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Objectives. To analyze changes in occupational health inequity between 2011 and 2018 among workers

in Central America.

Methods. Data were collected by face-to-face interviews at the workers' homes for the 2 Central
America Working Conditions Surveys (n = 12024 in 2011 and n = 9030 in 2018). We estimated health
inequity gaps by means of absolute and relative population attributable risks and the weighted Keppel

index. We stratified all analyses by gender.

Results. Between 2011 and 2018, the proportion of workers reporting poor self-perceived health

decreased both in women (from 32% to 29%) and men (from 33% to 30%). However, the health inequity
gaps remained wide in the 4 stratifiers. Measured by the Keppel index, health inequity gaps between
countries increased from 22% to 39% in women and from 20% to 29% in men.

Conclusions. While health improved between 2011 and 2018, health inequity gaps remained wide. Wider

health inequity gaps were observed between countries than by gender, age, occupation, or education.

Public Health Implications. This first benchmark of occupational health inequities in Central America
could be useful when developing and evaluating the impact of public policies on work. (Am J Public Health.
2021;111(7):1338-1347. https://doi.org/10.2105/AJPH.2021.306276)

H ealth equity, a key goal of the
United Nations' 2030 Agenda for

Sustainable Development Goals, is a
basic condition of social justice that
allows other human rights to be
achieved." Health inequities are system-
atic differences in health status that are
also deemed unjust or unfair because
of socially determined circumstances.?
Wealth distribution varies for each
world's region, with Central America
being the most inequitable and one of
the world's fastest-growing workforces
together with the rest of Latin America.?
Most people in Central America face
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many challenges to overcome the social
and economic vulnerability they experi-
ence. Common challenges are the lack
of economies of scale in production,
proneness to external financial shocks,
limited transport and communications
infrastructure, and high levels of emigra-
tion of skilled individuals to North Amer-
ica or Europe.* Furthermore, the popu-
lation’s health in the Central American
region is negatively affected by weak
social protection systems, inadequate
access to health care, and migration
patterns that disrupt family and social
network caregiving structures.”

Paid work is the primary source of
income for the majority of the adult
population and, in most countries,
work provides access to social protec-
tions such as unemployment or health
insurance covering work-related ill
health, injury, or disability.>” As such,
paid work is an important determinant
of population health as well as health
inequity.® Employment conditions such
as the contract type (e.g., permanent,
temporary, or without contract), the sal-
ary level, or worker participation tend
to determine a worker's income level
and her or his place in the social
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hierarchy. Working conditions related
to the work environment, specific job
tasks, or psychosocial conditions also
affect workers’ health. Both employment
and working conditions shape the socio-
economic gradient in health. The social
gradient in health refers to health
inequities affecting all socioeconomic
strata (whether countries or people),
with the bottom of the strata having the
worst health indicators, and the higher
in the socioeconomic hierarchy having
better health than those below. This
pervasive gradient, which is associated
with the circumstances in which people
grow, live, work, and age, highlights the
role of work and employment as a lead-
ing social determinant of health and
health inequities.” Therefore, improving
employment and working conditions
could be one of the most efficient ways
to reduce health inequity.

Gender also plays an important role in
health inequities, particularly those
related to work. While women are joining
the worldwide paid labor force at a rapidly
growing rate, their participation is driven
by more precarious jobs, lower wages,
and higher job insecurity than the men."°

Previous evidence indicates that
employment and working conditions
and workers' health vary widely across
Latin America, particularly in Central
America."" Periodic gathering of reli-
able, comparable, and high-quality data
are basic features of effective surveil-
lance of workers' health."* However, a
critical obstacle for effective occupa-
tional health surveillance and the study
of health inequities in Central America
is the traditional lack of reliable central-
ized administrative national data to fully
assess the impact of work on health."
This limitation is especially relevant
given the predominance of workers in
Central America who work under poor
employment and hazardous working

conditions, and the high proportion of
workers who have informal or precari-
ous employment and lack proper social
protections.'* Informality refers to
“informal work’—that is, employment
arrangements that do not provide
social protection benefits. While infor-
mality is a key element when defining
precariousness, it is not the defining
component based on the conceptuali-
zation by the International Labor Orga-
nization."” In this definition, precarious
work also includes type of contract (i.e.,
temporary arrangements), salary (i.e.,
lower earnings), and employee empow-
erment (i.e., lack or low degree of
autonomy and control over the work).

