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Abstract
The dramatic growth of older adults’ labor participation over the past 25 years, including women and
people of color, is reshaping the American labor force. The current study contributes new knowledge
concerning why individuals over age 50 years may be working longer despite negative impacts of de-
teriorating physical and mental health associated with aging. Inquiries regarding who continues to work
and why can be answered, in part, by addressing how workforce engagement and health are shaped by
notable social inequities along the dimensions of age, race, and gender. Guided by cumulative advantage/
disadvantage and intersectionality frameworks, we examine whether having multiple chronic conditions
(MCC)—two or more physical conditions—and depression affect workforce participation. Using
multinomial logistic regression models, we analyze the 2014–2016 waves of the Health and Retirement
Study (N = 4250). Findings reveal that having multiple chronic illnesses increase the likelihood of labor
force exit, especially among workers who also have depression.We also discover intersectional nuances
which illuminate complex race-gender dynamics related to health and work processes in later life. We
conclude with recommendations for workplace policy that promote the retention of older workers with
chronic illness and depression and aim to decrease disparities in older workers’ work engagement.
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Introduction

Employment trends have drastically shifted
over the past several decades, affecting
workers’ job security, benefits, income, and
accessibility to retirement and disability em-
ployment benefits (Kalleberg 2011; Wegman
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and McGee 2004). When it comes to studying
changing work arrangements, the focus is often
on young workers (Chancer, Sánchez-Jankowski
and Trost 2018; Kalleberg 2018); however, older
workers, specifically those over the age of 65
years, had the largest increase in labor market
participation relative to all the other age groups
over the 2002–2012 decade (Toossi 2013). In
order to more fully comprehend employment
trends and the inherent inequality within the
labor market, sociologists must not neglect
the “silver tsunami” of older workers in the
American workforce (see Calasanti 2020).

Employment after retirement age has in-
creased over 100% in the last 10 years. In
2002, workforce participation by all adults
aged 55+ years was 34% and increased to 40%
in 2012; participation rates for the age group
55–64 years stood at 64% in 2012 and is
expected to increase by 68% by 2022 (Toossi
2013). However, about one-third of those aged
45–64 years, and up to 75% of all older adults
have multiple chronic conditions (MCC)—co-
occurrence of two or more physical chronic
diseases (i.e., high blood pressure, cancer,
lung disease, heart disease/condition, stroke,
diabetes, or arthritis) (Ralph et al. 2013;
Thomeer 2016). An estimated 15% of older
adults experience clinically significant de-
pressive symptoms; furthermore, co-occurring
physical and mental health problems are
alarmingly high among older adults, with one
study reporting a physical-mental comorbidity
prevalence of 20% (Wang and Kim 2019).
Despite the physical and mental health problems
older adults endure, longer life expectancies and
ongoing changes in Social Security and retire-
ment plans for Baby Boomers encourage con-
tinued workforce participation among older
adults (Toossi and Torpey 2017). Hence, as the
population grows older and sicker, employment
for older workers continues to surge.

Research has documented the negative impacts
of physical health problems on disability and
retirement, but there is a paucity of studies that
examine the influence of physical and mental
health problems—and fewer that analyze race
and gender differences. Extant research makes
the implicit assumption that health problems

affect the workforce engagement of older workers
similarly across social status. Consequently, we
have little insight on the relationships between
MCC, depression, and workforce participation
in the context of growing racial and gender
inequality. Accordingly, we focus on gender
and race differences in the effect of health on
workforce engagement, as health (Williams
2012; Williams, Priest, and Anderson 2016)
and work disparities (Tomaskovic-Devey et al.
2006; Western and Petit 2005) are longstanding.

The relationship between health and labor
market dynamics is well documented (Sánchez-
Moreno et al. 2016). However, most studies that
examine the relationship between health and
employment status focus on employment versus
unemployment or full-time versus part-time
dichotomies. This paper moves beyond these
dichotomies and measures workforce partic-
ipation by substantial changes in the number
of hours worked (Jason et al. 2017), which
captures nuanced, yet meaningful, transitions in
workforce engagement between workers by
recognizing the compounding and disparate
effects of race, gender, physical health, and
mental health intersections in the U.S. work-
force that encourage labor market exit.

Background

The Physical Health-Mental
Health-Work Nexus

Poor health is associated with early retirement
(Van Rijn et al. 2014), decreased work pro-
ductivity (Tunceli et al. 2005), and labor force
exit (Jason et al. 2017). However, one specific
health problem is often the health outcome of
interest (e.g., diabetes). Other research exam-
ining comorbidities, however, find similar re-
sults. For instance, Jason et al. 2017 reported
that MCC was associated with increased prob-
ability of transitioning out of the workforce.
Prior research shows that havingMCC increases
work disability (Lerner, Allaire, and Reisine 2005)
and decreases work ability (Boyd and Fortin 2010;
Koolhaas et al. 2013).

Although physical health plays a signifi-
cant role in the consideration of labor force
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participation, individuals must contemplate
both their physical and mental capacity to
engage in the workforce (Emptage, Sturm, and
Robinson 2005; von Korff 2009). Depression,
in particular, is associated with morbidity,
limited functioning (Whiteford et al. 2013),
decreased work performance (Wang et al. 2004),
as well as, increased work impairment, disability,
and absence (Greenberg et al. 2003; Stewart et al.
2003). Depression and depressive symptoms are
also associated with retirement for middle-aged
workers (Luo et al. 2010; Segel-Karpas, Ayalon,
and Lachman 2018). Chronic physical disease
onset is associated with elevated depressive
symptoms among older adults (Hollingshaus
and Utz 2013; Wilson-Genderson, Heid, and
Pruchno 2017). Accordingly, depression is
likely an emotional response to the stress of
managing multiple chronic health problems
(Wilson-Genderson, Heid, and Pruchno 2017).
Given the known linkage between physical and
psychological health (Erving and Frazier
2021; Wilson-Genderson et al. 2017), MCC
and depression comorbidity prevalence could be
quite common even among older adults who
remain engaged in the workforce.

Few studies examine how co-occurring physical
and psychological health problems influence
workforce engagement. One study found that
individuals with co-occurring physical condi-
tions and mental disorders had higher unem-
ployment rates relative to those with physical
only or mental only health problems (von Korff
2009). We build on this work by examining a
different measure of workforce engagement
(i.e., transitions in hours working) and health
(i.e., MCC and depression), as individuals with
health problems may remain in the workforce
but reduce their work hours.We propose that co-
occurring MCC with depression will be asso-
ciated with decreased labor force engagement,
above and beyond having MCC without de-
pression. Here, we use cumulative advantage/
disadvantage (CAD) and intersectionality frame-
works to build on prior work assessing the as-
sociation between MCC and work by examining
whether depression in tandemwithMCCexerts an
additional negative influence on the workforce
engagement of older workers.

Cumulative (Dis)advantage and
Intersectionality Frameworks

Cumulative advantage/disadvantage (CAD)
theory accounts for the accumulation of
risk factors over the life course. Social scientists
have advocated for structural explanations of
inequality to understand the consequences of
socio-environmental risks that produce long-term
consequences in life chances, well-being, and
workforce engagement (Brown et al. 2016). Life
course inequalities contribute to health and work
outcomes in later life (George 2003; Ferraro and
Kelley-Moore 2003; Brown et al. 2016) as aging
patterns are shaped by social conditions and
social change (Dannefer 2003).

