more meaningfully participate in 
workplace level decisions to avoid exposure in the future. The Low-Wage Workers’ Health Project seeks 
to equip workers to understand their right to healthy and safe workplaces. Participants complete activities 
designed to help them identify hazards, determine if they are receiving appropriate training, know how to 
generate complaints without fear of retaliation, and possessing up-to-date information about the types of 
prevention and controls required of employers. 
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The Living Wage

For the purposes of this project, low-wage workers are defined by the Massachusetts Institute for 
Technology (MIT) Living Wage Calculator.26, 27 All participants made less money than the living wage 
calculator indicates for their household configuration. Most of the time, these wages were less than $15 
per hour.

The economists who developed the MIT living wage calculator define “the living wage” as a figure that 
allows the worker to make ends meet without the help of a government program to subsidize their 
basic household expenses. Since this figure varies by community, it is generally calculated with local 
figures for the cost of basic goods and services. 

The MIT living wage calculator calculates the living wage for Onondaga County according to household 
composition and takes into account typical expenses for food, child care, medical bills, housing, 
transportation, taxes, and miscellaneous expenses in the county. These calculations fully chart 12 
unique household arrangements and makes adjustments upward for single parent earners as childcare 
expenses are higher for them than for dual parent households where one parent is not working.  See 
Appendix B for details. 

Public costs due to low wages are significant because the government must cover health care and 
nutritional assistance for an estimated 50% of low-wage earners. Many believe that the opportunity to 
make decent wages is a basic human right and see low wage work as a social injustice to be countered 
with a multi-pronged approach to social change. 28-32

Uneven Job Growth in Central New York, Capital District, Southern Tier, 
and North Country Regions
The NYS Comptroller, Thomas DiNapoli, issued a report in August 2015 demonstrating an uneven 
distribution in job growth for some upstate New York regions, especially compared to downstate figures. 
While New York City has an 11.3% job growth, during the same period four regions had job losses: Central 
New York (0.1%), the North Country (1.5%), the Southern Tier (2.2%) and the Mohawk Valley (2.2%).
The report demonstrated the ongoing variation in state wide economic activity and slow or absent recovery 
due to flat wages for the Southern Tier and in the North Country counties. There average wage growth was 
11% and 9% respectively, barely keeping up with inflation (10.3%).33 The Capital District has not been 
hit as hard, but there were significant losses in government jobs. Overall, the proliferation of low-wage jobs 
has hit most upstate New York cities creating higher proportions of marginally attached workers. 

Upstate New York poverty rates have garnered national attention, especially when focused on the impact of 
low-wage rates34, 35 and the concentrations of poverty found in predominantly African American or Latino 
neighborhoods.35, 36 
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Union Density in Syracuse and Albany
Unions are important for their continued protective impact on worker health and safety and are generally 
stronger in the Northeast than in most other parts of the U.S., with New York State leading the nation for 
union density.  In 2016, union members accounted for 23.6% of wage and salary workers in New York 
State. Union membership rates in the U.S. have been falling for over fifty years, currently 10.7% overall.38 

Including both public and private sectors, union members make up 25.9% of the New York State’s workforce. 
In 2016, in the Syracuse Metropolitan Statistical Area, 21.4% of employees were union members (down 
from 24.2% in 2014), with 7.3% in the private sector and 72.3% in the public sector unionized.  In Albany-
Schenectady-Troy Metropolitan Statistical Area, 34.5% of employees are union members, with 21.8% in 
the private sector and 71.6% of the public sector unionized.38 The higher unionization rate in Albany is 
due to higher numbers of New York State government workers employed in the Capital Region.

Low-Wage Occupations in Three Upstate Regions
Using figures from 2016, the following tables indicates the total participation in the force including public 
and private sector workers (Central New York = 345,300, Capital Region = 513,820, Southern Tier – 
262,070).39, 40 The 25 largest low-paying occupations in these area are listed with their pay rates.  Annual 
wages at $15 per hour for a full time job equal $31,200, before taxes. These jobs tend to require entry-level 
skill sets and are vital to basic operations in retail, restaurant, health care, education, manufacturing, and 
government sectors.  
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Healthy Work and Power Imbalance

According to the World Health Organization definition developed with the International Labor Organization 
in 1950, occupational health is 

the promotion and maintenance of the highest degree of physical, mental and social well-being
of workers in all occupations by preventing departures from health, controlling risks and the
adaptation of work to people, and people to their jobs.41

This definition represents the highest ideals and the vast majority of low-wage jobs depart significantly 
from this ideal. Often, occupational health is not even on workers’ minds as a goal.   

Hazards are identifiable.  The measures to eliminate or reduce hazards are generally known, but these means 
are not routinely implemented to create healthier work. Healthy work depends upon workers obtaining 
knowledge about the hazards they face and how they can be controlled. The ability of workers to resist the 
imposition of poor and unhealthy working conditions is crucial to changing those conditions.

Since occupational illness is highly preventable, new frameworks are necessary for discovering and 
addressing occupational health disparity.42-44  Workers’ experience and ideas are critical in developing 
those frameworks. Workers must finding the time and space to learn about and develop strategies for 
collective action. When workers find their voice, they begin reversing the sense of powerlessness and begin 
eliminating health damaging conditions and replacing them with healthy work. 
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Phase I (2013)
As a first step toward identifying precarious and hazardous working conditions, the Project surveyed 275 
low-wage workers in eighteen organizational settings. Low-wage workers answered 100 questions about 
their wages, their occupations, their work arrangements, tenure on the job, health and safety conditions, 
experiences with workers compensation, and accessing occupational health services.

 
Phase II (2014) 
The Project continued to work with existing and new community partners to form conversational groups 
to further explore the issues raised in the original survey.  Using effective popular education methods, 
including body mapping and workplace hazard mapping, workers shared the details of their working lives. 
Two spin off reports were developed to address specific problems raised by workers in the restaurant and 
in the transportation industries. Eight organizations participated.

Phase III (2015 - 2016) 

Repeating what worked well, new conversations generated different themes. Entering our third year of 
partnering with five organizations, our relationships with agency leaders created practical connections 
with low-wage workers while at the same time our team gained clarity about each agency mission in the 
community. These organizational leaders also gained more appreciation for our goals. Returning to five 
organizations, we created ties with five new organizations. During the third phase, organizations connected 
us with 138 low-wage workers for a total of 14 group conversations. 

Phase IV (2016-2017) 
Expanding project activity geographically into the Southern Tier and the Capital District was made possible 
through grant funding from the New York State Department of Labor. Grant funding was also provided 
by the Workforce Development Institute. With this support, workers in Central New York engaged in a 
uniform set of educational activities with workers in the other regions, detailing not only their symptoms 
and hazards but also contrasting these conditions with their vision of what characterizes healthy work. 
Workers further considered how knowing and using workers’ rights might overcome barriers to healthy 
work. Working with a team of session facilitators in 3 additional urban areas, 312 low-wage workers were 
engaged through partnership with 17 community-based organizations with 22 sessions taking place 
between January and March of 2017. 

As a consequence of longstanding partnerships, three organizations participated in additional capacity 
building educational training workshops for their staff (n=86), resulting in early-stage plans to build 
occupational health content and activity into existing organizational frames.

LOW-WAGE WORKERS’ HEALTH PROJECT SUMMARY 

14



 
Low-Wage Workers' Health Project Phase IV 

November 2016 - June 2017 

Engagement with Low-Wage Workers 

Organizations 

Number of 
Community-Based 
Organizations 

 Training 
Sessions 

OHCC 
/Partner Participants 

SYRACUSE 5 10 OHCC CNY 133 
SYRACUSE 3 3 WCCNY  30 
ITHACA and 
BINGHAMTON 4 5 TCWC + 

OHCC ST 75 

ALBANY and TROY 4 4 NENYCOSH  74 
TOTAL 16 22   312 

          
 Capacity Building  

SYRACUSE 3 5 OHCC CNY 86 
TOTAL 3 5   86 

TOTAL  16  27   398 
  )esucaryS( kroY weN lartneC ,retneC lacinilC htlaeH lanoitapuccO = YNC CCHO

OHCC ST = Occupational Health Clinical Center, Southern Tier (Binghamton) 
WCCNY = Workers’ Center of Central New York (Syracuse) 
TCWC = Tompkins County Workers’ Center (Ithaca) 
NENYCOSH = North East New York Coalition for Occupational Safety and Health (Albany) 

Low-Wage Workers’ Health Project 
2012-2017 

 Phase I Phase II Phase III Phase IV Total 

Low-wage workers  275 146 138 312 871 

Conversational groups - 11 14 22 47 

Participating organizations 17 8 10 17 45* 

*(7 returning organizational partners over four years) 

Locations of 
Community-Based 

Sustaining efforts to understand the conditions low-wage workers experience while also providing 
education about how to remain safe and healthy on the job, the Low-Wage Workers’ Health Project has 
consistently met with groups of workers in Upstate New York communities since 2012.

Results from New York State Department of Workers’ Health
and Safety Grant #1
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Phase IV activity incorporated new knowledge about specific barriers to workplace health and safety that 
the workers shared in the community-based dialogues. Worker conversations were systematically evaluated 
in order to remain responsive to local and regional work conditions. 

