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Abstract 

Introduction: this study aims to examine health 
inequalities among Korean workers by sex, age, 
education, monthly income, occupation, and 
employment type and identify groups of workers 
who may be neglected in the process of resolving 
health inequalities. Methods: we used data from 
the Fourth Korean Working Condition Survey 
conducted by the Korea Occupational Safety and 
Health Research Institute and compared the 
number of health symptoms among various groups 
using the t-test and one-way analysis of variance 
to determine their health status. We also 
calculated the Gini index of the number of health 
symptoms of each group and plotted the Lorenz 
curve to illustrate health inequalities. Results: we 
found that the number of health symptoms was 
higher in groups with lower socioeconomic status 
(e.g., female, blue-collar workers, older, low 
education, low monthly income, and self-employed 
workers). However, the Gini index and Lorenz curve 
with respect to socioeconomic status indicated 
that health inequalities were higher among white-
collar and permanent workers vis-à-vis blue-collar 
and self-employed workers, respectively. Further, it 
was found that health inequalities were higher 
among males than females with respect to the 
same occupational groups and employment types. 
Conclusion: general health policies are often 
targeted at the socially and economically 
vulnerable group, but according to the results of 
this study, it can be considered that there may be 
subjects who are vulnerable to health problems 
even in groups that are not socioeconomically 
vulnerable. 

Introduction     

Health inequality is defined as “differences in 
health status or in the distribution of health 
resources between different population groups, 
arising from the social conditions in which people 
are born, grow, live, work and age” [1]. In 1946, 
the World Health Organization (WHO) constitution 
enshrined that “the enjoyment of the highest 
attainable standard of health is one of the 
fundamental rights of every human being without 
distinction of race, religion, political belief, 
economic or social condition” [2]. However, with 
the development of societies, health inequalities 
continue to emerge. 

An evaluation report on environmental health 
inequalities in Europe by the WHO Regional Office 
assessed health inequalities with respect to sex, 
age, income, education, occupation, and social 
status [3] and found that health inequalities from 
exposure to noise and second-hand smoke were 
related to income levels and injury mortality rates 
of males were three times higher than that of 
females. Developed countries have established a 
variety of policies to alleviate health inequalities. 
In the United States, a health protection strategy 
called “healthy people 2020” was established to 
alleviate health inequalities [4]. In the United 
Kingdom, one of the ten core principles of the 
National Health Service emphasizes the need to 
reduce health inequalities [5]. Several studies have 
been conducted in Korea in response to an 
increased perception of health inequality in the 
country [6,7]. However, most of these studies are 
biased towards identifying health inequalities 
among different social classes and their results are 
limited to identifying health vulnerabilities facing 
blue-collar workers or low socioeconomic status 
groups. 

Therefore, this study aims to examine health 
inequalities among Korean workers with respect to 
sex, age, education, monthly income, occupation, 
and employment type using the Fourth Korean 
Working Conditions Survey (KWCS) data and 
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identify groups of workers who may be neglected 
in the process of resolving health inequalities. 

Methods     

Study design: this study was conducted as a cross-
sectional study using the fourth KWCS data. The 
purpose of the study was to investigate health 
inequalities among Korean workers with respect to 
sex, age, education, monthly income, occupation, 
and employment type, and to identify groups of 
workers who may be neglected in the process of 
resolving health inequalities. 

Study setting and population: this study used data 
from the fourth KWCS, which was conducted by 
the Korea OSHRI from June to September 2014. 
The Korea OSHRI is located in the South Korea in 
East Asia. In 2006, the first KWCS was conducted 
based on the European working condition survey 
and has been conducted four times as of 2014. 
The validity and reliability of the KWCS have been 
verified in a past study [8]. The survey was 
conducted by professional researchers trained in 
interviewing methods. The interviewing methods 
used for the fourth KWCS were the paper and pen 
interview (PAPI) and computer assisted personal 
interview (CAPI) methods. Across 17 cities, 50007 
subjects participate in the study, and they were 
interviewed by the researchers over a four-month 
period. Korean working condition survey targets 
all employees aged 15 or older in Korea. Based on 
the 2010 population and housing census data and 
the list of new apartments, samples were 
extracted after stratifying the subjects. In this 
study, since the analysis was performed on adults, 
subjects under the age of 20 were excluded. In 
addition, since soldiers are included from officers 
to private soldiers, the classification of 
occupations is ambiguous, so they were excluded. 
Finally, we excluded 9955 subjects with missing 
values (sex, age, education, monthly income, 
occupation, and employment type, aged under 20, 
soldier), leaving 40052 individuals (21193 men, 
18859 women). 

