





Health and Health-Related
Measures

In almost every instance, the social assistance group had
dramatically higher rates of health problems and chronic
conditions across a broad range of measures compared to
the working poor and the non-poor groups. Strong sta-
tistically significant differences were found between the

social assistance group and the other two groups.

The working poor had significantly worse health than the
non-pooronseveral measures. Unexpectedly, the non-poor
were found to have higher rates on some health outcomes
compared to the working poor. This latter finding was
largely a product of the ‘healthy immigrant effect’, a phe-

nomenon discussed below in the Implications section.

This section focuses on selected major findings from the
analyses. Full results are provided in the Appendix.

Self-rated health - Respondents were asked to rate their
health as excellent, very good, good, fair or poor. Self-rated
health is a valid and reliable measure, strongly correlated
with objective measures of health including physicians’
ratings (see Shields & Shooshtari, 2001 for review).

On average, Ontarians rate their health highly. However
these ratings differ significantly between poverty status
groups. As shown in figure 1 (shown below), the social
assistance group had significantly higher rates of poor or
fair health compared to the working poor and non-poor
groups — more than 3 to 5 times higher. The working poor
had significantly higher rates than the non-poor group as

well.
FIGURE 1 400
'Poor' or 'Fair' 3501

Self-Reported Health
Age-Adjusted Rates per ThoudaR
Population by Poverty Status ,cqf

joN

Ontario, Population 18-64, 2005 200l

150

100"

Disability - Respondents were asked about participation
and activity limitations that affected their daily lives at
work, school, home and in other settings. The social assis-
tance group had significantly higher rates of participation
and activity limitations - 3.5 to 4 times higher than that of
the other two groups.

Respondents reported the number of days during the two-
week period preceding their interview that they spent all
or most of the day in bed because of illness or injury. Again
the social assistance group had significantly higher rates
at 2.8 days compared to .8 days for the other two groups.

Stress - The social assistance group had significantly
higher rates of high stress compared to the other two
groups. Over one-third of the social assistance group
reported feeling quite a bit or extremely stressful most
days compared to around one-quarter of respondents

from the other two groups.

Suicide’? - Particularly disturbing results emerged in
analyses pertaining to suicide. As shown in figure 2 (on
the following page), the social assistance group had sig-
nificantly higher rates of considering suicide and attempt-
ing suicide than the other two groups. In the 12-month
period preceding their interview, one in ten respondents
from the social assistance group considered suicide and
2% attempted suicide - rates that are 10 times higher than

the non-poor group.

The working poor also had significantly higher rates of
considering and attempting suicide than the non-poor
group. The working poor group was twice as likely to
attempt suicide in the 12-month period preceding their

interview compared to the non-poor group.
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Chronic conditions - Respondents were asked whether
a medical practitioner had diagnosed them with various
chronic conditions. The presence of at least one chronic
condition is quite common among working-age Ontar-

ians. However rates vary widely by poverty status.

The social assistance group had significantly higher rates
of chronic conditions, multiple conditions and total
number of conditions compared to the other two groups.
A total of 85% of social assistance recipients had a chronic
condition compared to 69% of the non-poor and 63% of
the working poor. The non-poor had significantly higher
rates of having at least one chronic condition compared
to the working poor. However, the working poor had
significantly higher rates of multiple chronic conditions

compared to the non-poor.
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Diabetes - As shown in figure 3 below, social assistance
recipients had a significantly higher rate of diabetes com-
pared to the other two groups. With more than one in
ten individuals affected, the diabetes rate was 2.1 to 3.6
times higher in the social assistance group compared to
the other two groups. The working poor also had signifi-
cantly higher rates compared to the non-poor - 1.7 times
higher.

Heart disease - Social assistance recipients had signifi-
cantly higher rates of heart disease compared to the other
two groups. At 8%, the rate was more than 2 to 3 times
higher among social assistance recipients compared to the
other two groups. The working poor also had significantly

higher rates at more than 1.3 times that of the non-poor

group.
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Migraines - As shown in figure 4 above, the social assis-
tance group had significantly higher rates of migraines at
nearly double to over 2.3 times the rates of the other two
groups. The working poor group also had significantly

higher rates than the non-poor group.

Chronic bronchitis - Again the social assistance group
had significantly higher rates of chronic bronchitis at 2.8
and 4.6 times that of the other two groups. Rates were sig-
nificantly higher among the working poor compared to

the non-poor as well.

Asthma - At 16%, the asthma rate among social assistance

recipients was double that of the other two groups.

Arthritis and rheumatism - Figure 5 below shows the

elevated rates of arthritis and rheumatism among social

assistance recipients compared to the other two groups.
The social assistance group had rates more than double
that of the working poor and non-poor.

Mood disorders - As shown in figure 6 (on the following
page), the social assistance group had significantly higher
rates of mood disorders at nearly four times that of the

other two groups.

Health Care Service Use

The social assistance and working poor groups were
significantly more likely to report not having a doctor

(13-15%) compared to the non-poor group (10%).

Despite being less likely to have a regular medical doctor,
social assistance recipients reported significantly more

consultations with all medical professionals, general
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practitioners, specialists, and other medical practitioners
compared to the non-poor and working poor groups.