Using community-based approach with existing and new partnerships, the project engaged working 
adults in empowering, two-way conversations. Because we have deepened our grasp on low-wage workers’ 
occupational health problems, project activities we concentrated on fostering plans for taking action to 
create healthier workplaces. We assessed the unique occupational health hazards low-wage workers face, 
emphasized workers’ rights in the context of low-wage work, and created knowledge about specific barriers 
to work-related health promotion. 

New community-based connections were sought again in the Central New York Region through the 
Occupational Health Clinical Center’s partnership with the Workers’ Center of Central New York (Syracuse). 
In addition, the expansion also included new organizational connections in the Southern Tier region 
through collaboration with the Tompkins County Workers’ Center (Ithaca) and in the Capital District 
through collaboration with Northeast New York Coalition on Occupational Safety and Health (Albany).  

OHCC provided advanced workshops designed to galvanize the community leaders and increase their 
ability to sustain worker health educational activity with internal programming. These workshops sought 
to provide vision, knowledge and practical advice for the leaders so that they would begin to prioritize 
occupational health as an integrated core component of their programming each year. Participants explored 
the social determinants of occupational health and engaged in a facilitated planning exercise designed to 
foster the development of occupational health activity within their organizational operation. 
Project methods are conceptually rooted in traditions that value worker input throughout all phases 
of discovery. New knowledge is formed by engaging workers directly. In this approach, dialogues are 
characterized by strong “give and take.” Methods encourage critical thinking in an atmosphere of acceptance 
of new ideas and unique perspectives.45, 46  

Each organization recruited and arranged groups to assemble at a convenient time. Participants were given 
a gift card worth $20 for each 2-3 hour session. Funds for the gift cards were provided by the Workforce 
Development Institute). Discussions took place in the community, usually on-site at the organizations’ 
facilities. Some groups were smaller with six to eight members. Other groups were larger, with over 25 
participants. As in Phases 2 and 3, groups participated in body mapping exercises to begin. 

The body mapping experience was used as a springboard to discussion about the physical and mental 
impacts of their work on their health. Workers approached a single large map mounted on the wall with red 
dots to indicate where they experience pain, green dots to indicate where their body registers the effects of 
stressors and blue dots to indicate sensory experiences that did not involve pain (such as cold air, vibration 
or noise). Group members took turns adding their personal bodily experiences to the map and discussion 
followed about the symptoms. Generally, there was a variety of low-wage occupations represented in the 
room. Group members spoke about how the symptoms arise, how often they experience them, and how 
severe the impact of these symptoms was on their bodies. Many times workers in similar occupations 
took the opportunity to compare experiences and offer potential solutions. Overall, the exercise gave the 

PROJECT ACTIVITIES PHASE IV
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opportunity for participants to think about their bodies in relation to their work and to appreciate what 
types of health problems have arisen in their own and in others’ work places.47-52

Continuing with participatory methods, participants had the opportunity to: 

	 •	 compare and contrast healthy and unhealthy work environments

	 •	 use tools to identify specific work-related hazards and connect these 
		  with health effects

	 •	 apply principles of prevention / control of hazards to specific examples 
		  from their experience

	 •	 express their conception of a healthy workplace

	 •	 discuss barriers to achieving effective solutions 

	 •	 review legal rights and responsibilities related to the health and safety of 
		  working conditions 

	 •	 demonstrate how to take action to use those rights and responsibilities, in 
		  light of the barriers, to create workplace level change

	 •	 identify a variety of occupational health resources– including the 
		  New York State Occupational Health Clinical Network, online sources of 
		  information, and community support  

Phase IV Community Partners	                                                                              Location 

Service Employees International Union (SEIU) 1199 at the 
Loretto Learning Center	 Syracuse
Northeast Community Center	 Syracuse
JobsPlus!	 Syracuse
Westside Learning Center	 Syracuse
State University of New York  Educational Opportunities Center (SUNY EOC)	 Syracuse
Onondaga Cortland Madison Boards of Cooperative Educational 
Services (OCM BOCES)	 Syracuse
Workers’ Center of Central New York	 Syracuse 
Women’s Opportunity Center 	 Syracuse
Visions for Change  	 Syracuse
Tompkins County Workers’ Center 	 Ithaca
Federally Assisted Housing Organization 	 Ithaca
Community Center (serving formerly incarcerated persons)	 Ithaca
Church (serving Binghamton/Johnson City area)	 Johnson City
US Committee for Refugees and Immigrants 	 Albany
Maria College 	 Albany
Capital South Campus Center	 Albany
YWCA 	 Troy 
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Results
Participants were asked to complete a short survey while also being instructed to answer only questions 
they were willing to answer and to decide for themselves if some questions were too invasive or didn’t 
apply. Some participants intentionally left questions blank and facilitators were trained to respect those 
choices and move to the more engaging activities with discussions.  

With 312 people participating overall, we were able to collect and analyze demographic and health 
information for most of the low-wage workers (n=243). Surveys were excluded if wages were slightly 
higher than $15 per hour and when people did not complete them due to low literacy, low levels of English 
or Spanish proficiency, or if they were particularly disinclined to share personal information via paper and 
pencil.

The Low-Wage Workers’ Health Project expanded to include not only the city of Syracuse, but also urban 
areas in the Southern Tier (Ithaca, Binghamton and Johnson City) and the Capital District 
(Albany-Troy). 

Geographic Coverage
(n=243)

Southern Tier 
21%

Capital District
21%

Central New York 
58%
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Primary Ethnicity
(n=243)

Demographics
The average age of group members was 38 years, but the group ranged in age from 18 to 79. Most were in 
their 20’s or 30’s. More women (64%) than men (35%) participated. 

More than 85 people of foreign birth engaged in the project activities, comprising 35% of the participants. 
Immigrants from Latin American countries comprised the largest group with 13% coming from Cuba, 
Columbia, Guatemala, and Mexico. The majority (22%) came from other parts of the world, reporting 
that they had emigrated from Afghanistan, Albania, Bhutan, Bosnia, Burma, Burundi, Cameroon, China, 
Congo, India, Iraq, Ivory Coast, Jamaica, Jamaican West Indies, Kazachstan, Korea, Kosovo, Liberia, 
Malaysia, Myanmar, Nepal, Nigeria, Pakistan, Russia, Rwanda, Somalia, South Korea, Sudan, Thailand, 
Turkey, Yemen, and some unnamed countries. 

Because Upstate New York cities are increasingly diverse, details about ethnicity are complex. Among those 
reporting their ethnicity, 16.3% say that are multi-ethnic. Primary ethnicities were reported: 
White (36%), Black (27%), Latino (23%), Asian (9%), Other non-white (5%). 

Asian
9%

White
36%

Black
27%

Latino
23%

Other Non-White
5%

Low-wage workers were more educated than in other years of the project with 30% who completed high 
school or the equivalent and another 19% reporting that they had one or more years of college or training 
but didn’t complete a degree program. Nearly one-fourth had completed a college degree (associates, 
bachelors, masters, or higher). Most said they could speak English “very well,” but 41% indicated some 
lack of English language proficiency. 

Most were not married or living with a partner. About half of the participants had children under 18 years 
old. Most households had between 1 and 4 children, but 11% had larger families with 5,6, or 7 children. 
Even more low-wage workers, 65%, reported that they have children and other people who depend on 
them for income.  
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Higher Level of Education
(Completed in the U.S. of Abroad)

High School
Graduate - 

Diploma or GED Equiv-
alent
35%

No Formal Schooling 

Some K-8 4%
Master’s
Degree

or higher

Some High
School

8%
One or More

Years of
College, No Degree

22%

Associate
Degree

7%

Bachelor’s
Degree

13%

A wide range of industry sectors and occupations were represented in the groups. Even within sectors, 
group members held a wide variety of jobs and 24% of those participating were between jobs; however, all 
had worked within the previous year. 

Half of the low-wage workers had worked at their current type of work for less than four years and about 
10% had worked this same type work for over 25 years. About one-third of the workers we spoke with 
believe their work was not steady and even more workers (40%) believed their current job would not last 
more than six months. 

Only 10% of the workers belonged to unions and 4% reported that they weren’t sure if they were members 
of a union. About 45% were able to get health insurance through their employers and, among them; about 
57% indicated they participate in the employer health plan. 

About half (54%) work the day shift, while just 5% work the night shift. Some of the remaining workers 
work mid-shift (15%) but more often (26%) they worked varying shifts. About half drive their own car to 
work, while 32% rely on public transportation and 16% walk. Less than 1% rely on friends, taxi or their 
boss to drive them to work.

The most frequent low-wage occupations reported by those surveyed were retail cashier/customer service, 
cleaners/housekeepers, construction/demolition laborers, or those doing care work (home health aides, 
certified nursing assistants and personal care assistants). 

