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Table 10: Incidence Rates of Nonfatal Occupational Exposures, Injuries and Illnesses by Occupation* 

 Maids and 
Housekeeping 

Cleaners 

Child Care 
Workers 

Personal and 
Home Care 

Aides 

Home Health 
Aides 

General U.S. 
Private Worker 
Population**

Exposures/Events  
Struck by Object 24.3 7.3 8.8 4.7 14.3

Falls 67.8 27.1 29.6 20.8 15.6

Slips or trips without fall 14.9 7.6 6.0 3.9 3.6

Overexertion 57.2 4.2 56.8 39.7 25.0

Repetitive Motion 6.1 - - 0.3 3.4

Exposure to harmful substance 
or environment 

10.7 2.1 3.5 1.6 4.7

Transportation Accidents  2.9 4.9 5.9 7.9 4.6

Assaults, violent acts by person 1.1 12.3 17.6 8.6 1.7

Total assaults & violent acts  1.6 13.1 19.4 11.6 2.5

Injuries/Illnesses  

Sprains, Strains, Tears 112.5 43.3 90.2 49.0 41.6

Fractures 16.5 11.1 6.5 4.5 8.3

Bruises and Contusions 33.2 22.0 12.6 5.8 9.1

Chemical burns 2.3 - 0.6 - 0.5

Tendonitis 1.1 - - - 0.4

Multiple traumatic injuries and 
disorders 

11.5 6.0 6.7 4.8 4.3

Back pain, hurt back only 12.2 7.0 6.3 6.5 3.6

Total soreness, pain 40.9 16.6 21.1 23.6 11.3

Total Non-Fatal Occupation 
Injury & Illness Incidence Rate 

262.7 114.2 163.9 108.6 106.4

Estimated Number of CA 
Domestic  Workers in the 
Occupation 

91,969 24,918 75,948 20,095 

Estimated Number of 
Occupational Injuries and 
illnesses Experienced by CA 
Domestic Workers *** 

2,416 2,85 1,245 218 Total = 
4164

Data from the Bureau of Labor Statistics, 2009 Survey of Occupational Injuries and Illnesses, Tables R98 and R100. 
 
*Incidence rates reported are nonfatal occupational injuries and illnesses involving days away from work per 10,000 
full-time workers.  Rates are reported for the entire occupation, not just workers employed in private households, 
thus include individuals working for agencies and outside the home.  However occupational exposures are 
anticipated to be similar. 
 
** General U.S. private worker population is defined as total workers employed in private industries across the 
United States.   
 
*** Calculated by multiplying occupation specific incidence rate per 10,000 workers by the occupation estimate. 
 
- = Data was not available. 
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The occupational health of domestic work may also be inferred from considering occupational hazards of 
similar employment sectors and occupational groups. Some of the employment sectors studied may overlap 
with the privately employed domestic worker group that is the focus of this HIA; for example, a large 
number of published studies have examined health problems associated with home health work, and there 
is growing interest in the health risks of cleaning work, including household cleaning. Fewer studies have 
addressed the health of child daycare workers, who would be expected to have similar health risks to 
nannies and babysitters working in private homes.  
 
Comparisons thus may be drawn between domestic workers and other worker groups to illuminate 
occupational hazards and labor protection issues. Table 11outlines different populations of workers that 
could be used to compare rates of occupational exposures and labor violations.   
 

 

Table 11: Comparable Worker Populations 

Worker group Similarities with domestic workers Contrasts with domestic workers 

Gardeners and 
construction 
workers 
(Ramirez 2008)  

 Often from similar immigrant 
populations 

 Often paid informally  

 Often work for multiple employers 

 Often “independent contractors” 

 Social networks facilitate opportunities 
for upward mobility and 
entrepreneurship  

 Tends to be outdoor work whereas domestic work 
is usually indoors 

 Different occupational health risks and exposures  

 Male-dominated workforce 

Nursing home 
orderlies/ 
CNAs  
(Baron 2009) 

 Perform similar tasks to 
caregivers/personal attendants, similar 
occupational hazards  

 May be on inconsistent/changing 
schedule or night shift, impacting sleep 
quality & duration 

 Access to institutional work protections such as 
organized security, visitor restrictions, availability of 
colleagues and supervisors, protective equipment, 
infection control training and supervision, 
laundry/housekeeping services, ventilation and other 
standard health care infection controls 

 Institutional workplaces easier to inspect/regulate 

 Receive certified or formal training 

 May more easily find replacement help 

 Some workers are unionized 

In-Home 
Supportive 
Services (IHSS) 
Workers (Boris 
2006)  

 Perform personal attendant/caregiver 
tasks in private homes, similar 
occupational hazards 

 Isolated workplaces 

 Paid with public rather than private funds 

 Many are unionized in California and Oregon  

 Potentially different income-levels of employer 

Family daycare 
providers 
(Dresser 2008, 
Bernhardt 
2007)  

 Perform child care tasks, similar 
ergonomic and occupational hazards 

 Frequent minimum wage violations 

 Extremely low pay 

 Predominantly female workforce 

 Isolated workplaces 

 Care is provided in worker’s home rather than 
employer’s home 

 Workers are self-employed 

Maids and 
Janitorial 
workers 
(Lashuay 2006) 

 Perform housecleaning tasks, similar 
chemical exposures and ergonomic 
hazards 

 

 Institutional workplaces easier to inspect/regulate 

 Some workers are unionized 

 Workplaces are not as isolated 
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Musculoskeletal injury risks 
Domestic workers who are caregivers and personal attendants for the elderly or adults with disabilities face 
dramatic risks for musculoskeletal disorders due to ergonomics (See Table 13). This caregiving work is often 
similar or identical to work performed by “home health aides”, “home health workers”, “direct care 
workers”, or “home care aides”, although those workers are generally paid through an agency or the In-
Home Support Services (IHSS) system in California rather than being privately employed. Caregivers often 
care for adults with limited mobility, transferring or lifting clients without either the assistance of coworkers 
or the mechanical lift equipment that would be available in a hospital or nursing home (Galinsky 2001).  
 
Moving clients without assistance is discouraged in institutional settings because it frequently leads to injury 
(Parsons 2006). Manual lifting and transfers subject the caregiver’s spine and back muscles to forces that 
exceed safety standards established by the National Institute of Occupational Safety and Health (NIOSH) 
(Howard 2010). Caregiving also often involves awkward postures such as bending, reaching, and twisting 
that can place significant strain on the muscles and joints (Galinsky 2001). As illustrated in Table 10, personal 
and home care aides are twice as likely to miss days of work due to overexertion and home health aides 
are twice as likely to miss days of work due to pain as the average worker. 
 
Non-caregiving household work also carries significant musculoskeletal risks. Among domestic workers 
surveyed in New York, 17% reported doing heavy lifting, 12% reported climbing to clean hard-to-reach 
places, and 4% had slipped and injured themselves at work (DWU 2006). Cluttered home conditions may 
contribute to a high rate of injuries due to falls (Howard 2010).   Maids and housekeeping cleaners are 
more than three times as likely to miss days of work from falls, slips or trips, sprains, strains, tears, fractures, 
bruises, and contusions as the general worker population (Table 10). 
 
Maids and cleaning workers are recognized to be at high risk for work-related back pain (Guo 1995), as well 
as other chronic and acute injuries to the arms, hands, and shoulders such as tendonitis, carpal tunnel 
syndrome, and non-specific upper extremity pain syndromes (Punnett 2004). Multiple studies have shown 
that work-related upper extremity symptoms are associated with job stress and lack of control in the work 
environment (Walker-Bone 2005). Other risk factors for musculoskeletal injury among domestic workers 
involved in cleaning include rapid work pace and repetitive motions (Punnett 2004, Ahonen 2010), working 
with long-handled equipment such as brooms and mops, and working in a stooped or twisted postures 
(Zock 2005). Although less well-studied, child-care work also involves ergonomic stresses such as bending 
and one-sided lifting (Bright 1999, Owen 1994, Swanson 1994).  
 
Several studies of care givers in institutional and home-based settings suggest that rates of musculoskeletal 
injuries, and subsequent workers’ compensation claims are impacted by job tenure, psychological demands, 
psychosocial rewards, and job satisfaction as well as the physical risks and job pace (Boyer 2009, Zontek 
2009). 
 
Asthma and dermatitis due to cleaning products 
Cleaning products are not required to be tested for their potential to cause asthma before marketing in the 
United States (Rosenman 2003), but a number of cleaning chemicals and product types have been 
associated with airway irritation and asthma in the published literature. Products associated with asthma 
include common household chemicals such as ammonia and bleach as well as solvents, surfactants, 
disinfectants, and sprays such as glass cleaners, degreasers and air fresheners (Medina-Ramon 2006, Arif 
2008, Zock 2007). Frequent bleach exposure has been associated with doubling of the incidence of new 
onset asthma in nurses and tripling of the incidence of asthma among domestic workers (Medina-Ramon 
2005, Arif 2009).  
 
Focus groups with workers in Texas revealed that domestic cleaners actually have more frequent exposure 
to asthma-causing chemicals, experience more symptoms, and have less knowledge about the chemical 
hazards of their work than their institutionally-employed counterparts (Arif 2008). The most severe 
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potential chemical hazard for domestic workers and other cleaners is chlorine gas inhalation causing acute 
lung injury. Chlorine gas is produced by combining bleach with acid or ammonia (Zock 2005, Horton 2005).   
 
Cleaning chemicals are also commonly associated with dermatitis and eczema, conditions involving 
symptoms of redness, itching, cracking, and blistering of the skin, usually the hands (Nielsen 1996). Working 
with wet hands interferes with the skin’s natural barrier function, allowing irritant chemicals to penetrate and 
cause irritation or allergy (Zock 2005).  Table 10 shows that maids and housekeepers are twice as likely to 
miss work due to exposure to a harmful substance or environment as the average worker (10.7 vs. 4.7 
exposures per 10,000 workers) and more than four times as likely to miss work due to chemical burns as 
the general population (2.3 vs. 0.5 chemical burns per 10,000 workers). 
 
Sleep Disturbances 
Sleep disturbances and sleep disorders such as insomnia may be caused by psychological factors (such as 
anxiety, depression, or stress), physical factors (such as hormonal changes and medical conditions), or 
behavioral, occupational, or environmental factors (such as shift work, overuse of caffeine and alcohol, 
environmental noise, extreme temperatures or environmental changes) (NHLBI 2005). Domestic workers 
are vulnerable to sleep disturbances and disorders due to their socio-economic status and exposure to 
occupational stress. Lower-income populations are more likely to live in substandard housing, which 
increases exposure to environmental noise resulting in inadequate sleep (SFDPH 2004). 
 
Domestic workers that provide 24-hour home care are analogous to rotating shift workers who often work 
an inconsistent schedule and must be alert both during the day and at night. As further described in Section 
Seven, continued exposure to such a schedule can lead to chronic fatigue and long-term health problems 
for the worker, such as increased risk of cardiovascular disease, diabetes, obesity, depression, anxiety, and 
injury.  Habitual short sleep duration is also associated with increased mortality (Ulmer 2009, Colten 2006, 
Frank 2005). Exhausted, sleep-deprived workers are impaired in their ability to provide the highest quality of 
care and are more prone to accidents (Estabrooks 2009, Belenky 2003, Dongen 2003).   Table 10 shows 
that home health aides and personal and home care aides are more likely to miss days of work due to 
occupation-related traffic accidents than the average worker (7.9 and 5.9 vs. 4.6 traffic accidents per 10,000 
workers). 
 
Psychological Stress  
The National Institute of Occupational Safety and Health identifies occupational stress as being caused by 
heavy workloads, infrequent rest breaks, long work hours, hectic and routine tasks that do not utilize 
workers’ skills and provide little sense of control, lack of worker voice in decision-making, poor social 
environment at work, conflicting expectations, job insecurity, and unpleasant or dangerous physical 
conditions. The domestic work industry is characterized by physically and emotionally intense work 
demands, minimal formal labor protections, minimal worker control over working conditions, and job 
insecurity (Parrenas 2001, Hondagneu-Sotelo 2007, Dresser 2008, HRW 2001). Domestic workers may 
also experience income-related stress from low wage jobs and stress from discrimination or financial, 
physical or sexual abuse by employers.  
 
Despite these vulnerabilities, domestic workers also have the potential to have a higher level of control on 
the job than other industries because of the independent nature of many job tasks, potential for 
entrepreneurialism within the industry, and the high levels of satisfaction that caregivers can derive from 
their work (Delp 2006). However, the lack of labor protections in the industry and factors such as 
immigration status and gender dynamics keep most workers from achieving job control, security and 
satisfaction that could mediate the detrimental health impacts of occupational stress. Under current 
conditions, occupational stress is one of the greatest workplace hazards for domestic workers in terms of 
long-term health risks. 
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A survey of 547 domestic workers in New York City found that 46% of workers reported experiencing 
stress at work. Occupational stress was caused by employers requiring workers to perform multiple jobs, do 
work not in their job descriptions, and work for someone other than their employer (DWU 2006).  
 
Occupational stress is a workplace hazard that has negative physical and mental health impacts. Research 
consistently shows that workers in jobs with high demands, low control and low job security have an 
increased risk for hypertension, obesity, cardiovascular disease, depression, anxiety, diabetes, injury and 
chronic pain (Kawachi 2000).  
 
Infectious Diseases 
Workers who care for children or dependent adults may be exposed to infectious diseases such as hepatitis 
or gastroenteritis, especially if they are not trained in universal precautions for infection control.  A study of 
home health care aides in Massachusetts found that one of every 100 home health care aides had 
experienced an injury involving sharp medical devises and more than 6 of every 100 home health care aides 
was exposed to blood and body fluid exposures on the job (Quinn 2009).  Another study of home health 
care aides found that although home health care aides were less likely to handle blood and body fluids on 
the job than home health care nurses, they were five times as likely to experience a sharps injury and twice 
as likely be exposed to blood and body fluids when changing wound dressings than the registered nurses 
providing home care (Lipscomb 2009).  In both studies, the researchers observed that lack of experience 
and training on universal precautions increased risk for blood borne exposures. In addition, all sectors of the 
domestic workforce may experience the health risks associated with dirty or unhygienic workplaces 
(Zechter 1987, Taylor 2006).  
 
Physical and Sexual Abuse 
Some domestic workers are subject to physical and/or sexual abuse by their employers or clients. One 
percent of domestic workers surveyed in New York reported physical abuse, while 9% of domestic workers 
surveyed in California reported “violence” (DWU 2006, MUA 2007). Nationally, personal and home care 
aides are more than ten times as likely to be assaulted or violently attacked by another person on the job 
than the average worker (17.6 vs. 1.7 attacks per 10,000 workers) (Table 10).  As noted by Geiger-Brown 
and colleagues (2007), violence against home care workers is generally perpetrated by the consumer or 
family member who may become abusive or violent during service delivery, but can also occur en-route to 
the client’s home if traveling through an unsafe neighborhood.  Experiencing abuse or violence, while 
providing home care work, increases the workers’ risk of depression and anxiety (Geiger-Brown 2007). 
Trafficking and forced labor or enslavement of domestic workers in the United States, while relatively rare, 
has raised concern from prominent international human rights organizations, and the health implications of 
these cases are important for understanding the health risks for the industry’s most vulnerable workers 
(Hiller 2009, HRW 2001).  
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7 HEALTH IMPACTS OF PROPOSED UNINTERRUPTED SLEEP 
REQUIREMENTS 

Passage of the California Domestic Work Employee Equality, Fairness, and Dignity Act of 2011 would 
require employers to allow their employees eight hours of uninterrupted sleep in adequate sleeping 
conditions when their employees work 24 hour or longer shifts or live in their employer’s home. This 
chapter analyzes how this proposed legal requirement would effect the health of domestic workers and 
care-recipients in California utilizing the logic model used for this assessment illustrated in Figure 3.  

 
Consistent with the logic model, the analysis 
answers the following questions: 
 
7.1  What are the known health effects of 

limited or impaired sleep? 

7.2  What is the evidence for insufficient 
sleep among domestic workers? 

7.3  Which domestic workers would be 
impacted by a change in sleep 
requirements? 

7.4  How would the legislation change hours 
or quality of sleep of domestic workers?  

7.5  How would the legislation impact care-
recipients? 

7.6  What is the likelihood, certainty, and 
magnitude of health effects resulting 
from the legislative changes to sleep 
requirements? 