The non-poor group had significantly more consultations
with all medical practitioners, specialists, and other medi-
cal practitioners compared to the working poor group. In
contrast, the working poor group had significantly more
consultations with general practitioners than the non-

poor group.

Figure 7 below shows the differences in consultations with
medical practitioners among poverty status groups.

The social assistance group had a significantly higher
number of nights spent in a hospital, nursing home or

convalescent home compared to the other two groups.
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Preventative Health Care
Service Use

In general, the working poor and social assistance groups
were less likely to have accessed various preventative
health measures than the non-poor group. In some cases,
the working poor group had lower rates than the social

assistance group.

Most working-age Ontarians have had an eye exam and
visited a dentist in the past. However important differ-

ences emerged for poverty status groups.

The working poor were significantly more likely to report

never having an eye exam compared to the non-poor
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group. The non-poor group was significantly more likely
to report having a recent eye exam compared to the poor

groups.

The working poor group was significantly more likely
to report never having visited a dentist compared to the
other two groups. Again, the non-poor group was signifi-
cantly more likely to report having a recent visit to a dentist

compared to the poor groups.

With regard to women’s health, the working poor and
social assistance groups were significantly more likely to
report never having had a breast exam, a mammogram
among women 40-64 years of age, or a pap smear test com-

pared to the non-poor group.

Among 40-64 year olds, the working poor group was
significantly more likely to report never having had a
colorectal cancer screening test compared to the non-poor

and social assistance groups.

Unmet Health Care Needs

Social assistance recipients reported significantly higher
rates of unmet health care needs compared to the other
two groups. Over one-quarter reported unmet health care
needs compared to 13-15% of the working poor and non-

poor groups.

Respondents from the poor groups were significantly
more likely to report cost (20-22%) as a reason for not
receiving care compared to the non-poor group (9%). Poor
respondents (4-7%) were also significantly more likely to
report transportation problems compared to non-poor

respondents (1%).

Access to Health Insurance

Strong significant differences were found among poverty
status groups on access to health insurance. About four
out of five respondents from the non-poor and social
assistance groups had health insurance for prescription
medications compared to just over two out of five respon-
dents from the working poor group. Similarly, about 70%
of respondents from the non-poor and social assistance
groups had insurance for eyeglasses and contact lenses

compared to 29% of the working poor group.

A different pattern emerged for dental care coverage
and hospital charges. Non-poor respondents (78%) had
the highest rate of dental care coverage, followed by the

social assistance group (66%) and then the working poor

group (39%)*. Significant differences were found between
all three groups. Almost three out of four non-poor
respondents have insurance to cover hospital charges
compared to 24-28% of the social assistance and working

poor groups.

Food Insecurity

The rate of household food insecurity among social
assistance recipients was 15 times higher than that of the
non-poor group, and almost 3 times higher than the work-
ing poor group. Almost half of all respondents from the
social assistance group were in food insecure households
compared to 17% of the working poor and 3% of the non-

poor. These differences were highly significant.

Chronic Conditions:
Examining Multiple Factors

We conducted a series of multivariate analyses to test for
associations between household income and ill health,
and social assistance receipt and ill health, when other fac-
tors related to ill health are taken into account (see Table
F in the Appendix). These control variables included: age,
gender, racialized status, Aboriginal status, educational
attainment, participation and activity limitation (a proxy
for disability status), physical activity level, daily smoker

status and employment status.

After taking into account all of these factors, household
income and/or social assistance receipt continued to be
significantly associated with 6 out of 8 chronic condition

categories, and 15 out of 21 specific chronic conditions.

Itis important to stress that these associations are statisti-
cally significant after taking into account (i.e. holding con-
stant) the effects of demographic, educational, employ-

ment, health behaviour factors and disability status.

Implications

Social Assistance and Sickness

Results of this study paint a grim picture of the health of
social assistance recipients in Ontario. Social assistance
recipients have significantly higher rates of poor health
and chronic conditions on 38 of 39 health measures com-
pared to the non-poor, and 37 of 39 health measures com-
pared to the working poor. Their rates on conditions such

as diabetes, heart disease, chronic bronchitis, arthritis
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and rheumatism, mood disorders and anxiety disorders
are 2.4 to 4.6 times higher than that of the non-poor. Not
surprisingly, over one-third report high stress levels. Forty
percent of the social assistance group often experience
participation and activity limitations that interfere with

their everyday lives.

Perhaps most distressing, over one-quarter of social
assistance recipients considered suicide in their lifetime
and one in ten in the 12-month period preceding their
interview. The social assistance group reported attempt-
ing suicide at rates that were 5 to 18 times higher than the
non-poor and working poor groups.

Multivariate analyses resulted in powerful findings link-
ing household income and social assistance receipt to a
broad range of chronic conditions, even when other fac-
tors, including disability status and health behaviour
factors such as smoking and physical activity, were taken

into account.

The median annual household income for this highly
stressed, health compromised and vulnerable group was
a mere $13,000.

While data from this study cannot directly address the
causal relationship between income and health, research-
ers that have explored this question have found that while
poor health affects income by diminishing a person’s
ability to engage in paid employment, the strongest causal
influence shows low income leading to poor health
(Phipps, 2003). Regardless of whether individuals ini-
tially experience falling incomes as a result of ill health or
declining health as a result of low income, the fact remains
that poverty further compromises health and undermines
a person’s ability to cope with chronic health problems
and to get well.