To overcome the scarcity of publicly
available data, national surveys of
employment, working conditions, and
health are a crucial source of data. Key
examples of such surveys are the ones
conducted every 5 years in Europe,
which have contributed to policy devel-
opment on quality of work and employ-
ment issues.'® In Central America, the
2011 and 2018 Central American Work-
ing Conditions and Health Surveys
(ECCTS, by its Spanish acronym) repre-
sent a similar effort among the 6
Spanish-speaking countries of Central
America (i.e., all but Belize)."”

Finally, when studying health inequity,
one must consider the use of appropri-
ate statistical techniques and specific
health indicators. At a minimum, for a
health equity metric to be useful for
policymaking and research, it should
allow comparisons across space (e.g.,
countries) and time (e.g., years), it must
be calculated using publicly available
health data (that is, to be transparent
and reproducible), and it must include
all socially marginalized groups.'®
Transparent and reproducible indica-
tors would provide needed information
for policymakers and stakeholders
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when prioritizing interventions for the
improvement of health conditions and
the reduction of social and health
inequities.'® The aim of this study was
to analyze 8-year changes in occupa-
tional health inequities among workers
in Central America according to gender,
age, educational level, occupational cat-
egory, and country of residence.

METHODS

Data for this study were drawn from the
2011 (n=12024)and 2018 (n = 9032)
ECCTS. The ECCTS is a cross-sectional
survey of a nationally representative
sample of workers aged 18 years and
older, in formal and informal employ-
ment from all economic sectors, in the 6
Spanish-speaking Central American
countries: Costa Rica, El Salvador, Guate-
mala, Honduras, Nicaragua, and Pan-
ama. Four equity stratifiers were
selected: age (asking participants how
old they were in years), educational level
(asking participants the last year or
grade level or level of education that
they passed or completed), occupational
rank (asking participants what job tasks
or duties they usually performed in their
job), and country of residence (each of
the 6 Spanish-speaking countries in Cen-
tral America). The questionnaire was
administered face to face in interviews at
the worker's home. More methodologi-
cal details are available elsewhere."?

Health Indicator

The health indicator selected for the
examination of health inequity gaps
was self-perceived general health
(SPGH). SPGH is a well-established
measure of health status meeting the
previously mentioned attributes of a
good health indicator because SPGH
was demonstrated to be a reliable,
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valid, simple, and cost-effective health
measure.?’ In both ECCTS, SPGH was
measured by asking the participants
the question: “In general, how do you
consider your health status to be?” To
answer the question, participants could
select 1 of the 5 following options: very
good, good, fair, poor, or very poor.
Responses were dichotomized into
“good” (options very good and good)
and “poor” (fair, poor, and very poor).

Equity Stratifiers

Age was grouped into 18 to 24 years, 25
to 44 years, 45 to 64 years, and 65 years
and older. Educational level was grouped
into “low” (elementary school or less),
“middle” (high school), and “high” (more
than high school). Data on occupation
were first coded into the 9 major occupa-
tional categories of the International Stan-
dard Classification of Occupations®' and
then collapsed into “skilled nonmanual”
(managers, professionals, technicians, and
associate professionals), “nonskilled non-
manual” (clerical support workers, service
workers, and sales workers), “skilled man-
ual” (skilled agricultural, forestry, and fish-
ery workers; craft and related trades
workers; plant and machine operators;
and assemblers), and “nonskilled manual”
(elementary occupations).

Inequity Measures and
Data Analysis

First, we calculated the prevalence of
poor SPGH and the corresponding 95%
confidence intervals (Cls) for each cate-
gory of the 4 equity stratifiers and, as
appropriate, by country. Survey-specific
(2011 or 2018) sample weights by gen-
der, age, and industrial sector were
applied to region (all countries com-
bined) and country-specific data. We
assessed differences in the prevalence of
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poor SPGH between 2011 and 2018 with
the x° statistic. We conducted all analy-
ses separately for women and men.
Next, we calculated both the absolute
(population-attributable risk [PAR]) and
relative (PAR%) differences between the
prevalence of poor SPGH in the healthi-
est group and the country's mean,
respectively. The absolute PAR indicates
the percentage of workers that would
not have reported poor SPGH if the
entire working population had the prev-
alence of poor SPGH of the most privi-
leged group. We calculated the relative
PAR% by dividing the country’s PAR by
the country's mean and multiplying the
result by 100. Absolute and relative
inequity measures are complementary
measures, so both metrics should be
reported to make comparisons
between indicators easy.?” A higher
PAR or PAR% indicates more inequity.
In addition, we estimated the Keppel
index,”> which indicates the relative
inequity among groups within each
equity stratifier (e.g., age groups). When
taking into account the size of the
group, the result is the weighted Keppel
index. In our study, the Keppel index
indicated the spread of the prevalence
of poor SPGH of each equity stratifier in
relation to the country’s average. To
obtain this index, we multiplied the rela-
tive population weight of each group in
the category of interest by the absolute
difference between the prevalence of
poor SPGH of each group and the
country's mean. We then divided the
sum of these weighted differences by
the country’s prevalence of poor SPGH
and multiplied by 100.%* A low Keppel
index indicates that, on average, the
health of the groups is close to the
country's mean. A high index indicates
more inequity—that is, the prevalence
of poor SPGH is more spread out
among the groups. For each of the