7.7  What barriers, vulnerabilities, or other 
uncertainty factors could modify the 
health effects of the law? 

Figure 3: Logic Model of Proposed Impacts of Sleep Requirement Provision Upon Domestic Worker Health 

 

Box 4: AB 889 Sleep Provisions  

1455. (a) A DW employee who is required to be on duty for 24 consecutive 
hours or more shall have a minimum of 8 consecutive hours for uninterrupted 
sleep, except in an emergency. (b) … may agree in writing to exclude a bona fide 
regularly scheduled sleeping period… (c) … not receive 8 consecutive hours…  if... 
employer did not hire a replacement worker for at least 8 consecutive hours in a 
24 hour work period. … 
(d) … employer who violates… shall pay a sum of $50… for each day…violated 
provision.  
1456. (a) A live-in DW employee who is not required to be on duty for 24 
consecutive hours or more shall have at least 12 consecutive hours free of duty 
during each workday of 24 hours, of which a minimum of 8 consecutive hours are 
for uninterrupted sleep. A live-in DW employee suffered or permitted to work 
during the12 consecutive off-duty hours shall be compensated …. (b) No live-in 
domestic work employee shall be required to work more than five days in any 
one workweek, without a day off of not less than 24 consecutive hours, except in 
an emergency. If the live-in domestic work employee is suffered or permitted to 
work in excess of five workdays in any workweek, the domestic work employee 
shall be compensated….  
(c) … employer who violates…shall pay a sum of $50…for each day that he or 
she violated this provision.  
1457. Live-in DW employees and DW employees who work 24 hours or more 
shall have sleeping accommodations that are adequate, decent, and sanitary 
according to usual customary standards… shall not be required to share a bed.  
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7.1 What are the known health effects of limited or impaired sleep? 

Sleep is essential for health. Scientists generally agree that sleep has multiple physiological functions. 
Researchers are still working to understand the complex functions of sleep; however, the evidence 
definitively shows that sleep plays a critical role in the normal function of the body’s cardiovascular, 
respiratory, nervous, endocrine and immune systems. The restorative or “life-sustaining” function of sleep 
allows for healthy functioning of the endocrine and immune systems. The cognitive function of sleep allows 
for healthy brain development, and optimal learning and memory throughout life (Frank 2005, Harvard 
DSM, Walker 2009).  
 
Health requires regular, sufficient sleep in a daily cycle. Circadian rhythms are the body’s natural physiological 
and behavioral cycles. Circadian rhythms regulate body temperature, heart rate, muscle tone, and daily 
hormone secretion; modulate physical activity and food consumption; and control the sleep-wake cycle. 
Habitual sleep in keeping with circadian rhythms is associated with lower risk of cardiovascular disease, 
diabetes, and obesity; higher cognitive function; decreased risk for depression and anxiety; lower rates of 
injury; and decreased risk for immune impairment (Ulmer 2009, Frank 2006). Physiological processes — such 
as brain activity, heart rate, blood pressure and respiration — operate differently during sleep compared to 
wakefulness. These differences are also impacted by the type of sleep — known as non-rapid eye-movement 
(NREM) sleep and rapid eye-movement (REM) sleep (Colten 2006).  
 
Basal sleep need is the amount of sleep the body needs on a regular basis for optimal performance. Sleep 
need varies somewhat by individuals; however, public health evidence shows that the optimal nightly 
average is seven or eight hours (Colten 2006, Lee-Chiong 2006, Pandi-Perumal 2007). 
 
Sleep less than the basal sleep need leads to sleepiness and fatigue. Fatigue refers to a physical state of 
exhaustion, manifested in symptoms such as lethargy, lack of energy, tiredness, decreased strength and 
difficulty with concentration. Sleepiness and fatigue lead to functional impairments such as slower reaction 
time, reduced vigilance and deficits in information processing, which have consequences not just for the 
individual worker but also for the employer and broader society (U.S. DOT 1998). Dose-response studies 
have established that there is a relationship between the average number of hours of sleep and health 
outcomes including risk of hypertension, diabetes, obesity, mental health problems and mortality (Gangwisch 
2006, Di Milia 2009, Hall 2008, Ayas 2003(a), Ayas 2003(b), Geiger-Brown 2004).  
 
In a normal sleep-wake cycle, after a period of wakefulness, the body normally signals the need for sleep. 
However, after 16 to 18 hours of wakefulness, the brain’s circadian system no longer opposes the 
physiological pressure for sleep. Thus, acute sleep deprivation begins when an individual remains awake over 
16 hours or into their habitual sleep period. This results in sleepiness, fatigue, memory and attention lapses, 
and decreased cognitive and motor performance (Ulmer 2009, Colten 2006). Sleep debt is accumulated 
sleep deprivation.  
 
Recognizing the relationship of sleep and health, minimum sleep and rest standards have been disseminated 
for certain occupational types. Most commonly, these regulations are promulgated to protect public health 
and safety and not the health of the worker. Appendix B summarizes sleep standards for several different 
types of workers in the United States.  
 
The sections below provide a summary of the evidence for the direct and distal effects of sleep upon health 
as illustrated in Figure 4. We were able to identify systematic reviews or meta-analyses for the following 
health endpoints: mortality (Cappuccio 2010, Gallicchio 2009), obesity (Patel 2008, Cappuccio 2008), and 
cardiovascular disease (Cappuccio 2011). For other health endpoints, the protocol for literature review is 
described in the section on methodology.  
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Figure 4: Impacts of Eight Hours of Uninterrupted Sleep on Health 
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Box 5: Health Effects of Shift Work 

 
Research on shift work provides evidence relevant to the potential health impacts of sleep. Shift work is defined as a 
schedule in which at least fifty percent of the employee’s required work occurs between 4pm and 8am (Shen 2006). 
Rotating shift work is defined as a schedule in which the employee’s required work alternates between the day, 
evening, and night shifts (Kawachi 1995). Individuals working night shifts are more likely to have insufficient or poor 
quality sleep than those with day time shifts (Akerstedt 2003, Ohanyon 2010).  
 
Cross-sectional studies of shift workers in a variety of industries — manufacturing, long-haul driving, nurses, medical 
interns, nursing home attendants and other health care workers — provide evidence relevant to the cognitive and 
motor performance impacts of insufficient sleep. In a study of 405 shift workers, Shen et al. (2005) found a significant 
correlation between frequency of shift work and fatigue and the extent to which workers reported that fatigue 
intruded on their everyday life. Workers who engaged in shift work three or more days a week reported the highest 
levels of fatigue, with common complaints including irritability, difficulty concentrating and a lack of energy for other 
activities. 
 
Research shows that shift workers are at greater risk for obesity and have higher mean BMI than day workers (Eberly 
2010). A cross sectional study of 27,485 workers in Sweden found that women working night shifts have increased risk 
for metabolic syndrome27 compared to workers who just work during the day. Women working shifts had a relative 
risk of 1.71 of testing positive for three metabolic variables, compared to women working normal day hours (Karlsson 
2001).  
 
Shift work is associated with significant mental health impacts, especially for women working as caregivers. Geiger-
Brown and colleagues (2004) studied 473 female nursing assistants working in nursing homes in the United States to 
understand how schedule demands impacted workers’ mental health. Working two or more double-shifts per month 
was associated with increased risk for all mental health indicators studied. Double-shift workers were at three times the 
risk for depression and showed a 75% increased risk for anxiety. Further, odds of depression were four times higher 
for nursing assistants that had multiple schedule demands: working over 50 hours a week, more than two weekends a 
month and more than two double shifts a month (Geiger-Brown 2004). 
 
Shift work, and especially night shift work, increases the risk and severity of injuries for health care workers. Horwitz et 
al. (2004) conducted a cross sectional analysis of workers’ compensation claims filed by hospital employees in Oregon 
from 1990 -1997. The injury rate for day shift workers was 176 per 10,000 compared to 324 for the evening shift and 
279 for the night shift. Injuries to workers on the night shift were more severe overall with workers injured on the 
night shift averaging 46 days off for injury disability compared to 39 days off for evening shift workers and 38 for day 
shift. (Horwitz 2004) 
 
In a prospective nationwide survey of medical residents, Barger et al. (2005) found that 86.5% of residents working 
extended shifts in the hospital slept four hours or less during their work shift of 24 hours or more. The survey found 
that the increased odds for reporting a motor vehicle crash after an extended shift was 2.3 and the increased odds for 
a near-miss accident was 5.9, compared to residents not working extended shifts. Each additional extended work shift 
scheduled in a month increased the monthly risk of crash during the commute by 16.2 percent (Barger 2005).  

 

 

                                                 
27 Metabolic syndrome refers to a set of metabolic risk factors for coronary heart disease and type 2 diabetes. Metabolic risk factors 
include abdominal obesity, high triglycerides, low concentrations of HDL cholesterol, elevated blood pressure, and glucose 
intolerance (AHA 2010). 
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Box 6: Health Effects of Long Working Hours 

 
The diagram below outlines a framework for studying the undesirable impacts of long working hours.  This diagram 
was created by the National Occupational Research Agenda (NORA) Long Work Hours team to support future 
research on the health impacts of long work hours.  The team, which included experts from industry, labor and 
government, conducted an extensive literature review and gathered input from attendees at a conference on long 
work hours to develop the framework illustrated below.   
 
Similar to the findings in the Sleep section below, the Long Work Hours team found that long work hours can impact 
(1) workers’ injuries, illnesses, quality of life and earning capacity; (2) the relationships, income and work burden of 
family members of the worker and the care-recipient; (3) the worker’s productivity, quality of care, and injury costs; 
and (4) more broadly, the community at-large via likelihood of accidents, work errors and occupational injury and 
illness costs.  The researchers found that long work hours contribute to reduced/disturbed sleep, fatigue, stress, 
negative mood, discomfort, pain, and neurological, cognitive and physiological dysfunction.  These impacts may be 
mediated by worker vulnerabilities, the characteristics of the job, and various societal and individual level factors.  This 
research framework and agenda could be helpful to shaping the formation of research on domestic workers and the 
impacts of sleep and rest requirements upon the worker and quality of care.   
 
For more information about the NORA Long Work Hours report and other health effects of work schedules, please 
visit http://www.cdc.gov/niosh/topics/workschedules/  
 
 

 
From Caruso et al. 2006 
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7.2.1 Sleep and Life Expectancy  

Large cross-sectional and 
prospective studies show that 
people who routinely sleep 
five or fewer hours a night 
have a 10 -15% increased risk 
for all-cause mortality 
compared to people who 
sleep seven to eight hours a 
night (Gallicchio 2009, Kripke 
2002, Patel 2004, Tamakoshi 
2004, Ferrie 2007). A meta-
analysis of 16 studies (27 
cohort samples with 1.4 million 
participants) found that short 
sleep duration (less than five 
or seven hours of sleep) 
increases risk of death by 12% 
compared to those who slept 
seven or eight hours a night 
(Cappuccio 2010).  Cappuccio 
and colleagues found that the 
causative mechanisms for 
increased morbidity from short 
sleep duration were metabolic syndrome and stress-related (increased cortisol secretion and inflammation).  
Sleeping more than eight or nine hours was also associated with increased risk of death, compared to those 
who slept seven or eight hours per night, however the mechanism was unknown and authors believed that 
confounding and co-morbidities may have influenced risk.  Kripke et al. (2002) found evidence for an 
exposure-response relationship between average hours of sleep and mortality (See Figure 5). Using the 
Whitehall II cohort of British civil servants, Ferrie and colleagues (2007) found that decreases in sleep 
duration over a three- to five- year period were associated with a 110% excess risk of mortality from 
cardiovascular disease after controlling for relevant risk factors.  
 
7.2.2 Sleep and Chronic Disease  

Research shows that insufficient sleep is associated with increased risk for obesity, diabetes, hypertension and 
coronary heart disease (Isomaa 2001, Lakka 2002, Knutson 2007, Cappuccio 2008, Patel 2008, Gottlieb 
2006).  
 
Hypertension  
A longitudinal analysis of 4,810 participants in NHANES I (National Health and Nutrition Examination 
Survey) found that sleep duration of less than five hours per night was associated with a significantly 
increased risk of hypertension for participants 32-59 years old — twice the risk compared to those who slept 
eight hours a night (Gangwisch 2006).  
 
Heart Disease  
A systematic review and meta-analysis of articles published between 1997 and 2009 found that in the 15 
studies (24 cohort samples with 474,684 participants) short sleep duration (less than five or seven hours of 
sleep) was associated with an increased risk of developing or dying of coronary heart disease (RR = 1.48) 
and stroke (RR = 1.15) (Cappuccio 2011).   A large prospective cohort study of nurses in the United States 
found that short sleep duration has a significant impact on coronary heart disease. Compared to the 

Figure 5: Sleep Duration and Mortality in Women in the United States  

SOURCE: Kripke et al. (2002) 
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reference group of nurses that reported an average of eight hours of daily sleep, nurses who slept six hours 
had a relative risk of 1.30 for developing coronary health disease and nurses who slept less than five hours 
had a relative risk of 1.82 (Ayas 2003b). The same study also found that nurses who slept less than five 
hours nightly had an increased risk for diabetes (RR=1.57) (Ayas 2003a). 
 
Obesity  
Patel and Hu (2008) conducted a systematic review of manuscripts published between 1966 and 2007 on 
the relationship between short sleep duration and weight gain, finding there was a clear and strong 
association between short sleep duration and concurrent and future obesity among children.  Among adults, 
there was a more mixed association with 17 of 23 studies finding an independent association between short 
sleep duration and weight gain.  Though the association wanes with age, three longitudinal studies also found 
a positive association between short sleep duration and future weight gain in adults (Patel 2008).  Cappuccio 
and colleagues (2008) conducted a meta-analysis of articles analyzing a relationship between short sleep 
duration and obesity at different ages.  The authors found a pooled odds ratio of 1.89 for children (95% 
Confidence Interval: 1.46 to 2.43; P < 0.0001) and 1.55 for adults (95% Confidence Interval: 1.43 to 1.68; P 
< 0.0001), suggesting that short sleep duration consistently increases risk of obesity among both children 
and adults.  However, the authors note that drawing any definite conclusion “is difficult due to lack of 
control for important confounders and inconsistent evidence of temporal sequence in prospective studies.” 
(Cappuccio 2008) 
   
Insufficient sleep duration is also associated with increased risk of metabolic syndrome (Karlsson 1999). 
DiMilia et al. (2009) conducted a cross sectional survey of 346 shift and day workers in the coal industry and 
found that long working hours (OR=2.82), age (OR=2.05) and short sleep duration (OR=1.92) were the 
most important predictors of obesity. A study of middle-aged adults in Pennsylvania found similar results of 
increased risk for metabolic syndrome associated with short sleep duration (Hall 2008). 
 
7.2.3 Sleep, Stress and Mental Health 

Sleep deprivation studies show that short-term reduced sleep duration among healthy volunteers is 
associated with stress-related health effects such as elevated blood pressure and increased production of 
cortisol28 (Ulmer 2009, Colten 2006, Lee-Chiong 2006, Pandi-Perumal 2007). Over time, chronic stress 
negatively impacts the health of adults and children through its impacts on neuroendocrine, vascular, 
immune and inflammatory mechanisms. Specifically, chronic stress can accelerate aging and increase risk of 
heart disease, stroke, diabetes, low birth weight or premature birth, depression, anxiety, stroke, and other 
conditions (McEwen 1998, Harvard CDC 2007, Bauer 2004, Hertzman 2003).  
 
Research shows that shortened sleep hours are related to increased depression, anger, frustration, tension, 
and anxiety (Kahn-Green 2007, Sagaspe 2006, Babson 2010). Lack of adequate sleep can result in the 
magnification of negative reactions to adverse experiences and mitigation of positive reactions to pleasant 
events (Zohar 2005). Negative reactions to adverse experiences could negatively impact caregiving and the 
ability of care providers to provide empathetic and positive care for care-recipients. 
 
7.2.4 Cognitive and Motor Performance  

Experimental research shows that sleep deprivation significantly impacts cognitive and motor performance. 
Cognitive and motor performance lapses are of particular concern in a caregiving setting because those 
performance lapses lead to errors and decreased quality of care (Ulmer 2009, Estabrooks 2009, Surani 
2008).  Experimental research has consistently shown that individuals who sleep less than five hours a night 
experience acute sleepiness and fatigue that is manifested in the short term in decreased cognitive and 
motor performance (Belensky 2003, Dongen 2003).  

                                                 
28 Often called the “stress hormone,” cortisol in the saliva is increasingly used as a physiologic measure of stress. Although cortisol 
can support quicker reactions in adverse moments (e.g. “fight or flight responses”), long-term exposure can harm health. 
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A review and meta-analysis of sixty studies published between 1971 and 2005 involving 959 physician and 
1028 non-physician participants found that sleep deprivation impacts human performance measures 
including cognitive function, vigilance, fine motor skills and mood.  In pooled analysis, sleep deprivation 
reduced cognitive performance by nearly one standard deviation (-.951).  The meta-analysis also showed 
significant and large effects on clinical performance, memory and vigilance.  The authors also identified 
several aspects of sleep deprivation that have not been studied with respect to performance: chronic partial 
sleep deprivation, work task duration, pacing and complexity of tasks (Philbert 2005).   
 
Another review and meta-analysis of nineteen studies found that “sleep deprivation strongly impairs human 
functioning” in the areas of cognitive performance, motor performance and mood.  In pooled analysis, sleep 
deprivation reduced cognitive performance by 1.37 standard deviations.  The authors found that mood was 
most affected by sleep deprivation, followed by cognitive performance and motor performance.  Partial 
sleep deprivation was found to have a surprisingly strong overall effect, which points to the importance of 
circadian rhythms in day-to-day mood and function (Pilcher 1996). 
 