An Illness Producing System

Our analysis raises important questions about Ontario’s
social assistance system - a system that leaves the most
health compromised group of working-age people in the
province to subsist on meagre income assistance. In fact,
rates are so low that almost half of all recipients live in

food insecure households.

Ontario’s social assistance system includes two main pro-
grams: Ontario Works (OW) and the Ontario Disability
Support Program (ODSP). OW is intended as the short-
term income assistance program of last resort, providing

financial and employment assistance to recipients. ODSP

provides longer-term income and employment assistance

to Ontarians with disabilities.

OW and ODSP rates are abysmally low. In 2005 when our
data was collected, estimated annual incomes* for OW
recipients were $7,007 for a single person, $14,451 for a
lone parent with one child and $19,302 for a couple with
two children (National Council of Welfare,2006). A person
with a disability receiving ODSP had an estimated annual
income of $12,057. These incomes were between 34% and
58% of the poverty line®, with single OW recipients at the

lowest level.

Comparing Ontario inflation-adjusted social assistance
incomes between 1986 and 2005, the National Council of
Welfare (2006) found the lowest incomes for three out of
four family types occurred in 2005. The lowest social assis-
tance income for a couple with two children occurred in
2003. By 2005, the annual income for this family type had

increased by $75, about $6 more per month.

While the provincial government has made modest 2-3%
periodic increases to social assistance rates in recent
years, these rates remain troublingly low (National Coun-
cil of Welfare, 2006; National Council of Welfare, 2008).
Social assistance income statistics for 2007 reveal further
declines for a single employable person and a person
with a disability, when inflation is taken into account
(National Council of Welfare, 2008). Since 2005, families
with children fared better with an increase in social assis-
tance incomes of 9.1% for a lone parent with one child and
4.7% for a couple with two children. However, estimated
annual social assistance incomes remained at 33% to 61%
of the poverty line in 2007, with single individuals receiv-
ing OW continuing to be the worst off. Inflation-matching
increases alone have not changed the woeful inadequacy

of Ontario’s social assistance rates.

While disability assistance rates are well below the poverty
line, ODSP provides higher levels of income assistance to
recipients compared to OW. With their increased burden
of compromised health and corresponding health care
expenses, access to ODSP is vital to people with disabili-
ties in financial need. We found very high rates of chronic
conditions and ill health among social assistance recipi-
ents in general. While it was not possible to distinguish
between OW and ODSP recipients in the dataset, these
alarming rates, coupled with very low incomes, raise ques-
tions about the extent to which people with disabilities

are gaining access to ODSP.
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Several studies have documented the considerable barriers
that Ontarians with disabilities face in accessing ODSP
(Centre for Addiction and Mental Health, 2003; Income
Security Advocacy Centre, 2003; ODSP Action Coalition,
2008; Social Planning Council of Ottawa, 2001; Street
Health, 2006). While some improvements have been made
since the program’s inception in 1998 (Ombudsman
Ontario, 2006), advocates continue to raise serious con-
cerns about access to ODSP. Lack of access leaves people
with disabilities either with no income or struggling to
survive on OW (Ombudsman Ontario, 2006).

Social assistance recipients in Ontario live in grinding
poverty. For the large numbers struggling with ill health,
poverty further undermines their ability to cope with
health problems and to improve their health. In addition,
social assistance recipients have the extra burden of deal-
ing with Ontario’s social assistance system - a complex
and punitive bureaucracy that promotes stress, anxiety,
depression and self-blame (Community Social Planning
Council of Toronto & Family Service Association of
Toronto, 2004; Herd et al., 2005; Herd & Mitchell, 2002;
Lightman et al,, 2003a; Lightman et al., 2003b). As well,
social assistance recipients are confronted with societal
judgment and social exclusion associated with being ‘on
welfare’ (Power, 2005; Reid & Tom, 2006; Swanson, 2001).
Rather than a source of support in hard times, the system
and the societal baggage associated with it further under-
mine the health of social assistance recipients.

Poor Health and The Working Poor

The health of the working poor is a more complicated
story. The working poor have higher rates of diabetes,
heart disease, chronic bronchitis, migraines, multiple
chemical sensitivities and learning disabilities compared
to the non-poor group. They have lower self-reported
health and mental health, a higher rate of household food
insecurity and are more likely to report multiple chronic
conditions compared to the non-poor group.

Compared to the non-poor, the working poor were more
likely to consider suicide in their lifetime and in the
12-month period preceding their interview. They were
twice as likely as the non-poor group to attempt suicide in

the year prior to their interview.

While the working poor group had higher rates on a
number of health problems, they did not differ from the
non-poor group in the average number of days spent in
bed due to illness or injury. This is likely related to working

conditions in the precarious labour market that generally
provide low wages with no benefits. While the working
poor may need time to recover, and their health may be
further compromised by continuing to work through ill-
ness and injury, taking time off may be a luxury that they
simply cannot afford. In contrast, the non-poor group was
more likely to enjoy both higher wages that would allow
them to take time off, and benefits such as sick days and
long-term disability plans that prevent or reduce losses of

wages related to illness and injury.