A CAD perspective allows for a more
comprehensive understanding of how race and
gender influences workforce participation and
decision-making in mid-to-late life. In their
discussion of frameworks that capture the ex-
periences of older minority workers, Choi, Tang,
and Carr Copelend (2017) challenge theories
such as role theory and activity theory, both of
which are based in the assumption that working
after retirement age is attributable to personal
preferences. We agree, as research has shown
that financial strain, especially for Black women
and men, is a structural driving force motivating
working more hours and/or remaining in the
workforce for a longer period of time (Cahill
et al. 2006; Gustman and Steinmeier 2009).
Black–white differences in work behaviors are
also driven and differentiated by lifetime
histories of poor health (e.g., disability and
morbidity), poverty, discrimination, and pre-
carious work histories (Choi, Tang, and Carr
Copelend 2017). CAD theory posits that these
disadvantages do not suddenly occur in old
age, but rather are the result of long-term
cumulative advantages and disadvantages in
early life; furthermore, accumulated disadvantage
has far-reaching effects such that pre-retirement
inequality persists even after retirement. The
fundamental assumptions in CAD theory allow
for a serious consideration of how race and
gender pattern health, finances, discrimination,
and career/job stability—factors that matter for
later life work engagement decisions.
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A CAD lens prioritizes a consideration of
how workforce engagement is influenced by
racial inequality in occupation type and so-
cioeconomic status. National data revealed that
over 50% of older Black workers, yet only 32%
of older white workers, described their jobs
as requiring “lots of physical effort”; Black
workers were also less likely to have the ability
to transition to a less demanding job with their
current employer (Moore, Ghilarducci, andWebb
2019). This is meaningful, as employer-provided
health insurance is the predominate source of
insurance in the United States: approximately
75% of full-time workers aged 18–64 years
have employer-provided health insurance—
promoting “job lock”—a situation where workers
are reluctant to leave a job for fear of losing or
delaying health coverage, disruption in health-
care provision, or losing earned credit toward plan
deductibles and unused balances in health reim-
bursement accounts (Fairlie, Kapur, and Gates
2016). In sum, the combination of occupation
type, socioeconomic status, and health insur-
ance needs play critical roles in understanding
social status differences in workforce behavior.

The intersectionality framework acknowl-
edges the “structural roots of experiences of
marginalization” (Ferraro, Kemp and Williams
2017: 11) by focusing on the interlocking
systems of oppression and domination that
shape and structure peoples’ lives (Collins 2000;
Crenshaw 1991). Intersectionality helps explain
how experiences in the labor market are situated
within larger systems of oppression (e.g., racism,
ageism, and classism) by connecting individual-
level subjective experiences (micro) to social
structures (macro), thus illuminating how pro-
cesses of differentiation shape lived experience.
Intersectionality also emphasizes how individ-
uals are simultaneously multiply burdened as
they navigate multiple identities and structural
positions. This is crucial for this study as aging is
experienced differently across social groups due
to the systems of oppression in which life course
processes are entrenched.

CAD and intersectionality affirm that work
is unequally distributed by social status. In the
private sector, for example, since the passing of
the Civil Rights Act in 1964, white men have

moved into more managerial positions, while
progress for Black men and women stalled after
the 1980s (Stainback and Tomaskovic-Devey
2012). Differential returns in education and
training persists as the relationship between
education and insecure work is race- and gender-
contingent: white men are less likely to engage
in precarious work; when they do, however,
they earn more than white women, Black men,
and Black women (Branch and Hanley 2017;
Stainback and Tomaskovic-Devey 2012).

The necessity of Black women’s participa-
tion in the workforce is interlocked with re-
stricted education and work opportunities for
Black men. Both white and Black women
endure the burden of unpaid labor, but white
women gain wealth and spousal benefits (in-
cluding spousal death benefits) throughmarriage—
an advantage that Black women are significantly
less likely to experience (Hogan and Perrucci
2007). Using the Health and Retirement Study
(HRS), Hogan and Perrucci (2007) found white
and Black women are less likely than men to
retire; however, Black women continue to work
longer than white women because white women
receive more Social Security, pension, and asset
income than comparable white men. Brown and
Warner (2008) found Black women are less
likely to retire, although they are often forced out
of work due to disability as result of cumulative
disadvantages over the life course and labor market
disadvantage. Hence, Black women share the
experience of limited employment opportunities
with Black men, and the exploitation of unpaid
domestic labor with white women. Even when
highly educated, Black women suffer from sexism,
underpayment (even in “good” jobs), and exclusion
from access to white men’s higher salaries (Hogan
and Perrucci 2007). Unequivocally, racism and
sexism underscore race-gender employment
trends and undergird race-gender health dis-
parities and work-related decision-making.

The Intersecting Consequences of
Race-Gender on Health Inequality

Race and gender health disparities are well
documented in the literature. Specifically, Black
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Americans experience higher rates of diabetes,
hypertension, asthma, arthritis, and obesity com-
pared to their white counterparts (Bodenheimer,
Chen, and Bennett 2009). In mid-to-late life,
Black adults also report higher depressive
symptoms relative to white adults (Abrams
and Mehta 2019; Rodriquez et al. 2017). With
regards to gender, women have higher MCC
and depression rates than men (Rosenfield and
Mouzon 2013; Ward and Schiller 2013); and
women have higher rates of co-occurring physical
and mental health problems (Gureje and Oladeji
2009).

Health scholarship is increasingly incor-
porating the intersectionality framework the-
oretically and methodologically (e.g., Bauer
and Schiem 2019; Schulz and Mullings 2006;
Brown et al. 2016),1 revealing consistent
evidence of a white male advantage and Black
female disadvantage for various health out-
comes (Brown and Hargrove 2013; Schulz and
Mullings 2006; Warner and Brown 2011). For
instance, Brown andHargrove (2013) found that
Black–white differences in functional limita-
tions (a measure of disability) were larger for
women than men (see Koroukian et al. 2016 for
argument that functional limitations, rather than
chronic illness, drive health outcomes). Black
women report more chronic physical health
problems vis-à-vis their white male, white female,
and Black male peers (Umberson et al. 2014). In
contrast to the broader literature on race and
mental health, Black women also report higher
depressive symptoms than white women in
later life (Spence et al. 2011). Accordingly,
Black women’s consistent health disadvantage
is, in part, attributable to the multiplicative
effects of co-occurring dimensions of inequity
they face (e.g., racism and sexism, often in
combination with classism) in their everyday
lived experiences that, in turn, influence their
life chances (Collins and Bilge 2020; Hinze,
Lin, and Andersson 2012).

We extend health intersectional scholarship
in three ways. First, our analysis will reveal
whether race-gender patterns of comorbid MCC
and depression among older workers reflect
the Black female disadvantage and white male
advantage found in much of the extant literature.

Second, we center Black women in our analysis:
selecting Blackwomen as the reference category
is a small, yet powerful, methodological decision
which aligns with intersectionality’s initial focus
on the unique disadvantages Black women face
with regards to both racism and sexism (Aguayo-
Romero 2021; Crenshaw 1989; 1991). Third, we
apply an intersectional perspective to not only
race-gender health patterns, but how health, in
turn, influences labor force engagement.

