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A

. URYT recently, femgae partgg;pation in"the labor force had been
. cyclical, increasing with each surge .in the demand for workers and abating .
with a declipe in overall economic® conditions. of the country. One of the wost
striking'andZsignificqnt characterigtics of today's labor force picture is.the-
consistent inhcrease in thé participdtton. rates for women. In faét, the number .

.of women in the labor force'has mqffey than doubled in the past 30 years--from '

18 mi11lion women in 1950 to44.6'@%J ion in 1980 when worien accognted'for more N

than two-fifths of all workers (U/SV¥Depactment.of Labor, 1980).” For most of
these ‘women, working outside of the Mome:is not.a matter of ¢hoice. Now more
than ever, single and married women dre enteripgsthe labor force because of
economic necegsity. . . a -qk’ fg?\* : - .

» - Thits fatt is especia]]y.relevantifor $ingle mothers (unmarried, -

‘separa®®d,- divorced, .or widowed) who are their family's sole source of .
- financial support. An increasing numbgr of these women are forced to find a .
 way to supplement family income.because of “inadequate monetary assistance from

:government, absence of child suppdrt payments,' or the curtailment of -~
government-funded child carﬁcgnd health programs. The number of these single"
headed hougeholds has almost~doubled in' the past 20 years--from 4.5 mi1Tign in"
1960¢to 8.9 million in 1979, Nor are female-headed families a fixed and ‘
“stable demographic group. -Rather, it has undergone Some. important changes in .
the past 30 years. First, the presencg of children has increased;. 45% of -
these families’had children under 18 fn 1979 {U.S. Department of Labor, 1980).
Second, altholigh the number of female<Headed families has been 1ncreasépg .
across all income groups in the\populdgion, most of these.families ‘hav -
incomes that render them poor or\near qdor. In 1977, the average income for
- female-headed households was lesg thar jone-half that for male-headed '
households, and 41% of families headediby womeh with husbands absent were :
below the poverty level (U.S. Bufeau. of the Census, 1980). This rate was much
higher than the rates of poyerty among' husband-wife families (5.4%) or
. families with a ma]e_sing;e parent (94?%, U.S. Bureau of Census, 1980).

Ky

¢

/7

_~Hre acuteness of this- problem isyreflected in a 1980 report by the
Natioq?l;Advisory Council on Economic.,/Opportunity. In that report, the .
Councilsnoted that “'the feminizationJ?f poverty has become the most compeltling -
i sgcial -fact of the decade" (p. 147). }Further, it noted that by the year 2000
., the poverty popalation w}}]:be composed almost solely of women and their
47 ¢hildren,. -"]**_ 7 L L o

)

MR
. - : . ) .
g The striking number of female Héads-of-household 1iving in poverty,
¢ however, should not be construed toimean that married females do not find = - ¢
themselves in a similar predigament.:. In fact, there §s evidence to sugyest
- that theSe women also need to work because thejr income -often makes the °
differance between deprivation and '4n adequate level of 1iving.  What is
characteristic of the increase in female labor force participation is that "
more poor women are in.-paid employMent than before, more females in the labor .-
y force are married, and more «of thep are sing'e mothers and heads of .
households. Concomitantly, the majority of these women ‘are in Tow paying: jobs
that have 1imited opportunities, are performing jobs in unsafe environments,
.~ and have inadequate health and;chipd-care benefits, . - Y '
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North-Carolina has had a particularly high rate of female
many years. In fact, the State has one of the highest female labor force  * .
o participation rates in the country, wogﬁn now represent 43% of the national
* . workforce,'but.SS% of the workforce:in orth Carolina, However, the State's
experience parallels that of the nation; i.e., most workiny women are ih low
paying jobs such as clerical, service, sales @nd unskilled factory work (North
" Carolina Department of Natural-Resources and Community Development, 4983). .

‘Like the~rest 6f the nation, significant chariges ‘are also occurring in, o
‘the makeup oﬁ,North_Caro11na.hogsehbldsa One-sfgnificant change is the number
of single-parent. households .(about 90% of which' are headed by women) and '
& nopfamily households (persons 1iving alone or with unreldted individudls). It °
is estimated that by the year 2000, these households in North Carolina will -
.increase by 50% compared-ta, + The significance of this change is that : -
~such households, nearfly a t “oT which contain children, mare approximately = - e
i . .. twice as likely .to be 1iving in poverty as other househotlds., o
. . . . B0 . . . ) .
“A rev of the labor force participation of households below the poverty =~
line reveals Bhat at least one member is either working or is able to work. R
. In fagt, 6 out of 10 of thege poor households cOntain someone who can work. o
o . Howevér,gstudies 41so show that even though half the households have someone
who is employed either full or part-time, they do not earn enough to stay out ™ o
of povert}® Single females especially’ face problems because they hold jobs - _
traditionally held by wemen--low wage jobs with inadequate benefits. These ' '
_woren also face the added barrier of-inadequate child care.-

) L

_ While these problems affect all women, they are more damaginy tb-single. 4
female heads of he holds~since these women are‘often the sole source of . o
v support for their famid4€s. -Furthermore, female-headed families have been - :

adversely affected by the reductions in federally funded programs such as *

LY

~ AFDC, foqd stamps,_ghi]d_putriijn,»sphool lunch; and Medicaid. * .

The scenario created by this review suggests that women are beiny forced
to participate in the labor .force dye to economic necessity, but there exist -
some factors that make their participation in the labor force less attractive
than unemployment. That i3, while women are increasingly havingy to seek
employment outside the home becausg¢ of economic necessity, paradoxically, once’
these- women enter the labor force,!there is no guarantee that.their economic
‘well-being and that of their families is improved since the "costs" of their .
work often outweigh the benefits.- In fact, mapy of these women secure I,
Jow-paying positions which are located.in unsiYe environmefits, have limited , e

- ~opportunities for -advancement, and have inadequate health and child care NRTET

: benefit§, thus making participation in the labor force unattractive, These & .* o
circumstances raise concerns about the efficacy of female pafdicipation.ipn the . .
lahor force. =, , Co _ s 'R : ﬁf?-‘-.,
. This paper will review some of the health related "costs" of femdie‘WOrkt o
More specifically, we examine stck child care, child nutrition, cupationals™ | . Z/)

safety, and health insurance benefits, Ih selpcting these issueé for study, we
“are not denying the existence of other importaht issues that mifght act as.
disincentives to female labor force participation, Some of these factors, such -~ . .
as inequity in sogial security amd pension benéfits, have received considerable * .:" -
attention jh\the Qealth policy 1iterature,. We believe the issues selected for,. -
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this paper, however; to, be the four most saliént maternal and child health\'

issues ghat have rece1ved inadequate attention in the literature addness1ng
barpae?i‘to or "costs” of female labor force pargicipation, In the final

section of the paper, we will analyze occupational safety in detail( with

[4

particular reference to needed po11c1es. e :
-\ - - Day Care and Acute I]lness N o : : -A: ’

A : .

: 0verv1ew of 9tud1es'ou DayCare and I]]ness o -4 N ‘

4

. The provi?ion of day care services to ch1]dren in North Carolina 1s h1gh1y _ »
fragmeated, - Who is’ serving these children®is a matter. of educated speculation._, _ .o
Day care centers generaljly come to the attention of the State when they seek o

“Ticensing so that the families of ‘the children- they serve mey seek : = - ) g

reigbursement from 'publi¢ funds. . Since the great majority of children | o
receiving day care are served by providers who keep only one or two children, = &
throsgh private contractual arrangements between prov1der and parents, such

'.arrangements ares often 1nv1sib1e to state government. ' Best est1mates

. these gastrointestinal diseases qre-spread through -aral-fecal.contamination,
~ However, they vary significantly in both their symptoms and in the1r

"however, are that 10% of children are served in day care centers‘ 30-40% are '
served in what are called "fam11y homes"; and the remainder are kept by fam11y
-memhers or 1mmed1ate relatlyes Hask1n;, 1979). '

[}
L]

v _
There are a nupber of contagious illnesses of vary1ng degrees of sever1gy
which pose a particwlar public health problem to children in day care centprs,
They fall- into ‘two broad clusters, may be gategorized hy the systems they
infect+< the resp\ratory system and the enteric system. Examples ,of the

former includesthe common cold, croup, pneumoniag and otitis media (earaches). o
Examples of the latter 1nc1ude hepatit#s ‘and digrrhea due to viruses, hacteria 'y‘@‘ -
(particularly sh1ge1los1s), ‘and protOZoans, especially giardia lamblia, A1l of - ﬂggh

iR 4

contagiousness., L

Research is jyst beginnﬁng to address the prob]em of contag1ous 1!ﬁnesses_

~in day care‘centers, and the related issues of how and where to care for a

>

.sick ¢htld. At this point not enough .is known to present ‘with any accuracy

the incidence and prevalence of contagious i1lnesses in North Carolina, or. -

even in this country as a whole. However, preliminary findings do cha]lenge '

some current health practices in day care centers,.and suggest the rfeed to L

‘change current prétocols which are either failing adequatelx to protect the ' '

children and their families, qQr are suggesting unnecessar11y that sick

ch1ldren be removed frem day care centers, .

oo ! : L 4o

The contagious 111ness which has received the greatest attention in the Lt

literature is hepatitis A. It has been-labelled “a major potential problem in

publie health" (Hadler, webstEr, Erben; Swanson, & Maynard, 1980), and abauit

75% of cases associated with day care Centers can be traced to in children _

under the age of 3. Further, these childreh are often themselves gsymptomatic

but act as vectors, Zansmitting the disease’ tb those adplts with whom they

lcome in contact, While North Carolina has been spared any.identified outhreak

of substantial size, it is: included among thi sunbelt. states whose children A

" have been 1dent1f1ed as most susceptihle (Hadler, Erben, Francis, Wébster, &-

.Maynard 19§2) Hepat1t1s Is spread thrnugh 1nadequate san1tary practices of
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day care staff, especially those responsible for children who .are not toilet PR

trained (generally, ¢hjldren under the -age of 3) . _These practices include the .
staff's failure.to wash their'hands after changing diapers and, before ‘cooking -
meals. Outbreaks of hepatitis can be reduced.by protecting those &xposed with

T . . ) .' T 4 i T

{'/

* ““immunoglobid,”"

.\ ! ..\ Lo ) ™ k4 - ".
* Other enteric diseases such &s giardia and shigellosis.manifest N
themselves clinically in ¢hildren with diarrhea, sometimes febrile in nature =~ .\
(Weissman, Schmenler, Weiler, Filice, Godbeyy-§ Hansen, 1974). Further - , .
complicating the public health picture, children who:ha¥®: recovered from ~ = =

“shigetlosis ‘cantinue torexcrete the organism for 2 weeks. Once again,.

approprijpge sanitary practices have been shown to reducethe .incidence of the.
dfgeases by as much as 50% (Black,.fykes, Anderson, Wells,*Sinclair, Gary,

Ha fh’.& Gangarosa, 1981), - " - : P

Indfﬁations of Research for Respiratqrx Conditions

AN

.