Variables and data resource: to assess the general 
characteristics, we used the data related to sex, 
age, education, monthly income, occupation, and 
employment type from the fourth KWCS. Then, we 
used 13 health symptom questionnaires from the 
fourth KWCS to assess health inequality. 

General characteristics: to assess inter- and intra-
group health inequality, we classified all the 
variables into categorical variables. Age was 
divided into “20-29.9,” “30-39.9,” “40-49.9,” “50-
59.9,” and “60 and above”; education level into 
“middle school graduate and below,” “high school 
graduate,” and “college and above”; monthly 
income (in USD) into “below 1000,” “1000-1999,” 
“2000-2999,” “3000-3999,” “4000 and above,” and 
“no answer or unknown.” Occupation was divided 
into “blue-collar workers” and “white-collar 
workers.” Here, blue-collar workers include 
agricultural workers, fishery workers, operators, 
assembly workers, and simple laborers (e.g., 
guard, sweeper, deliveryman, and driver) and 
white-collar workers include managers, experts, 
office workers, engineers, service workers, and 
sales workers. Finally, employment type was 
divided into “self-employed,” “temporary worker,” 
and “permanent worker.” 

Socioeconomic status: to assess health inequality 
with respect to socioeconomic status (SES), we 
reclassified the subjects into three groups (low, 
intermediate, and high SES groups). We used age, 
education, and monthly income to determine the 
SES. First, we analyzed the frequency of number of 
health symptoms by age, education, and monthly 
income. Then, we divided age, education, monthly 
income into “good SES” and “poor SES” according 
to the median value of the number of subjects for 
each variable. “Less than 50 years of age,” “above 
high school education,” and “more than 2000 USD 
monthly income” were classified as good SES, 
while others were classified as poor SES. Next, we 
classified the subjects satisfying all the above 
three conditions of poor SES into the “low SES” 
group, those satisfying all three conditions of good 
SES into the “high SES” group, and the remainder 
into the “intermediate SES” group. 
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Health symptom questionnaire: in the KWCS, if a 
subject answered, “yes” to the question, “During 
the past 12 months, have you had any of the 
following health problems?” they were considered 
to have health problems. The health problems 
were divided into 13 categories: i) hearing 
function problem; ii) dermatologic problem; iii) 
lower back pain; iv) muscular pain in upper 
extremities such as shoulder, neck, and arm; v) 
muscular pain in lower extremities such as hip, leg, 
knee, and foot; vi) headache or eye strain; vii) 
abdominal pain; viii) dyspnea; ix) cardiovascular 
disease; x) trauma or accident; (xi) depression or 
anxiety disorder; xii) whole-body fatigue; xiii) 
insomnia or sleep disorder. 

Data analysis: we compared the number of 
symptoms based on sex and occupation using the 
student´s t-test. We also compared the number of 
symptoms based on age, education, monthly 
income, and employment type using the one-way 
ANOVA test. The p-value of lesser than 0.05 was 
considered as statistically significant. To assess 
health inequality, we calculated the Gini index of 
the number of health symptoms. We also plotted 
a Lorenz curve to visually identify health 
inequality. The Gini index [9,10] and the Lorenz 
curve [11] are widely used indicators of income 
inequality in economics. In recent studies, these 
indicators have been used to assess inequality in 
other fields [12,13]. This study used these 
indicators to determine the degree of health 
inequality. We used International business 
machines statistical package for the social sciences 
(IBM SPSS) statistics for Windows, version 24.0 
(IBM, SPSS Inc., Armonk, NY, USA) to conduct the 
student´s t-test and the ANOVA test. We also used 
Excel 2016 (Microsoft, Redmond, WA, USA) to 
calculate the Gini index and to draw the Lorenz 
curve. We first drew the Lorenz curve and then 
calculated the Gini index. To draw the Lorenz 
curve, we set the x-axis as “cumulative population 
proportion rate” and the y-axis as “cumulative 
subjective health proportion rate.” To obtain 
“cumulative population proportion rate,” we 
calculated the total number of subjects per 
number of symptoms. To obtain “cumulative 