The Working Poor and
the Healthy Immigrant Effect

While the working poor have compromised health out-
comes on a number of measures, the whole story of their
health is more complex. The non-poor, compared to the
working poor, were more likely to report having at least
one chronic condition, and had higher rates of endocrine
and metabolic conditions, circulatory system conditions,
musculoskeletal conditions, miscellaneous conditions,
allergies other than food allergies, high blood pressure,
urinary incontinence, bowel disorder and other chronic

conditions.

These differences can be explained, in large part, by a
phenomenon called the “healthy immigrant effect”.
National data strongly support the existence of the healthy
immigrant effect, whereby immigrants and particularly
newcomers to Canada enjoy better health, including lower
rates of chronic conditions, than their Canadian-born
counterparts overall (Newbold, 2006; Ng et al., 2005).
Researchers have found that this health benefit diminishes
over time until immigrant health levels begin to approxi-
mate that of their Canadian-born counterparts, and is

particularly evident among non-European immigrants.

Researchers have explored this issue in some depth. They
point to the impact of immigration policies that exclude
immigrants with ‘medically inadmissible’ conditions as
a reason for newcomers’ superior health relative to their
Canadian-born peers and barriers to health care services
that result in lower rates of medical diagnoses (Newbold,
2006). The declining health of immigrant groups over
time has been attributed to the impact of disproportion-
ate rates of poverty, poor working conditions and the lack

of recognition of internationally-acquired credentials.

In our sample, over half of the working poor are immi-
grants compared to 28% of the non-poor group. Despite

their income levels, it is not surprising to find better than
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expected health outcomes for the working poor as a result
of the healthy immigrant effect. We conducted additional
analyses showing that immigrants in the working poor
group had been living in Canada an average of 12 years
compared to 22 years in the non-poor group. This data
further suggested that the healthy immigrant effect was
at work.

Additional analyses revealed that the healthy immigrant
effect was a significant factor in explaining the contrary
results between the working poor and non-poor groups.
We conducted separate analyses for the Canadian-born
and immigrant populations in Ontario for the ten health
outcomes where the non-poor group had higher rates
than the working poor group.®

In analyses of the Canadian-born population controlling
for age, the results either reversed themselves, where the
working poor had higher rates of ill health than the non-
poor or no differences were found between groups.

In analyses of the immigrant population controlling for
age and length of residency in Canada, we found either
no significant differences between the working poor and
non-poor groups, or a significant but diminished differ-
ence between groups where the non-poor continued to
have higher rates for some health problems compared to
the working poor group. After taking into account age
and length of residency in Canada, the non-poor immi-
grant group had significantly higher rates of the following
chronic conditions/categories compared to the working
poor immigrant group: having at least one chronic con-
dition, musculoskeletal conditions, miscellaneous con-
ditions, allergies other than food allergies, high blood
pressure and bowel disorder. Differences in experiences
with the health care system may also explain some of these
findings. Additional research is needed to further unpack
these results.

Low Wages, Precarious Work and
Compromised Health

Labour markets in industrialized countries like Canada
have undergone major restructuring over the past 30
years, resulting in an expansion of precarious employ-
ment. In Canada, 37% of jobs are part-time, temporary or
self-employed positions (Community-University Research
Alliance on Precarious Employment, 2005). In 2005, 22.5%
of Canadians, aged 25-64 years, working full-year full-
week had an annual income of less than $30,000, up from
21.1% in 2000 (Statistics Canada, 2008). Among women,

aged 25-64 years, working full-year full-week, 23.5% had
an annual income below $30,000 compared to 21.7% of
men. Almost one-quarter of all jobs in Ontario pay less
than $10 an hour (Workers’ Action Centre, 2007a). Stud-
ies show that women, immigrants, and workers of colour
are over-represented in the ranks of Ontario’s working
poor (Campaign 2000, Citizens for Public Justice & Work-
ers’ Action Centre, 2006).

The working poor in our study had a median annual
income of $21,000 and low rates of insurance coverage for
dental, vision, prescription drug and hospital expenses.
Nearly half were members of racialized groups. More than

half were immigrants, and more than half were women.

The working poor group is likely employed in low wage
and precarious positions. These jobs typically include
short-term, temporary and contract work with low pay and
few, if any, benefits. Part-time employment is also a fea-
ture of precarious work. While some workers may desire
part-time employment, many part-time workers seek and
require full-time jobs to make ends meet. Workers in the
precarious labour market may also juggle multiple jobs,
are vulnerable to exploitive employers and generally lack

access to collective representation.

In Toronto, the Workers’ Action Centre (2007b) has docu-
mented widespread employment standards’ violations,
the complete exclusion of many workers from employ-
ment standards’ protections, and a lack of enforcement of
standards for workers who are covered by the provincial
Employment Standards Act (an issue that the Province is
beginning to address through its poverty reduction strat-
egy). This research links poor working conditions from
precarious employment to increased stress resulting in

poor physical and mental health.

Due to restructuring of the Employment Insurance (EI)
system (formerly Unemployment Insurance) in the mid-
1990s, many workers with precarious employment are now
ineligible for federal Employment Insurance (EI) benefits
when laid off. This is particularly pronounced in Ontario,
compared to the rest of Canada, and in the big urban
centres such as Toronto. Drastic changes to the program
rendered many workers with short-term and/or part-time
positions - particularly women - ineligible due to inade-
quate insurable hours (Canadian Labour Congress, 1999).
When short-term jobs end, these workers must scramble
for other employment or turn to the social assistance

system with its considerably lower benefit levels.
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Lack of an adequate minimum wage has long been an
issue for low wage workers in Ontario. The former Con-
servative provincial government froze the minimum wage
at $6.85 per hour during both of its terms in office from
1995 to 2003 (Ontario Ministry of Labour, 2003). While
the Liberal provincial government elected in 2003 began
making modest annual increases to the minimum wage,
these increases have not been sufficient to pull minimum

wage earners out of POVCI‘ty.