Removing those who didn’t share their specific occupation (i.e. because they were currently unemployed), 
the occupations of the participants (n=186) are presented in the following table: 
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Industry  Occupations  Count Percent 
Agriculture    1% 
  Farming  1  
Construction     7% 
  Landscaping 1  
  Laborer/construction/demolition/electrical/plumbing 12  
Manufacturing     6% 
  Light industrial or assembly / machine shop / furniture making 12  
Retail/Sales     18% 
  Greeter/Event 2  
  Sales - door to door or mall vendor  2  
  Retail cashier, customer service  23  
  Retail - Grocery  2  
  Call center associate  4  
Transportation and Warehousing    4% 
  Warehouse worker, shipping  8  
Professional     2% 
  Shop owner, scientist, social services manager, teaching 3  
Administrative and Support and Waste 
Management    18% 

  Cleaner/ housekeeping  15  
  Administrative (including office, clerical, reception) 15  
  Maintenance 3  
Health Care / Care Work    15% 
  Personal Care Aide (PCA) or Home Health Aide (HHA)  9  
  Certified Nursing Assistant (CNA)  4  
  Childcare / Eldercare / Care of Persons w/ disabilities 7  
  LPN, nursing  4  
  Medical, other  1  
  Medical Office Assistant  2  
Social Assistance    13% 
  Outreach/Educator 3  
  Human service agency case manager, not for profit work,  21  
Food Services and Restaurants    11% 
  Dishwasher 2  
  Food preparation/ chef 11  
  Restaurant worker (including waitress, hostess, carver) 2  
  Fast food worker 5  
Other Services    6% 
  Game dealer  1  
  Television production  1  
  Mechanic 2  
  Hair and nail technician 1  
  Bus Monitor  2  
  Security  2  
  Driver  3  
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Industries of Low-Wage Workers Surveyed
Syracuse, Ithaca, Binghamton, Albany/Troy  

Administrative and 
Support and Waste 

Management
18%

Health Care/
Care Work

15%

Social
Assistance

13%

Food Services
& Restaurants

11%

Agriculture 1%

Other
Services

6%

Construction
7%

Manufacturing
6%

Retail/Sales
18%

Transportation and Warehousing 4%
Professional 7%
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Hours Usually Worked Per Week

40
30%

Over 40
12%

21-40
40%

Under 20
18%

Wages and Hours 

Only 30% of people surveyed worked a 40 hour work week with 58% reporting part time work and 12% 
reporting that they regularly work over 40 hours. Of those, not all are working more than 40 hours at one 
job, so they are not earning “time and a half” for those overtime hours. 

 

Generally, the majority of workers (64%) made between $9.70 and $15 per hour. 

Wage rates are considered personal information and about one third of survey takers skipped this question. 
However, among these workers who were willing to share wage information the average wage was $12.01 
per hour and the median wage was $10.50 and the most frequently reported wage was $10 per hour. 

The lowest paid workers (15%) made less than $9.70 per hour. These were working in either informal 
arrangements or for employers who are violating the New York State minimum wage laws. Childcare 
workers, cleaners, and construction workers were the most likely to report making less than minimum 
wage “under the table.” Some workers (19%) were making over $16 per hour, but either the work was 
seasonal or these workers were bearing the additional expenses for dependent children or frail elders such 
that their income was not considered a living wage.  It should be noted that often those making a few 
dollars more per hour had often been working ten to twenty years to reach that higher wage rate, but still 
fell under the living wage. 
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Symptoms

The survey confirmed that across a broad range of ethnically diverse low-wage occupations representing 
all major industries, 39% experience injuries or symptoms they connect to their work. Of these, some 65% 
report muscle or joint pain with others reporting headaches (31%), skin rashes (17%), and difficulties 
breathing (12%). Often workers have multiple symptoms. 

Have you had an injury or experienced symptoms you
think are from your job?

No
51%

Yes
39%

If so, what kind of injury or symptoms?
 (check all that apply)

Broken
Bone

Back PainHeadacheMuscle or
Joint Pain

Trouble
Breathing

Skin Rash

70%

60%

50%

40%

30%

20%

10%

0%
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If you have symptoms, do they get better when
you are away from work?

Overnight?
23%

After two days?
31%

After longer period 
of time?

46%

Of those experiencing symptoms, 46% reported that these only get better after more than two days away 
from work. About the same amount (47%) report that others in the workplace have similar symptoms/
injuries.  

 

About two-thirds of those who report having a health problem at work have tried to get it corrected. Low-
wage workers report that they do not try to change the workplace because they don’t know how (51%), 
they are worried about what the boss might do (25%), their co-workers wouldn’t help (17%) and they 
simply didn’t have the time (7%). 

Are there other workers with similar symptoms/injuries?

No
53%

Yes
47%
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Have you ever tried to get a health or safety problem corrected at work?

No
63%

Yes
37%

If no, why not?

Worried about 
what the boss 

might do 
25%

Didn’t know how
51%

No time
7%

Co-workers 
wouldn’t help

17%

If yes, how?

Took action 
with other 

workers
12%

Talked to boss 
82%

Talked
to the
union

3%
Called
 OSHA/

PESH
3%
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Body Mapping Results
Low-wage workers completed body mapping exercises, connecting the activities and conditions of the 
workplace to specific symptoms they were experiencing. Body mapping activities generated focused 
discussions about the way work impacts the body and produces specific physical symptoms. Musculoskeletal 
pain was by far the most frequent symptom, but participants also reported breathing problems, allergy 
symptoms, headaches, exhaustion and mental strain

Workers’ Voices
Sometimes participants describe workplaces that suggest unusually hazardous work environments. These 
require immediate strategies to improve conditions with wage and hour violations, civil rights violations 
and multiple violations of the OSHA general duty clause. These descriptions included a variety of 
workplace settings: restaurant, garage housing large trucks, an insurance company, a mall, a call center, a 
health care facility, retail operation, grocery store, construction sites, beauty establishment, and a daycare 
facility. Workers reported work-related symptoms that were connected directly to unsafe conditions. Lack 
of training about hazards was a constant theme. Some workplaces were so understaffed that they were 
chaotic, and totally out of control. Workers in these places had been hurt or made sick before and it was 
likely that they would be again. 

During Phase IV, our group facilitators not only asked workers to describe difficulties, but also asked 
workers to envision healthy work. After that, they collected information from workers about the barriers 
they face in an attempt to find and maintain a healthy work environment. Seeking the workers’ voices 
firsthand is a central feature of the Low-Wage Workers’ Health Project.45, 53 
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Individuals were asked to work together in a group to develop a vision for healthy work. In this exercise, 
participants were encouraged to imagine a perfect world and that work had all the elements needed to 
support good health. During these activities, participants contributed to the discussions and came forward 
to share from their experiences about times when work was good for them and why.  During these activities 
143 individual statements were generated and when taken together, they propose a set of conditions that 
engender physical and mental health at work.

Most often low-wage workers have very basic hopes for their jobs that center on two themes they talk about 
together. Good pay and respect. They speak about these first and these are foremost on their minds. When 
discussing respect they may elaborate more by speaking about how the upper management should show 
basic decency toward them and how co-workers should work as a team. They want living wages and fair 
pay structures so that there is “higher pay for harder jobs” and the “wages should fit the work you do over 
time. Low-wage worker mention benefits in the discussion of wages to include:  their need for benefits 
even if only working part time; day care support; good health coverage; paid vacation; assistance with 
transportation, and a retirement package.  

Workers envision having the types of hours and schedules that work to both provide income but also allow 
for a balance between their working and non-working lives. For some that mean more flexible hours, a 
better guarantee of full time hours, more consistent schedules, more opportunities to engage in overtime 
for the higher overtime pay rate. Some expressed that their schedules were fine, but that they would benefit 
from more breaks, with one person mentioning that they really wanted and needed to stretch their body but 
that their work prohibited that possibility. So they felt cramped and uncomfortable all day long.  

Workers related the importance to them of a clean work environment and that there should be water 
available. Some working outside thought that good protection from the elements was important, in the 
event of bad weather. In order to feel comfortable physically and mentally, people reported that the air 
should be free of odors and that this often depended on how co-workers maintained their personal hygiene. 
One person voiced her opinion that she believed that a workplace should engage in practices that 
don’t impact the environment in a negative way and should work toward being “eco-friendly at some level.”

With regard to co-workers, a “good crew” was quite important. The quality of the people around them and 
their teamwork matters. People wanted co-workers who contribute well to the team, are skilled at what 
they do and enjoy working together in a friendly environment. With those basics established low-wage 
workers went on to define more carefully what makes a healthy workplace. They speak passionately about 
characteristics of the work itself as a driving factor. They want the work to be fast paced enough to keep 
from being bored while at the same time they envision “doable work.” They want to “know what they are 
walking into each day,” and they want the work to be able to be accomplished within the time frame given. 
They often speak with disdain about short-staffing and wish there would simply be “enough people so that 
others don’t have to stay late so often.”

ENVISIONING HEALTHY WORK
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Group members contributing to this activity expressed a desire to have the kind of work that was complex 
enough so that they learning new things on the job. This was different than being offered formal training or 
opportunities for “in services.” These types of opportunities for professional growth were also important, 
but many workers were not interested in “more school.”  They simply want do more interesting work.  

A health workplace, people said, would be characterized by good communication and good management. 
Frequently these themes were coupled together. People wanted frequent communication delivered to 
all workers at the same time. They wanted interpersonal communication to be characterized by strong 
listening as well as sharing. Some believed there should be more opportunities for co-workers to discuss 
things that happen on the job. Good management meant that the “management actually cares” and that 
the “managers are able to relate to the people who work for them.” Workers believed a healthy workplace 
required a meaningful demonstration of appreciation to workers, the “ability to present problems to the 
appropriate people,” and that bosses or managers “keep everything according to the law.” 