»

Contagious*illnesses of the upper respiratory tract present a different
picture, .in ‘that improper sanitary practices do not contribute to such an
_extent'in. their spread. Further, the symptoms-they present are-generally no
so severe. However, it is a general practice among day care centers to
exclude'children -with febrile conditions, Recent research (Haskins, _
. Herschbiel, Collier, Sanyal, & Finkelstein, 1981) suggests that such -isolation
. may be unpecessary, at-least from the perspective of the child removed from
~school, . hhildren with afebrile illnesses, they folnd, continue to benefit °
trom instruction and normal social interaction. Childréen with febrile
illnesses were less" physically active and cried more, but elicited more social =«
responses from their teachers, particularly when their teachers recognized |
“they were sick. The findings of this research imply that children with minor -
~afebrile and febrile illnesses of a respiratory nature cdn continue to be

adequately served in a day care center.. . ‘

* To care for such children and reduce the risk of infection, pafents are -

often reqﬁired to take off work or older siblings to stay home from school,
~ sometimes for extended periods.. While it is arguable that the child may find

such individualized "attention (if offered) beneficial, such absenteeisin i3

cnstly: to the sibling in lost schooling, to the parent iN lost wages, and to

the employer in lost productivity. At present, there are very few facilities

designed to care for mhﬂfsick child and thereby permit the working families'
routine to remain undisrupted., - . ' - ; | '=7 "
In the past, the needs of sick childfen in day care have been met by
several largely uncoordinated policies. Local health departments have been
lnvolvéd in gporadic efforts to prevent the spread.of disease in day care -

enters, but these efforts have usually been limited to attempts to confine
“the spread of acute epidemics such as eratitis“and.measles.. e '

i

.Poljcy Recommendatjdns ( v

Several policy recohmendations can be suggested'fof imp]eméniat1on at the'

_state :level, -at the county or community level, and by the individual day care |
centertw, T L e r \\\
"State level, Primary responsibility for‘estébl_ishing‘,poﬁcy with régardts- -

o to ;he‘hea1th needs of childrén 1n'day care centers should be assumed by the -

[ CN R . . AN
- Lo, . .
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. B State D1vis1on of Health Services, in close consu tatgon Q1th other state ' . /' v
: ‘ agenqges,’ pubHc-and private ‘day care- providers, and concerned citizens’ ke .

groups. --Thé authors are of the opinion that existinyg health standards are

generally agequate but almgst entirely unenforceahle, in a state characterized .
by @ mUTtTtude*Uf—sma+%—an§Egedgraph1calTy disper ed centers and day care 7. B
homes, mang-of which are unbicensed: We are thus \f the opinion that L L
comp];ance‘with health standards shoufd .be a comhuntity, as opposed to a state, - : 7]
-concedn. Nevertheless, the Division ‘of Health Services can and- should’ assume -
a.major consuliative role in the development .of community gu1de]1nes for
health practi in day care centers, _ C e

The responsib111t1es assumed by. the Div1s1on m1ght 1mg]ude the .

following:~ .~ | Darask o o
dl.' TQe active surveillance of day care centers to ddentdfy ep1dem1cs of

particular risk to the children and staff, and to the children's . o ..

. families; . _ | n

2. The development and dissemination ofhealth education, materials, in -
e relat1on to both disease prevention and hea]th prom§t1on,A ;

3

* A}

. The development of - m1n1ma1 standards for day care Ticensure which
ensure that standards of sanitation can physically be met, through |
adequate ‘staff/child ratios and the separation of to11et1ng and food .

preparation fac111ttes, and -

\ : o ‘ _

4, The development ‘of a model protocol for health care practices, tn be .’ -
- made available as requeeted to community day care centers. :

[] -

Commun1ty level. We believe any community: agency or group wh1ch is .
.rdncerned’about health care practices.intday care centers should not hesitate .o
to assume a role in the\development and implementation of standards, Such ~
groups may include public or private healtth care prov1ders, day care . C '
providers; consumers of day care services; citizens' yroups concerned with the
quality of services available for children and the lecal Health Department. . :
~ However, in the absence of such initiatives, it would appear that the 1ocal . t~

Health Department would be the logical agency to assume the lead role in the
coordination of a local health plan for children in day care.
| “Such' a plan-should 1nc1ude‘the follewing compoﬁe’f: | y ¢ o . |
] -A . ’ R ) *‘
1. Recommendations 11m1t1ng the isolation of chiTdref with ‘infectious
diseases- to those whose 1nfect10ns are c]early contag1ous. :

. . 2. The development of gdgﬂe11nes for the 1nv01vement & the Hea1th | V.
. Department and health“care provtders to. meet the disease prevent1ve -:S,,' '

. and-health; promotion needs of conmunity centers., . v ~ -

. " 3. The deue]opment of\hea1tﬂ.educat1on programg’ner day care ch11dren S \( e

o and their families, not*only in the area;of disease ﬂtevent1on but \“ '
- a]so health. promotion.v A o T

L3 , . , ."’ ’ [ ' ' ' * N .
o B P The identification of neighborhood nqme;.@here ch11dren sick w1th :
S (4;;»Anoninfectious diseases could: be placed during tha day. a s |
L Y ./’ ‘ - 3 0 ’ ‘ . ’ ’ . .- !

Y A T T, . . R g ! 3 ! ] / .




o S e e ) 4

. : - - -4 ’ . B —l—-. * . ! ' C o - l"
‘ R e L, S - Maternal ;?g_cnilq Health -~ [+ 7
| | \ _ ) | . . ., , , ’ apy :. . v ' B N .
. ‘ % K |

oy

Y
»

- L x;\f' L,

. ' ’ ', ’ ¢ \ : R - R

i o . . 'y . . L . '., : ’ C : \
LI 5. The use af visiting nurses to-chelk on &ick children at home during - - ° ’)/. N
v .« . the day, or of volunteers to take care Bf younger ‘@hildren in -their A
. .. :homes., ' Many -community programs already in exi ce which_serve the . o

P needs'of the homebound elderly could be expanded-or adaptea'tq serve
. \ Py Ysick children. LT e AT A A S
6. The encouragement of local businesses to offer a "cafeteria".array of ' .
benefits, so that workers can tailor a benefit package to meet their
needs. “Workers with young children may wish to choose a sick-leave
. policy which will allow them to stay home and. care for their sick . L
¢ _child without having to sageifice accrued vacation time. Lack of a e
flexible sick leave policy which accommodates children-is a -
particular problem to workers earning hourly wages, who. often #ve no
sick - leave benefits whatsoever. .- " | -

e
[

7. -The encouragement of the local health care delivery system to provide = .
evening and weekend hours for working parents, and to reinstitute the i,
all but vanished practice of the home: visit for. families for whom
transportation is a problem, . B o . '

_ _ oL e o

. Day care center level% We recognize that since health care practices of {

individual day care centers cannot be effgktively mandated or monitored, even

at the loca)l leyel, compliance with these standards is ultimately-voluntary.

.+ +However, the opportunities for such compliance can be greatly enhanced by -~ .

. - careful groundwork at the community level, groundwork which will identify, ot

develop, and offer support services to day care centers in a manner which is

perceived as constructin_and nonthreatening. T ' o

2 . . *

-

- On‘their part, dire&tgié of day care centers should take responsibility
for the follewing: L o S . . -

i.- The identification of a staff member, to act as liaison for issues ' "

relating to the Wealth department or the individual(s) or agency - {/

‘which has assumed the-lead rolé in developing cbifiunity heatth e
- standards for day care centers. B T ‘
E o ) O L ‘¢t . )
2. The adoptfon and }mpdementation of policies to prevent the spregd of M
" infectious diSe%ils. o - : -
. A model plan désigne to reduce the likelihood of epidemics~shqu]d‘,
... address the following {ssues: JE H oo S .
1.- Standards'of isolation shouid be developed wh{ch are‘specific'by | - S
- .i11nesses and age of child. ] L S e :
2. Such .standards should suggest what types of ch}1dhdod illnesses are . - .
' .optimally treated outside of the day care center, either for the . ]
well-being of the child or the protection of other children or :
staffs . . 0 _’ ~ o :
" "3, 1If isolation is recommended,-it shonld be clearly stated at what
L, stages of ithe illness and for how lung, . - ' ' K
: ! . B - - . '
o ot |
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4, + By the' same> token,,the standards sh0u1d 1nﬁ?ude a Tist of" those ' .

. - .~ illnesses which are not suff1c1ent1y contag1ous.to warrant removal of 1
ot the child. Erom thé center. C o Lo L
'-t\“,;: -:"3 5. Nhen 1nfectfous diseases have been identified in day care centers,’

Lo particularly in those serving children under the age of 3, the

" & T . center‘v . ; :' B . ) ) .

ould accept no new chi]dren unt1T‘the 111ness has run 1ts

“ : ' course; - AUV 4.1
| o ,‘:b)-should remain open, because ét'fha substantia] probability that M
‘ - . * ~ children presently enrollgd have already been exposed, and that - :

these children might then be placed in anpther unexiosed center
. (Storch McFar]and Kelso Heilman, & Caraway, 1979); '

c) shduld s!rong1y recommend in the case of hepatitis A 1nfect1on,
that, exposed children/and staff .receive inoculations of _ .
1mmunog1obulin fol]oy1ng one 1dentif1ed case; . o .