subjective health proportion rate,” we 
transformed the subjective health symptom range 
from “0-13” to “0.0-1.0.” The Gini index [14] 
measures the area between the Lorenz curve and 
the hypothetical line of absolute equality (triangle 
ABC in Figure 1), expressed as a percentage of the 
maximum area under the line (Figure 1). It is 
expressed as a value lying within a range of 0-1, 
such that the closer the value is to “0,” the higher 
the degree of equality, and the closer it is to “1,” 
the higher the degree of inequality. The formula 
for calculating the Gini index is as follows: Gini 
index = inequality area/triangular area; - inequality 
area: the area between a hypothetical line of 
absolute equality and the Lorenz curve; - 
triangular area: the area of a triangle below a 
hypothetical line of absolute equality. In this 
study, as the cumulative subjective health 
proportion rate was not a continuous variable, we 
did not use an integral function to measure the 
inequality area. Instead, we used the following 
simple numerical area calculation method in 
Figure 1. Gini index = (area of triangle ABC - area 
under Lorenz curve)/area of triangle ABC; Gini 
index = 1 - area under Lorenz curve/area of 
triangle ABC; Gini index = 1 - area under Lorenz 
curve/0.5; Gini index = 1 - 2 x area under Lorenz 
curve; Gini index = 1 - 2 x [(1/2 x a1 x b1) (S1) + 
{1/2 x (b1 + b2) x (a2 - a1)} (S2) + {1/2 x (b2 + b3) x 
(a3 - a2)} (S3) + ……]; Gini index = 1- [(a1 x b1) + 
{(b1 + b2) x (a2 - a1)} + {(b2 + b3) x (a3 - a2)} + 
……]. 

 

Results     

Frequency of number of health symptoms in each 
category based on the different population: the 
number of health symptoms was higher among 
females and blue-collar workers than males 
(p<0.001) and white-collar workers (p<0.001), 
respectively. Moreover, the number of health 
symptoms increased with increase in age 
(p<0.001) and decrease in educational level 
(p<0.001) and monthly income (p<0.001). 
According to employment type, the number of 
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health symptoms was highest among the self-
employed, followed by temporary and permanent 
workers (p<0.001) (Table 1). 

Gini index based on the different population: the 
Gini index values were higher for males and white-
collar workers vis-à-vis females and blue-collar 
workers, respectively. They decreased with 
increase in age and decrease in educational level, 
monthly income, and socioeconomic status. 
According to employment type, the Gini index 
value was highest among permanent workers, 
followed by temporary and self-employed workers 
(Table 2). 

Gini index, and lorenz curve based on the 
different population: according to occupation, 
both male and female blue-collar and white-collar 
workers tended to have a larger Gini index as their 
socioeconomic status increased. The Gini indexes 
for all the cases were greater for males and white-
collar workers than females and blue-collar 
workers, but the difference between the indexes 
of intermediate and high SES was not large. 
According to employment type, both male and 
female self-employed and permanent workers 
tended to have a larger Gini index as their 
socioeconomic status increased. In the case of 
male temporary workers, the Gini index was 
higher for intermediate SES than high SES, but the 
difference was not large. Temporary and high SES 
workers had a smaller Gini index for male vis-à-vis 
female. However, in all other cases the indexes 
were larger for males than females. Further, in all 
the cases, the Gini index was increasing in order of 
self-employed workers, temporary, and 
permanent workers (Table 3). 

Main results: the Health problems may appear 
differently according to socioeconomic factors 
such as sex, age, education, monthly income, 
occupation, employment type (p<0.001). The 
lower socioeconomic status group have more 
health problems. However, the higher 
socioeconomic status group may have more health 
inequality. 