Low-Wage workers did mention that a healthy workplace, by definition, meant that there would be an 
emphasis on safety and that being safe would have real rewards. Both training on the job by competent 
and experienced workers and training accomplished in dedicated “in-services” was recognized in the 
discussions as essential.

Work Culture of Civility 

Having established that good pay and respect were key components of healthy work, participants went on 
to share ideas that were more transcendent in nature. They envisioned workplaces free from discrimination, 
characterized by inclusion and diversity, and where “everyone is treated equally.” Their picture of healthy 
work depicted a calm, friendly work culture in which honesty was a core value, peace between people was 
the order of the day, and that co-workers had time to share with each other in order that they would be 
able to completely understand each other and fully trust each other. The healthy work environment would 
have a “free spirit” where drama is kept to a minimum and people leave their personal lives at home. Work 
should be a place where people show regard for one another and a good work/life balance is fostered.

SELECTED PARTICIPANT COMMENTS

My vision might seem like common sense. One idea is that when there are issues, problems brought up, 
that management addresses them and there should be a solution.  And they should be held account-
able for that responsibility.  Another idea is also basic or obvious but managers should be respecting 
the right to take breaks.  Respecting that the worker works in an environment where things are not in 
disrepair, and when things are broken that they are fixed in a timely manner.  That attention is paid 
to a workday that has minimal stress involved to prevent injuries.  Maybe that means that workers are 
given what is a fair and honest workload. They should be trained on the length of time that you have to 
work to complete that job and the steps involved.
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Facilities in disrepair	

Inadequate provision of
protective equipment by the 
employer

Inadequate safety guidelines

Lack of enforcement for health 
and safety rules that are legally 
required.

Old habits are hard to change, 
lack of support 

  

Lack of Attention to Workers’ Health and Safety = Lack of
Respect for Workers

Working people expect to work hard for the money they earn and in return they desire basic respect be 
afforded them by management, co-workers and clients. When workers encounter a lack of concern for 
their health and safety on the job over time, they come to understand that they are being systematically 
disrespected by their employer. Workers participating in our groups reported a number of conditions that 
are unlawful, unsafe and can lead directly to occupational illness, injury or even death. When employers 
are willing to forego appropriate health and safety conditions, workers understand they are not valued as 
human beings, but only for the work they can do that will produce profit for the employer. 
Examples we encountered were: 

BARRIERS TO HEALTHY WORK 

We have a parking lot that is in such disrepair that people are getting 
hurt. There are 100 employees that need a safe environment. There are 
many comp claims going in just due to the parking lot being unsafe and 
yet it could easily be fixed by paving and lighting.

I work with kids and sometimes they take off their seatbelts which is 
not good and if they keep doing it, they are supposed to wear a harness. 
But trying to get the boss to give you a harness is almost impossible. He 
expects you to have eight arms or something.

My biggest thing was that there were puddles of water everywhere. Trying 
to get my manager to listen to get extension cords on retractable wheels to 
keep the cords out of the water was very hard.

We work there every day, but we aren’t given practices that make sense to 
us or even the basic knowledge about how to manage our risks.

The safety codes are never enforced. A clean, dry floor should be normal.

There are no signs up indicating wages or giving us health and safety 
information. 

We end up just doing things the wrong way, even when we know it’s the 
wrong way because it seems easier and we can’t remember the right way 
when we are rushed. We are often rushed and in that moment we lean on 
old habits instead of the new training.

HEALTH AND SAFETY VIOLATIONS HEALTH AND SAFETY VIOLATIONS
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Health and safety training 
can be bogus, especially for 
immigrants with low English 
proficiency.

Workers often realize they 
have need of certain types of 
training, but their concerns are 
not addressed or not addressed 
in a timely way.

You first come in, they are training you, and they ask you to sign some 
paper. But, my English is not good enough to read a whole bunch of 
things.  They give you a whole bunch of things to finish in a few hours, so 
you just sign everything, and you already signed it.  You have no source.

In our workplace, we need de-escalation training so that we can avoid 
crises with the clients we serve, but we are not getting it. 

Whistleblower Protection vs. Retaliation

Whistleblower Protection is one of the most important aspects of the laws protecting workers in the U.S.  
There are more than 21 provisions in place to ensure that employers cannot create an “adverse reaction” for 
workers who voice concerns about potentially unsafe conditions on the job.  Workers’ have a right to file a 
complaint with OSHA, participate in an inspection of the workplace, access exposure and injury records, 
report an injury and/or raise safety concerns.  This is an important provision designed to encourage 
compliance with health and safety laws and empower workers to report their complaints to OSHA whose 
mission is to protect workers.54

Fear of losing their job is a strong reality for most all of the participants in our groups. They fear being 
fired or being assigned unworkable shifts if they discuss anything negative openly, including and especially 
health and safety issues. Among their friends and family they cite numerous examples of people who have 
lost their jobs after getting injured or becoming ill on the job.
 					   

SELECTED PARTICIPANT COMMENTS

Well I didn’t faint or anything, but I got sick from the conditions on the job.  And just from my sickness
I was out for close to a week.  But I came back, they let me come back, but then they fired me and said
I was a liability.

Keeping a job is a difficult prospect among socio-economically vulnerable workers. They generally work 
“at will” and their employment can be terminated for just about any reason. They are reticent to give the 
boss any reason to fire them. 

Workplace hazards

Each year of the Low-Wage Workers’ Health Project we take note of the most frequent occupational hazards 
faced by the workers we engage.  

	 •	 Poorly designed ergonomics 	 •	 Stress on the job

	 •	 Exposure to cleaning products	 •	 Workplace bullying 

	 •	 Low indoor air quality 	 •	 Workplace violence

	 •	 Unsafe patient handling 	 •	 Exposure to hair salon products
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Each workplace hazard poses unique challenges in low-wage work settings because of the lack of training 
and workers’ reluctance to voice occupational health concerns for fear of losing their job. Workers also 
reported a lack of adequate training, especially about emerging and complex problems related to workplace 
bullying or the potential for other forms of workplace violence. 

Customized training would be required fill these types of gaps with up-to-date training materials, linking 
information and possibilities for action. In order to maximize effective reach, materials should be not only 
printed, but also web-based and translatable to smartphone platforms.  

Precarity by Design 

The fear of not having work at all also drives workers to accept work arrangements that are less than 
desirable. Many workers are not happy with their part-time hours, the nature of how their part time hours 
are assigned and the lack of health benefits and vacation time when working under part-time arrangements. 
Workers recognize that they are kept working 25-35 hours per week at the convenience of the employer 
who wants a flexible workforce and to avoid paying for health benefits for employees as is required by law. 
Some workers also suspect that employers encourage turnover to avoid paying for incremental raises. 

SELECTED PARTICIPANT COMMENTS

I think a lot of companies, especially like say fast-food restaurants -  McDonald’s is a good example, 
Walmart is another - ; I think they hire people to be supervisors that irritate the worker to a point 
where they quit because they know they are going to get a turnover.  See, they want you to work for like 
90 days, and then quit. Then they get the next one to come in, so this way, they don’t have to give you a 
raise, and they don’t have to give you benefits.  I truly believe that that is so.  

Workers in these part-time jobs report feeling particularly disrespected and disempowered because they 
cannot schedule time off for important events in their lives or even miss work for family emergencies. 
The jobs don’t have “vacation” and workers are expected to be available to work, even outside of 
originally agreed upon hours. If they miss work due to illness in their immediate family, or a one in a 
lifetime event such as a wedding, they are routinely fired.
 				    	

SELECTED PARTICIPANT COMMENTS

His wife had a baby, but the employer won’t let him take three days off to take care of her at home. 
They fired him.

My son was in the hospital for a week with a very badly infected rash and I was fired when I came 
back. I notified them and everything, but they said if I didn’t come back on the fifth day, I was fired. So 
they let me go.

I don’t have the power. Why can I not have the day off? Sometimes I ask because I am only at 40 
percent. So I ask, “can I have the day off?” They said, “No. You have no day off.”  I said before another 
supervisor allowed me to have a day off.  He said, “I am the new boss.  I am the new supervisor.  You 
are just 40 percent, so you don’t need a day off.  You have no day off.  That’s it.”  

It was for a family emergency that I had taken off when they needed me to work overtime. When I said 
I couldn’t, they said they would let me go.
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Management Practices, Policies and Decisions Create Workplace Culture 

Workers participating in the groups frequently encounter difficulties with management practices and 
policies that are directly problematic, and they also contribute to the creation of workplace cultures that 
don’t support worker health. 

ATTITUDES AND BEHAVIORS 

Low-wage work rarely involves any consideration of workers’ opinions or ideas about how the work should 
be done. Generally, there is the overall impression that there are systems in place and duties are routine. Yet, 
workers report frequent and upsetting disruptions and frustrations in their working lives due to supervisors’ 
attitudes and behavior toward them. Three main ways that “bad bosses” make workers aggravated came up.

The basic management style
is “controlling.”

Management has a “double
standard.”

Management changes 
frequently.

Managers  lack awareness and
insight about the work, lack
management skill

I quit that job because it was so bad. Like I would go to the manager about 
something and every time I’d just be opening a can of worms. It was just so 
bad that I quit.

The management does not abide by their own rules. They have no boundaries. 
The managers felt like they had higher authority, like they could do whatever 
they wanted and treat people however they wanted. There was favoritism and 
all that stuff. They think they can control you because they are the manager.