monitoring variables examined (i.e., age,
education, and occupation), we selected
the group with the lowest prevalence as
the reference groups against which we
can compare the other groups to
ensure that the metrics would fall in the
conventional positive range.? To assess
health inequity between countries, the
reference was the combined preva-
lence of SPGH in Central America.

RESULTS

Between 2011 and 2018, the preva-
lence of poor SPGH in the Central
America region decreased from 34%
(95% Cl=32.7%, 35.3%) to 29% (95%
Cl=27.5%, 30.5%) in women, and from
33% (95% Cl =31.9%, 34.1%) to 30%
(95% Cl = 28.7%, 31.1%) in men (Table
1). The prevalence of poor SPGH was
lower in younger workers and in the
highest occupational rank and educa-
tional group and increased with older
age, lower occupational rank, and lower
educational level. There were also large
differences between countries; Figure 1
shows country differences stratified by
occupation. Between 2011 and 2018,
workers' health status improved in
Guatemala for both genders and in El
Salvador for men but worsened in Pan-
ama for both genders. In Costa Rica
and Honduras, the SPGH in men overall
worsened between 2011 and 2018.
However, in Costa Rica, the differences
were only for manual skilled workers. In
Honduras, there was a worsening of
SPGH prevalence in the group aged 25
to 64 years, in low educational level,
and in manual nonskilled workers.

In both years, the overall prevalence
of poor SPGH was higher in women
than in men in all countries except
Guatemala and Honduras. The preva-
lence of poor SPGH in 2011 ranged
from 14.3% in men in Panama to 51.1%
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idence for (a) Women and (b) Men: Central American Countries, 2011 and 2018
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TABLE 2— Inequities in Self-Perceived General Health (SPGH; %)
by Gender, Age, Educational Level, and Occupational Categories:
Central American Countries, 2011 and 2018

Population
Attributable
Risk (Absolute)

Population
Attributable Risk
(Relative %)

Keppel Index

2011 2018 2011 2018 2011 2018
Wome
Age groups
Costa Rica 6.6 16.7 28.1 60.0 32.9 37.2
El Salvador 12.2 20.1 40.4 63.8 27.7 25.6
Guatemala 9.6 4.1 29.6 20.9 25.1 329
Honduras 24.3 7.8 65.9 18.1 313 19.9
Nicaragua 23.8 12,5 46.5 26.0 22.0 15.5
Panama 6.2 16.3 43.4 54.3 66.8 24.5
Central America 13.9 2.9 41.0 34.2 28.3 27.2
Educational level
Costa Rica 3.2 7.3 13.8 26.3 29.0 16.7
El Salvador 17.0 7.4 56.5 23.6 27.5 22.7
Guatemala 9.3 7.6 28.6 38.9 28.2 16.4
Honduras 16.9 22.8 45.8 52.9 26.8 30.5
Nicaragua 16.8 15.0 32.8 31.2 17.2 185
Panama 4.9 4.5 34.4 14.8 331 26.9
Central America 10.7 8.2 314 28.4 25.5 19.2
Occupational categories
Costa Rica 2.1 14.1 8.8 50.9 3.9 9.7
El Salvador 11.0 -4.9 36.7 -15.7 7.5 121
Guatemala 7.6 6.2 23.2 31.8 9.6 271
Honduras 20.6 6.0 55.9 13.8 131 24
Nicaragua 6.3 10.0 123 20.9 4.9 15.5
Panama —2.1 5.4 -14.8 17.9 19.5 24.6
Central America 4.5 5.3 13.2 18.4 5.1 16.8
Inequality among countries 22.0 39.2
Men
Costa Rica 11.0 9.3 55.4 36.3 41.5 37.2
El Salvador 183 15.3 57.4 57.0 30.6 29.4
Guatemala 10.8 5.7 30.2 23.6 322 339
Honduras 14.5 25.0 4.3 57.1 30.8 35.8
Nicaragua 8.4 15.8 17.9 36.5 18.9 19.1
Panama 7.5 11.2 52.3 48.7 68.7 42.3
Central America 10.2 10.8 30.8 36.0 30.3 28.0
Educational level
Costa Rica 12.5 15.9 63.1 62.1 26.7 29.6
El Salvador 13.9 16.8 43.7 62.6 27.3 215
Guatemala 17.7 17.0 49.4 70.2 18.1 33.6
Honduras 15.8 17.0 45.0 38.7 215 29.8
Nicaragua 1.3 1.7 24.1 26.9 22.8 18.4
Continued
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in women in Nicaragua. In 2018, it
ranged from 19.6% in women in Guate-
mala to 48% in Nicaragua in women.