The Consequences of Race and Gender
Health Disparities for the Ability to Work

Research examining the effect of health status
on workforce engagement has generally not
taken an intersectional approach. Nevertheless,
this work demonstrates gender nuances in
the association between physical/mental health
and workforce engagement (McDonough and
Amick 2001). For example, Koford and Cseh
(2015) showed that depression was associated
with reduced work hours for women, but not
men. Another study, however, found similar
gendered patterns when examining the impact of
prior anxiety and depression on early labor force
exit (Rudolph and Eaton 2016). The current
study brings clarity to this work by taking into
consideration gender and race in understanding
the health-workforce engagement linkage.

Together, CAD and intersectionality frame-
works emphasize individuals’ access to resources
(e.g., disposable income, wealth, and quality
healthcare) and help explain life outcomes of
those who experience discriminatory treatment—
another contributor to health disparities. Rooted
in societal-level racism and sexism, perceived
racial and gender discrimination adversely affect
health (Cobb, Parker, and Thorpe 2020; Lewis,
Cogburn, andWilliams2015;Williams, Neighbors,
and Jackson 2003). Discrimination experiences
occur in tandem with life course disadvantage
and, over time, influence health and work be-
havior (Chae et al. 2014). Those facing ongoing
chronic discrimination are disproportionately bur-
dened by MCC and face greater challenges with
respect to continuous employment (Shadmi 2013;
Ward and Schiller 2013). Given that Black women
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and men experience greater exposure to dis-
crimination relative to their white counterparts,
there is a possibility that they will also be the
most likely to experience MCC and depression,
which, in turn, will negatively impact workforce
engagement.

Alternatively, despite experiencing health
problems, socially disadvantaged groups most
susceptible to discrimination might be the most
likely to remain in the workforce out of eco-
nomic necessity (Belgrave et al. 1987). Nuances
between Black and white men’s workforce be-
havior are illustrative. McDonough and Amick
(2001) found that relative to white men, Black
men are less able to exit the labor force when
they report poor health. Low-wage and lower-
educated workers are disproportionally Black,
and Black men are further clustered in physically
demanding jobs that are incompatible with
carrying out work responsibilities while managing
multiple chronic illnesses; nevertheless, Black
men are typically unable to reduce hours or dis-
continue working without losing access to health
insurance and financial support (LaVeist 2005).
Approximately 50% of white men are in white
collar, less physically laborious jobs; even as they
experience debilitating health issues, they have
more financial supports to reduce work hours or
exit the labor force altogether (Berecki-Gisolf
et al. 2008). In comparison to Black men, white
men aremore likely to bemarried to white women
who take on a caregiving role should they become
ill (Berecki-Gisolf et al. 2008). These dynamics
of accumulated disadvantage for Black men
older workers suggest that white men may be
more likely to reduce hours or exit the labor
force when they experience health problems.

White women aremore likely to be financially
supported by a working spouse (Berecki-Gisolf
et al. 2008), even if their own ability to work is
negatively impacted by health problems. Marriage
rates for mid-to-late life Black women (37%) are
significantly lower compared to white women
(72%) (Addo and Lichter 2013), leaving Black
women with more precarious financial safety nets
which necessitate longer workforce engagement
for Black women even when they are seriously
ill. Due to disparities in earnings, marriage,
and financial support, Black women may be

less likely to exit the labor force when they
experience MCC and depression compared to
their white female counterparts. In summary,
an array of contextual factors may affect whether
particular race-gender groups remain in the
workforce when they face MCC and are also
psychologically compromised by depression.

The Current Study

Previous research lacks a comprehensive as-
sessment of how physical and mental health
status has differential workforce engagement
implications by race and gender. We extend
prior research by: (1) Exploring how having
MCC—as opposed to a single health problem—

affects workforce engagement for older workers;
(2) Assessing how co-occurring depression and
MCC impact workforce engagement compared
to MCC without depression; (3) Analyzing
longitudinal data, thereby contributing methodo-
logical rigor to the primarily cross-sectional re-
search on this topic, and (4) Interrogating how race
and gender condition the association between
MCCwith depression andworkforce engagement.
This study is guided by two research questions:

1. Among older workers, does co-occurring
MCC and depression have a relatively
larger negative impact on work-
force engagement than MCC without
depression?

2. Does the association between MCC, in
isolation or in combination with de-
pression, and workforce engagement
differ for Black women, Black men,
white women, and white men?

Methods

Research Design and Data

We used the Health and Retirement Study (HRS)
data, a nationally representative longitudinal
study surveying U.S. adults over the age of 50
every 2 years since 1992. The analysis was
constrained to individuals who were actively
in the labor force in 2014. Here, we examined
work transitions between 2014 and 2016.2
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Black and Hispanic adults were oversampled,
and institutionalized persons were excluded.
Analyses were based on 4250 older adult
workers (617 Black women, 395 Black men,
1687 white women, and 1551 white men).

Measures

The dependent measure, workforce engage-
ment, was calculated using respondents’ re-
ported number of hours worked in a typical
week for both the respondents’ first and, if
applicable, second job in 2014 and 2016. We
top-coded the number of work hours at 60
hours as only 5% of respondents reported working
more than 60 hours. We then calculated the
difference in workforce hours from 2014 to
2016. We use a five-hour buffer to assess sub-
stantive and meaningful changes in workforce
engagement. Following past research (Jason et al.
2017), this change in workforce behavior was
coded as four mutually exclusive categories:
(1) stopped working (reference category), (2)
worked fewer hours, (3) worked the same hours,
and (4) worked more hours.

Our key independent measure, health status,
captured chronic physical conditions and de-
pression. For chronic physical conditions, re-
spondents were asked if a doctor ever told them
that they had arthritis, high blood pressure,
diabetes, cancer, lung disease, stroke, and heart
disease.3 Individuals with a diagnosis of two or
more physical health problems were operation-
alized as having MCC (Erving and Frazier 2021;
Ward and Schiller 2013). In terms of depression,
the Center for Epidemiological Studies-Depression
(CES-D) depressive symptoms scale included items
which asked respondents whether they experienced
(yes/no) the following much of the time in the
past week: depressed, that everything was an
effort, had restless sleep, felt alone, felt sad, could
not get going, felt happy, and enjoyed life. The
last two “positive” itemswere reverse-coded. We
used a cut-off of three or more symptoms to
assess clinically significant depression (Glymour
et al. 2012). We used the chronic physical conditions
and depression measures to construct four
mutually exclusive health status categories:

First, respondents without MCC in 2014 and
2016 (reference). Second, individuals who
had MCC without depression in 2014. Third,
those who had MCC with depression in 2014.
Fourth, individuals who had MCC onset in
2016. The sample size was too small for reliable
analysis of the health status category MCC and
depression onset in 2016 (n = 29). Using self-
reported information, we distinguished between
women and men, and between Non-Hispanic
whites and Non-Hispanic Blacks. Given our
interest in the intersection of race and gender,
we conducted separate analyses for Black women,
Black men, white women, and white men.