Figure 6 illustrates the dose-
response relationship between 
sleep restrictions and 
cumulative cognitive 
impairment. Belenky et al. 
(2003) studied the effects of 
cumulative sleep deprivation on 
an individual’s capacity to 
detect and respond to a 
stimulus in the environment (a 
light) and to sustain attention. 
Individuals who slept seven and 
nine hours performed 
significantly better than those 
who slept three hours, and the 
performance gap widened over 
several days of accumulated 
sleep deprivation. After seven 
days, individuals sleeping seven 
hours a night were averaging 
one-third as many performance 
lapses compared to individuals 
sleeping three hours a night 
(Belenky 2003). 
 
7.2.5 Work Errors & Injuries 

An indirect effect of impairment in cognitive performance is the increased likelihood of errors and 
decreased performance which may negatively impact quality of care. Caregivers who are sleepy or fatigued 
may be more stressed in their relationship with their employer, more likely to have difficulty with problem-
solving or detail-oriented tasks, and more prone to household or motor vehicle accidents (McCurry 2007).  
A one-year randomized intervention study of medical residents compared medical errors among residents 
who worked a conventional extended 24-hour shift to those who worked an intervention schedule with no 
extended shifts. Serious medical errors were reduced by 36% among those working the intervention 
schedule and PAEs (measurement of harm reaching the patient) were reduced by 27% (Ulmer 2009). The 
American Medical Association evaluated this study, concluding that the performance improvements and 
reduction in medical errors were largely attributable to the intervention rather than any other confounding 

Figure 6: Cumulative Cognitive Impairment after Repeated Nights of 
Sleep Restriction  

SOURCE: Belenky et al. (2003) 
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factors.  Most studies of the effects of shift length on patient care compare eight and twelve-hour shifts, and 
show a significant difference, with more errors and accidents among nurses who work twelve-hour shifts 
(Estabrooks 2009).  These studies suggest that insufficient sleep may increase the likelihood of a work error 
that could result in injury to the worker, care-recipient or both. 
 
7.2.6 Traffic Accidents 

Drowsy driving is the reported cause of over 100,000 crashes annually in the United States, and according 
to the Department of Transportation, it is “widely recognized that drowsy driving is underreported as a 
cause of crashes” (U.S. DOT). One study by the National Highway Traffic Safety Administration placed 
electronic monitors on a random sample of 100 volunteer drivers over 13 months of driving and found that 
drowsiness was a contributing factor in 20% of all crashes (Klauer 2006).  A systematic review of 
epidemiological studies that evaluated the role of driver sleepiness found that risk increases substantially 
when the driver had slept less than five hours or when driving in the early morning hours.  Cumulative sleep 
debt in shift workers also compounded levels of sleepiness.  The authors estimate that 15-20% of motor 
vehicle crashes in high-income countries are attributable to driver sleepiness (Connor 2009). 
 
Recent studies have shown that health care professionals who work long shifts are at significantly increased 
risk for falling asleep while driving and for motor vehicle crashes. A study of 2737 medical residents found 
that a documented motor vehicle crash was more than twice as likely to occur after an extended work 

shift (≥24 hours) than after a non-extended shift. The odds of a near-motor vehicle crash, as reported by 
the medical residents, were more than five times as high after working an extended shift (Barger 2005). The 
same study found that each extended work shift scheduled in a month increased the monthly risk of a 
motor vehicle crash by 9.1 percent. If residents worked five or more extended shifts in a month, the study 
also found a significantly increased risk that they would fall asleep while driving (OR=2.39) or while stopped 
in traffic (OR=3.69) (Barger 2005).  
 
Similarly, a study of 895 hospital nurses found that two-thirds of nurses reported at least one episode of 
drowsy driving in a month during their return commute. The risk for an episode of drowsy driving doubled 
when nurses worked shifts over 12 hours. The same study found that 16% of the nurses reported a motor 
vehicle crash or near-motor vehicle crash, and 60% of those reported incidents occurred following shifts of 
longer than 12 hours (Scott 2007). These studies show that the risks associated with drowsy driving and 
motor vehicle accident are not reserved to driving-related professions. Health care and caregiving 
professionals that work long shifts are at increased risk for falling asleep while driving and for motor vehicle 
crashes which makes their sleep deprivation a public health concern for all people involved in motor vehicle 
travel. 
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Stutts et al. (1999) and 
the AAA Foundation for 
Traffic Safety found a 
dose-response 
relationship between 
average hours of sleep 
and likelihood of sleep-
related crash. The risk 
for drivers who slept five 
hours was half the risk of 
drivers who slept less 
than five hours, yet was 
twice the risk for crash 
for drivers who slept 
eight hours (Figure 7). 
The risk of traffic 
accidents has led to the 
creation of work 
limitations for certain 
occupations including 
pilots, truck drivers, and 
railroad conductors (See 
Appendix B).  
 
 

7.2 What is the evidence for insufficient sleep among domestic workers?  

To date, the number of domestic workers experiencing sleep impairment and the average length of sleep in 
this population has not been enumerated via survey or other research methods. However, it is reasonable 
to assume that the work environment contributes to insufficient sleep for a subset of domestic workers. A 
subset of domestic workers who provide care to children, the elderly, sick or disabled adults often provide 
care at night during typical sleeping hours. People with dementia or severe chronic disease have nocturnal 
needs for care (McCurry 1999, McCurry 2007, Carter 2000). Studies conducted over the past fifteen years 
have found that two-thirds of family caregivers for people with dementia experience sleep disturbances, and 
80% of those experience sleep disturbances more than once a week (Wilcox 1999, McCurry 1995).  
 
Other domestic workers are working 24-hour shifts or living in their employer’s home. These workers are 
typically expected to perform work tasks both at night and during the day, depending upon the needs of the 
employer and care-recipient. This may contribute to an irregular and disrupted sleep schedule, which can 
also be a contributing factor to the development of sleep disorders such as insomnia that become a further 
barrier to uninterrupted sleep (Schulz 2004, McCurry 2009). 
 
7.3 Which domestic workers would be impacted by a change in sleep requirements? 

The proposed legislative protections for sleep would impact only a subset of California domestic workers – 
live-in workers or those who work 24 or more hours with one employer. Personal attendants and personal 
and home care aides are the types of domestic workers most likely to be impacted by this provision since 
they regularly provide long hours of continuous care. Child care providers, especially live-in nannies, would 
also be impacted. Housekeepers and maids may be impacted however it is anticipated that the majority of 
cleaning-related domestic work is performed by domestic workers who live outside their employer’s home.  
According to our estimates, 43% of domestic workers in California are either classified as personal and 
home care aides or as child care workers (see Table 6). However it is not known what proportion of these 
workers work 24 or more hours or live in their employers home.  

Figure 7: Risk of Auto Crash of Sleep Deprived Drivers 

SOURCE: Stutts et al. (1999) 
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As noted in Section 6, the need for 24-hour care will continue to increase in the coming decades according 
to the projections of long-term care-recipients who prefer to receive care in their homes rather than enter 
a long-term care facility. Some care-recipients do not require round-the-clock care but some people with 
dementia, chronic disease or disability do need to have someone on call 24 hours a day (Smith 2009, U.S. 
DHHS 2003). Thus the number of home health care and personal care providers in California is projected 
to double by 2018 (CA EDD 2010), which would significantly increase the number of individuals impacted 
by the proposed AB 889 legislation.  
 
As currently written, AB 889 allows for domestic workers and their employers to write a bona fide mutually 
agreed written agreement to forego the law’s sleep requirements.  This provision would allow for certain 
exceptions to the law when mutually agreed upon by both the worker and the employer.  However, it is 
assumed that the majority of employers of live-in domestic workers and 24-hour caregivers would be 
required to comply with this provision. 
 
7.4 How would the legislation change hours or quality of sleep of domestic workers? 

AB 889 sleep provisions require employers of domestic workers to provide 1) a minimum of eight 
consecutive hours of sleep and 2) an adequate, decent, and sanitary sleeping location for domestic workers 
who work 24 or more consecutive hours. This rule applies both to live-in domestic workers and to personal 
attendants (Box 4).  
 
Assuming compliance with the law, domestic workers who live in their employers’ homes and domestic 
workers working 24 hours or more would be expected to have improved sleep conditions. Specifically, 
domestic workers would be expected to be able to rest for at least eight hours without interruption in a 
location that is suitable and adequate for sleeping.  
 
7.5 How would the legislation impact care-recipients? 

The care needs of employers of domestic workers differ. For example, employers of live-in domestic 
workers who primarily provide housekeeping may already place few nighttime demands on their workers or 
may more easily be able to meet the sleep requirements.  In these cases, the provision is not likely to impact 
care-recipients. 
 
Where 24 hour care is essential, for example for some disabled individuals, AB 889 sleep provision may 
result in employers’ needing to hire additional employees.  However, the total hours of work and thus 
employer costs should not change as the employer is currently required to pay for all hours worked. 
Alternatively, the employer may choose to forego care during the eight hour period that the domestic 
worker is sleeping or have a family member provide the care. It is not possible to judge whether the quality 
of care would change due to these reasons. 
 
As described above, AB 889 sleep provisions may indirectly improve quality of care for care-recipients by 
reducing sleep deprivation and resulting impairment of cognitive motor performance. Regular sleep would 
a) decrease the likelihood of work errors and accidents that may negatively impact the care-recipient and b) 
result in more well-rested, healthier, and more focused workers.   
 
Currently personal attendants are excluded from overtime laws and meal and rest break requirements. 
Other provision of AB 889, including overtime provision and paid sick days, could potentially impact the 
cost of 24 hour care; however, these provisions are not the subject of this HIA.   
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7.6 What is the likelihood, certainty, and magnitude of health effects resulting from the legislative 
changes to sleep requirements? 

In summary, based on the available evidence, understanding of the domestic worker population and their 
socio-economic and work-related vulnerabilities, we predict that the passage of a sleep requirement for 
domestic workers would protect the health of a sizable and growing subset of domestic workers in 
California. 
 
Table 12 provides a summary judgment of the likelihood, intensity, and magnitude of the health effect and 
the uncertainties related to limits of available evidence. A quantitative estimate of the magnitude of health 
effects related to sleep is not possible due to the lack of data on the following factors: 

 the number of domestic workers working 24 hours or more or working as live-in workers 

 the current distribution of sleep hours for domestic workers impacted by the law. 
 
 

Table 12: Summary Assessment of Expected Effects of Sleep Protections on Health 

Who ImpactedHealth Outcome Likelihood Intensity / 
Severity DW CR GP

Magnitude Uncertainties related to limited 
evidence 

Mortality    High +   Small 

Chronic Disease & Obesity   Mod +   Small to 
Moderate 

Stress & Mental Health   Mod + ?  Small to 
Moderate 

Cognitive & Motor 
Performance 

   Mod + +  Moderate 

Work Errors & Injuries    High + +  Moderate 

Traffic Accidents    High + + + Uncertain 

Studies on health effects of sleep 
not specific to domestic work 
population 
 
Limited information on current 
sleep patterns in affected 
population 
 
Baseline health status in affected 
domestic work population 
 
Data on utilization of protections 
 

 
Explanations: 

 Likelihood refers to strength of research/evidence showing causal relationship between sleep and the health outcome:  = 
limited evidence,   = limited but consistent evidence,    = causal relationship established. A causal effect means that 
the effect is likely to occur, irrespective of the magnitude or severity. 

 Intensity/Severity reflects the nature of the effect its affects on function, life-expectancy and its permanence (High = very 
severe/intense, Mod = Moderate) 

 Who impacted refers to which populations are impacted by the health outcomes associated with proposed sleep requirements.  
DW = Domestic Workers, CR = Care Recipient, GP = General Population.   

 Magnitude reflects a qualitative judgment of the size of the anticipated change in the health effect (e.g. the increase in the 
number of cases of disease, injury, adverse events).   
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7.7 What barriers, vulnerabilities, or other uncertainty factors could modify the health effects of the 

law? 

There is strong, consistent evidence for the health protective functions of sleep. The primary factors 
generating uncertainty in the health effects estimates include the lack of data on the size of the domestic 
worker population subject to the legal protections, their current sleep patterns, and understanding on the 
expected utilization of the law. Nevertheless, the evidence suggests that the benefit from sleep protections 
would be substantial for workers currently experiencing insufficient sleep due to work hours. Furthermore, 
the need for 24-hour care will continue to increase in the coming decades according to the projections of 
long-term care-recipients who prefer to receive care in their homes rather than enter a long-term care 
facility. 
 
Mitigating the following barriers to utilization could maximize the protective effect of the law:  

 Gender or racial dynamics may impact a worker’s ability to confront non-compliant employers.  

 Fear of retaliation, unemployment, or a need for more income may prevent low-wage or 
undocumented domestic workers from demanding a good night’s sleep.  

 Workers working without a contract may not know or believe that they are legally entitled to 
sleep.  

 Enforcement agencies’ limited resources may result in a lack of surveillance and lack of enforcement 
around this provision in private homes. 

 Domestic workers who work 24-hour shifts or live in their employer’s home may be the sole 
caregiver in the home, and may not have any flexibility to meaningfully exercise their right to sleep 
given the demands of their position. Sleep provisions are likely to have limited impact for caregivers 
in situations where employers are not able to afford to hire multiple caregivers to cover continuing, 
round-the-clock care. 
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8 HEALTH IMPACTS OF PROPOSED WORKERS’ COMPENSATION 
COVERAGE 

Passage of the California Domestic Work Employee Equality, Fairness, and Dignity Act of 2011 would 
eliminate language in Labor Code §§§3351, 3352, 3715 that excludes certain classifications of domestic 
workers from state workers’ compensation insurance (Box 7). The following analysis considers how this 
proposed change would affect the health of domestic workers in California utilizing the logic model 
illustrated in Figure 8. 
 

Figure 8: Logic Model of Impacts of Workers’ Compensation Provision Upon Domestic Worker Health 

 

 

 
Consistent with the logic model, to the analysis answer the 
following research questions: 
 
8.1 What is the incidence of occupational illness and 

injuries among domestic workers? 

8.2 What are the known health effects of workers’ 
compensation coverage? 

8.3 What is the evidence for insufficient access to workers’ 
compensation among domestic workers? 

8.4 Which domestic workers would benefit from changes 
in workers’ compensation coverage under the 
legislation? 

8.5 How might the workers’ compensation provision 
impact care-recipients and employers? 

8.6 What are the likelihood, intensity, and magnitude of 
health effects resulting from legislative changes in 
workers’ compensation rules?  

8.7 What barriers, vulnerabilities, or other uncertainty 
factors could modify the health effects of the 
legislation? 

 
 

Box 7: AB 889 Workers’ Compensation 
Provision  

 
Proposed Change = California Labor Codes §§§3351, 
3352, 3551, 3708, 3715 amended to eliminate current 
exclusions of domestic workers from eligibility and access 
to workers’ compensation. Labor Code §§ 3354 and 
4156 repealed. 
[Example of Repealed Code] (h) Any person …who was 
employed by the employer to be held liable for less than 
52 hours during the 90 calendar days immediately 
preceding the date of the injury or injuries..., or during the 
90 calendar days immediately preceding the date of the 
last employment in an occupation exposing the employee 
to the hazards of the disease or injury or injuries..., or who 
earned less than $100 in wages from the employer during 
the 90 calendar days immediately preceding the date of 
the injury or injuries… or during the 90 calendar days 
immediately preceding the date of the last employment in 
an occupation exposing the employee to the hazards of 
the disease or injury or injuries…. 



 

SFDPH DW HIA | Page 56 

8.1 What is the incidence of occupational illness and injuries among domestic workers? 

As described in Section 6.3, quantitative and qualitative research with domestic workers and related 
employment sectors suggest that domestic workers have a higher risk compared to other workers for 
musculoskeletal disorders,29 including low-back pain, sprains, and strains; upper extremity repetitive strain 
injuries such as tendonitis and carpal tunnel syndrome; and occupational asthma and dermatitis from 
exposure to cleaning products.  
 
Musculoskeletal injury risks 
Bureau of Labor Statistics (BLS) data show that both housekeeping cleaners and home health care workers 
have three times the rate of occupational musculoskeletal injuries due to overexertion as compared with 
the overall worker population in the United States (Galinsky 2001).  Home health workers take days off 
from work due to illness and injury at a rate 70% higher than the national average (Serb 1997).   A survey 
of parents of young children found that two-thirds experience musculoskeletal pain associated with lifting 
and carrying their children (Sanders 2005); domestic workers involved in child care may be expected to 
suffer similar consequences.  These findings and conclusions are consistent with the general observation that 
more demanding physical work is a factor that contributes to greater prevalence of reported workplace 
injury (Stover 2007, Dembe 2005, Coleman 2002).30 Table 13 reviews selected studies of home health care 
worker injuries.  
 