Discussion     

Health inequality is an easily encountered problem 
in modern society. In this situation, examining the 
differences in health levels among groups of 
workers can help determine the current status and 
cause of health inequality, and thus provide 
solutions for the problem [7]. In this study, we 
analyzed work-related health symptoms to 
examine health level differences among Korean 
workers and found health inequalities in various 
groups using the Gini index and the Lorenz curve. 
Previous studies have analyzed and offered 
solutions to health problems existing in the lower 
socioeconomic strata based on factors such as 
education level and income level [3,4,6,15-19]. 
The results of this study confirm that people of 
lower socioeconomic status live relatively less 
healthy lives. However, in this study, we further 
divided each factor into several categories and 
evaluated health inequality in each category. We 
found that inequality was highest among male 
white-collar workers with respect to occupation 
and male permanent workers with respect to 
employment type. This is in contrast to the lowest 
levels of health inequalities found among female 
blue-collar workers with respect to occupation and 
female self-employed workers with respect to 
employment type, although these groups are 
known to be relatively vulnerable to health equity. 
In addition, health inequalities within groups 
tended to be larger with higher SES. These results 
are likely due to the characteristics of the target 
population groups. In low SES groups, there is not 
much deviation in education and monthly income. 
On the other hand, in high SES group, the 
deviation in education and monthly income is very 
large. In education, for example, the “college or 
above” group includes colleges to graduate school, 
where the qualifications of subjects range from 
associate degrees to doctors. The work performed 
by each member is expected to vary widely as 
well. As regards monthly income, the “4000 or 
above” group is also expected to have a large 
deviation as it includes all subjects earning above 
4000 USD. Therefore, it can be inferred that the 
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difference between the lowest and highest level of 
workers in the high SES group may be much larger 
than the difference among the members in the 
low SES group, thereby increasing the level of 
health inequalities in the high SES group 
accordingly. In the stratified analysis with respect 
to sex, occupation, and employment type, there 
was a tendency for health inequalities to increase 
consistently with higher SES, which supports our 
opinion. 

As a result, the workers who experience health 
inequalities in high SES groups is likely to be 
marginalized by existing research and policies that 
are usually aimed at workers in low SES groups. In 
fact, research on musculoskeletal disorders, such 
as visual display terminal syndrome (VDT 
syndrome), among white-collar workers has been 
conducted only recently [20-23]. Moreover, 
problems such as mental stress among white-
collar workers have just been brought to 
light [24,25]. This suggests the possibility that 
some workers are still marginalized. Therefore, 
there may be reverse discriminations in 
policymaking. Few studies have analyzed health 
inequalities with respect to socioeconomic strata 
by classifying the subjects into further categories. 
This study shows that there is a possibility that 
some subjects who experience health inequality 
despite their higher socioeconomic status are 
likely to be marginalized in the process of resolving 
health inequalities. Further research is needed to 
identify the factors that should be preferentially 
considered and managed to overcome health 
inequalities within specific population groups. 
Although the results of this study were significant, 
there are some limitations. First, as the KWCS data 
is on Korean workers, this study cannot be applied 
to other countries in the same way. In particular, 
health inequalities may vary not only across 
socioeconomic dimensions, but also across other 
dimensions like political and religious identity. 
Therefore, it is difficult to generalize and apply 
these findings to other countries [26,27]. Third, in 
a validity survey conducted in the past for KWCS, it 
was found that the response rate was lower than 
that of EWCS. Therefore, this study also has a 

possibility of lowering the reliability compared to 
the EWCS analysis. Second, as this study is a cross-
sectional in nature, causal relationships cannot be 
explained. Finally, as we used only the KWCS data 
in this study, the factors not included in it cannot 
be considered. However, this study has the 
advantage of being highly reliable as it uses data 
based on a sample representative of Korean 
workers. Further, this study makes a novel 
attempt to visualize and quantitatively compare 
health inequalities using the Lorenz curve and Gini 
index. Moreover, in contrast to previous studies 
that have identified health inequalities among 
different socioeconomic strata, this study found 
that health inequalities could exist within the 
same strata. 