Controls

We controlled for age, marital status, physical
mobility, change in self-rated health, obesity,
health insurance, socioeconomic status (SES),
and number of waves of participation. Re-
spondents in the sample ranged in age from 50
to 94 years at baseline (2014). Because 62 years
is the early-eligibility age for (reduced) retired
worker benefits (Warner, Hayward and Hardy
2010), we dichotomized age to distinguish be-
tween individuals 62 years of age and older (=1)
compared to those who were younger than 62.
Marital status distinguished between those who
were married/partnered (=1) versus all other
statuses. We assessed physical mobility with
a mobility index, which included whether re-
spondents reported some difficulty in the ability
to walk several blocks, walk one block, walk
across the room, climb several flights of stairs,
and climb one flight of stairs (Latham and
Williams 2015). Self-rated health was mea-
sured on a 5-point scale with options including
poor, fair, good, very good, and excellent.
Change in self-rated health between 2014 and
2016 was used to control for the impact of
potential changes in the severity of health prob-
lems that might also be associated with changes
in employment behavior. The categories are
same self-rated health (reference), worsened,
and improved. Individuals with a body mass
index of 30 or above were categorized as obese
(=1).Health insurance is a categorical measure
indicating uninsured (reference), government
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insurance, respondent’s employer-based insur-
ance, and spouse’s employer-based insurance.

We included five SES indicators: household
income, wealth, occupation type, educational
attainment, and full-time work status. House-
hold income was measured by summing all
wages and salaries. Wealth was calculated as
the sum of all wealth less all debt. Both mea-
sures included responses from both spouses (for
those respondents who were married), and were
logged to adjust for skewness. Aligned with
prior research (Brown and Hargrove 2013), a
constant of one was added to each raw house-
hold incomemeasure prior to logging, given that
some respondents had values of 0, which cannot
be logged. In the case of negative values for net
worth, the absolute value of each measure was
logged andmultiplied by�1 (Brown andHargrove
2013; Haas and Rohlfsen 2010). For occupation
type of longest-held job, we distinguished among
upper white-collar, lower white-collar, and blue-
collar workers. Upper white-collar workers (ref-
erence) indicated working in managerial and
professional/technical occupations while lower
white-collar workers were in clerical, health
services, or personal services professions. Blue-
collar workers were employed in jobs that in-
volved physical rigor/manual labor or industrial
work (Jason et al. 2017). Educational attainment
included less than high school (reference), GED/
high school graduate/some college, and college
graduate. Full-time worker (=1) indicated
whether a respondent was working for 35 or
more hours per week in 2014.

Of respondents who reported working in
2014, there was attrition (i.e., they did not par-
ticipate in the 2016 wave) due to 74 deaths and
431 were lost due to non-response. Because there
were so few deaths between 2014 and 2016, we
were primarily concerned about attrition due to
non-response. We adjusted the models for the
number of waves in which respondents have
participated in HRS (Warner and Brown 2011).

Analysis

In Table 1, we present descriptive statistics to
provide an overview of the full sample and
characteristics of the sample by race-gender.

We also report pairwise significance tests which
are reflective of Welch’s t-tests for means with
unequal variances. Next, multinomial logistic
regression models were estimated to investigate
how MCC status and depression influence
changes in workforce behavior. Relative risk
ratios (RRR) are reported. In Table 2, we present
the regression results of the full sample. The
base category for workforce status is “stopped
working” as it is the most drastic transition.
Next, we examined the association between
health status and workforce engagement separately
for Black women, Black men, white women,
and white men. The race-gender stratified models
are reported in separate panels in Table 3. In
Table 4, to confirm race-gender group dif-
ferences in the association between health
status and workforce transitions, we report
statistically significant interactions between
race-gender and health status in pooled models.
All regression models were estimated without
the use of sampling weights. Because sampling
was not based on the dependent measure, and
one of the over-sampling criteria was included in
the model as an independent variable (i.e., race),
the coefficients are unbiased and efficient
(Schnittker 2005; Winship and Radbill 1994).
All analyses were performed using Stata 16.1.

Results

Descriptive Statistics

In Table 1, descriptive statistics are shown for
the full sample: Black women, Black men,
white women, and white men. Because we are
interested in race-gender patterns, we discuss
evidence of race-gender variation in the key
dependent and independent measures. With
regards to workforce engagement, white women
(23%) are more likely to stopworking compared
to white men (20%). Black women and white
women (14%) are also significantly less likely
to have worked fewer hours compared to white
men (17%). In terms of health status, Black
women are the least likely to have no MCC in
2014. Black women (44%) also have higher
rates of MCC without depression than Black
men (35%), white men (39%), andwhitewomen
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Table 1. Descriptive Statistics.

Full sample Black women Black men White women White men Sig tests*

N = 4250 N = 617 N = 395 N = 1687 N = 1551

Workforce engagement
Stopped working .21 .22 .22 .23 .20 f
Worked less .15 .14 .17 .14 .17 cf
Worked same hours .51 .51 .48 .52 .52
Worked more .12 .14 .14 .11 .11

Health status
No MCC 2014-2016 (reference) .48 .38 .48 .52 .49 abcdf
MCC without depression2014 .36 .44 .35 .33 .39 abcf
MCC with depression2014 .08 .12 .09 .09 .06 bcf
MCC onset2016 .06 .07 .09 .06 .06 d

Controls
Age, 62+2014 .43 .35 .33 .43 .49 bcdef
Married/partnered2014 .70 .43 .70 .68 .84 abcef
Mobility index2014 (range: 0–5) .56 (1.01) .88 (1.24) .41 (.82) .63 (1.03) .40 (.89) abcdf
Same SRH (reference) .58 .57 .58 .59 .59
Worsened SRH .23 .22 .24 .23 .23
Increased SRH .18 .21 .19 .18 .17
Obesity .38 .57 .44 .35 .34 abcdef
Health insurance2014
Uninsured (reference) .07 .12 .14 .05 .06 bcdef
Government insurance .16 .16 .21 .15 .17 ade
Respondent employer-based

insurance
.62 .64 .58 .62 .64 ade

Spouse employer-based insurance .14 .08 .07 .18 .13 bcdef
(Log) income2014 (range: 0–15.32) 11.13 (1.27) 10.41 (1.71) 10.82 (1.34) 11.21 (1.07) 11.40 (1.13) abcdef
(Log) wealth2014 (range: �13.92

to 17.15)
10.39 (5.98) 7.60 (7.17) 8.43 (6.64) 10.97 (5.41) 11.35 (5.41) abcdef

Upper white-collar worker2014 .34 .24 .20 .33 .43 bcdef
Lower white-collar worker2014 .36 .45 .20 .51 .21 abcdf
Blue-collar worker2014 .30 .31 .60 .16 .36 abcdef
Education
Less than high school (reference) .06 .12 .15 .04 .04 bcde
GED/high school diploma/some

college
.59 .67 .63 .60 .54 bcef

College graduate .35 .21 .22 .36 .42 bcdef
Full-time worker2014 .67 .69 .77 .60 .72 abdef
Number of waves participation

(range: 2–12)
6.60 (3.05) 5.63 (2.69) 5.30 (2.55) 7.14 (3.13) 6.73 (3.04) abcdef

Source: Health and Retirement Study, 2014–2016.
Standard deviations in parentheses.
*Significance tests are based onWelch’s unequal variance t-test to assess mean differences across race/gender groups (p <
.05).
a Indicates significant difference between Black women and Black men.
b Indicates significant difference between Black women and white women.
c Indicates significant difference between Black women and white men.
d Indicates significant difference between Black men and white women.
e Indicates significant difference between Black men and white men.
f Indicated significant difference between white women and white men.
MCC = multiple chronic conditions (i.e., two or more); SRH = self-rated health.
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(33%); moreover, white men have higher rates
than white women. MCC with depression is
most common among Black women (12%) who
significantly differ from white women (9%) and
white men (6%). MCCwith depression is higher
amongwhitewomencompared towhitemen.Black
men are more likely to experience MCC onset
in 2016 (9%) relative to white women (6%).