A : / . 3 R
. : : d) Fo11ow1ng mu1t1p1e gases in a“short perjod of tima, these -
o inoculations should be recommended for children s families (Hadler

etal., 1982). . | R

in terms of cost, some may prove difficult to implement. Health education

) materials have a]ready been deyeloped and field tested (Harms, 1982), and are
presently available for dissemination,- Minimal “staridards fo¢ licensure have
largely been written, and responsibilit for their implementation rgsts with
the Department of Adm1n1strat1on and, for.centers seeking.subsidized care,,

» with the Department of Human Resources. Thewcoordination of a cemmunity

- health care planning body for.day care centers may.present greater .
difficulties, part1cu1ar{y in‘rural areas, lé rural areas the professional

.+ resources needed to develop such planning bodies will be-much more scarce, and - ;

the day fare centers and famtly homes serying children more widely: dispersed. : N;

" Further, in some’counties ‘local departments of public health may be reluctant T

. to assume an organizational responsibillity for which additional staff o
resources aregnot allocated. There is potential, however, for citizen's .l
groups with a*\1nterest in the health jand welfare of young children to play a
significant role. )

... While none of the above ‘recommendations should. present-great difficulties)/ |

; . “ 4 et R ‘ ' ‘.T’.;

. The 1mp1emendht10n of standards for4ch11 ren with infectious 11|nesses . L
Yhould be highly cost effective, particularly®in the prevention of the ~ -

- unnecessary isolation of sick children. Such standards may reduce ' ST
.. .significantly the time lost to work'by parents, and particularly s1ng]e—parent SRR P
“  mothers. Insofar as they inhibit the spread of contagious illnesses amony - S
f - children and parents, all the -measures listed above should. have a positive 2 R
v ~effect on the earn?ngs and ‘productivity, of the, family, and indeed of a]] those ' N
. with whom members of the fami]y come 1nto close contact.- ; S 7

- Perhaps the most ‘challenging task of the proposgd hea]th plan wiil be
providing service. to those -individuals who keep.only two or: three chilldren. in
‘their home, - Such d1v1duals may ‘be understandab]y re1uctant to 1dent1fy -

-
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ThemSe]veﬁ to the 1oca1 hea]th planning group for fear that they m1ght be _
‘policed and that standards of health practices: May be 1mposeq on them wh1ch ;
they are either. uhab1e or unw1111ng to meet. . :

“ﬁ © At the presquutime ‘there are severa] disincentives for such family hones
to register with gny public authority or even a local community group whose.

, /' “function was exc1§sive1y advisory. Caregivers receiving AFDC may legitimately
; fear the reduction or. lodk of their benefits should the Departwment of Social
Services learn of their unreported income, Caregivers iay also be concerned

4o about the ad&itional expense for meeting standards required for eligibility
for licensure, which they think may-either exist at present or be 1mpo§ed somef_
o time in the. futune. ‘Given t many of these-caregivers may Tive, in
s 'substandard housing, meeting real or 1mag1ned e11gﬁb111ty criteril may be

unfeasibled or may requfre a concomitant rise in day care fees which the
parents of children cared for would be unable to afford

4
~

+ To defuse such res1stance to service, these caretakers would have to be
b - persuaded_that their identification to the local planning group was in their
S best ‘interest. ' One strategy might. be to exclude the Department Af
Administration from paﬂttc1pat1on in the planning group, bhecause of its
statutory 11cens1ﬁg authority. A second strategy might be to inform such ‘
caretakers that with the help of the local planning group they could act1vely
§ 1nh1b1t the spread of d1se‘a‘ses into their own famifiies. _ %’

-~

Other incentives which could be offered to the caregivers include the
follewing: .assurance that these facilities will remain free from licensing,
requirements; exclusion of income derived from child care from 1ncome
calculated for AFDC e]Wg1b111ty, and inclusion of the caregiver' name on a.
list of day care centers which wou]d Be d1ssem1nated thrOUghout the :

~community., et - . RS . : « -

-

The p]anning group can help family day care ‘operators discriminate
between. sick children for whom they can continue to care from those whom they -» .
should sénd home. Some of the caretakers may also be willing to disseminate
heaith promotion materia®™ to the families of the children for whom they are
reSpohs1h1e. A local planning group which was particularly aggressive might
‘offer a series of evening classes to these caretakers, which might focus on
‘issues of concern to them and include a discussion of ‘sound health pract1ces..

-

- 1t might be conc]uded then, that the policy suggest1ons art1cu1ated
above could be implemented at minimum cost to the public. Insofar as thegge
suqgestions® depend laryely on volugtary participation, their implementation
may be slow, ‘It will clearly take considerable:time for#local planning groups
to organize themselves and to establish ‘constructive workiny relationships -
| ~with licensed day care centers and family homes. However, children in . -
Zf .out-of-hone care are among the most vulnerable in our society to the spread of |

¢ infectious diseases, and the policies suggested here will beg1n to reSpond to
“that vulnegability.
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e 'OverVigu-QIJStudiésuon Nutrition and Female Employment
The entry of increasing numbers of women with children into the labor
‘force has introduced changes in family roles which are tantamount to &

- benefit-cost problent for the working mother, who must act not only as her-
‘child or children's: caretaker, but also as a contributor to family income..
Under such-circumstances,.the working mother must consider -whether' the

" nutritional benefits of°her coatribution to+household income outweigh the
nutritional costs of her having less time for menu-planning,«shopping, and . -

M

"+ food preparation,-plus the cost) of possible loss of eligibility fqr federaf;'l
. . .- ) 7 . . '..

", nutrition programs.

P

There are many ways that a mother's entéring the labor force can both -
pnsitively and gqegatively affect family nutrition, ~ The first way affects
~primarily infants who-might otherwise be exclusively or predominantly .
hreast-fed, For the infant whose gother goes back to work, the decrease in
mother's child-care time inevitabl$gmeans a decrease in breast-feediny, - :
. Whereas tHere .is no conclusive’ evidence that bottle-feeding affects lony-term
nytritianal status, there is some ‘evidence that infants who are bottle-fed -
have more febrile days!and/or i1lness days than breast-fed infants, possibly
due 'to ipmaturity of :the infant's immunological¥system combined with the
absence from formula/of immune substances found in breast -milk- (Winick, 1981).
The medical care reffuired by a sick infant, and the income lost by the working
4 parent-who must stay home to care for the infant, are real costs which must be
" borne by the family. with a working mother. Whether thg costs for families &

| _'L oo L Teoe 5 . Maternal and Child HeaPih
* . L : t ‘l.ﬂ I o . ‘ : . b " . ' K '
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with working mothers are significantly greater than those for families with -«

mothersywho choose to remain -at home i$ uqtigzz;// ' - , e
én%ther;mechanism through which a woman's enteriny thq’{éboh?fbrce can
affect her family's nutrition_is through the effect that the preschpol child's
. ahildren eligible for fedeérally subsidized nutritioh programs such as the
"Child Care Fdod Program (CCFP), digts may aatually improve. However, a v = .
. mother's increased income may make her child ineligible. ' The day care center,

ooly has income eligibility for LCFF been restrictedy but' changing federal

-three meals and two snacks, per day.tg two meals anduone,snacﬁ:per day. These -
changes could further compromise the abil§tyof centers to afford adequate

~meals, especially for those children Whose parents work loag*hours’ or,
O.VPNakaing Shif{ts. A e Do e rd _

. . 1}31m11aﬁfdynamiqs affgCt-tné éthool;age'cﬁlﬁd théé*ﬁéﬁénf o%'parents. .
wOorkK.,

“Jhust # in\the case above, increased family ‘tncome may mean 1pss- 0f

‘the mother who haspyﬁtered-the la
time to plan and prepare Meals for j1dreny may now find' her
) breakfastg and school

- ,gpoesgﬁprqgﬁam§:hqs-deC]ined,~ o

NN < . d

| a chogl-age’
family ineligible for federally subsidized:
AUPRORE
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: having meals outside the hoffé may. havé on his or her nutritional ‘status.. For

~ receiving less CCFP funds, must either.charge the®ineligible families more or
\, . bass the cost on to all parents in the form of “increased tuition fees., Not:

. policy. has reduced th® num br -ofeservings available to. eligible »‘i]drenffrdm o

-Such”a ¢hild may take. two meals kfast and Tunch) -ontside the howe. : ]

ot eliggbility for free or Feduced-prife breakfast or. lunchest ~Paradoxically, . ° o
C r\force,.ﬁnz who-may therefore have lessy -

w
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. through both 1e§s generous 1ncome cpiteri’,and detreqd!d ferra1 éhbs1d ot pQE-g SR
m.ea] . , . _, : .".» .\‘ e ' ,~-.’. e sy-! e ‘ ) ‘- 2. ‘ ' : . S
- The fact that-dht\dren -in schoo] or 1n fu]J time day care get as many as’ e v§,'»:
.. two of their-three mea\s a .day.away .from’ home - underscones the cnitical .
Lo importance for ¢hildren's nutritiona]«status of what is served ig schools.and Yo

centers. The loss of federal funds. ifigans/ eithem.increased costs or decreased
. ¢quality of meals. .It- gould a&zgégean 1os of the -food program entirely..,

- far, about 3 .million children 2,700"s oo\s have .dropped out of the Schoo

N Lunch Pr8gram, and 470 000 chfldren and 6 schools "have dropped out, of ‘the

a

t

~ mythology to the contrary, bag lunches from hefie have’beeh shown to ‘provide
~ much poorerf diet for the younger child than Scho mea)s prepared-aqcvrd1ng
federal guideliges (Go\den, dated) Findtly,ﬁalk reduced t1me g orking
mother has to successfully -complete the application processrmay exprain why i
many cases children of work#ng mothers are less likely to partic1pdte in «
: school “feeding programs thap.children whose ‘mothers are not in the labor
) force., TYThese same constrai ts- may further compromise a mother*s” ab1T1ty.to
: 'negot1ate the.often complicated bureaucracy standiog betwgen her and her

“family's elig1b1l1ty for other fedora] nufr1t1qn services suqa‘as WIC or food: .o
7Stamps. . . < o _ , AR " S
- C . 1w/ R
A f1na* pathway ough which a woman'’s entermg the 1apor f‘o\pe couﬂ e
f affect her- family' s_nu?£1t1on is through the impact of working on the time . ° ‘3 o

available for food production, Nhen time goes down and 1ncgme goes - up, .
mothers are likely to have less time to, plan nutritionally b\anced meals, .

s School Breakfast Program (Fodd Research Action £enter,.1281 *Despite. ,,'h .