Management frequently changes and introduces different expectations, and 
then, doesn’t stand up for employee.  So the work changes, depending on the 
manager.  One manager says one thing, another manager says another.  

I asked for the day off.  They said, “No.  You have no day off.”  I said, “Before 
another supervisor said I can have a day off. “ He said, “I am the new boss.  
I am the new supervisor.  You don’t have a day off.  That’s it.”  They just want 
to run the schedule.  

The whole question is…. Do they understand what you’re doing?  Were they 
ever in your spot?  And do they actually understand still even though they’re 
not in your spot anymore? Do they know what you’re doing?  Do they respect 
what you’re doing? And usually the answer is no.

I can’t stand a boss coming in telling me that I did this wrong when I wasn’t 
even at the place at the time because somebody else was there before me.

They need to really come down and look at what we’re doing, what we’re 
going through and then re-evaluate.  They need to check out the attitudes, 
the atmosphere in the offices and then go back to the gaming board.  They 
need to look at the fact that we’re working very, very underpaid . And we’re 
working jobs that one person is carrying the load for two and three people.  
This needs to start higher up.  

MANAGEMENT	                   SELECTED PARTICIPANT COMMENTS
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Managers “pretend” to listen
but don’t actually make
changes

 When communication is not put into practice and not only communicat-
ing but actually putting action to the communication.  We can sit here and 
talk about things all day long but if nothing is being done, it means nothing. 
We have these round table discussions all the time in my job.  We talk about 
things that should be done and we should change this and change that, but 
nothing gets changed and we’re still in the same place that we were.

DECISIONS 

Management style contributes to stress on the job, which is connected to long-term health impacts like 
hypertension or reduced immune function.  However, the style, approach, or skill level of the management 
is connected to the decisions that are made.  And these decisions often lead to poor communication, clear 
cut and immediate health and safety hazards, and illegal practices. 

SELECTED PARTICIPANT COMMENTS

It is more difficult to work safely when management brings in younger managers who don’t know the way things 
are done.

Management expectations are unrealistic. There is too much pressure to produce on a tight timeline or with the 
team. You are supposed to do things that are illogical. There are poor ergonomics and lousy flow of the workspace.

Managers cannot be spoken to about anything. They are either unavailable or the supervisor is on vacation, so no 
communication is possible.

I am unclear about what I am supposed to be doing. It is hard is to work in the family business where you have like 
many bosses. You are doing maybe your job and the other one’s job, until someone came and told you to do another 
thing.  It is impossible.  

Workers are asked to do things they were not hired to do, not trained to do and this forces workers to work 
in ways that are unsafe for them and for the clients they serve.  

SELECTED PARTICIPANT COMMENTS

They wanted him to be a bouncer but he was just getting paid to stock and store everything. He wasn’t being
paid for security.

I was only trained to take care of older children. So when taking care of a baby, the baby fell. The boss told me to lie 
to the parents. But the cameras are everywhere so I refused to lie. Then I refused to work with people who will lie.

Short staffing was of central concern to most of the groups of workers. While workers were sympathetic 
and understanding about how these circumstances arose, they believed that poor planning was leading 
directly to unhealthy work. Workers reported being under pressure to work when sick because there were 
no other staff cross-trained to do the work. 
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SELECTED PARTICIPANT COMMENTS

I work in a restaurant and sometimes I feel like I do much more than I should have done. I don’t usually 
mind that, but when you do much more than you were supposed to do and you get screamed or insulted 
because of other peoples’ mistakes and, at the same time, the bosses believe you are good and you are not 
going to complain -- you feel bad or depressed at work.  They don’t appreciate what you are doing.

They walk up to you and say, “Just do this!” and throw it on your desk.

I was helping my supervisor always (over and above expectations) and then I didn’t get respect from him 
because his girlfriend wanted my position.  

SELECTED PARTICIPANT COMMENTS

At my workplace, one of my co-workers was exposed to sharps. She had to be out during testing of both her and 
the patient. They had to take the resident and test her for everything, and this co-worker couldn’t even work with 
anybody until all those tests were back.  It took her like a month.

In my building, we have a staff shortage because our staff does not get appreciated or first like I said, we have a lot 
of issues that don’t get resolved so it pushes people out of the door, it don’t keep them in, so we have big staffing 
issues and we have a lot of the agency come in and that causes chaos because they don’t know what they’re doing 
and then we’re stuck to train them, the people who are primary care and it is just not good.

They were having trouble staffing evening and I work up at the big building up here so what they did, evenings 
already was getting a shift differential but they increased it to I think it went from $1.50 to $4.00 to try and pull 
in staff for that shift, but now everybody is trying to work that shift and nobody wants to work the other shifts and 
we’re always short.  So, I don’t know, that’s my issue right now and I like working days but now I don’t because I’m 
always floating, always short, always stressed out, yeah, nobody wants to work. 

Workplace/Culture

A workplace culture develops as a collection of a variety of factors that includes individual behaviors, 
practices and standards that when taken together, under leadership, creates a work environment. This work 
environment can be characterized at the workplace level.  For example, workplaces might be characterized 
by good as in when the workplace is friendly, open, and has strong workplace engagement and a genuine 
workplace “citizenship.”  Alternately, workplaces might be characterized by tension, looming deadlines, co-
worker incivility, heavy handed managers, or sometimes extreme worker isolation.  Workers’ insights about 
the workplace culture they experienced in low-wage jobs adds to our understanding of current job strains. 

Disrespect is a central theme of low-wage workers’ discussion. Employees’ cultural or religions values are 
demeaned or disregarded. Personal agendas of both supervisors and co-workers are pursued at others’ 
expense. Workers endure insults and inappropriate communication delivery (i.e. screaming, yelling, and 
condescension) along with a lack of appreciation. Management behaviors and attitudes that might be 
isolated incidents in some places become commonplace in workplace cultures “gone bad.” The context of 
these workers comments occurred in ways that we understood were ongoing and pervasive in their work 
settings. 
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BOREDOM 

Many low-wage jobs are boring. Work is repetitive and doesn’t change from hour to hour or from day to 
day. It is especially demoralizing under conditions of low-pay or disrespect, so workers do gravitate away 
from this type of work whenever possible. This is a feature of work that leads to increased precarity of the 
low-wage worker. 

SELECTED PARTICIPANT COMMENT

Well if there’s no ladder I’m not going to be there long.  I don’t know for me I get bored easy.  So if I don’t 
find a job that I love going to that I’m kind of passionate about, that I really like doing, I’m not going to be 
there.  Especially if it’s not paying me well or you know like you said no growth opportunity and I’m like at 
the bottom, there’s no leverage, no I’m not going to be there long.

CO-WORKER DRAMA 

First on many workers’ minds was the draining nature of what people called “the drama.” This “drama” 
could be related to people’s personal or professional lives and generally referred to the tensions that build 
up unnecessarily in the work place. Many workers found the “office politics” or “personality clashes” or 
“problem people” to be a very negative experience at work. They expressed high frustration with those 
situations because “they just want to do their jobs” without layers of issues that were only indirectly related 
or completely unrelated to work. The idea that people should leave their personal lives at home was strongly 
upheld. 

SELECTED PARTICIPANT COMMENTS

People who bring in their own personal problems to work, they’re already. You know what I mean? As 
soon as they walk in the door, again today, they are filled with problems. You know what I mean?  On t
op of it there is bad staffing. So everything is downhill from there right from the start of the shift. So, 
there’s nowhere else to go.	

Well, I don’t like drama. And I don’t like argument so I just keep to myself because I feel like there’s a 
time to speak and there’s a time not to speak. So, that’s what I learned.

There are some people that had worked there for like thirty years and they’re so stuck in their ways! If 
you come to them trying to get something done, it doesn’t matter how you approach them, they’re so 
stuck in their ways! They just look at you like, “You’re not going to tell me how to do my job” or “You are 
not going to tell me what to do.” 	

I don’t like to work with people that don’t want to work. That will only get bad. In the restaurant work, 
you get a lot of people with no experience, but they get into the kitchen thinking like it’s oh this dream 
job because they find out the company gives them food.  They want the food but they don’t want to do 
the work.  
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WORKPLACE HARASSMENT 

Workplace harassment (including sexual harassment, racial harassment and other specific types of 
harassment) is different from more common co-worker tension or conflicts. Harassment takes it up a notch 
because it involves negative actions toward a worker that lead to a hostile workplace.55 Workplace bullying 
is related to workplace harassment, but involves actions that offend or socially exclude a worker or group of 
workers, actions that have a negative effect on the person or group’s work tasks and occur repeatedly over 
time.56 These conditions impact health due to the psychological stress leading to a multitude of negative 
health conditions. 57 

Low-wage workers vividly describe various circumstances are report that workplace harassment and 
bullying are commonplace. Even though these difficult conditions often include those in power bearing 
down on subordinates, workers often simply leave and find work in a more peaceful setting, if they can 
line up another job quickly. Word of mouth can travel fast in some communities and workers do end up 
tipping off other workers so they can avoid being trapped in a low-paying job with deep rooted hassles 
beyond the usual disrespect that characterizes their working life.  Having to make these kinds of work 
transitions more frequently than others in higher paying jobs is an important barrier to healthy work that 
workers notice and must navigate.
  