The race-gender patterning of the controls is
consistent with general cumulative disadvan-
tage research, indicating relative disadvantage
for Black women in terms of marriage, physical
mobility, obesity, income, wealth, and educa-
tional attainment when compared to white
women and men. Black men are more likely to
be positioned in blue-collar work and unin-
sured, yet they have the highest rates of full-
time employment in 2014 compared to the other
race-gender groups. On average, Black men and
women have participated in fewer waves
compared to white men and women.

Regression Results: Full Sample

In Table 2, we present multinomial logistic
regression models to address the extent to
which health status affects workforce transi-
tions between 2014 and 2016. The model as-
sesses the extent to which all three MCC
categories (i.e., MCC with depression, MCC
without depression, and MCC onset) relative
to No MCC influence workforce behavior. In
the comparison between “worked less” and
“stopped working,” those who experience
MCCwithout depression (RRR = .673, p < . 01),
MCC with depression (RRR = .682, p < .10),
and MCC onset (RRR = .665, p < .10) are more
likely to discontinue working compared to
individuals who do not have MCC. When
comparing “working the same” and “stopped
working,” individuals who experience MCC
without depression (RRR = .654, p < .001),
MCC with depression (RRR = .477, p < .001),
and MCC onset (RRR = .585, p < .01) all are
more likely to exit the labor force compared to
those without MCC. When comparing the rel-
ative size of the MCC-related coefficients, the
effect of MCC with depression is larger than
MCCwithout depression. This provides evidence

that depression has an additive negative influ-
ence on labor force exit when combined with
MCC. In the comparison between “working
more” and “stopped working,” MCC without
depression (RRR = .730, p < .05), MCC with
depression (RRR = .489, p < .01), and MCC
onset (RRR = .544, p < .05) are associated
with a lower risk of working more hours. The
MCC with depression and MCC without de-
pression coefficients marginally differ, reflecting
an additive effect of depression on workforce
departure relative to working more.

In terms of the control measures, being older
than 62 years, physical mobility challenges,
and worsened self-rated health are associated
with discontinuing work. Having employer-
provided insurance is associated with higher
risk of discontinuingwork as opposed to working
the same hours. Higher income, however, is
associated with a greater likelihood of working
less and working the same, in comparison to
exiting the labor force. Wealth, on the other
hand, is associated with greater likelihood of
exiting the labor force compared to working the
same or more hours. Full-time workers are more
likely to continue working the same or more
hours as opposed to discontinuingwork entirely;
however, full-time workers are less likely to
work more compared to dropping out of the
workforce. Participation in more waves of data
collection is associated with higher risk of ex-
iting the labor force compared to working the
same or more hours.

To visually demonstrate the influence of
health status on discontinuing work (the base
category in the analysis shown in Table 2), we
present predicted probabilities of “stopped
working,” based on results from Table 2, holding
all covariates at their means. As shown in
Figure 1, individuals with MCC and depres-
sion (27%) have the largest predicted proba-
bility of discontinuing work, followed by MCC
Onset (24%) andMCCwithout depression (22%).
Those without MCC have the lowest predicted
probability of discontinuing work (15%) These
findings suggest that MCC is likely to elicit labor
force exit, but simultaneously experiencing
MCC and depression induces labor force de-
parture to an even greater degree.
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Table 2. Multinomial Logistic Regression Models of the Effect of MCC and Depression on Workforce
Engagement: Full Sample (N = 4250).

Worked Less vs.
Stopped Working

Worked Same vs.
Stopped Working

Worked More vs.
Stopped Working

Health status
No MCC2014-2016 (ref.) 1.000 1.000 1.000
MCC without depression2014 .673** .654*** .730*

(.085) (.065) (.098)
MCC with depression2014 .682+ .477*** Δ .489** Δ

(.137) (.076) (.114)
MCC onset2016 .665+ .585** .544*

(.143) (.099) (.133)
Race/gender
Black women (ref.) 1.000 1.000 1.000
Black men .942 .775 .916

(.215) (.140) (.217)
White women 1.001 1.027 .837

(.178) (.140) (.153)
White men 1.191 1.058 .995

(.220) (.153) (.191)
Controls
Age, 62+2014 .620** .540*** .483***

(.092) (.063) (.079)
Married/partnered2014 1.054 1.076 .948

(.138) (.109) (.131)
Mobility index2014 .860** .911* .836**

(.050) (.039) (.052)
Same SRH (ref.) 1.000 1.000 1.000
Worsened SRH .703** .754** .663**

(.091) (.076) (.095)
Increased SRH .792 .868 .955

(.115) (.098) (.144)
Obese 1.136 1.057 1.147

(.132) (.097) (.143)
Health insurance2014
Uninsured (ref.) 1.000 1.000 1.000
Government insurance .774 1.122 .766

(.187) (.225) (.188)
R’s employer insurance .630* 1.246 .732

(.134) (.225) (.160)
Spouse’s employer insurance .691 1.127 .886

(.175) (.238) (.227)
Income2014 1.176** 1.134*** 1.074

(.061) (.041) (.050)
Wealth2014 .986 .985+ .979*

(.010) (.008) (.010)
Upper white-collar worker2014 (ref.) 1.000 1.000 1.000
Lower white-collar worker2014 1.052 1.108 .880

(.145) (.121) (.132)

(continued)
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Regression Results by Race-Gender

Although we found descriptive evidence of
race-gender differences in labor force engagement
and health status, it remains unclear whether
the association between health status and labor
force engagement operates similarly across
race-gender groups. Given relative (dis)ad-
vantages along the dimensions of race and
gender, intersectional and cumulative disad-
vantage perspectives suggest that the health-
workforce engagement association could differ
across these social categories. We ran separate
models for Black women, Black men, white
women, and white men. These results are shown
in Table 3.

Panel A of Table 3 shows relative risk ratios
(RRR) for Black women. MCC with depres-
sion (RRR = .361, p < .01) and MCC without
depression (RRR = .602, p < .10) are associated
with lower odds of working the same hours
compared to disengaging from the workforce.
The effect size for MCC with depression is
significantly larger compared to MCC onset
when comparing “worked same” and “stopped
working.” In comparing working more to
discontinuing work, MCC without depression

(RRR = .412, p < .05), MCC with depression
(RRR = .283, p < .05), and MCC onset (RRR =
.217, p < .10) were associated with higher risk
of labor force departure.

The association between health status and
workforce transitions for Black men is shown
in Panel B. MCC onset is associated with
greater risk of labor force exit compared to
working fewer (RRR = .280, p < .10) or the
same (RRR = .378, p < .05) hours. Hence, for
Black men, recent onset of MCC is most likely
to threaten their chances of remaining in the
workforce.