L
s
- .

ie

less time tp shop, and less-time to ppepare meals. The result is usually more . " A'

Although the net effect

_of th -household, the higher income may result in no. rea1 nutr1t1ona1
benegits, but merely a substdtution

,*: - care.and effort former1y deveted to shopp1
L} A '

- and home pr0duct1on. _

. processed food, 1nc1ud1£g frozen dinders. and meals -in fast food restaurants. |
f these changes on nutrient intake is unclear there ..~
is little doubt that nutrient degsity per unit cost is less. In the contoxt ' '

working woman's market’ wage for the 7

In a soc1ety where peopte®s worth and s'if-estemnih%eme sured in 1arge

+ -

-

part by theig work and the compeNsatmn they receive for worky ¥t is 1no longer =~ | R

» sufficient for-many women to eschew gain
- - full-time mother and.homemaket, Society
wothek via a work ethic.on the one

. gployment in, favor of being a ,

resknts; confligting. values to the -

nd apd the traditional messaye toistay
home with/her children™n the other.Wagithout £edl economic benefits for ‘tée

-~ mother who..chooses to stqy at-home, thal tatte® option is becom1ng Tess and

# . 1es$ V1ab1e.fﬁ. i%Y, _ ’ ST . FARY S

, oo
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o R . TN II : -

" NJThere rea11y are, therefore on]y three alternatives. One is tp,do
- wnothi g,’andtassume that women w?11 makée ‘the right benefit- Qa¢& ¢eois1oh for.
_—themsdlves,  This basically cyni(”T option places a higher.v

on So~-called

o free ch®ice than it does on. peop1¢ s health, " In /%ct»’if any: o adver.se '

healt
- r\g coma

Tt \p _poorer ‘hegith- status. .
o 0 < " \\ ~’ / v e
The rem#fining two alternativgﬂ hoth* ros/on to the needs ofﬁfami]1es.os
- women who at present mud& choose, out of ecphomi ecessity to gp t¢ work.
;’ §oc+ety could underwr1te servfces for the/cht;or f mothers whb'work, or "

Vo, pass, the free cho
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consequences for. childreh ‘of mothers choosﬁng to\work Outsido the home -/
foo of’subsoquent géhgrations may\oe cdmpromlsed fﬁh {
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'prf'* . 'Cou]d in effect subsidize mothers -who dhoose to stay home or both. The

former services mustsinclude guarantees of. nutritious meo]s for ‘children in
.~ care or in school., Eligibility" shouldsbe on-a -s1iding scale, and child care
.~ institutions and”schools'neéd the assurance of continued federal support for
= .. equipment and training in addition to the subsidies to cover part of the cost
+ . 7 of food, Q~EL191b111ty criteria may be relaxed rather than contracted so that' .
' . . the child o the new]y working mother can cont1nue to receive subs1dized :
a "meals. : : |
- o _ _ o _ - ' o
| A fami]y shouid not-have to choose between working and being el1g1b1e for
',school meals.and food stamps, School and chi]d care meal programs should be,
- viewed, .npt +4s. a welfare program, but as a Mechanism for supporting families
" 'with- ch11dren whether their mothers work or not.” If, id.fact, we as a '
"~ society wish® to encourage women to .work, then the working women should have' .
- more resources available for food, not less. This impliess that .food ‘stamps
“too should be allocated on a s1iding scale, not on the basis of a dollar for. .
~dollar loss of benefits with increasing income. Being able to keep a portion =2
. of the food stamp benefit. would*hot discourage women frém seeking the -
'employment they may desire. Local demonstrationyprojects desting the effects’
« _of such'a sliding eligibility scale for food stamps, or the efﬁe ts of taxing
some portion of the food stamp bonus for women who get a job,’ d add to pur
‘ understanding of: the policy 1mp11cation o#\ﬁhese altesnatives
‘On the other hand, society cou]d dec1de de]ibetate]y to make 1t more
atthactive for the woman to- stay. at home ‘by offering: real financial 1ncent1ves
in addition to food stamp and- supplemental food.benefits. In a number of
industrialized oodhtries, such- as ‘Norway, Finland, Denmark, Czechoslovakta,
- Hungary,*Poland, France, Austria, West-Germany, Great Britain, and - Canada, a
~ child or family allowance often in addition to tax rebates or tax deductions,
" - are provided to families” with children (Kamerman & Kahn, 1978). To be .

- proyressive, such benefits woyld either have to be scaled according to need
~or, if. ava11ab§e to. all families with ch11dren regardless of .income, would _
Fhave to be considered taxable. In: any case, the f1nanc1a1 1ncent1ve to 1eave

the- home to go to work wou]d be reduced.-h

hPoligy Recommendations f“ﬁ*

VY e We wou1d argue that it is in the b‘bt interests of the nat1on and most B
.consistent with American ideas about freedom to make 'it possible for women to
- choose to work without’ riskipg their family's health er to stay in the home .
without sacrificing the nutr?tiona1 benefits of higher income. In other Q-
. words, hoth nutritional supports for the childrén of workiny women, and
~additional resources for women who choose to do the work of raising their own ,, .
' -+children should be available, but .they ‘'should be -alternatives. Uifferent sets,‘@»' "
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' fosters access to health care. However, a major barri¢
“participation for some females is the ‘lack of adequate hee

~ henefits. that would mittdate the high cost of medical care and provide access.
- to medical services.; This is especially true for single female heads -of

. they are employed, unemployed, or o .
“defined as: 1) not working 2) tookily for but unable to-find work; 3) waiting -

' “‘report to a new wage or salary job within 30 days. Mother

[ . Loy,
PN Sy .
- ' y . C oy
’ .
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of nutritional bemefits for children should result in equitable bendfits' for

all children regardless of whether their mother works. The benef should be
structured sugh that the mother who goes to work does not receive added S
nutritional programs, nor would she lose the net value of those ben efits shg¢ «

..~ - received for her ch11dr§% when she worked in.the home. The only difference
- 'would be the nature of The

nutritional support, whether available at hope or = X
out -of the home, not the amount. In both cases vertical equity wou]d be

, achieved through progress1ve taxation of henefits.v

S,
Hea]th In5urance for Mothers _
It is we]}known that hav\ng health 1nsurance coveras ub'stanti.a]ly‘
8 1abor force

households who depend on AFDC for medical insurance, If a.single female head
of household works and her income exceeds the limits established for AFDC = °
eligibility, then she loses both her AFDC benefits and her hea]th

benefits--and sometimes benefits such as housing and food stamps 11. .
This sB-called "notching" effect often provides a disincentive for abor fprce
participation since in many.states Medi'caid is moge comprehensive than private -

~ health insurance, and women frequently obtain jobs where no insurance is -

provided. Thus, it might -become more expensive for a single head.of househo]d o
to work since she may lose more than she gains, However, it is interesting to . .+ -

note that in a recent study when AFBG~neg%¥igzts were asked whether they would"

give db their benefits and start working ey could keep their Med1ca1d and

: f{od stanp beneftts most said the wou]d do so (Belte 1982).

" Table 1 presents. national dat' on health 1nsurance coverage of single
mothers who are heads of h usehold and'married- mothers according to whether
of the labor force. Unemployment is

NMIE wa1t1ng to
in the labor
force (NILF) are those not looking for work either becaus€ ‘they are discourayed, L
cannot afford to leave children’ a]one,»have outside soyfces of 1ncome from . ‘“ >
relatives or a spouse or for some other reason. .

to he called back to a job from which one has been laid off;

L]

The data presented in Table 1 (as we]] as . the ther tab]e be]ow) are taken :

from the March, 1981 Income Supplement of the Current Popula oN@Survey (CPS). . -

The, CPS, collected by the Bureau of the Census; 1s. conducted{monthly on a sample -
8f approxilately 60 000 households chqsen to prov1de reliab] .est1mates of ‘the -.-kl‘* ’

‘ .nation as a Whole. o | , Len

L0 T T e e~
Table 1- 1nd1c$tes that the bulk of. emp]oyed mothers--s1ngle and
married--and unemp dzed and NILF married mothers are .covered by some sort of
group health insurante (e.g., private plans such as Blue Crbss/Blue Shield or
commercial 1nsuranCe) However, whereas 86.2% of married mothers who are ’

“employed have group insurance, only about 677 and 77% of single, employed

mothers and unemployedy: married mothers respectively have hea]th “insurange
coverdne. The disparity 1n.foverage for these two grOups of mothers 1s .
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Insurgnce

~ Employed
. - . Mothers . -
: g . . . Mothers

. Employed E.Unempldyed Unemployed NILF
Single Marriedy” . Single . Married +
Mothers. . Mothers Mothers

/‘NILEH .,
Sing*e '
Mothers

- Group Health
. Insurance,

¢ -

.Medicare . 0.08
Medicaid

Champus

£ 86,20

Notey

“ )

"A11 data-are

71.68

-

66,72 76.83 26.15

Y0297 0.14 1.48 10.83

. 14)37‘-, - 8.41 :_53,10 . 6.69
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. 1.67 . 9.94
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W
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percentages; -columns may add to over 100% since -

individuals may have more than one type of health insurance coveralie.
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' presumably caused by the hea]th fnsurance coverage available to marru!bnwmhers
through their spouses' employer. Thus, that unemployed, married mothers and
. - NILF, married mothers ar” covered by group health-insurance to such a large . L
ot _.*pxtent is not surprising. By way, of contrasy, “single mothers who are unemployed, B A
' -or NILF have relatively little’ group health “insurance coveragey, The gap between' D&
these mothers and married mothers filled to some deyree by Medicaid, but a '
« ."rather large gap still.exists, ‘MorBover, as pointed out earlier, some of thegp
o mothers might lose their. Med1ca1d :coverage due to emp]oyment.