Conclusion     

In line with the findings of past studies, we found 
that low-SES workers live relatively less healthy 
lives. Analyzing further by sex, occupation (highest 
inequality among male white-collar workers), and 
employment type (highest inequality among male 
permanent workers), we found that some high-SES 
workers may suffer from health inequalities. 
Furthermore, health inequalities within groups 
tended to be larger with higher SES. Most 
countries are proposing policies to alleviate health 
inequalities through institutional methods. 
Nevertheless, these policies target only low-SES 
workers, and, as shown here, some high-SES 
workers may be marginalized. Our study can 
provide data for developing methods to include 
such workers in the ambit of research and policies. 

What is known about this topic 

 Health problems may appear differently 
according to socioeconomic factors (such 
as sex, age, education, monthly income, 
occupation, employment type); 

 The lower socioeconomic status group have 
more health problems. 

What this study adds 

 The higher socioeconomic status group 
may have more health inequality; 
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 New methods such as Gini index, Lorenz 
curve can be used to assess health 
inequality. 

Competing interests     

The authors declare no competing interests. 

Authors' contributions     

Conceptualization: SangJin Park and Joo Hyun 
Sung; data curation, formal analysis, and funding 
acquisition: SangJin Park and Joo Hyun Sung; 
Investigation: SangJin Park and Joo Hyun Sung; 
methodology: SangJin Park, Joo Hyun Sung, and 
Minsu Ock; software: Joo Hyun Sung; validation: 
SangJin Park and Joo Hyun Sung; visualization: 
SangJin Park; writing, review and editing: Minsu 
Ock, Ahra Kim, and Joo Hyun Sung. All the authors 
read and approved the final version of this 
manuscript. 

Acknowledgments     

This study used data from the fourth Korean 

Working Conditions Survey (4th KWCS) conducted 
by Korea Occupational Safety and Health Research 
Institute (OSHRI). All authors would like to thank 
Korea OSHRI, and the participants of the survey. 
The paper’s contents are solely the responsibility 
of the author and do not necessarily represent the 
official views of the Korea OSHRI. 

Tables and figure     

Table 1: frequency of number of health symptoms 
with respect to sex, age, education, monthly 
income, occupation, and employment type 
Table 2: Gini index with respect to sex, age, 
education, monthly income, occupation, 
employment type, and socioeconomic status 
Table 3: Gini index of occupation and employment 
type with respect to sex and socioeconomic status 
Figure 1: Lorenz curve and inequality area 

References     

1. World Health Organization. Health 

inequities and their causes. Accessed 16th 

August, 2022. 
2. World Health Organization. Basic 

documents: Forty-eighth edition, 2014. 

Accessed 16th August, 2022. 
3. World Health Organization Regional Office 

for Europe. Health 2020: a European policy 
framework supporting action across 
government and society for health and 

well-being. Europe: WHO. Accessed 16th 

August, 2022. 
4. Centres for Disease Control and 

Prevention. Healthy People 2020. Accessed 

16th August, 2022. 
5. National Health Service. The NHS Plan: a 

plan for investment, a plan for reform. 

Accessed 16th August, 2022. 
6. Khang YH, Yun SC, Lynch JW. Monitoring 

trends in socioeconomic health 
inequalities: it matters how you measure. 
BMC Public Health. 2008 Feb 20;8: 66. 
PubMed| Google Scholar 

7. Khang YH, Lee SI. Health inequalities policy 
in Korea: current status and future 
challenges. J Korean Med Sci. 2012 May;27 
Suppl(Suppl): S33-40. PubMed| Google 
Scholar 

8. Kim YS, Rhee KY, Oh MJ, Park J. The validity 
and reliability of the second Korean 
working conditions survey. Saf Health 
Work. 2013 Jun;4(2): 111-6. PubMed| 
Google Scholar 

9. Shao B. Decomposition of the Gini index by 
income source for aggregated data and its 
applications. Comput Stat. 2021;36(3): 
2135-2159. PubMed| Google Scholar 

10. Steinbeis F, Gotham D, von Philipsborn P, 
Stratil JM. Quantifying changes in global 
health inequality: the Gini and Slope 
Inequality Indices applied to the Global 
Burden of Disease data, 1990-2017. BMJ 
Glob Health. 2019 Sep 24;4(5): e001500. 
PubMed| Google Scholar 

https://www.panafrican-med-journal.com


Article  
 

 