Considering the absolute (PAR) and
relative (PAR%) differences between the
healthier category and the country's
mean, in general, the PAR in the region
was quite similar in both surveys in men
and for the 4 stratifiers. The PAR% was
higher in 2018 in Guatemala and El Sal-
vador by both occupational rank and
educational level. In women, for Central
America as a whole, both the PAR and
the PAR% increased from 2011 to 2018
by occupational rank and decreased by
educational level. Both the PAR and the
PAR% inequity gap by occupational rank
and educational level were always
higher in men than in women (Table 2).

In general, as indicated by the within-
country Keppel index (Table 2), the
2011 health gaps in the 4 equity strati-
fiers remained high in 2018. In both
years, the widest gap was found among
age groups, followed by educational
levels and occupational categories.
Between 2011 and 2018, the health
inequity gaps became wider (from 5.1%
to 16.8%) among women by occupa-
tional rank in all the countries, but in
Honduras, the gap by educational level
decreased from 25.5% to 19.2%. In
men, the gaps for the whole region
decreased slightly by occupational rank
from 18.8% to 16.6%. Yet, in Costa Rica
and Guatemala, the gaps increased.
Finally, the Keppel index between coun-
tries (Table 2) indicates an increase
from the 2011 to the 2018 survey from
22% to 39% in women, and from 20%
to 29% in men.

DISCUSSION

The overwhelming finding, with few
exceptions, is that health inequity gaps
by occupation and education seem to
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I TABLE 2— Continued

Population Population
Attributable Attributable Risk
Risk (Absolute) (Relative %) Keppel Index
2011 2018 2011 2018 2011 2018
Panama 4.4 6.6 30.7 28.9 43.4 41.2
Central America 14.4 134 43.7 45.0 27.9 27.8
Occupational categories
Costa Rica 1.2 12.0 56.4 46.8 14.8 31.2
El Salvador 10.3 15.7 324 58.5 22.7 10.5
Guatemala 10.4 18.3 29.0 75.3 14.7 29.3
Honduras 25.1 20.2 71.5 46.0 16.1 11.0
Nicaragua 9.5 134 20.1 30.8 123 8.1
Panama 6.2 6.3 43.4 27.3 20.3 8.6
Central America 14.0 15.2 42.6 50.9 18.8 16.0
Inequality among countries 20.1 29.4

Note. Weight Keppel index of disparity = g Z [ror—ny—R)| * w) /R 100 where r = group poor SPGH
prevalence; R = country poor SPGH prevalence; and w = weight of the group with respect to the

country’'s population.

have worsened between 2011 and
2018, or at least remained at the same
levels. Age tends to display a similar
pattern, but it is less clear in women.
Importantly, this widening of health
inequity gaps has occurred despite a
general pattern of improvement in per-
ceived health status among workers in
Central America between 2011 and
2018. Overall, the inequity gaps remain
high in Central America, and there was
no indication of progress in closing the
health gaps within countries between
2011 and 2018. In fact, the health gaps
among countries grew significantly in
both women and men between 2011
and 2018. Only for men in El Salvador
and for both men and women in Gua-
temala we observed statistically signifi-
cant reductions in the prevalence of
poor SPGH.