Table 13: Selected Studies Concerning Injuries Of Home Health Care Workers 

Study Study population Finding 

Myers et al., 1994  Home health aides and hospital 
nursing aides at hospital and home 
health agencies in Baltimore/ 
Washington DC area 

15.4/100 annual back injury rate among home 
health aides, double that reported by hospital 
nursing aides 

Zechter et al., 1987 Home care workers in San Diego 26% of workers reported musculoskeletal pain as 
compared with 7.7% of controls 

Denton et al., 2003 Home care workers in Ontario, 
Canada 

12/100 annual injury rate; Twice the rate of back 
pain among home care workers as among all 
working women. Of injured workers, 53% report 
current back injury, while 28% had arm and hand 
injuries and 27% had shoulder injuries 

Howard et al., 2010 Home care workers in Washington 
State in the state workers’ 
compensation database 

13.8/100 annual injury rate; 68-84% of injuries 
due to overexertion 

 
Asthma and dermatitis due to cleaning products 
Work-related asthma is gaining increasing attention as a contributor to adult asthma. Occupational 
exposures are estimated to account for 15% of adult asthma overall (Quint 2008, Tarlo 2008, Balmes 
2003). Twelve percent of work-related asthma cases are related to the use of cleaning products (Rosenman 
2003) and cleaners are diagnosed with work-related asthma and wheezing at significantly higher rates than 
the general worker population (Rosenman 2003, Charles 2009, Arif 2003, Jaakkola 2006). Janitors and 
cleaners in California were estimated to suffer from work-related asthma at eight times the rate of California 
workers in general (Reinisch 2001), while workers in health-related occupations had 2.3 times greater odds 
than the general worker population of having work-related asthma (McHugh 2010). Reported rates of 
work-related skin problems among cleaners vary from 6% to over 50%, depending on the research 
methodology and diagnostic criteria used (Charles 2009). One European survey found that 10% of cleaners 

                                                 
29 These disorders are among the most common treated in the workers’ compensation system (Liberty Mutual 2008), and an 
extensive literature exists concerning their management (Punnett 2004). 
30 Recent research suggest that physical work demands are a significant factor influencing likelihood of attributing musculoskeletal 
symptoms to the work environment (see Neuhauser F, UC Berkeley). 
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had sought medical care for their skin problems (Nielsen 1996). Data are not available on the frequency of 
work-related asthma in domestic workers. 
 
Estimated Number of Injuries and Illnesses among CA Domestic Workers 
We estimated an approximate expected number of occupational injuries and illnesses among the California 
domestic worker population by multiplying the reported rates of work-related injuries in related 
occupations by the estimated number of domestic workers working in private households in California by 
occupational classification.  Table 14 presents these estimates along with national median days away from 
work and incidence rates per 10,000 full-time workers for all nonfatal occupational injuries and illnesses and 
due to musculoskeletal disorders by private industry occupational group.   
 

Table 14: Median Days Away from Work, Incidence, and Estimated Number of Occupational Injuries and 
Illnesses for Select Domestic Work Occupations Working in Private Households in California 

All nonfatal occupational injuries and illnesses Musculoskeletal disorders (MSDs) Occupation in Private 
Industry National 

Median 
Days Away 
from Work 

National 
Incidence 
RateA 

# CA 
Domestic 
WorkersB

Estimated # 
CA DW 
Total Occ.. 
Injuries & 
IllnessesC  

National 
Median 
Days Away 
from Work 

National 
Incidence 
RateA 

# CA 
Domestic 
WorkersB 

Estimated # 
CA DW  
MSD Occ. 
Injuries & 
IllnessesC 

Maids & 
Housekeeping 
Cleaners 

7 262.7 91,969 2,416 9 78.7 91,969 724 

Child Care Workers n/a 114.2 24,918 285 n/a 60.5 24,918 151 

Personal and Home 
Care Aides 

7 163.9 75,948 1,245 10 61.7 75,948 469 

Home Health Aides 5 108.6 20,095 218 10 41.0 20,095 82 

Total  n/a   4,164 n/a   1,425 

Total Private Industry  8 106.4 n/a n/a 10 31.3 n/a n/a 

 
A Incidence rates are the number of injuries and illnesses per 10,000 full-time workers.   
B See Appendix A for explanation of estimate. 
C Estimated number of occupational injuries and illnesses among CA domestic workers is calculated by multiplying the incidence rate 
per 10,000 full-time workers by the estimated number of CA domestic workers per occupation.  Estimates reflect annual estimates 
for 2009. 
 
Data from Bureau of Labor Statistics, 2009 Survey of Occupational Injuries and Illnesses.  Tables 3, 20, and R97. 
See Appendix A for methodology and explanation of median days away from work, incidence rates, and numbers of CA domestic 
workers.  Median days away from work and incidence rates are for entire occupation in private industry, not just workers in private 
households.  
 

 
Although the median days away from work is the same or less than average private industry workers, maids 
and housekeeping cleaners, child care workers, and personal and home care aides are more than twice as 
likely to take time off from work due to musculoskeletal disorders than the average worker in private 
industry.  Based on the estimates above, California domestic workers were projected to experience roughly 
4,164 work-related injuries and illnesses in 2009, or roughly 196 injuries for every 10,000 domestic workers 
in California, including 67 musculoskeletal injuries for every 10,000 workers, almost double the national 
average in private industry. 
 
As stated in Section 5.7, population-based estimates using existing Census and Bureau of Labor Statistics 
(BLS) data likely underestimate the total number of domestic workers and existing surveillance systems of 
occupational injuries and illnesses may significantly underestimate the total work-related disease and injury 
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burden.31  Thus it is assumed that numbers presented above are very conservative estimates of the total 
occupational injury and illness burden in the California domestic worker population. 
 
8.2 What are the known health effects of workers’ compensation coverage? 

Workers’ compensation (WC) is an insurance program that provides medical care and temporary or 
permanent disability payments to employees with work-related injuries or illnesses.  In the event of a work-
related death, it also provides death benefits for families.32 See Appendix C for additional information on the 
California workers’ compensation system.  Only limited research has been conducted on health outcomes 
associated with workers’ compensation coverage and utilization, in part because access to workers’ 
compensation benefits is often assumed to be universal (Morse 1998, Stover 2007). However, access to 
workers’ compensation and utilization of workers’ compensation benefits is influenced by workers’ ability to 
access medical care for work-related injuries and illnesses.  Barriers to utilization are described in Section 
8.7, and are likely to be significant for domestic workers. 
 
Figure 9 summarizes the potential health consequences of increased workers’ compensation coverage, 
access and utilization by injured and ill workers. Increased access to workers’ compensation medical care 
and disability payments can potentially result in more rapid and complete recovery, decreased long-term 
disability resulting from workplace injuries and illness, increased productivity and well being, and decreased 
cost-shifting to public health safety nets. 
 

Figure 9: Impacts of Access to Workers’ Compensation on Health 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                 
31 Researchers have documented that occupational risks, illnesses, and injuries in occupations and industries that employ large 
numbers of low-wage and immigrant workers are often underestimated (Lashuay 2006). Incidence rates are from the Survey of 
Occupational Illnesses and Injuries (SOII) are “widely recognized [to] provide poor estimates of the incidence of occupational illness 
(vs. injury), and is particularly poor at surveillance of chronic illnesses” (Souza 2010). 
32 WC insurance was originally created to help facilitate injured workers’ access to medical care and financial compensation while 
limiting unpredictable lawsuits for employers (Fishback 1996, Bale 1989). 
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8.2.1 Access to Care and Treatment  

Access to workers’ compensation provides access to medical care and treatment of work-related injuries 
and illnesses, often with specifically qualified occupational health practitioners. Appropriate medical care for 
occupational injuries and illness supports recovery and decreases disability (Dembe 2005).  
 
Lack of access to workers’ compensation can result in delayed access to medical care, diagnosis and 
treatment of work-related injuries, particularly among workers who do not have general health insurance. In 
2002, the Institute of Medicine released a report that found uninsured adults were less likely to receive 
medically necessary care in the case of traumatic injury. They received less surgery and less physical therapy 
than their insured counterparts (Coleman 2002).  
 
Delayed treatment is likely to increase the risk of long-term disability for a variety of work-related medical 
conditions. Stover et al. studied workers in the Washington State workers’ compensation system to discover 
what factors were associated with long-term disability due to workplace illness and injury. This research 
found that workers who had a delay of twenty or more days between the time of injury and the first 
medical visit had 1.8 times greater odds of suffering long-term disability than workers who received 
treatment in the first ten days after injury (Stover 2007). Similarly, a systematic review of prognostic factors 
for disability due to work-related low-back pain revealed that either delay in treatment or reluctance to 
report injury were associated with prolonged disability (Shaw 2001). 
 
8.2.2 Prevention of Injury, Re-Injury, and Illness Exacerbation 

Medical treatment under workers’ compensation provides several specific opportunities for disease and 
injury prevention.  The occupational medical provider potentially acts as an intermediary between the 
employer and worker, recommending changes to work tasks and increased safety measures in order to 
allow recovery and prevent injury (Stover 2007). Access to workers’ compensation increases the likelihood 
that injured workers would be able to have medically-recommended work modifications, thus decreasing 
the risk for further injury and illness.  For example, the prevention of re-injury for caregivers of clients with 
limited mobility may entail training in body mechanics, as well as the purchase or rental of lift or hoist 
equipment by the client or family (Parsons 2006, Gerr 2000). This purchase or rental can be recommended 
by the workers’ compensation treating physician or the workers’ compensation insurance company, and 
may be partially covered by the client’s Medicare, Medicaid, or private health insurance program.  
 
The workers’ compensation treating physician may also play an important role in recovery from injury and 
illness by recommending time off from work and/or activity modification.  Among nonfatal work-related 
injuries and illnesses leading to time off work, back injury is the most common, accounting for 24% of 
workers’ compensation cases involving disability payments (NIOSH 2004, Stover 2007). Low-back pain gets 
better in fewer than 30 days in the vast majority of cases, no matter what specific treatment is given, so long 
as a worker is given the opportunity to rest from the work activities (such as heavy lifting or bending) that 
contributed to the pain (Gerr 2000, Johanning 2000, Pransky 2000).  
 
Asthma and dermatitis prevention and treatment also both depend on avoiding inciting exposures.  The 
most important principle in work-related asthma management is to discontinue exposure to the substance 
that is causing airway allergy or irritation (Nicholson 2005, Tarlo 2008). The earlier the worker is able to do 
so, the greater the chances of recovery (Perfetti 1998). Dermatitis due to workplace exposure is treated by 
avoidance of “wet work” by using gloves and limiting exposure to irritating or allergenic chemicals (Zock 
2005, Dembe 2001). In the case of domestic workers who develop asthma or dermatitis due to cleaning 
chemicals, the substitution of non-irritating or non-allergenic products would facilitate recovery.  
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8.2.3 Wage Replacement and Economic Stability 

Workers’ compensation (WC) allows workers to receive partial income replacement while temporarily or 
permanently disabled by a work-related condition, potentially allowing for the material needs of a domestic 
worker to continue to be at least partially addressed in the case of temporary or permanent disability due 
to workplace illness or injury (Dembe 2001).  This partial income replacement depends on the workers’ 
compensation treating medical provider acting as a gatekeeper (LaDou 2006), determining inability to work 
(and thus access to cash benefits) much as he or she would in the case of a non-work-related disability 
claim. Specialized diagnostic testing as ordered by the treating provider may be required in order to verify 
that an injury or illness is work-related, or to verify the extent of disability (Dembe 2005). A provider’s 
opinion that an injury or illness is work-related is an important consideration in the workers’ compensation 
claims certification process (LaDou 2006; Sum 1996).  
 
When temporary disability benefits are authorized, workers’ compensation insurance provides workers with 
cash payments for both short- and long-term disabilities. These cash payments, set at approximately two-
thirds of gross pay, are intended to prevent catastrophic consequences such as housing loss in the case of a 
work-related injury.33 Lower-income unionized workers are more likely to file for workers’ compensation 
benefits as compared with higher-income unionized workers, which may reflect the relative importance of 
partial income replacement for lower-income workers (Rosenman 2000).  
 
In the event that a work-related illness or injury were to result in a permanent inability to work, 
documentation concerning the work-related condition by the workers’ compensation treating provider is 
also crucial for protecting domestic workers’ income. If the worker has received medical care within the 
workers’ compensation system throughout the course of treatment, the documentation to support the 
work-relatedness of the condition and the nature and extent of disability is more likely to be complete. A 
thorough “paper trail” can be the determining factor as to whether the worker is able to receive disability 
payments or a financial settlement.34  
 
8.2.4 Job Productivity, Turnover, and Performance 

Access to workers’ compensation coverage impacts not only individual workers, but also clients, employers 
and the general public.  Workplace injuries that are not treated within the workers’ compensation system 
may increase turnover among “experienced, trained workers” who seek alternative employment rather 
than continuing in the job that led to the injury (Morse 2005).  Turnover of employees can result in a 
variety of costs for employers including lost productivity or care during vacancies, time spent interviewing 
new candidates, lower performance of newly hired staff, and time and resources spent training and orienting 
the new employee (Lovell 2005).  Seavey (2004) reviewed studies examining the direct and indirect costs of 
direct care worker turnover and found that average costs of each turnover ranged from $951 to $6,368, 
depending upon place and size of the establishment.  Costs are anticipated to be lower for domestic 
workers because private individual employers do not maintain the same levels of administration, 
bureaucracy, or training as agencies and organizations.  However, these studies do highlight the various, 
often hidden, costs associated with job turnover. 
 
Another impact of job turnover is increased risk of injury and illness in the new worker, which increases 
medical costs for the worker, employer, and society at large.  Researchers have consistently found that 
workers who are new on the job are more likely to get injured than those with longer job tenure (Breslin 
2006, Strong 2005).  A study of workers’ compensation claims and job tenure found that workers who had 
been employed for one month were four to six times as likely to file a claim as workers who had been 

                                                 
33 Though these payments may try to prevent catastrophe, some research has shown that WC disability payments, especially for 
workers with permanent disabilities, are inadequate for meeting basic needs. See Hunt 2003.  
34 Christine Baker, personal communication.  If a work-related condition is determined to be no longer improving despite medical 
treatment, the condition may be deemed to be “permanent and stationary.”  In California, insurance companies may then offer 
workers a lump sum settlement as an alternative to disability payments (See Sum 1996).   
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working for one year in the job, after adjusting for occupation, industry and gender (Breslin 2006).  
Increased risk of injury not only increases the likelihood of needing to access medical care and take time off 
from work to recover, but also can impact the workers’ income and job stability, which impacts their 
families’ economic and social well-being.   
 
Job turnover may also impact quality of care and the client or patient’s physical and mental functioning 
(Stone 2004).  Anecdotal evidence and qualitative studies suggest that job turnover among direct care 
workers may result in unsafe care, poorer quality of care, reduced access to care and major disruptions in 
the continuity of care (Stone 2004 from Wunderlich 1996).    
 
8.2.5 Cost-Shifting 

Each year, billions of dollars of the costs of workplace injuries and illnesses in the United States are 
“externalized”–the costs of medical treatment, as well as the costs of lost wages and productivity, are 
shifted from employers to workers and to public and private health insurance programs (Morse 2003, 
Bernhardt 2010, Pransky 2002, Leigh 2004). A recent study of workers’ compensation utilization using the 
Behavioral Risk Factor Surveillance System (BRFSS) survey showed that the workers’ compensation system 
paid the direct costs of workplace injuries for 61% of injured workers in California (CDC 2010); however 
this study did not examine indirect costs.  Economic analysis shows that fewer than one-third of the 
combined direct and indirect costs of workplace injuries and illnesses are borne by the workers’ 
compensation system, with workers and families paying 44% and government programs such as Medicare 
and Medicaid paying 18%. Private, non-workers’ compensation health insurance covers approximately 10% 
of the total (AFL-CIO 2005, Leigh 2000). Access to and utilization of workers’ compensation can prevent 
this cost-shifting. 
 
Figure 10 provides an overview of cost-shifting from employer and the workers’ compensation system to 
workers, government programs, and private health insurance companies. Figure 11 shows the distribution of 
who paid the direct and indirect costs of workplace injuries and illnesses.  Notably the workers’ 
compensation system covered only one-quarter of all occupational injuries and illnesses, whereas workers 
and others paid 45% of the costs out-of-pocket or through other means (Leigh 2000). 
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Figure 10: Cost-Shifting Due to Under-Coverage and Under-Utilization 

 
 

Figure 11: Distribution of Who Paid Direct & Indirect Costs for Workplace Injuries and Illnesses 

10%

27%

6%

12%

45%

WC Systems

Private Health Insurance

Out-of-Pocket, Other Private

Federal Govt

State and Local Govt

Data from Leigh, et al. 2000. 

 

 Direct costs of 
workplace injuries 
and illnesses (costs 
of medical 
treatment & 
insurance 
administration) 

 

 Indirect costs of 
workplace injuries 
and illnesses (costs 
of low wages and 
productivity) 

Cost-shifting from the 
WC system to: 
 

 Workers 
 

 Government 
programs such as 
Medicaid and 
Medicare 

 

 Private health 
insurance programs

 Lawful undercoverage 
 

 Unlawful undercoverage 
 

 Majority of workplace injuries 
do not result in WC claims 

 

 Disproportionate 
underutilization by low-wage 
and socially disadvantaged 
workers 



 

Page 63 | SFDPH DW HIA  

8.3 What is the evidence for insufficient access to workers’ compensation among domestic workers? 

Insufficient access to workers’ compensation can be determined by comparing the need/demand for 
workers’ compensation to the access and utilization of workers’ compensation. Currently there is no publicly 
available data to document domestic workers’ access to and utilization of workers’ compensation.35  
However, domestic workers’ employment in high-risk jobs, limited access to medical care, and economic 
vulnerability to income loss suggest that there is strong demand/need for access to workers’ compensation. 
 