SangJin Park et al. PAMJ - 44(107). 27 Feb 2023.  -  Page numbers not for citation purposes. 8 

11. Lorenz MO. Methods of measuring the 
concentration of wealth. Publ Am Stat 
Assoc. 1905;9(70): 209-219. Google 
Scholar 

12. van Mierlo T, Hyatt D, Ching AT. Employing 
the Gini coefficient to measure 
participation inequality in treatment-
focused Digital Health Social Networks. 
Netw Model Anal Health Inform Bioinform. 
2016;5(1): 32. PubMed| Google Scholar 

13. Acevedo-Mendoza Wf, Buitrago Gómez 
DG, Atehortua-Otero MA, Páez MA, 
Jiménez-Rincón M, Lagos-Grisales GJ et al. 
Influence of socio-economic inequality 
measured by the Gini coefficient on 
meningitis incidence caused by 
Mycobacterium tuberculosis and 
Haemophilus influenzae in Colombia, 2008-
2011. Infez Med. 2017 Mar 1;25(1): 8-12. 
PubMed| Google Scholar 

14. The Organization for Economic Co-
operation and Development (OECD). 
Glossary of statistical terms. Gini index. 

OECD. Accessed 16th August, 2022. 
15. Department of Health, United Kingdom. 

Tackling health inequalities - a programme 

for action. Accessed 16th August, 2022. 
16. Truesdale BC, Jencks C. The Health Effects 

of Income Inequality: Averages and 
Disparities. Annu Rev Public Health. 
2016;37: 413-30. PubMed| Google Scholar 

17. Acheson D. Independent inquiry into 

inequalities in health report. Accessed 16th 

August, 2022. 
18. Lee EC, Kim HC, Kim DH, Leem JH, Park SG. 

Association between job-stress and VDT 
work, and musculoskeletal symptoms of 
neck and shoulder among white-collar 
workers. Korean J Occup Environ Med. 
2007;19(3): 187-195. Google Scholar 

19. Sim MJ, Son IA, Hong SG. The degree of 
musculoskeletal discomfort of officers. J 
Korea Contents Assoc. 2009;9(9): 249-258. 
Google Scholar 

20. Song HS, Lee CG. The differences the 
relationship according to body part 
between occupational stress and self-
reported musculoskeletal disorder 
symptoms as seen in surveys of public 
office workers using VDT. Korean J Occup 
Environ Med. 2012;24(1): 20-32. Google 
Scholar 

21. Cabegi de Barros F, Moriguchi CS, de 
Oliveira Sato T. Effects of workstation 
adjustment to reduce postural exposure 
and perceived discomfort among office 
workers - A cluster randomized controlled 
trial. Appl Ergon. 2022 Jul;102: 103738. 
PubMed| Google Scholar 

22. Yoon MS, Lee HJ. Moderating effects of 
depression, job satisfaction on the 
relationship between workplace bullying 
and suicidal ideation. Ment Health Soc 
Work. 2013;14(3): 34-62. 

23. Choi SY, Jun HS, Lee SY. The relationship of 
trait anger and social avoidance with 
workplace bullying victimization among 
male and female office workers: the 
moderating effects of organizational 
climate. Korean J Cul Soc Issues. 2017; 
23(1): 53-74. 

24. Medina CK, Pellegrini LC, Mogro-Wilson C. 
Political Power and Health Inequalities in 
Vieques, Puerto Rico. Soc Work Public 
Health. 2014;29(5): 401-16. PubMed| 
Google Scholar 

25. Patterson AC, Veenstra G. Politics and 
population health: testing the impact of 
electoral democracy. Health Place. 2016 
Jul;40: 66-75. PubMed| Google Scholar 

26. Ferraro KF, Kemp BR, Williams MM. 
Diverse aging and health inequality by race 
and ethnicity. Innov Aging. 2017 Mar 
1;1(1): igx002. PubMed| Google Scholar 