The apparent divergence between
region and country-specific (e.g., Guate-
mala) health patterns could be
explained because Guatemala repre-
sents almost 40% of the total

Peer Reviewed  Silva-Penaherrera et al.

population in the region (17.2 million
out of 48.8 million),?® contributing sig-
nificantly to the regional improvement.
Guatemala, with the lowest prevalence
of poor SPGH in the region in 2018,
showed a significant reduction in the
prevalence of poor SPGH, which is fur-
ther supported by the fastest reduction
in the adult mortality rate since 2000 in
the region, with an annual average
decrease of 4.5%.°° In addition, this
reduction in poor SPGH could be attrib-
utable to improvements, especially in
the health of the indigenous popula-
tion, which represents approximately
60% of the Guatemalan population.
Many strategies have been proposed
to reduce inequity in health among
indigenous populations as the creation
of the health care unit for the indige-
nous and interculturality in 2009, and
the inclusion of the popular, alternative,
and traditional medicine program.?’
Guatemala implemented a quality man-
agement health system in 2010
designed to improve health services.?®

However, the health and social gap is
still marked among social groups.?’
Further research is needed to assess
this improvement in population’s health
in Guatemala.

When we analyzed absolute (PAR)
and relative (Keppel index and PAR%)
differences in the prevalence of poor
SPGH, we found that in the countries
where poor SPGH decreased (e.g., Gua-
temala) the relative inequity gap grew,
whereas in countries where poor SPGH
increased (e.g., Panama) the inequity
relative gap decreased; in both cases
the absolute gap remained almost the
same. The prevalence of poor SPGH in
Panamain 2011 was the lowest in Cen-
tral America. And, while in 2018 the
prevalence of SPGH almost doubled in
both genders, the absolute inequity
(PAR) was similar in both years and for
groups. These results could be
explained because the absolute gap
between the best health group and the
country’'s mean remained stable over
time, with no progress in reducing this
gap among different groups, whereas
the relative gap is affected by an
increase or decrease of the country’s
mean. This result reaffirms the impor-
tance of measuring both absolute and
relative inequity.?? The PAR% shows
that, in 2018, around 51% and 18% of
reports of poor SPGH in men and
women, respectively, could be avoided
if their working and employment condi-
tions were similar to those of nonma-
nual skilled workers, and around 45%
of men and 28% of women if all work-
ers achieved a high level of education.

The health gaps among countries
grew significantly in both women and
men between 2011 and 2018. This
increase in the Keppel index suggests
that the prevalence of poor SPGH in the
6 countries is more spread out in 2018
than in 2011, with respect to the Central



American mean. This could be a conse-
quence of the improvement of worker
health in some countries, such as Guate-
mala and El Salvador, versus the deterio-
ration of health in the others.

The variation in magnitude of the
Keppel index among countries is even
larger than those associated with gen-
der, education level, or occupational
rank within countries. A similar result
was also found in a recent analytical
cross-sectional study done by our
group that included 15 Latin American
and Caribbean countries, where
country borders seem to be the most
important source of difference when
examining health inequities.® A possi-
ble explanation could be related to
international differences in regulations
that expose workers to poorer working
and employment conditions, with a
high proportion of jobs in the informal
economy, with high levels of employ-
ment precarity.

In addition, some differences among
countries could be attributable to cul-
tural factors reflecting values, beliefs, and
expectations regarding poor health.'
However, these cultural differences
should not have affected the increase in
gaps among countries, as these same
factors were likely present and similar in
both surveys. In summary, our results
suggest that the country where people
work is more important, as a determi-
nant of workers' general health, than age,
education, or occupation.

Our results regarding occupation
inequities are to be interpreted taking
into account some methodological and
conceptual considerations. Within each
occupation category, there may be far
more heterogeneity than within age
and education. Heterogeneity within
occupation may relate not only to
differences in the type of work (e.g.,
manual vs nonmanual) but also to its

precariousness levels. Furthermore,
specific occupational hazards (e.g.,
ergonomic or psychosocial factors) may
also vary by occupation while contribut-
ing to occupational health inequities.
Because our interest was to describe
inequities by occupational categories,
we did not control by potential explana-
tory factors. Future studies may want
to explore how much of the inequities
in occupation relate to specific working
conditions and their effect on health
inequity indices.

Within countries, there was no pro-
gress in closing the health gaps among
different groups. The magnitude of the
weighted Keppel index remains high in
most countries, across the 4 equity
stratifiers. Actually, this index was signif-
icantly higher in 2018 than in 2011
among women by occupational catego-
ries in all countries except Honduras.
This increase in the gap could be
explained in part by the increasing par-
ticipation of women in the labor market
over the past decade, mainly via infor-
mal employment. In 45% of cases, this
informal employment is involuntarily
forced by family constraints.®> Another
explanation could be related to
changes in the distribution of women
across occupational rank. The percent-
age of women having a manual skilled
job in Central America increased from
22%in 2011 to 34% in 2018, whereas
nonmanual unskilled jobs decreased
from 60% in 2011 to 45% in 2018
(Table A, available as a supplement to
the online version of this article at
http://www.ajph.org). The manual
skilled jobs show worse health than
nonmanual unskilled jobs; thus, poor
health is more spread out among these
groups.