In Panel C, results for white women show
significant effects for MCC without depression,
MCC with depression, and MCC onset: any cir-
cumstance ofMCC is associated with greater odds
of workforce departure compared to those who
have no MCC. For example, white women who
report MCC without depression (RRR = .563,
p < .001), MCC with depression (RRR = .352,
p < .001), andMCConset (RRR= .409, p < .001)
have greater risk of labor force exit compared
to working the same hours. Post-hoc Wald
tests revealed that the effect of MCC with
depression is stronger than MCC without de-
pression in the “worked same versus stopped

Table 2. (continued)

Worked Less vs.
Stopped Working

Worked Same vs.
Stopped Working

Worked More vs.
Stopped Working

Blue collar worker2014 .931 .917 .924
(.144) (.112) (.151)

Education
LT high school (ref.) 1.000 1.000 1.000
H.S./Some college .864 1.165 1.289

(.187) (.204) (.317)
College graduate 1.015 1.289 1.492

(.249) (.255) (.414)
Full-time worker2014 2.903*** 2.188*** .634***

(.377) (.211) (.082)
Number of waves participation .995 .949** .944*

(.025) (.018) (.025)

Source: Health and Retirement Study, 2014–2016.
Relative Risk Ratios (RRR) reported; standard errors in parentheses.
* p < 0.05, ** p < 0.01, *** p < 0.001.
MCC = multiple chronic conditions (i.e., two or more); SRH = self-rated health.
ΔCoefficients for MCCwithout depression andMCCwith depression significantly differ (p < .05) forWorked Same versus
Stopped Working, and marginally differ (p < .10) for Worked More versus Stopped Working.
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Table 3. Multinomial Logistic Regression Race/Gender-Stratified Models of the Effect of MCC and
Depression on Workforce.

Worked Less vs.
Stopped Working

Worked Same vs.
Stopped Working

Worked More vs.
Stopped Working

Panel A: Black women (N = 617)
Health status
No MCC2014-2016 (ref.) 1.000 1.000 1.000
MCC without depression2014 .576 .602+ .412*

(.203) (.163) (.150)
MCC with depression2014 .600 .361**^ .283*

(.295) (.134) (.150)
MCC onset2016 1.353 1.224 .217+

(.836) (.634) (.194)
Panel B: Black men (N = 395)
Health status
No MCC2014-2016 (ref.) 1.000 1.000 1.000
MCC without depression2014 .912 .896 1.451

(.401) (.314) (.628)
MCC with depression2014 2.241 .868 1.054

(1.473) (.515) (.851)
MCC onset2016 .280+ .378* .552

(.194) (.187) (.378)
Panel C: White women (N = 1687)
Health status
No MCC2014-2016 (ref.) 1.000 1.000 1.000
MCC without depression2014 .599* .563*** .651*

(.124) (.089) (.141)
MCC with depression2014 .528* .352*** Δ .349** Δ

(.166) (.087) (.130)
MCC onset2016 .276** II .409*** .181** II

(.111) (.105) (.091)
Panel D: White men (N = 1551)
Health status
No MCC2014-2016 (ref.) 1.000 1.000 1.000
MCC without depression2014 .723 .678* .844

(.150) (.114) (.195)
MCC with depression2014 .557̂ .646 .781

(.225) (.193) (.354)
MCC onset2016 1.359 II .820 1.819 II

(.504) (.271) (.716)

Source: Health and Retirement Study, 2014–2016.
Risk Ratios (RRR) reported; standard errors in parentheses.
+ p < 0.10, * p < 0.05, ** p < 0.01, *** p < 0.001.
Note: All models control for baseline (2014) age, married/partner status, mobility index, obesity, health insurance, income,
wealth, occupational type, education, full-time work status, and number of waves participation. The models also adjust for
changes in self-rated health between 2014 and 2016.
MCC = multiple chronic conditions (i.e., two or more).
ΔCoefficients for MCCwith depression andMCCwithout depression significantly differ (p < .05) forWorked Same versus
Stopped Working, and marginally differ (p <.10) for Worked More versus Stopped Working.
^Coefficients for MCC with depression and MCC onset significantly differ (p < .05).
II Coefficients for MCC without depression and MCC onset marginally differ (p < .10) for Worked Less versus Stopped
Working and significantly differ (p <.05) for Worked More versus Stopped Working.
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working” and “worked more versus stopped
working” comparisons. Stately differently,
relative to MCC without depression, MCC
with depression is even more likely to induce
labor force departure compared to working the
same or more hours.

Results for white men are shown in Panel D.
MCC without depression is associated with a
relative lower risk of working less (RRR = .557,
p < .10) compared to discontinuing work. MCC

without depression is associated with greater risk
for discontinuing work compared to working the
same hours (RRR = .678, p < .05). While MCC
onset appears to be associated with working less
or working more (compared to discontinuing
work), MCCwithout depression is more likely to
transition white men out of the labor force.

Based on the race-gender stratified models
presented in Table 3, we present predicted
probabilities of “stoppedworking” by health status

Table 4. Significant Race-Gender Interactions With Health Status Based on Pooled Models.

Worked Less vs.
Stopped Working

Worked Same vs.
Stopped Working

Worked More vs.
Stopped Working

Black women as reference
Black men x MCC with depression 4.312* 2.902+
White women x MCC onset .241* .389+
Black men x MCC without depression 3.203**
White men x MCC onset 6.268*

Black men as reference
White men x MCC with depression .283+
Black women x MCC with depression .250*
White men x MCC onset 4.537* 4.704*

White women as reference
Black men x MCC with depression 3.030+
Black women x MCC onset 4.051+ 2.775+
White men x MCC onset 4.583** 2.041+ 9.048***
Black men x MCC without depression 2.538*

White men as reference
Black men x MCC with depression 4.193*
Black men x MCC onset .262+
White women x MCC onset .237** .133**
Black men x MCC without depression 2.558*
Black women x MCC onset .192+

Source: Health and Retirement Study, 2014–2016.
+ p < 0.10, * p < 0.05, ** p < 0.01, *** p < 0.001.

Figure 1. Predicted probabilities of discontinuing work by health status: full sample.
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across the four race-gender groups in Figure 2.
Across all groups, the lowest predicted probabil-
ities of workforce departure are among individuals
with NoMCC.MCCwith depression is the health
status category most likely to elicit departure from
the workforce for Black women (.32). For Black
men, MCC onset is associated the greatest like-
lihood of discontinuing work (.37). Among white
women, MCC onset (.34) and MCC with de-
pression (.32) rival each other in terms of the
highest predicted probability of labor force exit.
These distinctions in the health-workforce transi-
tion association across groups provide strong
evidence that the current analysis merits an in-
tersectional theoretical orientation.

To reinforce findings presented in Table 3
and Figure 2, we conducted a supplemental
analysis to assess race-gender differences in the
association between health status and workforce
transitions by running statistical interactions be-
tween race-gender and health in pooled models.
Statistically significant statistical interactions
are reported in Table 4. Twenty-three statistical
interactions emerged as significant, suggesting

race-gender group differences in the association
between health status and workforce transition.
We believe the race-gender stratifiedmodels to be
more easily interpretable, so we do not interpret
each individual statistical interaction. Nonetheless,
we observe three broad patterns. First, compared
to their same-race male counterparts, women are
more likely to discontinue work when they ex-
perience MCC. Second, relative to white women,
Black women are more likely to remain in the
workforce, opting to either work the same
hours or reducing their work hours, when they
experience MCC onset. Third, among men with
MCC and depression, white men are more likely
to exit the labor force than are Black men.
Nevertheless, relative to white men, Black men
are more likely to completely exit the labor force
when they experience MCC onset.