In recent years, workers, community groups and labour
organizations mounted a vigorous campaign calling on
the provincial government to raise the minimum wage
to $10 per hour immediately. The provincial government
responded by slating annual increases to bring the mini-
mum wage up to $10.25 per hourin 2010 (Ontario Ministry
of Labour, n.d.). Despite these advances, the current rate
at $8.75 per hour still leaves minimum wage workers in
poverty. Economists from the Canadian Centre for Policy
Alternatives pega living wage for Toronto at $16.60, nearly
double the current rate (Mackenzie & Stanford, 2008).

Low wage and precarious employment contributes to the
compromised health of the working poor. Lack of access
to EI benefits puts short-term contract workers further
at risk by leaving them to the inadequacies of the social
assistance system when their employment ends. On a
bright note, recent provincial actions promise to improve
the position of some vulnerable workers in Ontario. In
response to workers’ advocacy efforts, the Ontario pro-
vincial government recently adopted legislation to extend
protections for temp agency workers, arguably some of the
most vulnerable workers in the province (Ontario Minis-
try of Labour, 2008). This legislation represents a first step
toward improving protections for temporary workers in

Ontario.

Health Care Inequities

Not surprisingly, the social assistance group with its
much higher rates of chronic conditions and poor health
reported significantly more consultations with medical
practitioners of all kinds. These results are also expected
given the requirements of ODSP applicants and recipients
to provide detailed documentation from medical doctors
to access and maintain benefits. Despite their frequent
consultations with various medical professionals, the
social assistance group was less likely to have a regular
medical doctor compared to the non-poor group. While
the working poor group reported more visits to general

practitioners compared to the non-poor group, they were
also less likely to have a regular medical doctor compared
to the non-poor group.

In a 25-year review of health care utilization in Canada,
Curtis and MacMinn (2008) report some parallel find-
ings. This study showed that people in Canada with lower
socioeconomic status (SES) were less likely to visit a physi-
cian compared to other residents. This inequity appears
to be growing more prevalent over time. However, these
researchers also found that once initial contact was made
with a physician, residents with lower SES consulted with
physicians more frequently than others. Similarly, we
found both poor groups had more consultations with
general practitioners compared to the non-poor group

but were less likely to have a regular medical doctor.

Similar to our results with the working poor, these
researchers found people in Canada with lower SES were
less likely to see a specialist. Once initial contact was made
with a specialist, these researchers found that income was
no longer a factor in the number of specialist consulta-
tions between groups. While the working poor in our
study had fewer consultations with specialists than the
non-poor group, social assistance recipients had more
consultations with specialists compared to the non-poor
and working poor groups. This latter finding demon-
strates that important differences exist within the lower
SES group.

In addition, our data showed lower rates of preventative
health care utilization among poor groups compared
to the non-poor group. Rates were especially troubling
regarding women’s preventative health care where sub-
stantial numbers of women in the poor groups had never
had a pap smear test, breast exam or mammogram for

those over 40 years of age.

As well, the working poor were much less likely to have
insurance to cover additional health services compared to
the non-poor group. Social assistance recipients reported
lower rates for dental care and hospital expense coverage
compared to the non-poor. Although social assistance
recipients had higher rates for dental coverage than the
working poor, their government-provided coverage is lim-

ited to emergency services only.

In Ontario, delisting of some health care services has
forced Ontarians without insurance to pay for additional
services out of pocket (Browne, n.d.). Data from our study
suggest that poor Ontarians are forgoing some health ser-
vices due to cost. We found higher rates of unmet health
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care need among the poor groups compared to the non-
poor group, and cost cited as a factor for one in five poor

respondents with unmet health care needs.

Our data and related studies reveal troubling inequities
regarding health care service utilization (Curtis & Mac-
Minn, 2008; Steele et al., 2002; Street Health, 2007). With
regard to physicians and specialists, Curtis and MacMinn
(2008) found that the largest inequities exist at the point
of first contact. Their work documents a growing gap in
the amount of health care received between the rich and
the poor, Canadian-born and immigrant populations,
and residents with lower levels of education compared to
more highly educated residents. These trends have impor-
tant implications for Ontario’s working poor and social

assistance recipients.

Curtis and MacMinn offer some recommendations to
address Canada’s growing health care inequities. They
suggestan increased focus on language and cultural issues
with regard to health care service provision, improved
access to pharmaceuticals for residents who are unable to
pay, increased access to physicians in poor areas, training
of more physicians from diverse communities, public edu-
cation, including development of multilingual materials,
to promote use of preventative health care services, and
development of clinical guidelines for physicians regard-
ing appropriate referrals to specialists. These authors
point out that improved access to primary care including
medications may lessen the burden on emergency services

and hospitals.