‘These nat10na1 data have 1mportant policy 1mp11cat10ns. As women become
employed and the ecogomy improves, more women will be covered by *health’
1nsurance. However, in the short run, as Medicaid budget cuts loom laryer,
‘these groups of women and their children will have neither hea]th 1insurance
coverage Bor the means to buy it.,

: ‘Table 2 presents data s1m11ar to that in Tab]e 1 except that thé\‘w\

' percentages are for the South Atlantic region (which 1nc1udes North Carolina).
The data are very similar for the South Atlantic region and the nation as a
whole. .Nevertheless, there are  a few notable d\fferences. A slightly higher °
percentage (and ‘one that is stat1st1ca11y significant) of unemployed single

© mothers in thé South Atlantic region have group health insurance coveraye.
However, Medicaid picks up a substantially smaller proportion of NILF single
-mothers than .in the nation as a whole--about 58% of KILF, single mothers have
health insurance coverage through Médicaid in the South At1antic region whereas S o

. for the U.S. as a whole"the figure fs about 71%, A

Tables 3 and 4 put thetdata presented in TaBles 1 and 2 into perSpect1ve. .
. These tables summarize data on the percentage of mojhers who have no health
"1nsurance at all, as well as the percentage who have single or multiple
coverage, A very large percentayge of all mothers have no health insurance
N coverage at all., In 5 of the 6 categories (all except employed single
mothers), a greater proportion of mothers are uncovered in the South Atlantic
" region than in the U.S.” as a whole. Thus, for example, over 30%-of unemployed
or NILF single mothers had no health tnsurance in the South Atlantic regyion;
for every other group-~except employed married mothers--20% or more had no
health instMance coverage,’ As might be expected, employed, married mothers are
the best off with only about 12% lacking health insurance]covéraye. Tables 3
- and 4 also’indicate that very few mothers have more than pne type of health -
1nsurance. _ : ‘ o : o
_ : ¢ _

’

Several policy options may be offered:

N 1. “Smooth out" the notch in Medicoid coverage so that. coverage is .
gradually withdrawn as income increages, This may be done, for
*-example, by introducing coinsurance;‘eductible or small-premiums  »
 (e.g., Tet 1nd1v1duals partially buy Medicaid coVerage)
¢
Y 2. ' Allow individuals who choase to‘work for em 10yers who offer 1ittle
. . . or mknimal coverage the opportunity to purchase either Medicaid. '
coverage or private health insurance, »Private health insurance could
“be provided through a risk pool and. subsidized by an emp10yer._ "

. 3. Initiate L mandatory nat10na1 or state health program.
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- . e

South~At1antiq'Data on Health'lnshrance Cdverage for—Mothers 

o

BT T by Marital and Employment,Stétus : T

-Type of Héalth .

P " . . P LS R R A I

 §Mar1ta1 and Employment Status

b A e b

Insurance . S S _ . ’ , S
' Employed Employed  Unemployed Unemployed  NILF ~  NILF .
Mothers . Single = Married Single Married Single

. ~ Mothers - Mothers. Mothers Mothers  Mothers:

s

) . : « I
Group ‘Health . oo B | -
Insurance ~83.32 . 69.29 6.89 24.27 - 65.65 4.61 °

-

" 4

Medicare - 0,03 . 0.21. - 0.68 7 4.60. .  0.00 - 3.65
=~ L ' ‘ L - | R |

.
’
\\

Medicaid -~ -  1.06 11,22 1013 51.88 . 4,99 58.46

"
\

Military or - R ’ : . o '
Champus | 8,06 167 7 9.94 - 6}36 11,62 12,74

?

) . ) . ‘ R ; o
¢ . ] K .
' . "_). . . '

Note: 'Alliﬁfta_are percentages; ‘columns hay add to over 0% since .

individuals ﬁay-have-more than oqs‘type of health 1n&qrancefcovérage..
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e  Table3
, Sy

U.S. Data on Percentage of Mothers with Different Numbers of Health
' ] o , - . o . _
“Insurance Coverage by-Marital and Employment Status

R

i 2 oo e s e 02 owes
| . , ~ .. 4 . Marital and Employment Status- '
_ Number of _ g o .
«  Health Plans .' ' - o~ ( -~ o
. . FEmployed. = - Employed =~ Unemp] Unempl  NILF ‘NILF
o N Mothers Single " - Married  Single . Married Single
| Mothers ~  Mothers  Mothers  Mothers - Mothers™ .

< MNome -~ 10,80  22.75 15,27 26,80 - 19.88 23.63 .
1 85,38 72,00 7174 79,09  75.95 7174

2 3.78 . - 6.02-- * 548 8.7 434, 4,64

3 0.04  0.13 0.5 Y 0.65  0.13

.00 0t
. o

r
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South Atlantic Data on Percentage of Mothers:with Different Numbers of

'Hea]th&fnsurance-CoVerége by Marital and Employmént‘StatdS S "‘;_'_:. 9f

e ‘1-.'1_»

T : o - Marital and Employment Status S
-~ Number of T S o C ,4“_“
Health Plans ® = S R _ /A

S 7 Empleyed Employed. - Unempl * Unempl =~ NJLF - NILF. - .
“Mothegs. . . Single. -\Married . Single Married Single |

vt Methers - others - Mothers  Mothers. . Mothers o

None . . 1178 . 21,95 19.46 - 3069 . 21.61 ,  32.71

1. 8n9st . 7402 7242 55,05 | | 73.8% 64,71
2' _ o 4.24"" ) 3.330 - -8-12 ' ulzqoo .‘ ) '4055 : 3;12 - .’
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. 4, -Reorgamize the current system for providing health insurance by =~ . ~

severing the 1ink between employment and health insurance, '
‘Individuals could then buy into group’health insurance plans
.. regarddess of employment status. EmpToyers (4n the case of the
- gemployed) and the State of North Carplina (jn the case of the
" unemployed) could contribute a sum (equal to what they- themselves:

.

" -would have paid) towards purchase of such' insurance.

~ Thesé recommendations essentjally illustrate two different approaches. to-
providing better health ‘insurange for mothers, and particylarly mothers who RO
are unemployed or NILF: - 1) mandatory insurapce regarddess of ‘health insurance P
‘status .(recommendations #3 and 4), and 2) filling in the gaps between current T
‘types.of coverage. State passage of mandatory insurance, while socially
~ desirable, is probably too expensive now. Thus, the approach of fillingagaps
“+in present coverage is probably more fedsible because it is less costly. But
_ this appraoch does not address the fundamental fact that some mothers, despite - .
| the ‘availability of health insurance, may not have epough money to. pay
premiums.’ R o . g C ’ :

et

- OCCupatipna}'Heéjth'and the Feale Labor Force -

\ overview of Information on Occupétiona1 Health "_. -5\\\\' | .

The work-related health issues that have developed consequent to changes
" in the employment of women cdn be addressed at the individual, family, and .
societal levels. Women employees predominate in traditfonally female jobs R
such as food services, clerical, health care, textiles, hair dressing, and dry " "
cleaning, These are often. 1ow-paying, nonuniorized occupations where o
potential work hazards are overlooked.” For example, 75k of the health care '
+ - services workforce is female, These women are exposed to various biohazards
- (e.g., hepatitis and other infectious diseases), chemical, and mechanical/
physical agents that contribute to a significant rate of illness and

‘CH’\SGb'i.H‘. Lo Ve

4

In addition to these hazards, the working woman is freguently subjected .
to the stress ¢of a.dual work role: full-fime employee and full-gime L e
_ homemaker/parent, The Framingham study"s recent data suggest that women .." '
. workers~are a population group at high risk. For example, married female
~ clerical workers with children were three times aghlikely as martied women
'witpout‘children to develap corofiary heart disease. Coronary heart disease
was' five-times as prevalent in married female clerical workers with children
as in single clerical female workers without children. Using Metropolitan
Life Ingurance data, Estelle Ramey (1980) concludes that the association o
between marrigge, parenthood, and working holds for -blue collar working women -~ .=
-but not for white collar or:professional women, . Therefore, the stress ¢
perceived by blue collar working women seems to be caused not by entering the
workforce per se but by thefr dual role expectation and the lack of autonomy,
control, and recognition that is experienced by people in low status jobs., -
-~ 'Women who have qgved into traditionally male dominated jobs face . v
additional work hazarfis. 'Theyare exposed to a varfety of substances for -

| whjch.safe.e*poéureilevelsfhave been. established on the basis of research  * -

P .
. -‘ . o . ;
R . . .
. ) ; Y '
T T F . L




St 0T Maternal and Child Health

| * _. 19

' conducted among only men. .Persona] protective‘equipment designed for the

~average male worker, may not 'adequately protect the. female. “Further, « SR 5
expectations for manuai tasks associated with a job, such as load 1ifts, have . .\
been designed for the maie physique physioiogy. and: endurance. - Lo .

~

The nature of work is changing in ali occupations. Forty percent of the -
work performed by individuals today[will be replaced by automation duriny the N )
next fifteen qyears, By the year 2029, eighty to ninety percent of the entire -
workforcé will De employed in- jobs involving information procegsing (Greyory &
Nussbaum, -1982) .. Clerical work and low level data processing jobs will grow
more rapidiy than any other job category. Most of these new "jobs will be held
by women, K wide range of health problems Have been associated with the use -
of video display terminals ( fs) or cathode ray tubes (CRTs). emp]oyed in. .
information processinge ' : -

‘These problems Yare associated with the ergonomics or d951gn of the VDTs

and the manner in which. they are ysed. VDT workers complain of eyestrain,

loss of visual acuity, change in ‘color perception, back and neck pain,

aidominal pain and nausea. Headaches, fatigue and tension are common jy -

.responses. to the.physical stress and work pacing imposed by VDT work

(Grandjean, 1979), A recent survey of VDT workers found "higher levels of job

stress than have even been observed on assembly lines" (Smith, Cohen, '

Stammerjohn & Happ, 1981). The relationships between worker health and this

chamnge in the-gature of work have just recently become concerns of scientific_ o
- study. At thq?tﬂme there has been only the one.study of VDT workers which =~ = 7.

‘was conducted by the National Institute of Occupationai Safety and Heaith .

_ (NIOSH 11980). . .

.
P e R

‘)!