In contrast with what was previously
reported, we found that, in the whole
region, men reported poor SPGH
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similar to women's, 33% and 349%,
respectively, in 2011, and 30% and
29%, respectively, in 2018.%% However,
this higher prevalence in men was only
observed in Guatemala; thus, again, the
proportion of the overall study sample
reflected by Guatemalans could be
influencing the region’s average. Men in
Guatemala are more likely to have a
manual skilled job (around 60% in both
2011 and 2018), and this is the cate-
gory showing the highest prevalence of
poor SPGH. This coincides with a study
in Latin American countries that found
small differences in SPGH between
women and men.>* In addition,
although women tended to report
worse SPGH than men, the difference
disappears when socioeconomic and
health covariates are included in the
analysis. The same study found no sig-
nificant differences in tolerance of
health problems between women and
men, concluding that it is appropriate
to compare perceived health by
gender.®®

Limitations and Strengths

The limitations of this study are mainly
related to study design. First, participa-
tion was voluntary, and response rates
differed by country, which could have
introduced selection bias. However, the
sampling design, randomization, and
use of sampling weights minimize this
potential selection bias and increase
cross-country comparability. In fact,
when we compared our sample with
available census data according to gen-
der, age, and sector of economic activ-
ity, we found no relevant differences.
Second, the ECCTS includes only
workers aged 18 years and older, leav-
ing children and adolescents who may
work out of the sample. We used this
criterion because 18 years is the legal
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age for adulthood in most countries
and because, except under specific cir-
cumstances and regulations, the
employment of children aged younger
than 18 years is not legal. In addition,
to apply a survey in children aged youn-
ger than 18 years, additional permis-
sion from their parents or guardians is
necessary.

Third, as health status was based on
the respondent’s self-perception, infor-
mation bias may be present as it is
known that SPGH may be affected by
cultural factors and health values,®’
which could vary from one country to
another and within countries, among
different social groups. However, SPGH
has been repeatedly shown to be a reli-
able measure of health.?°

Our study has several strengths as
well. First, the ECCTS provides reliable,
updated information, obtained from
representative samples of workers in
Central America. As such, our findings
may be generalized to the adult work-
ing population (aged 18 years and
older) of the region. In this region,
occupational health data are poor and
seriously underreported; hence, our
survey represents the best available
data. Second, this study sheds light on
the true magnitude of, and changes in,
the inequity gaps in Central American
countries in 2 periods of time among
different groups. To our knowledge,
this is the first study that tracks the
changes in inequity in health gaps in a
representative sample of workers of
Central America. In fact, it provides
benchmark surveillance information,
underscoring the importance of period-
ically gathering information to monitor
conditions at work, track the progress
of programs to reduce inequities, mea-
sure the impact of public policies, and
identify disadvantaged and vulnerable
groups. Finally, and while cross-country
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comparisons should always be made
with caution, our study provides an
opportunity to track differences in Cen-
tral America using the same question-
naire and data collection strategy in all
6 countries over almost a decade.

Conclusions

Despite all the efforts of the interna-
tional community to reduce health
inequities,®® we found no evidence of
progress in closing health inequity gaps
in Central America between 2011 and
2018. Instead, inequity among coun-
tries grew in the context of improve-
ment in self-reported health. Improving
health in the less-favored social groups
is essential, especially in those coun-
tries with a large percentage of workers
with poor SPGH. The COVID-19 pan-
demic has made obvious the impor-
tance of having enough high-quality
data to make sound data-driven deci-
sions. The same approach applies to
the field of occupational health, which
is in need of benchmark surveillance
data. Unfortunately, while occupational
health monitoring is common in most
high-income regions (e.g., the Euro-
pean Union), the situation in Central
America would benefit from efforts to
create a reliable occupational health
monitoring system, an essential tool for
making better public policy decisions.
Therefore, we suggest that epidemiolo-
gists and public health professionals
should engage with decisionmakers to
seek their support to provide the nec-
essary infrastructure, resources, and a
normative body of how to strengthen
and broaden occupational surveillance
data collection, their correct use, and
their proper interpretation. We expect
this study will serve as an initial stimu-
lus to foster strong, reliable, and

available national and regional worker
health monitoring systems. 4JPH
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