SELECTED PARTICIPANT COMMENTS

We’ve got some of the RNs that make it very hard for the staff to work there because we’ve got one that likes 
to go after some people. This is a new one down on the terrace.  She picks one certain person, goes after 
them, she gets them fired.	

They just use their power like a, I don’t want to say names, but where I work if you say something wrong 
or to the wrong person, they’ll flip and then they go after go or you know, things like that.  It’s just certain 
things I don’t like.	

So the barrier for my lack of sleep and for my stress is not being, not feeling safe at work it’s this guy that is 
a bully.  A bully.  So how do?  You know, that’s what we said before, the vision.  How does it look?  I need to 
get not rid of this guy, but I need to change somehow, make him change his behavior because I don’t want 
to be treated this way by him.  

Good opportunities for women are sometimes ruined by sexual harassment. They have to just walk away.

DISCRIMINATION - BASED ON RACE/ETHNICITY

Discrimination in hiring and in the way work is assigned or conducted is illegal. Yet, the experiences 
of low-wage workers’ who are not white are replete with both single instances and with ongoing racial 
discrimination and harassment.  Workers frequently tolerate injustice in order to ensure continued 
employment, but some either get fired or leave their jobs when lack of dignity is particularly harsh. In most 
circumstances, it’s the word of the employer against the word of the employee and the employee loses out. 
Since this is known, workers remain unwilling to seek redress. Sometimes, racially motivated bias results in 
life long disadvantage that accumulates over time.  
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SELECTED PARTICIPANT COMMENTS

I always think I was trying to move up.  When I came out of the Army after Viet Nam, I was told employ-
ers, “I did missiles when I was in the Army, anti-tank, anti-aircraft missiles.” But nobody would give me 
a job.  They said, “You’re not smart enough to be an electrician.” So, I could get no job in electronics or 
anything like that.  So I couldn’t get any job here in Syracuse.  I was very discriminated against.  

In a nutshell, if people would put their egos aside and say, “Okay we’re all equal.  Not one is better than 
the other,” then, we’d be fine.  But if ego is the issue and it’s across the board and people say, “You are 
Latino. You are white. You are black. You are from Europe,” then no. We are humans. We only have one 
name. We are the same. We are all humans.  We are all equals.  It is so simple.    

Workers need self-respect because there’s a lot of racism.  I dealt with a lot of racism at work. This is the 
way it should be: Every culture should not to look at the person, their color, but look at who they are.  

Racism could be a core actor. Ignorance could be a factor and incompetence because you have a lot of 
people who are in a position of authority that are incompetent to be there.  So they would never recognize 
your skill set. The wages stay low and there is no possibility of advancement.  You basically get set pay and 
if you don’t like it, get out.  So it is based on ignorance and greed. I believe that if you want somebody to 
work for you, then you would supply them with benefits. There are a lot of jobs with no benefits.  If they 
do give you benefits, there is no dental. There are just a lot of what I would consider obstacles in between 
where we want to be and where we are.   

Discrimination on the job is particularly evident when the workers was formerly incarcerated. Employers 
know that getting and keeping a job is particularly difficult for those who have been incarcerated, so, longer 
hours, tasks with harsher work conditions, and situations where a higher level of disrespect is tolerated 
either from supervisor to employee or from co-workers 

SELECTED PARTICIPANT COMMENTS

If they know you have a felony they discriminate.  You have a felony and if they give you a job they 
know you’ve got the felony you are attacked and abused because of that.  I think the barrier is the 
discrimination against the felony.  That’s what they focus on instead of the skills that a person will have.  

DISCRIMINATION - BASED ON IMMIGRANT STATUS AND RACE/ETHNICITY

Immigrants, particularly those more recently arrived and/or those who are not white have a more difficult 
time finding and keeping work that doesn’t threaten their health. Like those who have been incarcerated, 
they are often hired only into jobs with lower pay and harsher conditions than their white/non-immigrant 
counterparts. It is very hard for immigrants with language barriers to find information about how to make 
violation complaints or report unsafe work conditions.

When employers tolerate co-worker incivility toward immigrants, the work environment can become even 
more stressful, especially given that many immigrants are refugees who didn’t choose the United States, but 
were assigned the location as a part of their resettlement process.
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SELECTED PARTICIPANT COMMENTS

In Africa there are good things.  Africa is beautiful and I love it.  I didn’t want to come to America but I 
came here because there was a war in my country and I was forced to leave my country to come here. 
  
I thought it was going to be easy for me to be able to teach my culture.  And in New York, I couldn’t do it 
because I can’t express myself to make a student understand.  And so I have a beauty license, so I decided 
to open a shop from 2000 to 2015, but I am a dreamer.  So, I just want to know more about the country 
that I love, but because the language and I was just scared for a few stuff, like a look me down, which can 
crush my life. I can’t make eye contact because I can’t keep up the conversation. I had a professional career 
in the arts before coming. Now I am working in a department store.

I work in a restaurant and sometimes I feel like I do much more than I should have done, but I don’t 
mind because it is okay, but when you do much more than you were supposed to do, and you get 
screamed or insulted because other people is doing mistakes, but they feel like you are good and you are 
not going to complain or nothing, so you feel bad or depressed at work.  They don’t appreciate what you 
are doing.

We all need respect. I hate it when people, like me, come from another country to work, but don’t get re-
spect.  They think we have nothing and we don’t need respect.  They treat us like we are garbage and they 
hurt our feelings.  So many times.

My husband and I emigrated from our home country because of the war there. My husband got a job 
doing maintenance for a community college. His supervisor took advantage of him. All the workers had 
the same agreement and the same benefits. But, that supervisor gives him a hard time. He makes it much 
harder on him. While the others are resting on a break, my husband has to do more work and the hardest 
work. He spoke up about it and now there is even more work in retaliation. They give him even harder 
work and all the co-workers gang up on him and tell him to shut up and they go on cursing him.  My 
husband has very bad English because he was brain damaged in the war. A bullet went through his brain. 
So, he’s suffering so much he comes from work crying.  He doesn’t know what to do.  He wants to work 
but they give him such a hard time. For example, the normal shift for everybody is from 6 pm to 1:30 am, 
but my husband, only, was working from 7 am to 3 am. That’s what is bad. That’s an extra shift. They 
also give him work that is harder to do. They make the shift just for him and not for others.

So one of my co-workers on the construction site was saying, “You know what? All you guys who come 
from another country --  you guys stealing our jobs!”

We have no source of information about government regulations, rule or rights. We are not given an 
understanding of  employment and how it is different here in U.S. vs. Europe, for example.
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Solutions or Remedies?

Low-wage workers, most of the time, are unaware of potential solutions for health and safety issues 
especially because the resources they may have are not discussed with them in their health and safety 
training, nor are they the focus on any ongoing occupational health and safety training efforts employers 
may make. For example, workers come to understand that the local OSHA office is not able to enforce 
the existing government regulations without worker involvement, but workers doubt they can generate 
effective complaints without compromising their present and future employment. 

UNIONS

Their basic impressions about unions overall is fairly low. Most of the time, the workers are not involved 
in a union. They haven’t imagined any benefits they may achieve from creating one. They know that just 
having the government regulations in place is not enough to ensure healthy work conditions, but pathways 
to collective action are few. Relatively few low-wage workers characterize a role for unions in improving 
health and safety on the job. More often, the idea that unions collectively worked on important issues and 
won rights for workers over the decades is lost on low-wage workers. They don’t see unions as a part of the 
solution. What workers come to know about unions is generally negative. Some of their information comes 
from traditionally anti-union sources. For example, some larger low-wage employers actively discourage 
workers from associating with union activity at hiring and in other trainings.

SELECTED PARTICIPANT COMMENTS

A union is a body that should represent staff member and go head to head with bosses. The union heads 
should let the staff know whether they are right about situations, what they are entitled to, etc.  and also 
give the bosses a list of things that workers would like to be involved in or included in everyday work 
activities. So the union heads can go and take on the bosses in regards to those things.  So they are 
basically there to represent you as a worker.  

I think that unions should be involved a lot.  Some unions have signed up just so that their name can be 
on the paper, but they need to be involved.  There should be regular staff meetings to hear the voice of 
your staff and not only managers include. The bosses should be there sometimes, so they see first and 
hear first what is going on.  To hear the voice of the staff members.   

My mom was in a large union and she was saying at first she was going to join. But when she found out 
more about it, she said, “This is kind of screwed up. Everything that they’re doing.  So, I don’t really want 
to be a part of it.”  The premise of it is good per se, but the actual outcome may not be.

I wouldn’t even know how to start a union.  We don’t ever… we never even hear about that anymore.  
Like I remember I was going to apply for a job at a local retailer. We went to the little thing they hold 
about it and I remembered them saying, “We do not have unions here because of how good we are” and 
dadadadada.  And they basically scared us about it during the application process.  They talked about 
unions specifically. So I understood… “Okay!  I won’t sign up for a union, I guess or whatever.”  
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EMPLOYMENT PROGRAMS 

Low-Wage workers we encounter in this project are also sometimes frustrated by the government programs 
they participate with to gain skills or opportunities for better employment. The say that the programs offer 
some help and do inspire participants to seek better employment, but what follows is often another lousy 
job. 