L Overlapping the individuai and fami]y 1eveis is the issue of reproductive
A effects of work-related substances. These effects may be. mpaired '
reproductive capability, mutagenesis, teratogenesis, and transplacental
carcinogenesis. More ‘than 63,000 chemicals are used jn_the workp]ace. .
- Reproductive effects have not been-well- researched fg} all these known ' .
substances, let alope the more than 3,000 new chemicals that are.introduced o
. each year, “Although reproductive effects often are addressed -in the testing"
of. new substances, the potential hazard produced by combining substances in SR
work “processes’is largely unknown. One corporate response has been to exclude S
" all female workers from work sites with identified reproductive hazards. This - @ (
action has raised- ]egai ethicai, and societai 1ssues.
. The two-income family also doubles the possibility of famiiy members' . .
potential exposure to- occupationa] ‘hazards.,, such as bery]iium ashestos, lead, - - '
_ and chlorinated hydrocdrbons (Bellin, 1981). Infants, because of their. S
immaturity, awe especially vulnerab]e to such contaminants. Nonetheiess, work
\ contaminants brought into t‘.he home have’ received little study. '
This 1nteraction of work and health also poses several policy.issues at . ., , &
the societal level. What is society's respon$ibility for protecting . ' B B
-raproductive capability and fetal health from work p{ace exposures? Should a

* occupational health ‘and safety standards-be set at levels to protect the fetus

* or should. workers with reproductive ability he excluded, from jobs with -
reproductive hazards? Would the latter policy constitute a- violation of .the ;
country s discrimination iaws? -Can society afford to protect the most L

v'ﬁ
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susceptib]e'indivighais at;work places? What societal interventions should be’
developed for the at-risk group of blue collar women-workers and their . _

Iu(\ . families? R . S N o o
e % The U.S. Court ‘of Appeals for the Fourth Circuit recently ruled ayainst a R
" Nopth Carolina*firm's exc?usionafy policy for women workers (Wright v, Olin  ° . :
~ Corporation, No. 81-1229), This decision’reversed an earlier (Deceerr, 1980)
.. 1. district court ruling in favor of 019n"s policy. The reversal was based on . =
_« " legal principle, under the Civil Rights Act w@nd Equal Employment Opportunity
& . Commission regulations, that exclusionary policies must be justified as a -
/7 "business necessity." The Appeals Court reaffirmed that the "burden of
persuasian 1s* upon ‘the, empioyer to prove that significant risks of "harm to the
unborn children of women.workers from their gxposure during pregnancy.to toxic-
hazards-in the work place demand restrictionS that apply only to women" (OCAW,
1983), This decision has implications for multipje industries in North - '
- Carolina, . . L : o '

, o _ -
The major industries that have potential reproductive hazards aréhealth. -
. care, agriculture, microelectronics, dry-cleaning, textiles, and chemical
¢ synthesizers (Mesite & Bond, 1980), all of which are expected to -increase-in
.- "-number in North Carolinas Thus, two major jssues confront North Carolina
policymakers: Co ‘ - o R |
. / A B .

S 1, What is the most effective and acceptable policy regarding the . - N
'.\jr\\ : employment- and placement of women in gheir reproductive years? .

- 2. What measures can be considered to protect the fetus and child from
~ .. * work place exposures introduced by either parent? T
‘ ‘ ol e . Y o
< Policy\in”this area {is governed by federal and state legislation such as- ¢
the Occupational Safety and Health Act and the Civil Rights ‘Act 4nd its 1972
and 1979 amendments. These laws ‘specify.that all employe®es are to be ensured
~a safe and healthy work place and'that all iodividuals are entitied to receive’
-equad treatment in hiring, job placement, and employment benefits. The
Prednancy Discrimination Act, a 1979 amendment to the Civil Righ%s Act,
. protects the female worker from being fired, or from beiny refused a-job or a
_promotion because she 12 pregnant or_has had an abortion, Pregnancy, and its
e related conditions, is to be treated as a temporary disability for which
female workers are to receive the same benefits as workers with other S
disabilities, 4 This act. changed earlier policies of denying employment: to or - R
firing pregnant women. More than two-thirds of all pregnant women now work - . .} .
,during at least a part of the gestational period, More than 89% of all women . - - -
© . are employed outside the home for some period of their 1ife (Hunt, 1977). /"
~ &ince so 1ittle is known about the dose-response relatidship of many work ° - - S
~ place exposures, -including the importance of time and uration, there may be a
‘1arger number of women and fam!lies at risk than {s usually assumed. N

There has bear? no uniform corporate response to this issue, Individual \
companigs have instituted policies that mandate proof of sterilization for :
women of reproductive age who desire employment 1n areas with reproductive .° -

~ _hazards. When these jobs are associated wit incentives such-as higher pay. -
-and increased jJob status, some women have complied with this policy (Rayer, =~
1982)." This is especially ‘true .in.areas where alternatttve employment is not

N . ) i . a :
: . i o S T ' ‘ - . x . . "

A
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readily available. Other business organizations have simply banned female
", ‘workers from certain jobs. Both approaches have drawn legal suits. Industry
ha¢ preferred: this: tfla of legal suit to tort liability for subsequent adverse
pregnancy._ outcomes.- L . R : :

Another examp]e of industry's and soc1ety S, response to.occupat1onal S ¥
- health issues is the action regarding lead hazards. Under the Occupational S
- g Safety and Health Act, the recent lead standard was based on the assumption
- gthat it is not-always feasible to make the work place reproductively safe. S
“ The regulations mandate. medica] removal protectidn for ‘those workers, of both Ty
sexes, who are planning to, or already have, conceived: for a period of up to s
" 18 months. .Such workers must be guaranteed wage and seniority protection. o
This -lead standard, however, is be?ng contested by 1ndustry on the grounds of ‘
feas1b111ty, ) . _ :

Although bﬁth 1ndustry and workers have 1odged complaints w1th regu]atory
agencies, neither the Department of Labor nor the EEOC have developed an L
overall policy. In the absence of federal statutes, the protection ofhrorkers
and bus1ness rests with the states. .Q -

' These issues have, howeverl been dealt with at the national 1eve1 in. ' C
other countries. In 1981, Canada_amended their Human Rights Act and their SR ~ -}‘
Labor Code to protect the reproductive rights of all workers, male and female. )
Exclusiogary policies are proh1b1ted by law; the C#nadian govennment is

“reviewing occupational-health standards to establish a single standard for
- each hazard.that protects the most susceptible workers (women s Occupational
. Health Resource Center, 1980). ' . o

T2

Legis]at1on enacted in the United States over thé past two d9cades has

affirmed our society's be11ef that- Americans should not have to trade off
théir health for employment. This protection must be extended ‘to workers'
reproductive ability and to future, unhorn children. As dogumented by recent
-y events, work place hazards do not différentiate by gender oFQaq ‘

. Dibromochloropropane (DBCP), d1ethylst?£besterol (DES), and lead, for: examp]e,
. are-capable of "Anducing reproduct1ve effects 1n,a11 workers, To propose' a ..
policy that excludes only women. from certain exposures denies this fact, '
_d1scr1m1nates against women's right to fair employmes t,\and discr1m1nates
against men's right to equal hea]th protection. . R

*. There is evidence that, in add1t1on to chem1ca1s, physical agents such as

noise and vibratien may be re1ated to reproductive defects (NIOSH 1980) .
With so many gaps in our scient1f1§nowledg& policies to protect adult and

child health must include all “pote 1 reproductive hazards. For similar . N ,
reasons, poliCytshould be proactivg should also. encourage research . 1/“;LJ

-

-',1

Po]1cy Recommendat1ons i

1. The state of North- Carolina shou]d develop a' standardized occupjt1ona1 .
" history form to facilitate job placement data cgllection, "Thi¢ form = -
‘'should be brief and -should be used by 1ndustry% ealth care providers, and

-state reg1stries of vital statistics, - - N




certificates, stillhirth certificates, -and death certificates of
children. - T o :

. supported by the state and industry.’

oa, Po]iéy implications from the 20-year 1ongitud1na1'studx.on.work and
© pregnancy. outcomes Tthe Collaborative Perinatal Project) should be .
addressed by occupational health standards. O0f significant importance ig

associated with pesticide exposure of the parents.. Other exposures with
reproductive effects suggested by this study include several chemicalg, -
heat, heayy 1ifting, and ionizing radiation, L, o

5 . Responéjbi]fty'for'pfgtecting.worker§ and their children must be shared,

' To share this responsibility, workers must be informed of what' they aré

-~ .all ‘workers,

6. The state should ensure that ‘information abdﬁ?'wdrk hazards and
. reproductive effects is disseminated to the first line health tare

the high risk target populations of workers should be presernted via a
continuing education effort to health care providers across the state.
7. Small businesses (less than 500 employees), the majority qf American and.

<;A North Carolinean businesses, are associated with less healthy and less.

. safe work .sites and fewer resources to address those -problems (Zenz,
197%). The state could most effectively assist these businesses_and
‘protect workers by increasing consultation services to industry through
the gccupational Health Branch and the Occupational Safety and Health
‘Admi

rather than'proyidedAon]y.upon,request.

'8.%-State?policymakers-and'regulatobs-éhould support the Canadiig :pproach to
standard promulgation and enforcement. Standards should be ®sgablished to
protect the most susceptible,”” - | . :

. o Fa . . , :

These .recommendations propose sﬁeps that are proactive, maximally sl

- effects. . ',

A}

< o " ) - " "
 TProblem Statement

@'y p o

»ut-;néffecy and are affected by female labor force partfcipation. - Of the various
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2. Parental ocbhpat}onal:health'hisidry'formé‘ShbuTJ be recorded on all bith |

3. These data should be uséd as a basis for accelerated, continuous research .

~ . that .of all. work hazards stydied, the most adverse pregnancy outcomes ‘were .

@
A

exposed tg, the associated health risks of such exposure, and the role of . -
~ the worker and the industry in protecting tRe worker's health. Right to
. know legislation shodld be incorporated into state law and be extended. tgw .

providers of workers and their families. This issue and identification of

\¥k

istration. Consultation. opportunities should be actively sought out.

protective within the constraints of an inadequate scientific knowl edge base,
‘and most 1ikely to decrease. unnecessary exposure and ‘associated reproductive - ..

The review above has shown how selected materndl and child health issues =
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1ssues d1scussed one deserves additional analy§i& and discussion §1nce it
raises very challeng1ng and fundamental issues related spec1f1ca11y ‘to women's
participation in the lapor force. The issue to be addressed jhere is the.
protection of women against occupat1ona1 assaults on her heafth her
reproductive system, or her fetus. ~This is an‘hss e of at 1mportance for
what are at stake are the gains in employment that women aye won as’'a result
of civil mights legislatfon and court actions. ‘These gains are now being
reversed under the guise of fetal health or the protect1on of female
reproductive capability.. That is, corporate responses. to this issue of .
reproductive or fetal health have” been ‘to institule Mprotective dﬁscr1m1nat1on
policies" such as the demotion, transfef, and exclusion of. women’of Ch1]d-c&h
bearing age from certain jobs that migHt - compromise the1r capacity to bear.
children. Faced with the loss of a job or demotion to a position with lesy -
‘pay, some women have opted to have themselves’ sterilized. Policies such as

these have led.to a:clash betweent those who have an 1nterest in the rights- of o

women wquers and corporate policy to select1ve1y protect the unborn ch11d

The importance o?’th1s issub is h1gh11ghted by the fact that the mgjority -

of women in the work force are of child hearing age--between 16-and 50 (U.S.
"Bureau of the Census, 1981, Table No. 637, p. 381). Furthermore, female-

-dominated. occupat1ons tend to be m1n1ma11y regulated by the 0ccupat1ona1 Safety - .