Human Costs, Health Care Costs

The increased burden of compromised health among
social assistance recipients and the working poor under-
mines the quality of life of poor Ontarians and results in
increased costs to the health care system. In a study of the
impact of chronic conditions, Schultz and Kopec (2003)
found moderate to severe quality of life impacts for people
with Alzheimer’s disease, urinary incontinence, effects
of a stroke, arthritis and rheumatism, bowel disorders,
chronic bronchitis and emphysema, back problems, epi-
lepsy, heart disease and cataracts. Several of these condi-
tions were more common among the poor groups in our

study, particularly for social assistance recipients.

Individuals living with health problems and in poverty
face difficult challenges. As supported by our research and
others, they may lack the funds to pay for a nutritious diet
which is critical to good health (Sieppert et al., 2004). The

stress of living in poverty, unable to pay the bills and cover
basic needs, including health-related needs, further exac-
erbates ill health. People living with ill health and in pov-
erty are also disadvantaged by the lack of affordable hous-
ing and problems of substandard housing in Ontario. For
social assistance recipients, the ongoing surveillance, and
arbitrary and punitive nature of the system contributes
to poor health (Community Social Planning Council of
Toronto & Family Service Association of Toronto, 2004;
Herd etal., 2005; Lightman et al., 2003a; 2003b; Baker Col-
lins, 2003).

Both social assistance recipients and the working poor
are engaged in systems that reduce their sense of control
over their lives - whether as a result of interactions with
the social assistance system or within precarious labour
markets where workers have little control over their work
environments. The loss of personal control, characteristic
of social assistance systems and precarious work environ-

ments, has important implications for individual health.

Povertyalso affects people’s relationships and connections
to community. It can limit a person’s ability to participate
in the broader community which may already be hindered
by illness, contributing to social isolation which further
undermines health. Material deprivation can erode rela-
tionships among family members (Hamelin et al., 2002).
Worried parents sacrifice their own material needs to pro-
vide for their children in an attempt to spare them from
the impact of poverty. For families living in poverty, a
parent or family member’s illness adds additional strain

to an already difficult situation.

In addition to the human costs, poverty also contributes
to added financial costs to the health care system. Our
study found longer in-patient stays for social assistance
recipients compared to the working poor and non-poor
groups. In Canada, total acute care inpatient costs were
$17,046.6 million for 2004-05, representing over 37% of
overall public health expenditures (Canadian Institute for
Health Information, 2008a). Diseases of the respiratory
and circulatory systems - conditions disproportionately
present among the social assistance group and in some
cases, the working poor group - account for 28.8% of all
acute care inpatient costs. In a recent study on the eco-
nomic costs of poverty in Ontario, researchers pegged
poverty-induced costs related to provincial health care at
$2.9 billion (Laurie, 2008).

The human and financial costs associated with poverty
and ill health are considerable. Whether on moral or eco-
nomic grounds, the need for bold action is clear.
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Recommendations

We offer the following recommendations to support the
reduction of poverty in Ontario, to address the increased
burden of ill health faced by poor people in Ontario, and
to promote equitable access to health services in Ontario.
These recommendations are based on the results of this
study and supported by related research.

Improving the Provincial Poverty
Reduction Strategy

Recommendation 1

The Province’s poverty reduction strategy includes a
plan to review social assistance with an aim of “remov-
ing barriers and increasing opportunities”. The proposed
review is focused on improving rules to better facilitate
movement of people from social assistance to work. Re-
evaluating complex and contradictory social assistance
rules is an important undertaking, however the strategy
does not acknowledge one of the fundamental problems
with social assistance - inadequate benefit levels that leave
people living in deep poverty that compromises individual
health and undermines the ability of people to move from
social assistance to work. In addition to reviewing social

assistance rules, we recommend that:

The provincial government establish an independent
panel to set Ontario Works and Ontario Disability Sup-
port Program rates, through an evidence-based process,
to reflect the actual cost of living in Ontario communi-
ties. The basic needs and shelter portions of social assis-
tance should reflect the actual costs of meeting basic
needs, including health-related needs, and maintaining
decent housing. Rates should take into account regional
differences in the cost of living. The Canada Mortgage
and Housing Corporation rental housing survey and
local nutritious food basket measures can assist in this
regard. Once established, rates should be fully indexed

to inflation.

Recommendation 2

Asasignatory country on the United Nations International
Covenant on Economic, Social and Cultural Rights and
the Rome Declaration on World Food Security, Canada
has recognized the human right to food and has commit-
ted to take action domestically and abroad. However our
data show that half of all social assistance recipients and

17% of the working poor live in food insecure households.
In March 2008, a total of 314,258 Ontarians received food
from a food bank (Ontario Association of Food Banks,
2008). Between September 2007 and September 2008,
food banks in Ontario reported an average increase of 13%
in the number of people receiving food. Social assistance
recipients, the working poor and people with disabilities
rank high among food bank recipients. Access to a nutri-
tious diet is vital to individual health. It is unacceptable
that there are Ontarians going hungry because of poverty,
that mothers are sacrificing meals to feed their children,
and that residents are filling up on water and rationing
bread slices to make it through the month (Community
Social Planning Council of Toronto & Family Service
Association of Toronto, 2004; Daily Bread Food Bank,
2008; Human Resources and Social Development Canada,
1999; Smilek et al., 2000). Therefore, we recommend that:

The federal and provincial government take immediate
action to bring Canada into compliance with its com-
mitment to the human right to food under various inter-
national treaties. Local nutritious food basket measures
assess the cost of a nutritious diet in specific communi-
ties. These are useful tools to guide government action
on the right to food.