SELECTED PARTICIPANT COMMENTS

I’m glad I went when I did and we had a very good instructor for cooking/culinary arts.  We had so much 
fun in that class. Everybody that was in that class, about twenty people, - we all got to know each other 
well. We would visit with each other on the weekend, have little cookouts and stuff like that, to see who 
could cook the best. When we were in the classroom, we were having competitions of who made the best. 
That’s all what happened in the school, but the real job didn’t work out that way.

I got a job working shortly after I graduated from that program in a suburban area. And God, they’d 
slave me like I was crazy and you know I mean, there wouldn’t be nobody else in the back to help me be-
sides the head cook. You’re cooking meals for 100 or more people in that place. 

And then late at night, I missed one bus and I had to walk. Nobody would give my black butt a ride into 
town.  So I had to walk all the way from Camillus. I was living on the north side off Lodi on Green Street.
My feet were hurting so bad, I was like, I was dying on the way, and my feet were bleeding. When you 
missed that bus that was like torture. I’ve never been tortured so bad. I was so tired from working, putting 
in eight hours plus I had to walk all the way home from way out there to the north side. I didn’t have the 
money for a cab. 

So I finally found a different job in a café in the city.  I wasn’t really cooking in that job.  I became a 
welder later, but I did enjoy cooking and never had the opportunity to get a good job doing that work.

WORKERS COMPENSATION

When low-wage workers have been hurt or sick from their work, they are most likely to have sought medical 
treatment outside of the Workers’ Compensation system with their family physician (who ignores the 
work-relatedness of their symptoms/complaints) or in the emergency room.  Workers we meet generally 
avoid workers compensation as much as possible due to their common understanding that if they generate 
a compensation claim, they may be stigmatized by their own community, their co-workers, and reduce 
their potential for future employment because “word will get around that I am a complainer.” 

SELECTED PARTICIPANT COMMENTS

Workers Compensation is hell. My sister had a herniated disk in her back and it took her five years to get it 
all resolved. She finally had an operation. She went through hell with Workers’ Comp. 	
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LACK OF ETHICS IMPACTS WORKERS’ HEALTH

Low-wage workers possess views on the larger social problems facing workers.  They point to the 
“unprincipled upper heads” who are “lacking in ethics” and don’t value working people’s lives and well-
being.  

SELECTED PARTICIPANT COMMENTS

People at the top should work to understand the worker and understand the situation that their worker is 
under. They need to know the conditions that we’re working under, and then recognize and acknowledge 
that we do need new modern up-to-date technology.  

Workers in the Low-Wage Workers’ Health Project understand they are impacted by a systemic problem 
that needs strong attention at all levels of the organizations. 

SELECTED PARTICIPANT COMMENTS

My supervisor is always harping on us.  And she kind of looks like the bad guy, but then you find out that 
her supervisor is doing that to her and then there’s even corruption even higher up.  So where does it end? 
How can you solve that problem?  You know she’s talking to us crazy because she’s getting talked to crazy 
and then the boss is getting talked to crazy by the people at the top of the organization.  So it’s like you 
know, if you don’t have an organization that’s  founded on like principles,  I think it’s going to be hard to 
you know give everybody what they need at the bottom.  
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EVALUATION

The Occupational Health Clinical Center has been striving to prevent occupational death, injury and 
disease through outreach and education of at-risk, vulnerable workers in upstate New York for over 25 
years. Outreach and education staffing is active in the 26 counties served by the clinics, working with many 
local, state and national organizations representing and assisting low-wage workers. 

Critical evaluation of all activities included comparative analysis of content and processes among 
team members. Drawing upon “critical realist review” principles in frequent debriefing sessions, team 
members aimed to pragmatically assess what is working, for whom, and under what circumstances in a 
comprehensive and reflective way.58  More specifically, to maximize project effectiveness, participants were 
asked to evaluate their learning experience on several levels. Agency leaders also were asked to gauge their 
likelihood of future action. Project staff systematically recorded and analyzed these discussions.

The Subcontractors 

When a project expands, it is particularly important to retain some uniformity and some method for 
evaluating quality when less directly involved. Evaluation questions were distributed to all subcontractors 
and completed by OHCC staff as well. These questions were based on critical realist theory which suggests 
that an effective review and evaluation would include qualitative review by all involved with the project to 
include the low-wage workers, session facilitators, and community-based organization leaders.  Questions 
were aimed to elicit an assessment of strengths and weaknesses of both the session content and also 
potential for ongoing connection. 

Facilitators and project leaders were asked to complete answers to questions in a quick group debriefing 
to take place immediately after the sessions. In addition, specific follow up connection to the community-
based organization leaders was requested to obtain fresh impressions and attentive follow up. Workers’ 
perspectives were summarized by facilitators who conducted sessions, but in addition, recordings were 
obtained when workers were asked, very specifically, to evaluate their experience in the sessions.  Workers 
were asked, “What have we discovered?  Among what we have discovered, what matters most to you and 
why?” and “What might we realistically consider doing?” These questions were meant to be somewhat 
vague and open-ended so that workers would emphasize their own lines of thinking over what they believe 
we might hope or expect them to say. Results from an analysis of the content of those recordings is an 
important component of this evaluative process. 

Facilitators’ perspectives

Most groups were formed through direct outreach to the organizational leaders in order to access 
participating workers through existing networks and/or programming.  However, a few groups were 
formed through outreach in the community directly, especially as a part of the subcontractors’ general 
approach to outreach in their community. In that sense, the subcontractor acts as a community-based 
organization for the project since they are already in the process of gathering workers. 

Groups are generally held in comfortable conditions provided by the community-based organization fa-
cilities. No two sessions were conducted exactly alike, but varied according to group dynamics, specific 
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interests or questions posed by the group discussion, and/or  facilitators’ mastery of time management  and 
their ability to keep the groups focused on the materials (i.e. rather than going off topic) so that all of the 
elements off the sessions can be presented.  In one case, group participants didn’t have accurate informa-
tion about the type of workshop being offered and that group ended well after a bumpy start. 

Groups differ in their levels of engagement, however, most engagement with the material is high and only 
a few groups need prodding or extra encouragement to share ideas.  In one case, the group was the most 
engaged group the facilitators had ever encountered. The framework of the activity lent itself well to group 
engagement and the goals for the sessions were met by all groups assembled.  Participants were very clear 
on their understanding of the relationship of their symptoms to hazards present in the workplace. Partic-
ipants were provided with information about their rights to a healthy workplace in both oral and written 
communication, in English and in Spanish. 

Workers’ Perspectives 

Frequent comments from workers include a profound appreciation that we have brought the “Know-Your-
Rights” information and information about potential hazards. Workers also express relief that they have 
been made aware of OHCC so that if they should become ill or injured, they would “know where to go to 
get treatment” and to “get help knowing how to file workers’ compensation.”  Often workers remark that 
they have never been informed of basic KYRs information and find it relevant and immediately useful. 
Some groups were at a loss for how to overcome common barriers, but most groups enthusiastically 
embraced concrete plans to generate change toward a healthier workplace going forward. Some of these 
changes were centered on raising awareness among co-workers, but other groups developed more specific 
plans to address specific hazards raised during the sessions. Interactions between low-wage workers were 
especially encouraging when discussing racial discrimination or coping with work-related stressors. In 
general, workplace conditions become readily apparent due to the planned activities especially because 
the groups maximize opportunities for discussion.  Overall, the participants express appreciation for the 
opportunity to share their work experiences and also learn about occupational health hazards and workers’ 
rights. They often say they are glad to know aobut occupational health resources available to them locally.  

Fostering Connection to Community-Based Organizations

All new organizations approached for this Low-Wage Workers’ Health Project expansion were carefully 
chosen, especially in light of a strong potential for ongoing partnership. The Low-Wage Workers’ Health 
Project is particularly effective as an introductory set of activities that can lead to meaningful follow up 
activity. OHCC and subcontractor plan to pursue all organizations involved with Phase IV with additional 
activity either to provide more specific or more advanced occupational health and safety training or to 
work on building capacity to provide training within their organizations through more interaction with 
the organization’s staff development meetings/workshops.

The need for improvement in communication was noted by one contractor and when connections failed 
to developed as hoped, intensified communication was effective in developing partnerships in a few cases. 
In other cases, connection to new partners were not successful, mainly due to the inability to find common 
ground when an organization requested that we alter or filter our central message related to workers’ rights 
or access to occupational health care via workers’ compensation. 
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Immediate follow up plans and longer term plans were developed for nearly every community–based 
connection. The fruit of initial contact is especially useful so that the Low-Wage Workers’ Health Project 
is not viewed as a “one-off for a grant and we are done” but rather community leaders see that we want to 
create sustained partnerships for longer term effectiveness. 

Organizational leaders were, in most cases, very quick to engage in follow-up planning by meeting and 
setting dates for ongoing activity with specific activities and timetables for this activity. This willingness 
to continue is an important indicator that our sessions meet an educational need for those organizations 
and that the community-based organizations have confidence in the Low-Wage Worker Health Project’s 
activities to fulfill those needs and connect to more advanced training through OHCC and subcontractors 
on the project. 