‘and Health Administration, which concentrates its efforts on major industries
and large work places. Thus, women ten to be less well- protected than men
from hazards 1n the work place.:

. ) R 4 ' . .
‘The soncern for the‘;BEET’Tf;ulne ab111ty of the female reproductive
system to occupational hazards is deriled from research indicatingfthat many

_occupations, especially those where felgales make up a vast majori of the -

~ labor force, are hazardous to fetal hea because they, expese workers to
1ndustr1a1veubstances with fetotoxic potential; e.g., benzene, lead, vinyl
.chloride, carbon tetrachloride, and carbon monoxide. Some of the JObS that
‘have- been implicated as haviny fetotoxic-potential are.shown in Tables 5 and 6,

v

% Of note is the fact that a large proportion of North Carolina's female workers -

are found in textiles and hosp1ta1/hea1th related occupaf1ons where expo&ure to
- these chemicals is likely. :

]
.

- Much of the empirical -evidence showingy the delgterlous effects of

- fétotoxins 1S derived from animals studies (Wolkowski-Tyl, 1981). In only a

few cases does valid information exist on the effects: oftJn&ustr1a1 substances .

on.women workers and the fSmale reproductive cells, Additionally, little is

. %nown about whether males are just as sensitive to .some of he toxic agents and :
_whether these agents affect males' capacity to produte offspring.’ As noted by

~the Council an Env1ronmenta] Quality after rev1ew1ng the: 11m1ted scientific
ev1dence on reproductive outcome and toxic substances" ‘
It does not necessarily fol1ow tbat women -are more sens1t1ve to act1ons of
‘any given agent. In fact, when extensive data were available, as in the:
case of smelter emissions and anesthetic gases, they {ndicated adversev
"effects on both women and men; they also show evidencé“of harm to the %3
fetus. fol]owing the. engSUre to toxic 5ubstance9. R .Y
Clearly, the {ssue ‘of women' S, ,reproduc‘ive and fébel health has
implications for female'{and perhaps male) labor-force participation..
Therefore our primary goal 1n this section is to select a po11cy that
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#arples pf Occupational Exposures in- Preddm*nantt& Female Jobs S ‘;31;-f,;'

o -~ - 2 PP % : .
l.‘ b ﬁ_ e ;"__. " : —— "_"t. ool ~_7\ —-,wq'xmad'»- . 0
: S ' o ' . o L T

o

. N | S e
CCuPatTon ST L -fExpo§ures . ;)\os/ S

o .

T

7
Lk
]
#

t

. .; twf AN A _ - —
. A Textﬁle ;nd Re]ated Operatives R DR 5~u .

B

Texﬁ Te. operat1ves ;o 5gyu3 . raw cotton dust, no1se, synthet1c fiffer o
Lo ... M. dusts, formaldebyde, heat, dyes fla_e_ :
L o retardants asbestos ;

clap .

O (io.- ~ b. ,Sewdrs and stitchers =~ cotton and synthet1c fiber dusts, noise,.
R o o - - forpaldehyde, organjs so]vents flame" ,

' o ", 5i ,,.-~,- o B P retardants, asbestos R "--...' R

Upholst pers. . - - . same as above .. I S

- (Some gpecific chemica] encountered in the above occupations are:. Co e

- beneene toluene, tr1chloroethy1ene perch]oroethylene ch1oroprene, L e

-,GQFV styrene caroon disulflde) B ‘ - N ST

2 HSSpital/Health Personne] - -Lf.j T AP "'-‘v'lﬁa;_a%;j.

. . a. Registered nurses, a1des - " anesthetic gases, ethylene oxide, Qray
- B order11es S ... 7 radiation, alcohol, infectious diseases, -
' ' : “puncture wounds S

o e S A , SR
" b. Dental hygidpists: - '-X-Pay radiation, mercury, u]trason1c T
, . P T ‘ -noise anesthet1Cvgases - Coo e o

c. 'Laboratory;workers e N wide var1ety of toxic chemica]s,
¥ e ; ~including carcinogens, mutagens and S
’ et ?fTNSu' o : ‘ teratogens, X~ray rad{ation d *. o -T»jzf
3. Eﬂectronic‘Assedblers I, ..1ead tin antimony, trich1oroethylene, | .
P AT T R T S -"methylene chloride, epoxy. resins, .

N B ’_'J" ",’ T methylethyl ketone .

o 4, Hairdressers and'COSmetolpgists )_'ﬁha1r spray resins (pf&*iny] pyrolidone) H AR

. . o co . .7 aerosol propellants (freons), halogena~' - - =

T .a?J L »_,_ 7\_.[..'3_g-.;_';'_ted hydrocarbons, hath dyes, so1vents of " L

S T O L AV "~na11 polish, benzyl alc ol ethy1 R

- fi.»-,'-;«t R -_-n,a1cohol acetone o 3 : ~” e

.( oo BEEURNN'

C]eanfng Personnel T I »”"h-f-,'.iax.r i c ]

Launderers fo“”:"g\if'f .. soaps, detergents, enzymes heat ";’”J';;*f;lg;
T - - humidity, 1ndustr1ally contaminated SR
oot ;}{'g1f;‘.', T . _-;.,clothing, perch1oroe%hé1en? trich}oro« e

- e e, e ethylene, stodard solvént (naphtha ,“ugw1_=¥jﬂ
.”**’ffffﬁ',;ﬁtv-])/(. S fbenzene,’industr1ally contaminqied ’ ";{~‘if}ﬁ
| [ R L T ;-‘”iufc1oth1ng R oy
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S o , ' Table b (Continued) | ‘
o o Examp]es of 0ccupat10na1 Exposures in Predominantly Female Jobs - L
‘:' ‘ “L . Sk “' ) ; " "',' - o . . ,". ,; '—- ‘-'nnmt":ﬂ& i..nu\
o ' ¥0tcupation o - _.Exposures . ' l
e ) : )
;-.“--" 6. ;PhOtographic-Procéséors c 'f . gﬁsfics,'iron salts, mercuric ch1or1de,
T ey ~ bromides, iodides,. pyrogall1c acid,
- # silVer nitrate ‘
7. Plastic Fabricators . | acrylon?trile phenol-formal dehydes ,
S _ e o+, urea- formaldeh es, hexamethylene-
o o ; .~ - tetramine, acids, a1ka11es peroxide,
L o L viny? ch]oride po1ystyrene vinylidene -~ -
oo S B ; .'Chloride.‘ . o t
' ' : o o SRR L
e By Domestics L L o T e T g0l vents, hydrocarbons, soaps, e S
:-"/’) - o I -r-detergénts, bleaches, a]ka]ies
~ ‘9, Transportation Qperatives T , carbon monoxide polynuclegar aromaiics,
o - . lead and other combustion praducts of
. ., v _ gasoline, vibration, phys1ca1 tresse$
¥ 10, Sign Painters and Letterers © lead oxide, lead chromate pigments,
to T : S : _epichlorohydrin, titanium dioxide, trace
. I - metals; xyTene, to]uene I .
ﬁf'lg-fll. ‘ﬁagrjcal Personpe]  o physical stresses,’ poor illumination, -
g R S« 7 *  trichloroethylene, cdrbon tetrachloride 3
0 N T and yarious other cleaners, asbestos-in-
, e . . air cond1t10n1ng ‘ .
o 12, Optigians and Lem “coal tar pitch volatiles, iron ox1de,
- ' B : ‘dust so]vents hydrocarbons ‘
.13, ﬁhtnting Operativeé R . uink mists, 2—m1tropr0pane methanol, R
[ S carbon’. tetrach]oride methylene . o
) ... «€hloride, lead, noise, hydrpcarbon .
. ‘- o -~ solvents, trichloroethylene toluone,
° : _ﬁf : - benzene, trace metals = S
Q - - 'rv FE N . 4 . _,' ‘ - _‘_. I‘ Q‘
B ——— T s o
. Source: Amer1qan Follege of Obstetmicians and GynecolOgists 1977, L »
ppn 64"‘66. ‘ ‘ o _ ‘ . L *) K- . . . o ' ,_,‘.: *
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. Criteria L  ‘Restrict - Improve Working Improve Working
oo . - Do Female -:Conditions for “Conditions for -
| K —  Nothing * Employment Females A1l Workers
‘ o . , . . S s

~ General ..
General |

.Hdrizontal_gqu1ty Lo T

-y

B :'_  Vertical Eqlity - - SR FE
o ostigna B T S T R S

. Preference‘sat1sfact10n - o - '; 4

2
-

‘Unintended consequences  + ' - ' .
Efficiency o _' - o - ; | 4
Privacy \ YT Cor Y. e K3

o '. ) o _ o - | : A

. Specific R : , . ) '

Health df Woman ;_' - ot ' . o ' | ;{-+
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v .effectiv¢ly addresses this.problem. To identify the best policy, we will
follow the approach to policy analysis recommended by Haskins and Gallagyher
- (1981) .+ In brief, we wjll identify and define several criteria and .use these
« to rate the effectiveness of several policy options that hpve been proposed as
~megans of increasing odccupational safety for women, L '

Analysis Criteria -

0y ¢

: ~ Analysis criteria may be general if they are relevant in any policy .
i analysis or specific to the problem under discussion. 'The general criteria
" used to"evaluate reproductive and fetal health policy alternatiVes are:
‘equity, efficiency, right to privacy, avoidance (of stigma, praference ‘
'satisfaction, and unintended consequences., Two  types of equity are considered
in this analysis: . vertical and horizontal equity. Vertical equity is the
~-unequal treatment of unequals so ‘as to make them more, equal. Vertical equity
~suqgests that a good policy is one that redistributes resources from the ,
"haves" to the "have fiots." Horizontal equity seeks to treat equals as equals.’ ‘
Thus, for example, women workers in the varfous states--and the counties-within a

" a given state-~should .have.equal protection from occupational hazards, - .-
Efficlency is defined as the use of resourcés so that they produce . -
the maximum benefit for the sma]lést_expenditure,“ Preference satisfaction .
requires that a policy produces the most happiness . for the greatest number of ,~~
people, usually by creating options and allowing individuals: to maximize their N
own preferences.. The right to privacy stipulates that a policy not permit an

. intrusion into the Mfe of the 1nd1v.1$ua1_. Avoidance of stigma means that-

- dndjviduals will not be labeled as diffgrent in a negative way. from other
citizens not affected by the policy. Unintended consequences are the
unanticipated negative side effects of a policy. - L ey

. There are in addition to the general ‘criteria.three specific criteria in

s+ the area of women's occupational health.. These are the health effects on women
workers ' themseTes, health effects o the fetus, and the halth effgyts on -
workees' familjes. These «criteriasare self-explanatory, provided that we:
understand that workers' families could include the families of male Workers
and the reproductive experience of their wives. _ o

Policy A]ternatives I . ' _" - - C . . o

o -~ . .
We -examine five alternative policies “for addressing the problem of
~occupational health of working womeh, These are: o -

& - _ : ‘ |
1) Do nothing. : . B N . Aad

2) Leave current policies 1ntact-while supporting a research progyram.to.’, |
~ document” thé health consequences of specific occupational risks to '

women's health, v "

.