Recommendation 3

Social assistance recipients in our study had much higher
rates of ill health, chronic conditions and activity limita-
tions compared to others,and reported verylow household
incomes. These findings raise questions about Ontarians
with disabilities and their access to ODSP. Related litera-
ture and advocate accounts reveal considerable barriers
to ODSP for people with disabilities (Centre for Addic-
tion and Mental Health, 2003; Income Security Advocacy
Centre, 2003; Lightman et al., in press; ODSP Action
Coalition, 2008; Social Planning Council of Ottawa, 2001;
Street Health, 2006). Access to ODSP is vital to the health
of Ontarians with disabilities in financial need. Therefore,

we recommend that:

The provincial government undertake a review of ODSP,
including a broad-based community consultation, to
identify barriers to access and implement changes to
ensure that people with disabilities in financial need

have timely access to this essential program.
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Recommendation 4

Low wage work and poor working conditions in the pre-
carious labour market impact on the health of the work-
ing poor. Recent provincial action to introduce protec-
tions for temp agency workers is an important first step
in improving the working conditions and by extension,
health and well-being of Ontario workers. The provin-
cial government’s commitment to increase funding for
employment standards’ enforcement is also a promising

move. Following from these steps, we recommend that:

The provincial government report transparently on
its efforts to protect temp agency workers and enforce
employment standards. We also recommend that the
provincial government update labour standards’ legis-
lation to protect the rights of workers engaged in other
forms of precarious employment. These workers include
those deemed self-employed by employers seeking to
offload employee-related responsibilities and expenses.
Finally, we recommend that the provincial government
set minimum wage rates to ensure that no full-time, full-

year worker in Ontario lives in poverty.

Recommendation 5

The Province’s poverty reduction strategy sets a goal
of reducing child poverty by 25% in 5 years. While an
important and laudable goal, the strategy sets no target
for reducing adult poverty. In particular, adults without
children are not a focus of the plan. According to data
from our study, over half of social assistance recipient
households and 40% of working poor households do not
include children. Therefore, we recommend that:

The provincial government expand its existing target
to reduce poverty by 25% in 5 years for all Ontarians.
In addition to recognizing the full face of poverty in
Ontario, an inclusive goal will also reflect the fact that
poor children live in poor families and that child pov-
erty cannot be addressed without a simultaneous focus
on family and adult poverty.

Taking Action on the Federal Level

Recommendation 6

Countries such as the United Kingdom and Ireland have
adopted national poverty reduction strategies. In Canada,
provincial governments in Ontario, Quebec and New-
foundland and Labrador have taken the lead in develop-
ing their own plans. Ontario’s poverty reduction strategy
recognizes the role of the federal government in reducing
poverty. In the last federal election, all major political par-
ties with the notable exception of the Conservative Party
made a commitment to introduce a federal poverty reduc-
tion strategy. Poverty reduction is critical to promoting
the health of Ontarians and Canadians alike. Therefore,
we recommend that:

The federal government introduce a national poverty
reduction strategy with concrete targets and timelines,
and that it monitor and provide regular public updates
on the progress of this plan.

Recommendation 7

Dramatic reforms to the Unemployment Insurance
system (now named Employment Insurance) have left the
majority of unemployed workers in Ontario and across
Canada without access to the benefits that they pay for.
Women, youth, immigrants and big city dwellers were
most affected by program reforms, showing the lowest
rates of access to EI (Black & Shillington, 2005; Canadian
Labour Congress, 1999; Townson & Hayes, 2007). Lack
of access to EI benefits leaves unemployed workers to the
health-compromising inadequacies of provincial social
assistance. Rather than the income assistance program of
last resort, Ontario Works has become the only option for
tens of thousands of unemployed workers in Ontario. It
is simply a matter of fairness that workers during periods
of job loss, and particularly during these tough economic
times, should have access to the benefits that they pay for.

Therefore, we recommend that:

The federal government restore Employment Insurance
as a universal social program by expanding the eligibil-
ity criteria to address the needs of workers in the pre-
carious labour force, ensuring equal access to benefits
regardless of residence, improving benefit levels and
increasing coverage periods. Rather than divert EI con-
tributions to cover federal deficits and pay down debt,
as has been government practice for the last decade,
these funds should be used for their intended purpose,
to support unemployed workers.
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Improving Health Care Access,
Promoting Health Equity

Recommendation 8

Our data and related studies reveal troubling inequities
regarding health care service access and utilization. Social
assistance recipients and the working poor in our study
had higher rates of unmet health care needs compared
to the non-poor group. One in five people from the poor
groups with unmet health care needs cited cost as a factor
in his/her inability to get needed care. Individuals from
poor groups were less likely to have a regular medical
doctor and had lower rates of various preventative health
care services. The working poor also had lower rates of
insurance coverage for vision, dental, prescription medi-
cation and hospital care compared to the non-poor group,
and in most cases, social assistance recipients. In related
studies, researchers have documented a growing gap in
the amount of health care received between the rich and
the poor, Canadian-born and immigrant populations, and
residents with lower levels of education compared to more
highly educated residents, and more out of pocket health
care expenses related to the delisting of health services in
Ontario (Browne, n.d.; Curtis & MacMinn, 2008).