Discussion and Conclusion

The current study had two aims. First, building
on past research examining the effect of MCC
on workforce engagement (Jason et al. 2017), we

Figure 2. Predicted probabilities of discontinuing work by health status and race-gender.
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assessed the extent to which having both MCC
and depression negatively impacted labor force
engagement among older workers (compared to
MCC alone). Second, given the large body of
work indicating race and gender disparities in
health and employment trends, we examined the
extent to which the association between health
status and workforce engagement differed for
Black women, Black men, white women, and
white men. Below, we describe the study’s
major findings. We then outline study limi-
tations as well as the theoretical and workforce
policy implications.

Findings

Our analysis of a nationally representative sample
of older workers demonstrates that MCC in
combination with depression exerts an additional
negative burden on labor force engagement rel-
ative to MCC alone. These results are compelling,
as they confirm cross-sectional research suggest-
ing negative effects of co-occurring physical and
mental health problems on employment (von
Korff 2009). These findings are significant,
particularly because 36% of older workers in
our sample report MCCwithout depression and
another 8% experience MCC with depression.
Given the high prevalence of MCC among
older adults (Ralph et al. 2013), health chal-
lenges among older workers will continue to be
a pressing issue in the United States which has
witnessed a growing trend of older adults
working beyond traditional retirement age and
where healthcare costs continue to rise. Unequiv-
ocally, our study results confirm that comorbid
MCC with depression has implications for
older adults’ ability to remain in the workforce.
Moreover, longstanding racial and gender dis-
parities in health and employment trends motivate
an analysis of whether the health status-workforce
engagement association differs by race-gender.

A Deeper Examination of Intersectional
Cumulative (Dis)advantage

Using intersectionality in combination with
CAD as orienting theoretical frameworks, our

analysis confirms previous health research find-
ing disproportionately higher rates of health
problems for Black women. Consistent with
the original argument advanced by inter-
sectionality theory (Crenshaw 1991), Black
women are the most disadvantaged along most
dimensions, and consistent with cumulative
disadvantage arguments, Black female older
workers experienced the highest MCC prevalence
rates, at a startling rate of 63%: while 44%
have MCC without depression, 12% experience
MCC with depression and another 7% experi-
ence MCC onset 2 years later. Despite being
relatively younger than their white female and
white male counterparts, they are the least likely
to be partnered, have the most physical dis-
ability, highest obesity rates, earn the lowest
income, accrue the least wealth, and are the least
likely to be college educated. On the other hand,
white men are the most advantaged for nearly all
social markers and employment outcomes.

We also discover nuanced race-gender ef-
fects in the association between health status
and work transitions. First, on one hand, MCC
and depression negatively influences labor
force participation for Black and white women;
in fact, 32% of Black women and white women
discontinue work when they experience MCC
with depression. Thus, this finding runs counter
to stereotypical images casting Black women
as paragons of “strength” and invincibility
(Beauboeuf-Lafontant 2009), and calls for deeper
investigation of the attitudes, behaviors, and re-
sources of older Black women workers. On the
other hand, a different pattern emerges for MCC
onset: Black women are more likely to remain in
the workforce, opting to either work the same
hours or reducing their work hours, when they
experience MCC onset. Compared to their White
female counterparts, perhaps Black women
persist in working despite MCC onset due to
higher risk aversion or heightened percep-
tions of instability in their current economic
circumstances.

Second, though white women are the least
likely to experience MCC, when MCC is ac-
companied by depression, it exerts a signifi-
cantly higher risk of labor force exit than MCC
without depression. This implies that white women
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with comorbid MCC and depression are especially
vulnerable with regards to being able to remain
engaged in the labor force. Depression is a more
socially acceptable mental health diagnosis for
white women, with some even referring to it as a
“white woman’s disease” (Beaubouf-Lafontant
2009). The normalization of depression as a
legitimate health problem among white women
may also explain their greater likelihood of labor
force departure when experiencing MCC and
depression.

Third, consistent with past research on self-
reported health (McDonough and Amick 2001),
white men are more likely to exit the labor force
than are Black men when they experience MCC
with depression. This likely reflects older white
men’s ability to leave the labor force with greater
ease than their more economically disadvan-
taged Black male peers. Nevertheless, Black
men’s workforce engagement is severely af-
fected by MCC onset, a health predicament that
seems to abruptly thrust them out of the work-
force. Importantly, Black men are both the most
likely to experience MCC onset, have the highest
full-time workforce participation rate, and are the
most likely to be uninsured of the race-gender
groups studied here. Perhaps MCC onset exerts
this powerful influence on workforce engagement
because of more severe, chronic, or advanced-
stage diagnoses of health conditions among
older Black men in general (Gilbert et al. 2016).
Black men must navigate a U.S. terrain in which
they attempt to achieve gendered expectations
of being a financial provider for their families
in spite of constricted opportunity structures
that stack the odds against them (Brown and
Hargrove 2018; Gilbert et al. 2016). While
striving for economic stability, they also contend
with gendered-racialized discrimination across
multiple domains of life including the education
system, the criminal justice system, and the labor
market (Collins 2000; Curry 2017; Mouzon et al.
2020). Despite seemingly insurmountable im-
pediments to their economic success, ourfindings
suggest that Black men remain engaged in the
workforce until “health shocks” make it impos-
sible to do so.

Importantly, Black adults, especially Black
men, are underrepresented in health research.

Researchers have recently begun to address
recruitment challenges for this population in
longitudinal research (e.g., reluctance due to
the Tuskegee Syphilis Study, fear/mistrust of
white people, physicians’ failure to refer Black
research subjects, and researchers’ failure to
recruit Black men) (Herring et al. 2004;
Portacolon et al. 2020). The HRS data is
amongst the best representative data avail-
able for older Black adults. Even so, more
data collection efforts and empirical research
should focus on providing methodologically
precise estimates of health and workforce
engagement of Black men.

Limitations

Despite its strengths, this study has some
limitations. First, we were unable to assess
whether direct or indirect person and job
stereotyping led to declines in work hours, or if
certain types of workplaces encouraged the
retention of older workers; nonetheless, this
should be part of the broader conversation
pertaining to the experience of older adults in
the workplace. Although we have assumed
that health impacts workforce engagement
(McDonough and Amick 2001), workplace
dynamics can affect physical and psycho-
logical health (Stainback, Jason, and Walter
2018; Burgard, Brand, and House 2007).
Furthermore, unstable and inconsistent work
arrangements can elicit distress (Benach et al.
2014). Future research should further disen-
tangle the bi-directional association between
health and work. Nevertheless, given the lon-
gitudinal design of this study, we provide a more
stringent assessment of the extent to which
health problems impact workforce engagement
relative to prior research (e.g., von Korff 2009).

Second, research has shown that older Black
adults are more likely than their white coun-
terparts to have negative attitudes toward
mental health treatment and to report inter-
nalized stigma (Conner, Koeske, and Brown
2009). As such, Black older workers may be
less likely to report experiencing depressive
symptoms, or avoid medical treatment when
they do experience symptoms. Future research
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should assess the role of gendered and ra-
cialized dynamics concerning perceptions of
depression and mental illness stigma across
race-gender, and ascertain whether more serious
mental health problems influence workforce
engagement for diverse older workers.