3) Restrtct women for whorm preghancy {s not: ruled out from occupations [
or. work areas known or suspected to"be reproductive health risks. )

' ’
- !

4) Improve working conditions for all»homeni
"5) Improve workiny conditions for a11 workers., | . e
e ‘ .. a A : . ’£ \ ' N .ﬂ ‘ - »
R Co . & ¥

L
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The first alternative would in fact represent a retreat from
congressional* and regulatory mandates (e.g., the Occupational Safety and
Health Act). The second implies an important commitment on.the part of the.
state to spearhead a collaborative effort among government, indystry, and

universities to find out more about occupational-health hazards to women,fﬁ
Y

inctuding reproductive health hazards, If such an effort implies delayin

-

_necessary protections, it would not be acceptable, On the other hand, T
. additional research can and perhaps should be an adjunct to any of the next

three. palfcies.,

Tke.th1rd policy is one which would deliberately protect the fetus and v
the pregnant women at the expense of the,oman's job preferences and 3
advancement opportunities. This approach, which is followed to some extent in
some European countries such as France and Austria (Kamerman & Kahn, 1978),
seems to be the preferred responsé of many American industries. It doe$ not
satisfy female workers who may have to choose between an attractive job .
opportunity and future fertility. '

.- —_ L4

\

" The fourth alternative would focus on making improvements fn'théjwork[f’y;z}'“i];ﬁ_gf~
place wherever women may be employed. This approach would presumably benefit

both .the woman and her fetus and would, if successful, eliminate the problem
of having to restrict women from certain jobs., However, such a policy may be
seen as favoring women over their male co-workers and might arouse some -
opposition. 1In fact, 1f all jobs were available to women, and if the health
hazards of those jobs were limited, men would also benefit, but nof, .
necessarily to the same extent as they might under a more even-handed |
approach, Industry, too, might resist this approach if it involved major - -
changes in work sites at significant expense. - Industry might also be leery of

reverse discrimination suits on behalf of male workers. .
) T ' :

:3.\-'§kThe final alternative is that adopted in Canada, namely, to protect, the
" -healt

h and reproductive rights .of all workers regardless of sex. This
approach would avoid charges of reverse discrimination, If pursued sincerely,

- both male and femalte workers should .benefit. Again, significant chanyes in

current practices in many industries may be resisted by employers and by a _
government less inclined to regulate the private sector. Since the benefits of

" such a policy would extend beyond the 1imits of any one industry, the use of

. public resources to aid industry in making the necessary conversions may be

“alternative policy below.

~show tha

justified. Indeed, thé use of public funds has often been proposed for the
‘retooling of major industfes to more efficiently meet overseas competition.. A
~ similar argument might be advanced jto*support retooling for health, :

A

Analysis qf-Policy Alterngtives

"\ Table 6 1s a decision matrix that contains our'ratings of all the

alternative policies excegt research, (We will return to the research b -
| Our intent here is simply to briefly summarize the . .
argumentg,that might be made againsd and in support of the alternative |
1 . . , . wl. . . . ..

~policies.

- I S | : ‘ ' AR
" Do nothidg. The do-nothing alternative is 1{sted simply to indicate a ~
baselTne pgal Pating

egga-nst which other policies may be judged, -The ratings in.Table 6
£ on;thg.basis of the criteria we have selected, the do nothing. policy - °

.

o
oy

Y
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. 1s clearly upacceptable. Because this policy would:require repeal of existing -
legislation and practices, and eSpecia]?y the Occupational Safety and Health '
Act, 1t would intensify existing hed1th hazards. Therefore, this option need /

- not be discussed any furtjer, RPN _ R , .

Restrict female employment. The alternative of res€?Wé!1ng female
employment-tatls to satisfy all but one of the criteria. Restrictiny women™
from potentially hazardous work sites viglates principles of equity by

- el1iMinating women from occupational categories. Women at similar skill and
" experience levels as men are therefore not treated equally, violating the .
horizontal equity criterion., At the same *time, women, who- are already less*
“well paid than men in similar work roles, would have even fewer opportunities
+ to advance and reduce existing inequalities, violating vertical equity.

This policy would 5250 restrict the preferénce satisfaction of females by -~ *
barring them from potentially attractive johs. Such a policy also ’equi'r’es | -
some- women to violate their privacy because they can assume hazardous jobs only

~ if they announce their intention never to haye a.child. On the other hand, .. ..
‘this policy ¢conld be efficient, protecting the reproductive health and the =
health of the fetus at no expense to the employer, if the assumption that the

- 1dentified hazard effects women more than men is correct. However, there have

- .been some challenges to.this assumption, If, in fact, men who are placed in
unsafe work sites in lieu of women themselves have adverse reproductive health -
consequences, then this policy would violate the criterion of unintended
_consequences, - =

. .

The policy of restricting fertile women from.hazardous areas does protect
their health and that of the fetus. It may $so inadvertently protect other
family members 1f -the danger 1s a substance which could be carried into the
house on clothing, However, this advantage is more apparent than real because . ‘
women would simply be replaced by men in thqge hazardous positions with the ~
result that men's families would-be at risk. -

Improve workingconditions for females.” This policy would not restrict
where women worked but would direct resources specifically at reducing women's

~ health risks and reproductive risks. Such an approach would increase vertical

~and horizontal equity between men and women and amony women, some qf whom have e
not: been admitted to certain work sites because they weren't prepared to give ,

~* up.childbearing. ‘Minority women would also be less likely to work
disproportionately ~in dangerous occupations. Women's occupational choices .

- would improve, their privacy would be protected, and they would no Yonger be )
stigmatized. Paradoxically, one untoward effect of this policy would be to .
fndirectly stigmatize men who might Yose resources previously targeted for *»( -

" their protection. Yhis might lead to inefficiepcy 1f the more efficient amongi:
male workers began to avoid hazardous jobs (or are injured on the job).
Another untoward effect might be the increased competition from womed that. men
might face for positions formerly available only to men. v .

Other improvements over the previousfpoliay'inclﬁde respect for women's
privacy and satisfying career preferences. Thus, most of the general criteria
would be met by this policy alternative, but the families of male workers. may
be exposed to, hazards 1f male workers do -not. share 1in future progress in

~.occupational health,” Joe |
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" Improve working conditidns for all workers. Finally, the last alternative

" considers the health of all workers, both male and female, By reduciny risks
for all, the policy can reduce inequity between men and women and between

| " minority and non-minority;women, Stigma is eliminated, privacy maintained, and

. preferences are honored, There are unlikely to be untoward effects, and the o
-strategy meets all- of the health-specific criteria unequivocally, including the -
criterion. of health of families of men.as well as women, . |

: It may be argued -on strictly .cost~benefit criteria that, if the problem is
~ women' s chealth, the most efficient solution would be to concentrate resources
on reducing those risks which are specific’to women, . Indusiry has long argued
that occupational he&lth measures-are too cost]y and counter- - pfoductive. The
evidence, however, suggests otherwise. In two specifiC cases those industries
which complied with more stringent occupation health regulations found their
profits improved. The first example. is that of polyvinyl chloride, which
causes angiosarcoma in workers and increased.fetal loss among the wives of
.exposed male workers, A nécent report documents that industries which brought

" exposures down to the regulated levels made more money than those that didn't.

“In the second case, the 80% of the textile -mills which complied with cotton ..

dust standards, did better financially than the 20% that did not (Occupational o
Health and Safety Letter, 1982). ' b

This strategy of extending protection to all women meets nearly all the
specific criteria unequivocally, with the possible exception of efficiency. .

_The strategy also includes all the recommendations made in the occupational .

health section above., If a policy choice were to be made simply by adding the
pluses and minuses, the fifth alternative would be selected, However, this o
choice assumes that all the criteria are given equal weight, In fact, one must .
consider whether ‘society values the health of womer as much as the health of -

* the fetus, and especially. whether short-term costs aqg,mdre important than the.
other criteria., ' ' T :

,/
.

Policy Choice "

. Based on this exercise, we favor adopting the policy that attempts to
reduce occupational health hazards for all workers. However, on_an industry- '
by-industry basis, fhere is 1ittle doubt thap implementing.the policy would be -
very expensive, Thfs s the ideal .solution; the implementation of this policy)'=

will require an increase in our knowledge of -the effects of industrial
substanges on female and male reproductive health, an,expad%ion bf the

technical capability to control occupational “hazards, and an-increase in the
resources of programs to ensure occupational health, Norietheless, we recommend
that the various'government'adenc1eS're9ponsib]e for rulings and reyulations
regarding the protection of workers from’occupational hazards move to:protect -
“all workers by banning or restriéting the use of chemicals or substances. that .
have been shown to present an‘unréa;fnable risk. W T

‘Finally, we would ‘1ke to add 4 brief comment abouyt occupdtional health
research, The approach which would .exclude women from certatn jobs is .short- |
sighted and, in addftion to exposing men to reproductive and other health = = -
‘risks, can only be justified -as a temporary expedient while proven health

hazards to the*fafus are being removeds and while seniority and pay levels for -

. ' . . .. o . '
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displaced women aré guaranteed (Bayer, 1982). Until such a time as .health
‘risks to men and women are equalized, both governmeqt and industry have the
respensibility to contribute to a fund &8 the support of OCCupatiozal health
nesearch, both basic and applied, Liability for deleterious effects on fetal
and reproductive health can'q]so be managed in the ‘short run through a .
separate, collaborative fund'involving all parties genuinely interested in
improving health outcomes without dis@piminating against women or threatening’
the health of newborns. . One workshop participant suggested that, while such

_more attractive to industry if they were tax deductible,

contributions to research and 1iability funds shbuld be mandatory, they may be

-
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