As described in Section 6.2.3, domestic workers are at significant risk for preventable work-related injuries 
such as back pain and other musculoskeletal injuries, asthma, and dermatitis. Given the existence of “job 
creep” (Bernhardt 2007), many domestic workers might be at risk for multiple types of work-related injuries 
because of the multiple job tasks.  Data from the Bureau of Labor Statistics show that individuals employed 
as maids and housekeeping cleaners (11.5 per 10,000 full-time workers) were twice as likely to miss days 
from work due to multiple traumatic injuries and disorders compared to the general worker population (4.3 
per 10,000 workers) (Table 10). 
 
The survey of Bay Area domestic workers found that although nearly one-third (30%) of workers had 
suffered an injury or illness requiring medical care in the previous year, nearly two-thirds (64%) of workers 
who were injured or ill never received the medical care they needed due to inability to pay.  The majority 
(68%) of those who did receive medical care paid for it themselves or through family or friends (MUA 
2007).   At the same time, 93% of surveyed Bay Area domestic workers reported precarious finances; their 
earnings were not sufficient to cover basic living expenses for themselves and their families, and many were 
the sole wage earners for their families (MUA 2007).  
 
In contrast to the general belief that workers’ compensation coverage is universal, survey research across 
multiple employment sectors documents a pattern of low-wage, ethnic minority, and immigrant workers 
being less likely than the general population to have workers’ compensation insurance coverage (See Table 
15) and to utilize workers’ compensation benefits; this pattern is likely to affect domestic workers as well.  
Even where coverage exists, immigrant and low-wage workers may be less likely to file a claim if they are 
injured due to fear of retaliation and job loss. Similar to the workers described below, domestic workers are 
also likely to have insufficient access to workers’ compensation.   
 

                                                 
35 Insurance companies may be a potential source of utilization data, however contacting insurance companies and conducting 
analysis of their data was beyond the scope of this HIA. 

Table 15: Low-Wage, Immigrant, and Minority Workers and Workers’ Compensation  

Study Employment sector Finding 

Pransky et al., 2002 Non-agricultural Latino immigrant 
workers in Virginia 

56% had workers’ comp (WC) coverage; 
40% with workplace injury had filed WC claim 

Bernhardt et al., 2010 Low-wage workers in Chicago, 
Los Angeles, and New York City 

8% with serious workplace injury had filed a 
WC claim  

Lashuay et al., 2002 Garment workers in the San 
Francisco Bay Area 

3% of eligible injured workers had filed a WC 
claim  

Scherzer et al., 2005 Hotel room cleaners in Las Vegas 20% of unionized workers experiencing work-
related pain had filed a WC claim 

Valenzuela et al., 2006 Day laborers in U.S. 6% of injured workers had WC coverage for 
injury 

Carroll et al., 2005 Farmworkers in U.S. 33% undocumented workers had WC 
coverage vs. 65% authorized workers  

Herbert et al., 1999 NY OSH clinic patients who filed 
claims for carpal tunnel syndrome

Non-white workers’ claims were 28% more 
likely to be challenged than white workers’ 

Chinese Progressive 
Association, 2010 

Restaurant workers in San 
Francisco’s Chinatown 

76% of injured workers not report job injuries 
56% not know how to make a WC report 
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National research also shows that many low-wage workers are excluded from workers’ compensation 
benefits because they are systematically misclassified as independent contractors (Bernhardt 2010). 
Domestic workers are at risk for this misclassification, especially if they have multiple employers or have 
found their position through a placement agency (Smith 2002).  Both employers and domestic workers may 
not understand that domestic workers’ workers’ compensation coverage is obtained through homeowners’ 
and renters’ insurance.  In addition, misunderstandings may arise because the workers’ compensation claims 
form requests a social security number. A valid workers’ compensation claim can be filed even if the field is 
left blank, but workers and employers may be unaware that this omission is permitted.  
 
 
8.4 Which domestic workers would benefit from changes in workers’ compensation coverage under the 

legislation? 

Currently, any domestic worker who works more than 52 hours or earns more than $100 in the previous 
90 days is entitled to workers’ compensation coverage by their employers.  The specific number of 
domestic workers currently excluded from workers’ compensation benefits and protections is not known. 
The change in the law under AB 889 is anticipated to effect domestic workers who work limited hours for 
multiple employers (e.g., housecleaners) (Box 7).  If AB 889 passes, all domestic workers who are injured on 
the job and work for an individual employer that has homeowners’ or renters’ insurance that includes the 
workers’ compensation liability provision, would be eligible for coverage by workers’ compensation through 
their employers’ insurance.   
 
The proposed legislation would also support access to workers’ compensation benefits for some domestic 
workers who currently do not have the ability to seek redress from the workers’ compensation appeals 
board in the event that the employer has not appropriately purchased workers’ compensation insurance. 
Currently, only domestic workers employed for more than 52 hours or who earn more than $100 in a 
ninety day period by a single employer are able to seek such redress. Excluded workers are able to sue their 
employers, but not to seek this important administrative remedy.36 The provision of the law concerning 
redress from the workers’ compensation appeals board is not a focus of this HIA.  
 
8.5 How might the workers’ compensation provision impact care-recipients and employers? 

In general, workers who continue to work with an injury or illness may not be providing adequate or safe 
quality of care.  Medical care under workers’ compensation system thus might also improve the quality of 
care for care-recipients.  However, in some situations, the employer would need to find an alternative or 
temporary worker to fill in until the primary domestic worker returns. This may result in a gap in care 
provision or hiring of an employee that is less experienced or less accustomed to the care needs of the 
care-recipient.   
 
The law also is not likely to substantially affect the costs of care for employers, though may require the 
purchase of homeowner or renters’ insurance.  The utilization of workers’ compensation benefits is typically 
borne by the insurance carrier and thus shared among all covered employers.  Commonly, workers’ 
compensation insurance for private household employees in included in homeowners’ and renters’ 
insurance policies in California.  In these cases, the employer of the injured worker would only need to 
provide wages to the temporary worker who is filing in for the injured worker.   
 

                                                 
36 See Appendix D for discussion about how WC was originally designed to create a no-fault system, to support workers’ quicker 
access to medical care and temporary disability payments. 
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8.6 What are the likelihood, intensity, and magnitude of health effects resulting from legislative changes 
in workers’ compensation rules? 

The health and societal benefits of the workers’ compensation system for employed workers is substantial. 
However, estimating the magnitude of these benefits for domestic workers currently excluded from 
protections requires making reasoned inferences about domestic workers’ access to workers’ compensation 
and potential utilization of workers’ compensation benefits, their frequency of being injured on the job, the 
nature of their illnesses and injuries, access to medical care from other care providers, socio-economic and 
other vulnerabilities, and various factors impacting utilization.   
 
Impacts on Domestic Workers 
The value of workers’ compensation medical care benefits depend in part on existing access to non-
workers’ compensation health services. Most workers obtain a significant proportion of medical care for 
work-related illness and injury from non-workers’ compensation providers, paying out-of-pocket for services 
and utilizing non-workers’ compensation payer sources such as public and private insurance programs (Leigh 
2000). However, we expect occupationally injured domestic workers would be less able to access non-
workers’ compensation sources of medical care than the general population due to their low rates of health 
insurance coverage and their reduced ability to pay for services out of pocket. In some cases, workers with 
work-related conditions are turned away by non-workers’ compensation providers, leaving them with no 
source of care at all (Lashuay 2006). 
 
Given their relatively low wages, even the partial income replacement that workers’ compensation (2/3rd of 
income) provides is likely to significantly contribute to fulfillment of basic needs like food or shelter for 
injured domestic workers and their families.  Not all domestic workers may utilize temporary disability 
benefits. Researchers have found that more seriously affected workers are more likely to file claims in order 
to claim cash disability payments and receive medical care (Rosenman 2000). Domestic workers who 
experience serious injuries causing long-term or permanent disability may also be more likely to file claims 
with workers’ compensation than workers who anticipate short recovery times and may be able to seek 
alternative medical care or recover on their own. 
 
Impacts on Employers and the General Population 
Improved access to workers’ compensation for domestic workers would have potential benefits for 
employers, especially the employers of caregivers and babysitters or nannies if it leads to decreased job 
turnover.  Potential benefits for the larger community include decreased cost-shifting from employers to the 
overburdened public health insurance system and health care safety net as discussed in Section 8.2.5 above. 
Box 8 describes the UC Labor Center’s projected analysis of AB 889’s worker compensation provision 
upon domestic worker employers. 
 

Box 8: UC Labor Center Analysis of AB 889 Impacts on Workers’ Comp Access 

 
Agencies employing domestic workers are already required to provide workers’ compensation insurance, as are households 
employing individuals whose work and pay exceed the thresholds described above. To put this in perspective, household 
employees working four or more hours a week for ninety days are already entitled to workers compensation insurance under 
current law. Under the California Insurance Code homeowners’ and renters’ liability insurance policies are required to include a 
provision for workers’ compensation insurance for those domestic workers entitled to coverage. Expanding coverage to 
employees with limited work hours, as proposed in the bill, may increase the number of claims paid by insurance companies 
which may result in higher premiums for homeowners and renters who already have insurance. We cannot predict the 
premium increase amount though it is unlikely to be significant if spread among all policy-holders. In order to comply with the 
law, renters who do not currently have renters insurance that hire domestic workers for limited hours would either need to 
purchase a policy or hire workers through an agency which provides that coverage (Lucia 2011). 
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Magnitude of Impacts 
Precise quantification of the effects requires information not available for this assessment, including: 

 Additional number of domestic workers eligible for workers’ compensation benefits under the law 

 The occupational injury rate for eligible domestic workers 

 The utilization rate of benefits 

 Measures of the differential health effects of workers compensation benefits on injured workers. 
 
While all the above information is not available, we can estimate the additional number of injuries suffered 
by domestic workers covered under the workers’ compensation system by making several assumptions.  
Box 9 illustrates this estimation under several scenarios in which we vary the key assumptions.  We assume 
that one-quarter or less of all domestic workers work for less than 52 hours or earn less than $100 from a 
single employer in California, so 25% or fewer domestic workers will be newly eligible for workers 
compensation benefits under AB 889.  We further assume that domestic worker utilization of workers’ 
compensation benefits may range between the average utilization rate among low-wage and immigrant 
workers of 8% and 100%.  
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Box 9: Estimation of Injuries Previously Untreated by Workers’ Compensation 

 
X = DWT * I * WCC*WCU  
 
Where: 
X =  # additional domestic workers’ work-related injuries that would be treated in workers’ comp system 
DWT = # domestic workers in CA 
I = annual work-related injury rate 
WCC = hypothetical % of domestic workers that gain coverage with legislation  
WCU= hypothetical % of domestic worker that able to utilize/access workers’ compensation (WC) 
 

152,470 * 162.4/10,000 * WCC * WCU =  additional work-related injuries that would receive treatment 
in workers’ compensation system/yr 

 
 

 
 
 
 
 
 
 
 

 
Recognizing that 100% utilization is unlikely among the domestic worker population, there will likely be 
less than 600 additional injuries treated per year through workers’ compensation, depending upon the 
percent of domestic workers that will be newly covered through the legislation and their ability to 
access/utilize workers’ compensation.    
 
DWT = 152,470 domestic workers working in Private Household Industry in California (See Table 6).  It is 
assumed that domestic workers employed by third-party agencies/employers (e.g. employed in other related 
industries) would already have access to workers’ compensation through their employer. 
 
I = 162.4 injuries and illnesses per 10,000 full-time workers (average of nonfatal occupational injury and illness 
rates for maids, child care workers, personal/home care aides, and home health aides) (See  
)). 

 
WCC = 10%, 15%, 20%, or 25% (hypothetical percentage of CA domestic workers that work less than 52 
hours or earn less than $100 in 90 days from single employer and would be covered under CA workers’ 
compensation laws if AB 889 passes). 
 
WCU= hypothetical % of domestic workers that are able to utilize/access workers’ compensation : 

WCu1 = 8% = Scenario #1: Estimate based on average workers’ compensation utilization rate of other 
low-wage and immigrant worker groups (using Broken Laws survey, Bernhardt 2010). 

WCu2 = 61% = Scenario #2: Estimate based on average workplace injuries in CA treated within 
workers’ compensation system (using BRFSS data, CDC 2010). 

WCu3 = 100% = Hypothetical Scenario #3: 100% of domestic workers that receive coverage through 
AB 889 are able to access/utilize workers’ compensation if/when injured on the job. 

 

Additional injuries that will receive WC treatment given hypothetical scenarios 
Hypothetical % of DWs Able to Utilize WC (WCU)  

8%  
Bernhardt 2010  

61% 
CDC 2010 

100% 
Full Utilization 

10% 20 151 248 

15% 30 227 371 

20% 40 302 495 

Hypothetical % of 
DWs that gain 
coverage with 
legislation (WCC)  25% 50 378 619 
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Table 16 summarizes the likelihood, intensity, and magnitude of potential effects of workers’ compensation 
upon domestic workers’ health providing key uncertainties.  
 

Table 16:  Summary Assessment of Expected Effects of Workers’ Compensation Protections on Health 

Who ImpactedHealth-Related Outcome Likelihood Intensity/ 
Severity DW CR GP

Magnitude Key Uncertainties 

Acute, Injury/Illness Specific Impacts 

Access to Care & 
Treatment for Work-
Related Illness or Injury 

   Mod + +  Small to 
Moderate 

More Rapid and Complete 
Recovery Time 

   Mod + +  Small to 
Moderate 

- Health insurance coverage 
- Cultural & linguistic competency 
- Transportation & ease of access 

Prevention of Further 
Injury & Illness 

  Mod + +  Uncertain 

Wage Replacement     High + ? + Small to 
Moderate 

- Other risk & protective factors 
- Cumulative & synergistic effects 
- Type and severity of injury 
- Ability to modify work tasks 
- Access to replacement help 
- Replacement wages sufficient to 
meet basic needs 

Broader, Longer-Term Impacts 

Decreased Job Turnover & 
Performance 

 Mod + +  Uncertain - Other risk & protective factors 
- Cumulative & synergistic effects 
- Type and severity of injury 

Increased Productivity  Low + +  Uncertain - Ability to modify work tasks 
- Access to replacement help  
- Full recovery occurs 

Decreased Cost-Shifting    High + - + Small - Health insurance coverage 
- WC coverage and utilization  
- Employer retaliation 
- Barriers to WC minimized 

 
Explanations: 

 Likelihood refers to strength of research/evidence showing causal relationship between sleep and the health outcome:  = 

limited evidence,   = limited but consistent evidence,    = causal relationship established. A causal effect means 
that the effect is likely to occur, irrespective of the magnitude or severity. 

 Intensity/Severity reflects the nature of the effect its affects on function, life-expectancy and its permanence (High = very 
severe/intense, Mod = Moderate) 

 Who Impacted refers to which populations are impacted by the health outcomes associated with proposed sleep 
requirements.  DW = Domestic Workers, CR = Care Recipient, GP = General Population.   

 Magnitude reflects a qualitative judgment of the size of the anticipated change in the health effect (e.g. the increase in the 
number of cases of disease, injury, adverse events).   
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8.7 What barriers, vulnerabilities, or other uncertainty factors could modify the health effects of the 

legislation?  

According to the California Commission on Health and Safety, and Workers’ Compensation, 12-15% of 
employers in California have not purchased workers’ compensation insurance as required by law.37  
In California, employers may purchase workers’ compensation insurance for domestic workers as part of a 
homeowners’ or renters’ insurance policy. By law, household employee workers’ compensation coverage is 
included in personal liability coverage (CA Insurance Code Chapter 1, Article 2.5) but personal liability 
coverage is not automatically included in all homeowners’ or renters’ insurance policies. Some policies 
require separate purchase of personal liability coverage for an additional fee. There is some confusion about 
what types of domestic workers must be covered by homeowners’ policies; a law treatise (Sidbury 2010) 
used by at least one insurer, for example, incorrectly concludes that paid caregivers of adults in homes are 
not considered employees.38  
 
As described in Section 6.2, gender, ethnicity, income, immigration status, and the nature of employment 
may all create barriers to accessing to workers’ compensation. Specifically, gender and ethnicity may impact 
domestic workers’ ability to negotiate terms and request coverage and time off to recover. Being low-
income and/or undocumented may increase fear of job loss and retaliation. Language spoken and literacy 
may impact ability to navigate the workers’ compensation system. Informal employment without a contract 
or payment in cash or personal check may create challenges to being viewed as an employee eligible for 
state workers’ compensation benefits. Workers who do not have legal representation or union assistance 
often have difficulty contesting denials, meaning that domestic workers may be particularly vulnerable to 
denials of legitimate workers’ compensation claims. 
 
In addition to barriers created by domestic workers’ specific vulnerabilities, other general barriers exist to 
accessing the workers’ compensation system for workers in California.  Dembe and Harrison (2005) have 
applied existing models of health care access to an analysis of the workers’ compensation system, 
characterizing barriers as primary (due to blocked entry to the workers’ compensation system), secondary 
(due to structural barriers within the system), and tertiary (due to the system’s failures to address patient 
needs). These barriers are outlined in Table 17 below.   
 