27. Idler E, Blevins J, Kiser M, Hogue C. 
Religion, a social determinant of mortality? 
A 10-year follow-up of the Health and 
Retirement Study. PLoS One. 2017 Dec 
20;12(12): e0189134. PubMed| Google 
Scholar 

https://www.panafrican-med-journal.com


Article  
 

 

SangJin Park et al. PAMJ - 44(107). 27 Feb 2023.  -  Page numbers not for citation purposes. 9 

Table 1: frequency of number of health symptoms with respect to sex, age, education, monthly income, 
occupation, and employment type 

Characteristics Respondents (n=40052) Mean Standard deviation P-value 

Sex         

Male 21193 (52.9) 1.33 1.65 < 0.001 

Female 18859 (47.1) 1.59 1.74   

Age         

20 - 29.9 3688 (9.2) 0.80 1.32 < 0.001 

30 - 39.9 7923 (19.8) 1.00 1.43   

40 - 49.9 10959 (27.4) 1.34 1.65   

50 - 59.9 9441 (23.6) 1.57 1.66   

60 or above 8041 (20.0) 2.22 1.87   

Education         

Middle school graduate or below 7542 (18.8) 2.37 1.84 < 0.001 

High school graduate 16021 (40.0) 1.46 1.67   

College or above 16489 (41.2) 1.03 1.46   

Monthly income (USD)         

Under 1000 8254 (20.6) 1.97 1.90 < 0.001 

1000 - 1999 15038 (37.5) 1.42 1.66   

2000 - 2999 9720 (24.3) 1.24 1.56   

3000 - 3999 4511 (11.3) 1.22 1.57   

4000 or above 2529 (6.3) 1.21 1.56   

Occupation         

Blue-collar worker* 13769 (34.4) 1.95 1.85 < 0.001 

White-collar worker† 26283 (65.6) 1.19 1.54   

Employment type         

Self-employed worker 14314 (35.7) 1.79 1.80 < 0.001 

Temporary worker 6094 (15.2) 1.56 1.75   

Permanent worker 19644 (49.1) 1.18 1.54   

*Blue-collar workers include agricultural workers, fishery workers, operators, assembly workers, and simple 
laborers (e.g., guard, sweeper, deliveryman, and driver); †White-collar workers include managers, experts, 
office workers, engineers, service workers, and sales workers 
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Table 2: Gini index with respect to sex, age, education, monthly income, occupation, employment type, and 
socioeconomic status 

Characteristics Gini index of low 
socioeconomic status 

Gini index of intermediate 
socioeconomic status 

Gini index of high 
socioeconomic status 

Male       

Occupation       

Blue-collar worker* 0.728 0.804 0.829 

White-collar 
worker† 

0.813 0.890 0.895 

Employment type       

Self-employed 
worker 

0.717 0.831 0.865 

Temporary worker 0.773 0.859 0.852 

Permanent worker 0.811 0.867 0.892 

Female       

Occupation       

Blue-collar worker* 0.670 0.798 0.810 

White-collar 
worker† 

0.763 0.848 0.859 

Employment type       

Self-employed 
worker 

0.689 0.806 0.831 

Temporary worker 0.721 0.853 0.855 

Permanent worker 0.756 0.856 0.867 

*Blue-collar workers include agricultural workers, fishery workers, operators, assembly workers, and simple 
laborers (e.g. guard, sweeper, deliveryman, and driver); †White-collar workers include managers, experts, 
office workers, engineers, service workers, and sales workers 

 

 

Table 3: Gini index of occupation and employment type with respect to sex and socioeconomic status 

Characteristics Gini index of low 
socioeconomic status 

Gini index of intermediate 
socioeconomic status 

Gini index of high 
socioeconomic status 

Male       

Occupation       

Blue-collar worker* 0.728 0.804 0.829 

White-collar 
worker† 

0.813 0.890 0.895 

Employment type       

*Blue-collar workers include agricultural workers, fishery workers, operators, assembly workers, and simple 
laborers (e.g. guard, sweeper, deliveryman, and driver); †White-collar workers include managers, experts, 
office workers, engineers, service workers, and sales workers 
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Figure 1: Lorenz curve and inequality area 
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