Third, this study does not account for the
experiences of older adults who are unem-
ployed but looking for work, homeless, reside
in institutions or otherwise not in the labor
market. Cumulative disadvantages over the
life course explain the life processes that
eliminated these adults from sample selection,
as adversity and stressors in early life affect
later life health, which, in turn, influences
work outcomes (Ferraro et al. 2016; Turner,
Thomas, and Brown 2016). Given higher
death rates of Black individuals (compared to
whites) in early through mid-life (Arias and
Xu 2019), individuals with the most serious
health problems may have already died and
were, thus, not included in the sample. As a
result, our study may yield somewhat con-
servative estimates of the impact of health on
workforce transitions for racial minorities in
particular. Future research should integrate
intersectional and CAD frameworks to elu-
cidate processes that promote or inhibit
workforce engagement in late life.

Theoretical Implications

The current study integrated two complemen-
tary theoretical perspectives, intersectionality
and CAD, to highlight how racism and sexism,
as two systems of stratification, condition the
effect of health on workforce engagement.
Over the life course, Black women and Black
men experience disproportionately high levels
of discrimination, which play a critical role in
producing differentials in health along the di-
mensions of race and gender. Cumulative ad-
vantages and disadvantages that begin early in
life go on to influence workforce-related decision-
making in later life (Chae et al. 2014). Never-
theless, despite health disadvantages experienced
by Black women and, to some extent, Black
men, our study findings reveal they are more
likely to remain in the workforce relative to

white women and white men when they ex-
perience MCC and depression.

These findings speak to how cumulative
intersectional disadvantages accrue in a manner
that elicits poor health while simultaneously
prompting continued workforce engagement
among older Black workers. An alternative
theoretical perspective for understanding Black
men’s orientation to the labor market is the
“subordinate male target hypothesis” which
suggests that Black men may experience more
frequent discrimination than Black women
because they pose a greater threat to white male
dominance (Mouzon et al. 2020; Sidanus and
Veniegas 2000). Greater consideration of the
unique gendered-racialized discrimination Black
men endure will enhance our understanding of
how Black male older workers are disadvantaged
in the labor market.

Workplace Policy and
Practice Implications

Along with the increase in older adults’, women’s,
and racial minorities’ labor participation rates,
changing social and cultural norms, legal
protections, and economic mobility have accom-
panied the integration of previously marginalized
workers (Schultz and Adams 2019). As the job
market becomes more diverse, it is important
to consider how organizational context may
influence the well-being of workers. Stainback
et al. 2018 found, for example, that among
Black workers, psychological distress is signif-
icantly lower when the job is Black-dominated
(i.e., >75% Black workers). This is one example
of many workplace factors that could influence
well-being. Issues of power and inequality,
which often elicit stress, depression, and poor
health, are prevalent across all occupations
(Harvey Wingfield 2013). Harvey Wingfield
(2020) recommends sociology of work re-
search to center the workplace and apply in-
tersectionality theory as a means to explore
organizational practices that maintain in-
equality. We agree. Our findings suggest that
identifying workplace attributes that promote
the retention of older workers with chronic ill-
ness and depression, as well as acknowledging
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the roles of racism, sexism, and ageism will
decrease disparities in work engagement among
older workers. We offer some recommendations
here.

First, we suggest workplaces develop in-
novative ways to better support older workers
working longer. These include more nuanced
approaches to flexible work arrangements,
alternative retirement options such as staged
and phase retirement, as well as investment in
workplace equipment, supplies, and proce-
dures that ergonomically support workers,
reducing discomfort and injury risk. Second,
workplaces need better enforcement of the
American Disabilities Act (ADA) to protect
workers with cognitive and physical dis-
abilities from discrimination in employment
opportunities and workers with disabilities
need to be better informed on ADA protec-
tions and routes to file grievances, if neces-
sary. Third, workplaces should invest in
external professional consultation to better
understand how racism, sexism, and ableism
operate locally with a goal of developing
effective programs to increase social support
and minimize discrimination in response
to such feedback. Fourth, we recommend
stronger enforcement of race, gender, and age
discrimination sanctions. It is important to
consider that older workers, aside from any
physical or mental problems, or race and
gender categories, are more likely to face job
discrimination due to age-related stereotypes
(Webster, Thoroughgood, and Sawyer 2019).
The perception that older workers are un-
healthy, less productive, and intend to retire
soon promotes ageism, makes work more
challenging, and encourages the transition
out of the workforce.

In many cases, it is necessary for older
workers to exit the workforce due to their
debilitating health conditions or necessity to
provide care work. For those who cannot work
longer, our fifth and final recommendation is
that workplaces should work with legislature
and create policies to ensure economic security
and safety through Social Security, retirement,
or public assistance so that older workers can
retire or exit under less financially precarious

conditions (Gatta 2018). This is especially im-
portant given labor market shifts and spikes
in retirement and voluntary and involuntary
workforce exit due to coronavirus (COVID-
19). Older workers have been hit harder by the
effects of COVID-19 than any other demo-
graphic (Economic Policy Institute 2020), and
the effects of coronavirus have dispropor-
tionately affected Black workers, women care-
givers, and low-wageworkers (CDC2020; Spurk
and Straub 2020). Future research should ex-
amine the effects of the COVID-19 pandemic
on older workers’ employment, retirement, and
health.

Health risks for older workers will continue
to raise their unemployment rates. Understanding
how social inequalities along the dimensions of
race and gender influence labor market partici-
pation and retirement patterns provides a deeper
understanding of how health disparities provoke
unequal life outcomes. These findings compel
us to promote an intersectional cumulative (dis)
advantage lens through which we understand
how social status affects physical health, psy-
chological well-being, and work processes that
unfold later in the life course.
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Notes

1. There is much discussion regarding how inter-
sectionality has been explored in empirical re-
search (e.g., Bauer and Scheim 2019; Bowleg
2008; Collins 2000). In the context of quantita-
tive scholarship, intercategorical (across-group
comparative) studies tend to rely on statistical
methods (e.g., two-way statistical interactions)
that provide comparisons across groups (e.g.,
Brown and Hargrove 2013; Brown et al. 2016),
while other scholars suggest that qualitative
research best lends itself to examining inter-
sectionality’s theoretical complexities (Bowleg
2008; Wilkinson 2003). We submit that quantita-
tive methodological approaches contribute to a
growing body of intersectionality inspired-research,
and we aspire to contribute to this literature through
an examination of race-gender distinctions in the
association between health status and workforce
transitions.

2. We recognize the possibility of left censoring
(i.e., some race-gender groups are more likely to
have already exited the labor force). Supple-
mental analysis revealed that white women with
MCC (with or without depression) were more
likely to be not working for pay compared to the
other race-gender groups in 2014.

3. For some health problems (e.g., diabetes), re-
spondents were queried regarding whether they
were currently receiving treatment. Here, re-
ceiving treatment is complicated by our oper-
ationalization of physical health status (MCC). If
a given individual has two or more conditions,
there is a possibility that he or she may be re-
ceiving treatment for one condition but not the
other(s). Because of this complexity, we opted to

not include treatment, as the primary objective is
to ascertain the extent to which being diagnosed
with two or more of any chronic conditions is
associated with labor force transitions.
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