                                                 
37 Christine Baker, CHSWC Executive Officer, personal communication.  See http://www.dir.ca.gov/chswc/uefintro.html and 
http://www.dir.ca.gov/dlse/UUEEP-2009.pdf for further information concerning California’s efforts to increase compliance with WC 
insurance requirements.   
38 Personal communication, Juliann Sum, JD, LOHP and Judge Lachlan Taylor, CHSWC. 
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Table 17: Barriers To Accessing Workers’ Compensation 

Level of Barrier Types of Barriers 

Primary access barriers:  
Blocked entry to workers’ 
compensation system 

 Non-coverage 

 Avoiding claims because of fear of job loss or retaliation 

 Lack of knowledge concerning workers’ compensation benefits (workers and 
employers) 

 Limited ability to take time off from work 

 Excessive denial of workers’ compensation claims 

Secondary access barriers: 
Structural barriers within 
workers’ compensation system  

 Difficulty finding workers’ compensation providers, esp. in rural areas 

 Lack of transportation to medical visits 

 Bureaucratic delays 

 Need for initial out-of-pocket spending by workers 

Tertiary access barriers:  
Failure of workers’ compensation 
system  
to address patient needs  

 Providers’ lack of familiarity with domestic workers’ occupational health issues 

 Inadequate documentation and record keeping  

 Worker mistrust of employer-selected provider panels 

 Lack of culturally and linguistically appropriate services  

 Limited ability of workers to modify activities or take time off from work 

 Employer difficulty finding replacement care 
 

 
On the other hand, the vulnerabilities of domestic workers could actually increase the relative value of labor 
protections like access to workers’ compensation for this population. For example, lack of general health 
insurance coverage could increase the relative benefit of accessing medical care through the workers’ 
compensation system, particularly for undocumented workers who may not be eligible for Medicaid and 
other health care and disability programs.  Similarly, the low-income status of many domestic workers makes 
the partial wage replacement benefits relatively more important to their economic well-being.  
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9 RECOMMENDATIONS FOR POLICY & RESEARCH  

AB 889 is one component of larger efforts to improve employment conditions and workplace safety for 
vulnerable workers. These efforts may include legislative reform, regulation, enforcement, and education. 
Given the HIA analysis, the following general recommendations are offered to support protection and 
promotion of domestic worker health and well-being:  

 
Policy-Makers and Regulatory Agencies 

 Research the feasibility of expanding the scope of federal and state OSHA workplace standards to 
include homes as workplaces39 

 Include sufficient numbers of domestic workers in Bureau of Labor Statistics surveys and analysis to 
ensure sufficient sample sizes for data analysis  

 Re-examine CA EDD data for private households and if appropriate, adjust methodology for 
underreporting to more accurately reflect private household industry employment data  

 Improve visibility of private household workers compensation coverage on state labor websites 

 Include cultural, linguistic competency and ease of access as part of workers’ compensation provider 
quality standards  

 Assess and enforce appropriate penalties for employer retaliation against workers who file workers’ 
compensation claims 

 
Insurance Companies 

 Educate insured homeowners and renters about the use of workers’ compensation coverage 
included in policies 

 Include culturally appropriate community providers on workers’ compensation provider panels 
 
Organizations Working with Domestic Workers and their Employers 

 Educate employers about the legislation, how workers’ compensation coverage can be included in 
homeowner and renters’ insurance, the health benefits of sleep and rest breaks for workers and 
care-recipients, and how workers compensation can help provide much needed medical care to 
workers, maintain continuity of service and care, and safeguard against lawsuits in the event of a 
workplace injury 

 Support the organization and creation of domestic worker collectives that educate and train their 
members on their legal rights, and how to protect health and safety on the job 

 Explore the creation of a business/program to provide temporary shift coverage for domestic 
workers (e.g. to cover workers while sleeping, recovering from injury, while on vacation, etc) 

 
Service Providers 

 If passed, educate service providers about the legislation, occupational vulnerabilities of domestic 
workers, and ways to educate domestic worker patients through grand rounds lectures and 
continuing education courses  

 Work with safety net providers to improve their capacity to treat occupational conditions40 

 Educate medical providers about appropriate documentation for work-related injuries and illnesses 

 Work with insurers to include safety net providers on workers’ compensation panels  
 

 

                                                 
39 Current exclusion of homes from OSHA standards is a regulatory matter and could be remedied administratively without the 
passage of federal legislation (Hiller 2007). 
40 An example of an innovative program that has strengthened the ability of a safety net provider to provide occupational health 
services and to be reimbursed for WC medical care is the Watsonville-based Workers’ Compensation Enforcement Collaborative.  
See http://www.watsonvillelawcenter.org for more information.   
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Researchers  

 Research the demographics, economic status, and occupational health of domestic workers, 
particularly those providing live-in caregiving or 24-hour care  

 Analyze the impact of increased labor protections, especially paid sick leave, on the health and well-
being of clients including children, elderly and disabled adults 

 Analyze the economic impact of the proposed labor protections including impact on public safety 
net, insurance rates, acquisition of temporary coverage, and job performance 

 Evaluate how the projected growth in demand for home health care will impact the domestic work 
industry and associated labor standards 

 Document the relationship between immigration enforcement and enforcement of labor 
protections 

 Document the impact of new regulations on the structure and working conditions of the industry, 
e.g. whether private households turn to agencies and worker cooperatives or other groups to 
obtain workers, and impact on underground economy 

 Analyze the impact of IHSS and other government funding cuts upon demand for non-profit and 
for-profit domestic work organizations offering home health care, employment registries, and 
private family and welfare agencies 

 If passed, analyze the impact of the legislation upon domestic workers and care recipients’ health 
and well-being, and compare findings to impact of New York legislation 
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10 CONCLUSION  

The establishment of wage and labor standards and occupational safety and health laws has historically 
excluded certain categories of workers. Today, these “excluded workers” include farm workers, day 
laborers, incarcerated workers, guest workers, taxi drivers, domestic workers and others (EWC 2010). 
National, regional and local efforts to extend the coverage of labor laws to these excluded workers are 
fundamentally about fairness but are equally significant for health. 
 
The California Domestic Work Employee Equality, Fairness, and Dignity Act would extend to domestic 
workers a basic floor, or minimum standard of protection, enjoyed by most other workers.  This health 
impact assessment has examined evidence of the potential health effects of two provisions of this law — an 
end to exclusion of certain domestic workers from the California Workers’ Compensation benefits and a 
requirement for eight hours of uninterrupted sleep for 24 hour and live-in caregivers.   
 
In general, domestic workers are a socio-economically and occupationally vulnerable population.  
Predominantly done by immigrant women of color, most domestic work occurs in isolated, unregulated 
workplaces where workers frequently report low wages and challenging work conditions.  Qualitative and 
quantitative data have found that domestic workers have a higher risk compared to other workers for 
musculoskeletal disorders, including low-back pain, sprains, and strains; upper extremity repetitive strain 
injuries such as tendonitis and carpal tunnel syndrome; and occupational asthma and dermatitis from 
exposure to cleaning products.    
 
Analysis and quantification of the health effects of AB 889 are limited by available data, including data on the 
size and demographics of the domestic worker population in California, their working conditions, current 
sleep quality, injury rates, and the expected utilization of the law.  However, sufficient evidence exists to 
support the conclusion that AB 889 would positively impact the health of a sizeable share of domestic 
workers. Public health evidence clearly shows that regular sleep is essential for health. For domestic workers 
who live in the employer’s home or work 24 hour shifts, legal protection for adequate sleep would support 
maintenance of circadian rhythms and help reduce risks of premature death, chronic disease, and poor 
mental health.  Sufficient sleep would also improve quality of care, improve work performance, and reduce 
accident risks. 
 
Eliminating the current hours and pay requirements for coverage and access to workers’ compensation 
could result in more rapid and complete recovery, decreased long-term disability resulting from workplace 
injuries and illness, and increased productivity and well-being among those workers newly covered. Partial 
income replacement may help domestic workers fulfill basic needs like food or shelter if they are unable to 
work due to workplace injury and illness. Improved access to workers’ compensation for domestic workers 
has potential benefits for employers as well, especially the employers of caregivers and babysitters or 
nannies. Decreased job turnover may lead to a more experienced and stable workforce and improved 
relationships with valued caregivers. Potential benefits for the larger community include decreased cost-
shifting from employers to the public and reduced burdens on the health care safety net.  More research 
and documentation is needed to better quantify these effects. 
 
This HIA analyzed only two of the twelve proposed provisions of AB 889. The health impacts of other 
provisions including paid sick days (HIP 2009, Lovell 2005), increased wages (Bhatia 1999, Cole 2005), 
vacation time, meal and rest breaks, and other AB 889 articles may also have important benefits to the 
health of domestic workers. More research is needed to understand the health impacts of the other 
provisions of AB 889 as well as the impacts of the legislation upon care-recipients and the general public. 
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11 APPENDIX A: DATA ANALYSIS OF DOMESTIC WORKER 
POPULATION, INDUSTRY AND OCCUPATION 

SFDPH used data from the U.S. Census Bureau’s American Community Survey, the California Employment 
Development Department and the Bureau of Labor Statistics’ National Employment Matrix and Survey of 
Occupational Injuries and Illnesses to conduct the analysis presented in this report.   
 
For each of these databases, when possible, we selected private households as the industry (NAICS Code 814) and 
four occupational categories as the occupations: maids and housekeeping cleaners (SOC Code 372012), child care 
workers (SOC Code 399011), personal home care aides (SOC Code 399021), and home health aides (SOC 371011) 
as the universe of the domestic worker population.  
 
The American Community Survey is an ongoing statistical survey conducted by the U.S. Census Bureau that is sent to 
approximately 3 million addresses per year or 250,000 addresses monthly.  The ACS is the second largest survey 
administered by the Census Bureau, following the decennial census.   Data are collected primarily by mail, with Census 
Bureau telephone and personal visit follow-up. 
 
ACS Data were extracted from the U.S. Census Bureau’s Data Ferrett in April 2011.  We used a three-year sample 
(2007-2009) to provide a larger sample size than one single year.   
 
SFDPH worked closely with Christina Fletes from the Data Center to develop the methodology presented below.  
Other individuals who provided guidance on these estimates include Hina Shah from the Women’s Employment Rights 
Center; Victor Narro and Ana Luz Gonzalez from UCLA Labor Center, Annette Bernhardt, National Employment 
Law Project; Laura Dresser, Center on Wisconsin Strategy; Vicky Lovell, California Budget Project; Sherry Baron and 
Matthew Groenewold of the National Institute for Occupational Safety and Health; and Ana J Montalvo, Matthew 
Whipple, Jeremy Stash, and other staff at the United States Census Bureau. 
 
************************** 
SFDPH selected the following “selectable geographies” variables for analysis: 
 
GEOG-102 — Public Use Micro data Area (PUMA) 

o We used all CA PUMA codes (00100:08200) for California Analysis 
o We used all FIPS State Codes for U.S. Analysis 
o We found that use of all CA PUMA codes produced the same estimate as using FIPS State Code 06 for 

California. 
 
************************** 
 
SFDPH selected the following “population” variables for analysis:   
 
AGEP — Age 

o We excluded individuals under age of 18 years from the analysis to exclude casual babysitters, so AGEP range 
was 18-99. 

 
ESR - Employment Status Recode 

o We included 01 "Civilian Employed, At Work" and 02 "Civilian employed, with a job but not at work". 
o We excluded 00 "N/A (less than 16 years old)"; 03 "Unemployed"; 04 "Armed Forces, At Work"; 05 "Armed 

Forces, With a Job But not at work"; and 06 "Not in Labor Force." 
 

NAICSP — NAICS Industry Code 
o We included select occupations (described below in SOCP) within the following NAICS Industry Categories: 

Private Households (814110), Home Health Care Services (6216), and Individual and Family Services Industry 
(6241). 

o We excluded the following variables from our estimate:  
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1) Services to Buildings and Dwellings (5617Z), which includes janitorial services (56172). We excluded 
this entire industry because we are not able to determine which percentage of workers work in 
buildings, vs. residential facilities (e.g. group or nursing homes), vs. private households.   

2) Landscaping Services Industry (561730) since we were not able to distinguish between landscapers 
and gardeners (grounds maintenance workers employed in Private Households are included);  

3) Child Day Care Services Industry (624410) because it is assumed that privately employed child care 
workers in this industry work in child care centers and self-employed child care workers in this 
industry provide Family Home Child Care within their own home (rather than the employer's 
home) and that both categories of workers should be excluded;  

4) Employment Services (561300), which are temporary employment agencies and labor contractors.  
Although temporary employment agencies may provide home-related services such as temporary 
maids, we assumed that the majority of employees in temporary employment agencies provide 
services to buildings, not to private households; and 

5) Other Health Care Services (621M), which is a "crosswalk" term that is assigned by NAICS to 
NAICS industries (6215: Medical and Diagnostic Laboratories) and (6219: Other Ambulatory Health 
Care Services).  Due to potential misunderstanding of the industry's definition, it is possible that 
some domestic workers may have been incorrectly classified in this industry; however it is assumed 
that the majority of workers employed in this industry provide more technical services outside of the 
home setting, so this industry is excluded. 

o We compared NAICSP codes to INDP codes and found that both industry classifications resulted in the 
same industry breakdowns/estimates. 

 
SOCP — SOC Occupation Code  

o In general, we identified the following SOC Occupation categories as the primary occupations of 
California Domestic Workers: Maids and Housekeeping Cleaners (372012); Child Care Workers 
(399011); Personal and Home Care Aides (399021); and Nursing, Psychiatric and Home Health Aides 
(311010).   

o Unfortunately, it was not possible to break “Nursing, Psychiatric and Home Health Aides” into three 
separate categories to just include “Home Health Aides.”  So we made the assumption that individuals 
working as Nursing, Psychiatric and Home Care Aides in the Private Household Industry and the Home 
Health Care Services Industry were likely providing care in private households and that the majority were 
likely home health care aides, whereas in other industries, the majority were likely nursing and psychiatric 
aides providing care outside of private household settings, e.g. in hospitals, group homes, nursing homes, 
schools, etc.. 

o Within the Private Household Industry, we also included the following occupations which would also be 
impacted by AB 889.  All of these occupations are grouped together under the “All other private 
households” category: 

 Janitors and Building Cleaners (372011), Grounds Maintenance Workers (373010), First-Line 
Supervisors/Managers of Housekeeping and Janitorial Workers (371011), General Maintenance and 
Repair Workers (499071) 

 Cooks (352010), Chefs and Head Cooks (351011), Dietitians and Nutritionists (291031) 

 Registered nurses (291141), Personal Care and service workers (all other) (399099),  Licensed 
Practical and Licensed Vocational Nurses (292061), First-Line Supervisors/Managers of Personal 
Service Workers (391021), and Physical Therapists (291123). 

o This estimate excludes all other occupations employed in Private Households that are not listed above 
(occupations such as chauffeurs and other drivers, bookkeepers and office assistants, construction 
laborers, hairdressers, property managers, carpenters, etc) which represent 32% of all occupations in the 
Private Household Industry (or 5313 workers).  

o We compared SOCP codes to OCCP codes and found that both occupational classifications resulted in 
the same occupation breakdowns/estimates. 

 
COW — Class of Worker 

Class of Worker has the following categories: 
1) N/A (less than 16 years old/unemployed who never worked/NILF who last worked more than 

5 years ago) 
2) Employee of a private for-profit company or business, or of an individual, for wages, salary or 

commission 
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3) Employee of a private not-for-profit, tax-exempt, or charitable organization 
4) Local government employee (city, county, etc.) 
5) State government employee  
6) Federal government employee 
7) Self-employed in own not incorporated business, professional practice or farm 
8) Self-employed in own incorporated business, professional practice or farm 
9) Working without pay in family business or farm 
10) Unemployed 

o We included categories #2, #3, #7 and #8 were included in our estimate. 
o We excluded categories #1, #4, #5, #6, #9 and #10 from our estimate.  We excluded a) those under 

16 since they are explicitly excluded from the legislation; b) local, state and federal government 
employees to exclude in-home supportive service (IHSS) workers (who are explicitly excluded in the AB 
889), c) individuals working without pay in family business or farm (since relatives of the care-recipients 
are also explicitly excluded from AB 889), and d) unemployed since they should not be included in a 
current estimate of workers. 