Critical realist review requires a 360 degree examination at all levels of the project.58  Voices of all involved 
are sought to answer the basic question: In what way was the project effective in meeting it’s rather lofty 
goals to educate and empower low-wage workers? And if so, for whom? and under what conditions? We also 
ask: In what way was the project ineffective and for whom and under what conditions? We can conclude 
through qualitative analysis that the Low-Wage Workers’ Health Project operates with an effective process 
and framework as described by facilitators, community-based organizational leaders, and as discussed 
openly by the workers’ themselves.  Feedback has been collected along the way and incorporated into 
session plans. Final evaluation can mirror the complexity of the project and efficiently emphasize project 
strengths and weaknesses. 
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NEXT STEPS

1.	 Continue to work with Partnering Organizations

Workers’ stories and experiences will continue to connect the project with real world information from the 
workers currently or very recently working these precarious, low-paying jobs.

In order continue to engage low-wage workers in new regions, cities and towns in upstate New York, we 
believe we must generate more interconnectedness through partnerships between and among: 
 

• Unions

• COSH groups

• Workers’ Centers

• Occupational Health Clinics
 
The leaders and group facilitators in each of these partnering organizations are prepared to continue 
conversations with workers and create more opportunities for workers’ to not only voice their concerns, 
but to act upon them by working together with others in the community to improve working conditions 
within an occupational group or industrial sector, but also across occupational and industry settings. 

These partnering organizations provide consistent community based health and safety resources that 
provide comprehensive occupational health and safety services to low-wage workers. Strengthening their 
efforts is imperative, especially because they have been collectively accumulating extensive experience and 
expertise, and they have earned the trust of workers in their communities.  

2.	 Continue to work with Community-Based Organizations

Continue to engage low wage workers directly in the community by connecting with organizations that 
server them. In order to advance this goal, existing organization must have increasingly customized 
materials and approaches. In additions, finding or creating the community-based leadership required to 
continue to connect with low-wage workers in meaningful information exchanges is planned.

3.	 Create New Materials

Education and Training in the Changing Landscape  - create new materials and new methods of 
communicating with  working people, based on knowledge we’ve gained and in new platforms, in addition 
to but expanding beyond print media. 

4.	 Follow Up with Specific Groups of Low-Wage Workers

• Nail salon workers

• Home health aides

5.	 Develop Community Based Occupational Health Promoters

Efforts to improve working conditions, eliminate safety and health hazards, and facilitate access to medical 
resources and benefits for injured workers, require facilitating the capacities of workers themselves to 
change these conditions. We plan to initiate a pilot program to train emerging, entry- level health care 
workers to engage in occupational health basic outreach and education activity. 
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CONCLUSION

The conversations with low-wage workers in phase four of this project continued to be a rich source of 
information about low-wage working conditions in the Syracuse area. Additionally, the expansion to the 
Southern Tier and the Capital Region further strengthened our grasp on the condition of low-wage work 
in New York State. 

Workers envisioned healthy work in the project activities, but these visions provided a stark contrast 
to their day to day experiences on the job. Some of the most difficult work conditions involved racial 
discrimination, lack of enough equipment/machinery to accomplish the required work, inadequate 
safety guidelines/knowledge, incompetent management at supervisory, mid-level and top levels leading 
to unrealistic expectations and general disconnect from workers’ concerns. There is a lack of leadership 
related to occupational health and safety and a weakened role of unions over time. Health issues are handled 
poorly and almost always in a reactive way, instead of anticipating and proactively preventing injury, illness 
and death on the job. 

Low-wage workers lack of resources, people, or locations to go to for help when work-related safety and 
health issues arise. Work related stress is a central theme, but employers tend to universally dismiss “stress” 
as a vague unimportant condition of work to be tolerated, ignoring clear long term health impacts. Low-
wage workers universally report lack of respect that equates to not being taken seriously when work-related 
health issues arise. Workers are routinely fired at some point after they are injured. Pathways to return to 
work are made difficult. 

Basic recommendations include strengthening the existing and extensive community based resources in 
New York State that provide comprehensive occupational health and safety services to low-wage workers. 
In addition to regulatory and legal remedies, recommendations include a comprehensive prevention 
agenda including:

•	 occupational health and safety training tightly aligned with low-wage job conditions

•	 basic and advanced “Know Your Rights” training

•	 health and safety training for refugees and immigrants in their own language

•	 improved access to medical care and Workers’ Compensation benefits

•	 elevated vision among local community leaders leading to increased occupational health
  programming within their organizations

•	 up-to-date occupational health and safety educational materials using print, computer and
  cell-phone technologies
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MIT Living Wage Calculator  (2017)  

	

Hourly Wages Living Wage 
 

 Onondaga 
County 

Tompkins 
County  

Broome 
County  

Albany 
County 

1 Adult $10.59 $12.38 $10.30 $11.51 
1 Adult 1 Child $24.61 $26.41 $24.08 $25.89 
1 Adult 2 Children $32.49 $34.29 $31.96 $33.77 
1 Adult 3 Children $41.86 $44.13 $41.38 $43.08 
2 Adults (One Working) $17.36 $19.33 $16.95 $18.58 
2 Adults (One Working) 1 Child $21.95 $23.75 $21.42 $23.23 
2 Adults (One Working) 2 Children $24.48 $26.28 $23.95 $25.77 
2 Adults (One Working) 3 Children $27.19 $29.46 $26.71 $28.42 
2 Adults (1 Working Part Time) 1 Child $13.85 $14.76 $13.59 $14.50 
2 Adults $8.68 $9.66 $8.48 $9.29 
2 Adults 1 Child $13.85 $14.76 $13.59 $14.50 
2 Adults 2 Children $17.58 $18.48 $17.32 $18.22 
2 Adults 3 Children $21.39 $22.53 $21.15 $22.01 
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Appendix B  

MIT Living Wage Calculator: Typical Expenses / Onondaga County (2017)  

Annual Expenses 

Food Child 
Care 

Medical Housing Trans-
portation 

Other Required 
annual 
income 
after taxes 

Annual 
taxes 

Required 
annual 
income 
before 
taxes 

1 Adult $3,464  $0  $2,392  $6,540  $3,568  $2,355  $18,319  $3,712  $22,031  

1 Adult 1 Child $5,244  $9,967  $6,993  $9,708  $6,775  $3,841  $42,528  $8,651  $51,179  

1 Adult 2 Children $7,806  $18,475  $6,706  $9,708  $8,850  $4,625  $56,170  $11,406  $67,576  

1 Adult 3 Children $10,314  $26,984  $6,867  $12,720  $9,655  $5,760  $72,299  $14,762  $87,061  

2 Adults (1 Working) $6,351  $0  $5,399  $7,644  $6,775  $3,841  $30,010  $6,095  $36,105  
2 Adults (1 Working) 
1 Child $8,037  $0  $6,706  $9,708  $8,850  $4,625  $37,926  $7,722  $45,648  
2 Adults (1 Working) 
2 Children $10,321  $0  $6,867  $9,708  $9,655  $5,760  $42,310  $8,607  $50,918  
2 Adults (1 Working) 
3 Children $12,541  $0  $6,724  $12,720  $9,687  $5,246  $46,919  $9,637  $56,556  

2 Adults $6,351  $0  $5,399  $7,644  $6,775  $3,841  $30,010  $6,095  $36,105  

2 Adults 1 Child $8,037  $9,967  $6,706  $9,708  $8,850  $4,625  $47,893  $9,734  $57,628  

2 Adults 2 Children $10,321  $18,475  $6,867  $9,708  $9,655  $5,760  $60,785  $12,337  $73,123  

2 Adults 3 Children $12,541  $26,984  $6,724  $12,720  $9,687  $5,246  $73,903  $15,089  $88,992  
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Appendix C
The Proliferation of Low-Wage Work in Syracuse
Example: Home Health Care Workers

Home health care workers are important contributors to the American health care system as the American 
population gets older and requires long term home based care. In 2016, New York State was reported to 
have 173,830 home health aides, the highest level in the country with an annual mean wage of $24,150.1 
Nationally, it is projected that the number of people employed in the home health care work will grow by 
38% from 2014 to 2024 at a level much faster than the average for all occupations2, while the population 
of individuals above the of 65 years will go from 47.8 million to 88 million by 20503 resulting in high 
demand and need for these workers. Although this occupation is projected to add more jobs, these workers 
are paid low wages. Additionally, the high psychological demand involved in this occupation (coupled with 
the low pay) results in low retention of workers. About a quarter of home health care workers live below 
the poverty line as compared to 9% of all U.S. workers.3 Therefore, remuneration and benefits of these 
workers are not commensurate with their contribution to the health care system. Many of these workers 
are vulnerable to assault, exploitation and abuse, especially as most of them are women of color3 and this 
vulnerability impacts their health and overall wellbeing.

1. Home Health Aides. https://www.bls.gov/oes/current/oes311011.htm#st. Accessed June 20, 2017.

2. Home Health Aides : Occupational Outlook Handbook: : U.S. Bureau of Statistics. 
	 https://www.bls.gov/ooh/healthcare/home-health-aides.htm. Accessed June 20, 2017.

3. U.S. HOME CARE WORKERS: kEY FACTS. 
	 https://phinational.org/sites/phinational.org/files/phi-home-care-workers-key-facts.pdf. Accessed June 20, 2017.
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Source:	Occupational	Employment	Statistics	Survey	-	https://labor.ny.gov/stats/lswage2.asp	
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