 
Selection of Specific Occupations by Class of Worker and Industry 
Because the legislation includes both individuals hired directly by private households and hired indirectly by third party 
agencies that contract with the private households, yet the Census bureau does not collect data on the location of the 
work (e.g. whether it occurred in a building/agency or private home/dwelling), we needed to make some assumptions 
about which types of workers were more likely to work in homes than for businesses/buildings.  The following are our 
assumptions used to make the estimate of domestic workers in California:  

o We assumed that all of our selected occupations hired within the Private Household Industry (814110) 
should be included since Private Household suggests that the worker is being employed directly by the 
homeowner/renter. 

o Within the Home Health Care Services Industry (6216), we assumed that the majority of privately 
employed Personal and Home Care Aides (399021) and Nursing, Psychiatric and Home Health Aides 
(311010) are employed by a third party agency to provide their services within private households, 
whereas maids and housekeeping cleaners and child care workers are more likely to providing their 
services within the agency's building rather than in the home.  So we included all aides but excluded 
other occupations within this industry. 

o Within the Individual and Family Services Industry, we included Personal and Home Care Aides who are 
assumed (because of their occupational definition) to provide care in private homes, but excluded the 
other occupations since the BLS notes that the majority of services to children, youth, elderly, persons 
with disabilities, and others within in this industry are provided as nonresidential social assistance services 
(thus assumed to be outside private homes).  We assumed that there was likely to be more nursing and 
psychiatric aides than home health aides working in this industry and so excluded "Nursing, Psychiatric 
and Home Health Aides" from this count. 

o As described in the NAICSP description above, we decided to exclude certain industries from our 
analysis even though the authors recognize that this results in an underestimate of the number of 
individuals employed by third party agencies (e.g. Merry Maids) or that work as self-employed or 
independent contractors that exclusively provide services to private households.  Given the lack of data 
about location of work services, we were not able to estimate the percentage of privately employed or 
self-employed individuals for relevant, non-Private Household industries except for personal and home 
care aides who are assumed to almost entirely work in private home settings. 

o Finally, we are assuming that In-Home Supportive Service workers would be categorized as "Personal and 
Home Care Aides" in the Private Households, Home Health Care Services, and/or Individual and Family 
Services Industries, but that they would be classified as government employees since their funding comes 
from local and state governments and that by excluding "government employees" we are excluding IHSS 
workers. 

 
Other Notes 

o The estimated number of domestic workers in California is likely a conservative underestimate of the 
total number of domestic workers employed in California because it does not include maids and 
housekeeping cleaners nor child care workers who are employed by third party agencies to provide 
services in private households.  This would exclude individuals like "Merry Maids" employees and au 
pair/nannies who receive their payments from a third party agency rather than directly from the private 
household where they are providing their services.  
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o This estimate also excludes all “self-employed” workers who classified themselves as working in another 
industry but provide their services in private households. 

o The authors acknowledge that random error may have occurred both in survey response and survey 
coding due to lack of understanding of industry, occupational, and class of worker classifications.   

o This potential random error is particularly relevant for the "class of worker" classifications given that we 
are trying to exclude all IHSS workers (some may have been coded as privately employed or self 
employed) and trying to distinguish between workers employed directly by private households and 
employed by third party agencies. However, because there is no way to determine whether there was 
systematic error in survey response or coding, the authors are unable to adjust for error and therefore 
are conducting their analysis based on the assumptions stated above. 

 

 
************************** 
 
Occupational Definitions: 
 
Maids and Housekeeping Cleaners 
http://www.bls.gov/oes/current/oes372012.htm  
Perform any combination of light cleaning duties to maintain private households or commercial establishments, such as 
hotels, restaurants, and hospitals, in a clean and orderly manner. Duties include making beds, replenishing linens, 
cleaning rooms and halls, and vacuuming. 
 
Child Care Workers 
http://www.bls.gov/oco/ocos170.htm  
Child care workers generally are classified into three different groups based on where they work: private household 
workers, who care for children at the children's homes; family child care providers, who care for children in the 
providers’ homes; and child care workers who work at child care centers, which include Head Start, Early Head Start, 
full-day and part-day preschool, and other early childhood programs. 
 
Private household workers who are employed on an hourly basis usually are called babysitters. These child care 
workers bathe, dress, and feed children; supervise their play; wash their clothes; and clean their rooms. Babysitters also 
may put children to bed and wake them, read to them, involve them in educational games, take them for doctors' 
visits, and discipline them. Those who are in charge of infants prepare bottles and change diapers. Babysitters may work 
for many different families. Workers who are employed by one family are often called nannies. They generally take 
care of children from birth to age 12, tending to the child's early education, nutrition, health, and other needs. They 
also may perform the duties of a housekeeper, including cleaning and doing the laundry. 
 
Personal and Home Care Aides 
http://www.bls.gov/oco/ocos326.htm  
Personal and home care aides–also called homemakers, caregivers, companions, and personal attendants–work for 
various public and private agencies that provide home care services. In these agencies, caregivers are likely supervised 
by a licensed nurse, social worker, or other non-medical managers. Aides receive detailed instructions explaining when 
to visit clients and what services to perform for them. However, personal and home care aides work independently, 
with only periodic visits by their supervisors. These caregivers may work with only one client each day or five or six 
clients once a day every week or every 2 weeks. 
 
Some aides are hired directly by the patient or the patient’s family. In these situations, personal and home care aides 
are supervised and assigned tasks directly by the patient or the patient’s family.  Aides may also work with individuals 
who are developmentally or intellectually disabled. These workers are often called direct support professionals and 
they may assist in implementing a behavior plan, teaching self-care skills and providing employment support, as well as 
providing a range of other personal assistance services. 
 
Nursing Assistants; Psychiatric and Home Health Aides 
http://www.bls.gov/soc/2010/soc311010.htm  
Nursing Assistants provide basic patient care under direction of nursing staff. Perform duties such as feed, bathe, dress, 
groom, or move patients, or change linens. May transfer or transport patients. Includes nursing care attendants, nursing 
aides, and nursing attendants.  
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Psychiatric Aids Assist mentally impaired or emotionally disturbed patients, working under direction of nursing and 
medical staff. May assist with daily living activities, lead patients in educational and recreational activities, or accompany 
patients to and from examinations and treatments. May restrain violent patients. Includes psychiatric orderlies. 
 
Home Health Aides provide routine individualized healthcare such as changing bandages and dressing wounds, and 
applying topical medications to the elderly, convalescents, or persons with disabilities at the patient's home or in a care 
facility. Monitor or report changes in health status. May also provide personal care such as bathing, dressing, and 
grooming of patient. 

 
 
************************** 
 
Table 18 presents the outcomes from our data extraction. The data are grouped by industry, and presented by 
occupational categories (maids and housekeeping cleaners, child care workers, and personal and home care aides), and 
class of worker (private employee, government employee, self-employed, and unpaid family).   Cells shaded in yellow 
with bolded text are included in our estimates of the number of workers impacted by AB 889 (see Table 6).  Cells 
that are not shaded in yellow are not included in our estimate for the reasons described above. 
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Table 18: All Industries and Occupations Considered for Estimate of Total Workers Impacted by AB 889 

Cells shaded in yellow included in estimate.  Data is from American Community Survey, 2007-2009 Three Year Sample. 
Privately Employed Self-Employed Government Employed B 

  

Employee of a 
private for-profit 
company or 
business, or of 
an individual, for 
wages, salary, or 
commissions 

Employee of 
a private not-
for-profit, tax-
exempt, or 
charitable 
organization 

Self-
employed in 
own not 
incorporated 
business, 
professional 
practice, or 
farm 

Self-
employed in 
own 
incorporated 
business, 
professional 
practice or 
farm 

Working 
without 
pay in 
family 

business 
or farmA 

Local 
govt 
(city, 
county, 
etc.) 

State 
govt 

Federal 
govt 

INDUSTRIES INCLUDED IN FINAL ESTIMATE 

Private Household Industry 

Maids and Housekeeping Cleaners 32,968 0 59,001 0 697 0 0 0 

Child Care Workers 14,050 0 10,868 0 193 0 0 0 

Personal and Home Care Aides 20,143 0 7,954 0 462 0 0 0 
Nursing, Psychiatric, and Home 
Health Aides C 2,231 0 0 0 0 0 0 0 
Additional Occupations in Private Households D 

Grounds Maintenance Workers 771 0 0 0 149 0 0 0 

Janitors and Building Cleaners 951 0 478 0 0 0 0 0 

Cooks 474 0 821 0 31 0 0 0 

Registered Nurses 514 0 0 0 0 0 0 0 
Personal Care and Service 
Workers, All Other 216 0 221 0 0 0 0 0 
First-Line Supervisors/Managers of 
Housekeeping and Janitorial 
Workers 41 0 200 0 0 0 0 0 
Licensed Practical and Licensed 
Vocational Nurses 214 0 0 0 0 0 0 0 

Dietitians and Nutritionists 87 0 30 0 0 0 0 0 

Chefs and Head Cooks 80 0 19 0 0 0 0 0 
Maintenance and Repair Workers, 
General 60 0 0 0 0 0 0 0 
First-Line Supervisors/Managers of 
Personal Service Workers 0 0 50 0 0 0 0 0 

Physical Therapists 28 0 0 0 0 0 0 0 

Home Health Care Services Industry E 

Maids and Housekeeping Cleaners 277 48 86 0 0 181 329 0 

Child Care Workers 81 32 16 0 0 114 22 0 

Personal and Home Care Aides 15,217 2,150 3,092 451 28 8,383 7,668 117 
Nursing, Psychiatric, and Home 
Health Aides 11,484 2,057 3,668 655 24 5,059 3,763 43 

Individual and Family Services Industry F 

Maids and Housekeeping Cleaners 443 461 117 0 47 458 0 15 

Child Care Workers 741 578 89 59 0 1,445 197 152 

Personal and Home Care Aides 17,738 4,043 4,656 504 77 20,745 8,944 361 
Nursing, Psychiatric, and Home 
Health Aides 2,109 716 0 0 25 2293 1,114 19 

OTHER INDUSTRIES CONSIDERED BUT NOT INCLUDED IN FINAL ESTIMATE 

Child Day Care Services Industry G 

Maids and Housekeeping Cleaners 210 0 20 0 0 0 0 0 

Child Care Workers 27,237 6,628 52,764 4,932 644 5,216 1,504 544 

Personal and Home Care Aides 386 0 427 95 0 99 0 0 
Nursing, Psychiatric, and Home 
Health Aides 256 82 0 0 0 63 38 0 

Landscaping Services Industry H 

Maids and Housekeeping Cleaners 25 0 55 0 0 0 0 0 

Child Care Workers 15 0 0 0 0 0 0 0 

Personal and Home Care Aides 0 0 0 0 0 0 0 0 

Nursing, Psychiatric, and Home 0 0 0 0 0 0 0 0 
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Health Aides 

Grounds Maintenance Workers 94,826 2,032 54,977 4,372 942 349 177 0 

Services to Buildings and Dwellings Industry I 

Maids and Housekeeping Cleaners 23,881 980 13,540 1,130 269 58 23 180 

Child Care Workers 28 0 0 0 0 0 0 0 

Personal and Home Care Aides 46 0 0 0 0 0 0 0 
Nursing, Psychiatric, and Home 
Health Aides 0 0 0 0 0 28 0 0 

Grounds Maintenance Workers 393 0 0 0 0 0 0 0 

Employment Services Industry J 

Maids and Housekeeping Cleaners 640 0 0 0 0 31 0 0 

Child Care Workers 316 140 53 0 0 0 0 0 

Personal and Home Care Aides 1,327 258 0 59 0 0 22 0 
Nursing, Psychiatric, and Home 
Health Aides 972 0 0 0 0 165 0 0 

Grounds Maintenance Workers 380 0 0 0 0 25 15 0 
Data from American Community Survey 2007-2009 3-Year Estimate Public Use Microdata Sample, obtained via Data Ferrett on March 3, 2011.  
Data are for California employees only and exclude individuals under 18 years of age, the unemployed, family members, and government employees. 
 
Boxes highlighted in yellow were included in calculation of the number of workers impacted by AB 889. 
 
A Family workers working without pay in family businesses were excluded from the estimate since relatives of care-recipients are excluded from AB 
889.  
 
B Government employees excluded from estimate to exclude individuals employed as in-home supportive service (IHSS) workers (who are excluded 
from AB 889) and individuals working for Head Start and other government funded child care programs. 
 
C It is assumed that in private household and home health care services industry, the majority of individuals employed as “nursing, psychiatric or home 
health aides” are working as home health aides, whereas in other industries and institutions (e.g. group homes, hospitals, nursing homes, etc), the 
majority of individuals are employed as nursing or psychiatric aides. 
 
DAdditional occupations included in the domestic worker estimate are ones that either provide care or help with cleaning of the home.  This estimate 
excludes the 44 other occupations that are employed in the Private Household industry but do not provide care or clean homes (such as chauffeurs, 
property managers, bookkeepers, carpenters, and construction workers).  In total, the other 44 occupations total to 5313 persons, roughly half the 
total “other occupations” beyond the primary four listed. 
 
E Private maid/housekeeping cleaner employees working in home health care services industry are assumed to be cleaning home health care agency 
facilities and not working in private households, so are excluded from the estimate.  Child care workers employed in the home health care services 
industry are assumed to be misclassified and so are excluded from this estimate.  
 
F According to the BLS definition, “individual and family services industry” are services provided to children, families, the disabled and elderly, primarily 
in non-residential settings.  Authors assumed that child care, housekeeping, and nursing/psychiatric aides classified this way were providing care in non-
private household settings (e.g. in social service settings or group homes).  Authors assumed that because of the occupational definition of personal 
and home care aides, this occupation is providing care in individual homes, so this one occupational category was included in the estimate. 
 
GChild care workers working in the child care industry are assumed to provide care/work outside of private home settings.  Specifically, privately 
employed child care workers working for-profit or non-profit organizations are assumed to be working in child care centers and institutions.  Self-
employed child care workers are assumed to be family child care home providers, which provide child care in the worker’s home, not the child’s 
home.  Therefore all child care workers in the Child Day Care Services Industry are excluded from our estimate.  Nannies and other child care 
workers that provide care in the child’s home are assumed to be included in Private Household Industry. 
 
HGrounds maintenance workers are often employed by private households to do landscaping and groundskeeping — either directly or by third party 
agencies. Because we cannot determine what percentage of grounds maintenance workers and others employed in the Landscaping Services Industry 
work in private households vs. for buildings and businesses, we have excluded the entire industry from our analysis. 
 
I Similarly, we are unable to determine what percentage of maids and housekeeping cleaners provide services in homes/dwellings vs. buildings and 
institutions like hotels, hospitals, and group homes.  Because it is not possible to determine who works in private homes or dwellings vs. buildings, this 
entire industry was excluded from our estimate. The authors assume that individuals employed by third party agencies (e.g. Merry Maids) would be 
listed in the “Services to Buildings and Dwellings” Industry and recognize that this result in an underestimate of the total maids/housekeeping cleaners 
employed in private households. 
 
J Employment services industry predominantly employs temporary hires to fill in for other workers.  Because we do not know what percentage work 
in private homes vs. buildings/institutions, we excluded this entire industry. 
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Table 19 presents our estimated number of domestic workers impacted by AB 889 by occupation and class of worker. 

 

Table 19: Estimate of Total Workers Impacted by AB 889, by Class of Worker and Occupation 

Class of Worker 
Privately Employed Self-Employed Government Employed 

  Total 

Employee of a 
private for-profit 
company or 
business, or of 
an individual, for 
wages, salary, or 
commissions 

Employee of 
a private not-
for-profit, tax-
exempt, or 
charitable 
organization 

Self-
employed in 
own not 
incorporated 
business, 
professional 
practice, or 
farm 

Self-
employed in 
own 
incorporated 
business, 
professional 
practice or 
farm 

Working 
without 
pay in 
family 

business 
or farm 

Local 
govt 
(city, 
county, 
etc.) State govt 

Federal 
govt 

Maids and 
Housekeeping 
Cleaners 91,969 32,968 0 59,001 0 697 0 0 0 

Child Care Workers 24,918 14,050 0 10,868 0 193 0 0 0 
Personal and Home 
Care Aides 75,948 53,098 6,193 15,702 955 567 29,128 16,612 478 
Nursing, Psychiatric, 
and Home Health 
Aides 20,095 13,715 2,057 3,668 655 24 5,059 3,763 43 
Additional Occupations 
in Private Households 5,255 3,436 0 1,819 0 180 0 0 0 

Total 218,185 
   

117,267  
  

8,250 
  

91,058 
  

1,610 
   

1,661  
   

34,187  
  

20,375 
  

521 
Cells shaded in yellow included in estimate.  Data from American Community Survey 2007-2009 3-Year Estimate Public Use Microdata Sample, obtained 
via Data Ferrett on March 3, 2011.  Data is for California employees only and excludes individuals under 18 years of age.  Explanation of industries, 
occupations and class of worker included in this estimate are available in Table X and the text above 
 

 
 
This estimate is a conservative calculation of the number of domestic workers in California because: 
a) There may be some individuals employed by private for-profit or non-profit agencies in the Child Day Care 

Services Industry and the Services to Buildings and Dwellings Industry who work in private homes (e.g. Merry 
Maids) that are excluded from our estimate;  

b) There may be some individuals who are employed by temporary labor contracting agencies (Employment 
Services Industry) who regularly work in private homes that are excluded from our estimate;  

c) There may be some individuals who are privately employed or self-employed in Individual and Family Services 
Industry that work in private homes that are excluded from our estimate;  

d) Some self-employed child care workers may provide care in the child/care-recipient’s home and not work as 
family child care home providers;  

e) There may be some individuals under the age of 18 who are working full- or part-time as domestic workers and 
not as casual babysitters; 

f) Live-in domestic workers may be under-represented in Census data; 
g) Some workers may be accidentally misclassified by industry, occupation or class of worker (e.g. workers are 

employed by private household to provide child care, but are classified as self-employed in child care industry 
rather than private household industry); 

h) Census data may underestimate certain sub-populations including immigrants. 
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CA EDD Estimate of Domestic Workers 
 
Table 20 presents the number of individuals employed in private households in California according to data gathered 
by the California Employment Development Department (CA EDD), a state agency that monitors and disseminates 
data and reports on employment trends in California.  CA EDD estimates are based on payroll taxes and surveys of 
employers. The table presents the number of individuals employed in 2008 and the projected number of individuals 
that will be employed in 2018 by occupational category. 
 

 
Table 21 compares the estimated number of individuals employed in private households using the American 
Community Survey and CA EDD data.  The two data sources estimate substantially different numbers of domestic 
workers working in each of the three relevant occupational categories.  

Table 20: Total Workers Employed in Private Households, by Occupation, using CA EDD data 

Employment in CA SOC Occupation Title 

2008 2018 
39-9021 Personal and Home Care Aides  278,900 412,900

37-2012 Maids and Housekeeping Cleaners  6,800 11,700

39-9011 Child Care Workers  4,400 7,000

37-3011 Landscaping and Groundskeeping Workers  200 300

53-7062 Laborers and Freight, Stock, and Material Movers, Hand  100 200

53-3041 Taxi Drivers and Chauffeurs  100 100

31-1011 Home Health Aides  100 100

31-1012 Nursing Aides, Orderlies, and Attendants  100 200

39-9099 Personal Care and Service Workers, All Other  100 200

37-1011 
First-Line Supervisors/Managers of Housekeeping and 
Janitorial Workers  

0 100

35-2013 Cooks, Private Household  0 100

47-2061 Construction Laborers  0 100

Total Workers in Private Households 290,800 433,000

 
Data from California Employment Development Department, CA Industry and Occupation Staffing Patterns 
2008 and 2018.   Accessed online on March 3, 2011: http://www.labormarketinfo.edd.ca.gov/iomatrix/Staffing-
Patterns3.asp?IOFlag=Ind&SIC=814000 
 

Table 21:  Comparison of ACS and CA EDD Estimates of Private Household Industry Employees, 
by Occupation, in California 

Occupation Title ACS 
2007-2009 
Estimate* 

Occupation as % of 
Private Household 

Industry (ACS) 

CA EDD 
2008 

Estimate**

Occupation as % of 
Private Household 
Industry(CA EDD) 

Maids & Housekeeping Cleaners  91,969 60.3% 6,800 2.3%

Child Care Workers  24,918 16.3% 4,400 1.5%

Personal and Home Care Aides  28,097 18.4% 278,900 95.9%

All other occupations employed in 
private household industry 7,486 4.9% 700 0.2%

Total 152,470 100.0% 290,800 100.0%
 
*Data from American Community Survey 2007-2009 3-Year Estimate Public Use Microdata Sample. 
**Data from California Employment Development Department, CA Industry and Occupation Staffing Patterns 2008 and 2018.   Accessed 
online on March 3, 2011: http://www.labormarketinfo.edd.ca.gov/iomatrix/Staffing-Patterns3.asp?IOFlag=Ind&SIC=814000 
 
Note: ACS Estimates exclude individuals under 18 years of age and individuals who are unpaid family workers who work for a family business 
or farm.  If all ages and unpaid family members are included, the ACS estimate would increase by roughly 6,000 more workers.   
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CA EDD estimates are based upon surveys of employers, and so may double count domestic workers who work for 
multiple employers.  It is unknown how individuals employed through In-Home Supportive Services, the state-funded 
program to provide personal and home care to low-income sick, disabled and elderly individuals, are accounted for in 
CA EDD estimates, but they may be included in the 278,900 estimate for Personal and Home Care Aides described 
above.  Based on conversations with Census Bureau staff and other anecdotal evidence, SFDPH assumes that a 
significant number of domestic workers are misclassified as self-employed individuals when they actually are employees 
of private households.  This misclassification may be attributable to employer and/or employee error in documentation 
of hours worked and wages earned, and taxes filed or not filed.  Self-employed workers may account for the 
significantly lower number of maids/housekeeping cleaners and child care workers in CA EDD private household 
industry data compared to ACS private household industry data. 
 
Based upon the analysis above, and in consultation with the Data Center41, SFDPH decided to use the American 
Community Survey as the population estimates used throughout the report.   
 
Injury and Illness Estimates 
Occupational injury and illness data presented in this analysis are from the Survey of Occupational Injuries and Illnesses 
(SOII) which is an annual survey of employers conducted by the Bureau of Labor Statistics to estimate the number and 
rates of work-related injuries and illnesses.  The analysis in this HIA uses data from the 2009 SOII.  Publicly available 
data from the SOII is available by industry or by occupation.   
 
We used occupation-reported injury and illness rates rather than industry-reported rates because the rates reflect 
occupational exposures of individuals doing tasks similar to domestic workers.  However, this means that the 
occupation estimates includes injuries and illnesses of individuals working in institutional settings, such as hotels, 
hospitals, nursing homes, group homes, and child care centers, and not just individuals working in private households.  
Use of private household industry injury and illness data would have included injuries and illnesses from gardeners, 
landscapers, cooks, drivers, and others who work in private households in addition to those providing housekeeping, 
child care, or other forms of care included in our description of domestic work.  Use of industry data for related 
industries (e.g. janitorial services, child care services, and home care services) would have included individuals who 
work in private households as well as those who work in institutional settings, but include additional occupational 
categories such as individuals working in administration and transportation which have very different occupational 
exposures. 
 
Table 10 presents the incidence rates of nonfatal occupational exposures and events, and nonfatal occupational injuries 
and illnesses among the four primary occupations analyzed: maids and housekeeping cleaners, child care workers, 
personal and home care aides, and home health aides.  Table 14 presents the median days away from work and 
incidence rates of occupational injury and illnesses for each of these categories when available.  Data presented are 
from Tables 3, 18, 19, and 20 of the Bureau of Labor Statistics’ Economic News Release of 2009 nonfatal occupational 
injuries and illnesses involving days away from work (http://www.bls.gov/news.release/osh2.toc.htm), as well as from 
Tables R57 (http://bls.gov/iif/oshcdnew2009.htm#09Supplemental_Tables).  
 
Table 14 also presents the estimated number of domestic workers in California (described above) and calculates the 
estimated number of total nonfatal occupational injuries and illnesses and number of musculoskeletal injuries among 
California domestic workers.   For both tables, incidence rates represent the number of injuries and illnesses per 
10,000 full-time workers.  Incidence rates are for entire occupation in private industries, not only individuals working in 
private households. Incidence rates were calculated as: (N/EH) x 20,000,000 where  

N =number of injuries and illnesses 
EH =total hours worked by all employees during the calendar year 
20,000,000=base for 10,000 equivalent full-time workers (working 40hrs/wk, 50 weeks per year) 

 
For Table 14, median days away from work (MDAFW) is the measure used to summarize the varying lengths of 
absences from work among the cases with days away from work. Half the cases involved more days and half involved 
less days than a specified median. MDAFW are represented in actual values. DAFW cases include those that resulted in 
days away from work, some of which also included job transfer or restriction.  MDAFW are for entire occupation in 
private industries, not only individuals working in private households. 

                                                 
41 The Data Center is conducting national research on the domestic worker industry in consultation with national experts including 
Laura Dresser, Associate Director of the Center on Wisconsin Strategy, and Annette Bernhardt, Policy Co-DIrector of the National 
Employment Law Project. 
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12 APPENDIX B: SLEEP-RELATED LABOR PROTECTIONS & 
REQUIREMENTS 

Provision §551.432 of the federal Fair Labor Standards Act (FLSA) establishes minimum standards related to 
sleep among workers whose shift is 24 hours or more. The FLSA sleep time provision is primarily structured 
to establish legal standards for employers regarding when sleep and rest breaks are considered unpaid time 
for workers on 24-hour shifts.  
 
Over the past several decades, the federal government has adopted work-hour limitations in professions 
where 24-hour shifts are common, such as medical residents, pilots, truck drivers, and railroad conductors. 
The state of California has adopted limitations for additional groups such as nurses and firefighters. Some 
professional associations have also established recommended standards for rest and sleep time during long 
shifts. Table 22 below outlines the requirements by occupation. 
 

Table 22: Work-Hour Limitations & Required Hours Of Rest By Occupation 

Occupation Minimum Rest Between Shifts Regulatory Agency 

Nurses 12 hrs in 24-hrs except in a health care 
emergency 

California Department of Labor 
 
NOTE: The California Nurses Association has led the 
way in negotiating restrictions on mandatory 
overtime for nurses. 

Firefighters, EMS 
& Police 

8 consecutive hrs 
 
The FLSA has set special work hour 
maximums for fire and police based on 
different reporting period lengths. 

Federal Department of Labor 
California Department of Labor 
 
NOTE: Unions have been very important in 
negotiating collective bargaining agreements for fire 
and police personnel that are more restrictive than 
the FLSA standard and ensure fair scheduling, along 
with overtime and rest pay for extended shifts. 

Medical 
Residents  

8 consecutive hrs (with 10 hours 
recommended) after a 16-hour shift or 14 
consecutive hrs after a 24-hour shift 

Accreditation Council for Graduate Medical 
Education  
(Effective July 2011) 

Pilots 11 consecutive hrs in the 24 hours prior to 
9+ hours of flight time  

Federal Aviation Administration 

Long-haul Truck 
Drivers 

10 consecutive hrs after a maximum of 11 
hours of driving 

Federal Motor Carrier Safety Administration 

Railroad 
Conductors 

10 consecutive hrs after a 12-hour shift 
and 8 consecutive hours during the 24 
hours prior to any shift 

Federal Railroad Administration 

SOURCES:  ACGME 2010, Bae 2010, Ulmer 2009, Jahnke 2009. 
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Box 10: Minimum Sleep Requirements: The Case Of Medical Residents 

 
Policymakers are currently considering the debate around minimum hours of sleep required for medical 
residents. In Fall 2010, the Accreditation Council for Graduate Medical Education (ACGME) approved new 
duty hour standards for medical residents based on recommendations from the Institute of Medicine. The 
new professional standards go into effect in July 2011. The American Medical Students Association and SEIU 
are working to get OSHA to adopt regulations that would codify and strengthen overtime rules and rest 
protection for medical residents. These standards are relevant to domestic workers because both 
professions focus on caregiving, and sleep deprivation may result in comparable impacts on performance. 
The debate for medical residents may help inform the definition of necessary and adequate sleep and rest 
time for domestic workers. 
 
Medical residents are currently allowed to work 24-hour shifts, and that will continue — although in a more 
restricted manner — under the new ACGME standards. In 2009, the Institute of Medicine published a report 
titled “Resident Duty Hours: Enhancing Sleep, Supervision and Safety” that recommended a protected sleep 
period following any shift longer than16 hours. In September 2010, the American Medical Students 
Association and SEIU petitioned OSHA to establish rules limiting shifts to 16 hours followed by a minimum 
10-hour break.  
 
On September 2, 2010, OSHA director Dr. David Michaels responded: “We are very concerned about 
medical residents working extremely long hours, and we know of evidence linking sleep deprivation with an 
increased risk of needle sticks, puncture wounds, lacerations, medical errors and motor vehicle accidents… It 
is clear that long work hours can lead to tragic mistakes, endangering workers, patients and the public. All 
employers must recognize and prevent workplace hazards. That is the law. Hospitals and medical training 
programs are not exempt from ensuring that their employees’ health and safety are protected.” In this 
statement, OSHA Director Michaels emphasizes that the law’s requirement for standards that prevent 
workplace hazards may command sleep protections beyond the five hours mandated under FLSA.  
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13 APPENDIX C: GENERAL BACKGROUND & OVERVIEW OF 
WORKERS’ COMPENSATION 

Workers’ compensation (WC) is an insurance program for workers who have injuries or illnesses related to 
their jobs. It provides for medical care and temporary or permanent disability payments, and also provides 
death benefits for families in the event of a work-related death. In most states, though not in California, it 
also covers retraining for injured workers. Most employers are mandated to purchase workers’ 
compensation insurance for their employees, with specific exceptions to this mandate varying by state. 
Several states have an exclusive statewide workers’ compensation fund, while other states such as California 
permit the purchase of workers’ compensation insurance through private insurance carriers. Texas is the 
only state that does not mandate the purchase of workers’ compensation insurance (Sengupta 2007). 
Workers’ compensation is a state, rather than a federal program; each state oversees its own workers’ 
compensation system and the organization of workers’ compensation varies markedly among states. In 
California, workers’ compensation is overseen by the Division of Workers’ Compensation (DWC) of the 
Department of Industrial Relations (CDWC 2010).  
 
Figure 12 provides a brief overview of the main components of the workers’ compensation insurance 
system: access to medical care, temporary or permanent disability and death benefits. Given the nature of 
domestic workers’ occupational exposures, access to medical care and temporary disability are the two 
components of the workers’ compensation insurance system most likely to be used by domestic workers. 
Although there is likely a very small number of domestic workers who would be eligible for permanent 
disability or death compensation benefits, and those financial benefits would likely significantly impact the 
well-being of the individual and/or their family, the HIA team decided to focus the HIA analysis on access to 
medical care and temporary disability given the likely small numbers of individuals impacted by permanent 
disability and death benefits. 
 

Figure 12: Workers’ Compensation Benefits 

 
 
Most states, including California, enacted workers’ compensation legislation during the 1910s, supported by 
coalitions of employers, insurers, and workers.  Workers’ compensation came into being during an era of 
labor activism and the resulting establishment of multiple labor protections; it was also an era of extremely 
hazardous working conditions in many industries (Bale 1988). Workers’ compensation insurance replaced a 
poorly functioning system in which injured employees’ main recourse was to sue their employers for 
negligence. These lawsuits (undertaken by relatively few workers) had unpredictable results for both 
employers and employees, leaving many injured employees without any financial compensation or medical 
care and subjecting employers to unpredictable damage awards (Sengupta 2007, Fishback 1996). Workers’ 
compensation represented a trade-off for employees and employers, exchanging workers’ right to sue for 
damages with a predictable system that theoretically guaranteed benefits and did not require a finding of 
fault (Bale 1989).  
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Workers’ compensation insurance has evolved significantly during the 100 years since it was enacted. Its 
intent was to mitigate the often adversarial relationship between the injured employee and his/her 
employer; however, it has often resulted in new forms of conflict and litigation as employees’ workers’ 
compensation claims are frequently contested by insurers and employers (Bale 1989, LaDou 2006). When 
workers’ compensation was first enacted, the majority of claims were for acute, traumatic injuries. Today, 
the majority of occupational conditions treated in the workers’ compensation system are chronic rather 
than acute in nature (Piligan 2000). The most common workers’ compensation-treated conditions are low 
back and upper extremity musculoskeletal injuries (Pransky 2000). Among workers’ compensation 
recipients, women have been noted to be more likely than men to have injuries that are gradual in onset 
and come about as the result of routine work activities; they were also more likely to encounter negative 
responses from employers when injured (Harrold 2008).  
 
Recent concerns about rapidly increasing costs within the workers’ compensation system have led to the 
adoption of cost-saving reforms in many states, including California. These reforms include the introduction 
of medical managed care principles such as utilization review and limitations on provider choice, as well as 
caps on disability payments to injured workers (Sengupta 2007). With a few exceptions, employers generally 
have the right to specify a panel of medical providers that employees must select from for their workers’ 
compensation medical care. Critics have complained that affordability to employers has dominated dialogues 
concerning workers’ compensation reform, at the expense of attention to the accessibility and adequacy of 
benefits for workers (Rosenman 2000).  
 
Workers’ compensation insurance is best understood as a central element of the health and social safety net 
to be activated in the event of illness, injury, or disability, rather than a primary injury prevention strategy. 
“Experience rating,” whereby employers’ insurance rates are affected by their claim rate, would be expected 
to provide some economic incentive for employers to improve workplace safety; however, this incentive is 
relatively weak (LaDou 2006, Rosenman 2000). State and federal standards promoting workplace safety, 
such as laws governing working hours and the Occupational Safety and Health Act (OSHA), were enacted 
separately and often decades after workers’ compensation insurance was established.  Workers’ 
compensation complements these occupational safety standards, providing income replacement and medical 
treatment for workers who are injured or become ill on the job despite the presence of other labor 
protections.  
 

Table 23: Workers’ Compensation Facts and Figures 

 United States (2007)  California (2007) 

Number of covered workers 131,734,000 15,395,000 

Number of WC claims per year42 Approximately 4 million claims by 
employees in “private industry” 

644,700 

Employer costs for WC insurance $87.3 billion $14.6 billion 

Medical benefits paid $27.2 billion $5.4 billion 

Cash benefits paid $28.3 billion $4.5 billion 

Citations Sengupta 2007 Sengupta 2007, Rosenman 2000, 
Smith 2005 

 

                                                 
42 The number of WC claims per year is much smaller than the actual injury and illness rate, because not all workplace injuries and 
illnesses result in a claim.  Leigh et al. (2004) incorporated multiple data sources in an analysis that estimated approximately 14.5 
million work-related injuries and illnesses in the United States and 1.8 million work-related injuries and illnesses in California in 1992.  
In contrast, Smith et al. (2005) used the NHIS to estimate work-related injuries (excluding illnesses), reporting an incidence of 5.5 
million injuries a year in the US.  
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