These inequities were present and growing during pros-
perous economic times. In light of the current economic
crisis, they are likely to widen and affect increasing num-
bers of people caught in the downturn. Therefore, we rec-

ommend that:

The provincial government take action to ensure equita-
ble access to health care services irrespective of income
and poverty status, and reduce the ability to pay as a
factor in accessing health care in Ontario. Expansion
of and increased funding to community health centres
(which focus on the health needs of marginalized com-
munities), expansion of dental, vision, prescription
drug and hospital care coverage, and expansion of the
Ontario Trillium Drug Plan are key areas for action.
Language interpreter services and health ambassadors
(non-professionals within communities that can pro-
vide information and referrals) are critical supports to
promote preventative health care and deliver culturally-
appropriate health services.

Improving Research Tools,
Focusing on Equity-Seeking
Groups

Recommendation 9

To better understand the health and health care use of
Canadians receiving income from different types of social
assistance programs, we recommend that:

Statistics Canada revise future versions of the Canadian
Community Health Survey to allow for the collection of
income data that distinguishes between general social
assistance (short-term assistance) programs and dis-

ability support programs (long-term) in each province.

Recommendation 10

The focus of this research has been primarily on the con-
nections between ill health and different forms of poverty
status. We have included analyses examining factors such
as gender, ethnoracial status, Aboriginal identity, immi-
gration status and disability status. However additional
work is needed to examine the specific health outcomes
of particular groups. As well, this study is limited to a
province-wide analysis for Ontario and does not incor-
porate other geographic levels including urban, rural and
neighbourhood-level analysis. Therefore, we recommend
that:

Additional research be conducted to better understand
the effects of income inequality, poverty, social assis-
tance and labour market conditions on the health and
health care use of women, racialized groups, Aboriginal
people, immigrants and people with disabilities. We
also recommend that analyses be conducted to better
understand how place of residence, such as neighbour-
hood or region, may relate to poor health.
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Endnotes

1. 74.4% of the working poor respondents reported having a job at the time of their interview. Why don’t all
of the working poor have current jobs if they are the ‘working poor’? The working poor group is comprised
of respondents who reported that the main source of their household income over the 12-month period
preceding the interview came from salaries, wages or self-employment, and reported household incomes
below the Low Income Measure. Respondents may have gotten most of their income from work in the past
12 months but were not working at the time of their interview. It is also possible that other members of the
household were working, contributing to the main source of household income, but the respondent did not
have a current job.

2. Due to a flaw in the CCHS questionnaire, lifetime attempted suicide rates included in this report are likely
lower than in actual fact. Respondents who had considered suicide in their lifetime but not in the 12-month
period preceding the interview were not asked about lifetime suicide attempts.

3. Social assistance recipients have limited dental coverage for emergency services only.

4. National Council of Welfare provides estimated annual welfare incomes for four family types. These
incomes include basic social assistance, additional benefits, federal child benefits, provincial/territorial
child benefits, federal GST credit and provincial/territorial tax credits, where applicable.

5. While Canada has no official poverty line, Statistics Canada’s Low Income Cut-Off is commonly used to
assesslowincomein Canada. Note that the working poorand social assistance groups utilized in our studyare
constructed using Statistics Canada’s Low Income Measure (LIM) which is another widely used instrument.
For further details, please see the extended method section available at www.socialplanningtoronto.org

6. We used the GEN MOD procedure in SAS to conduct these analyses. The sample was split into two groups:
Canadian-born and immigrant. In the analyses with the Canadian-born group, age and poverty status were
included in the model predicting various chronic conditions. In the analyses with the immigrant group,
age, poverty status and length of time residing in Canada were included in the model. Results are described
in the text (p<.05 was used to assess statistical significance).
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APPENDIX

Table A

Overview of Health Indicators: Age-Adjusted Rates per Thousand Population

Ontario, Population 18-64 Years, 2005

Self-rated health

Self-rated health (poor or fair vs. good, very good or
excellent)

Self-rated mental health (poor or fair vs. good, very
good or excellent)

Disability
Often has a participation or activity limitation

Number of disability days (over previous two weeks)

Stress
Stress (most days quite a bit or extremely stressful
vs. not at all, not very, a bit stressful)
Suicide
Considered suicide in lifetime
Considered suicide in past 12 months
Attempted suicide in lifetime

Attempted suicide in past 12 months

Non-Poor

75****

43****

100*
830

253~

77***
147

2**

Working Poor

117****

66****

’|‘|3‘k‘k‘k‘k
802****

268****

—
-
.
.

Social Assistance

383****

198****

395****
2832****

36"****

P
-~
-~
-

Statistical significance levels: * p<.05 ** p<.01 *** p<.001 **** p<.0001; significance levels in the non-poor and working poor

columns refer to comparisons with the group in the column to the right; significance levels in the social assistance column

refer to comparisons with the non-poor group.
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Table B

Chronic Conditions: Age-Adjusted Rates per Thousand Population

Ontario, Population 18-64 Years, 2005

Chronic conditions
Has a chronic condition
Has more than 2 chronic conditions
Total number of chronic conditions
Endocrine or metabolic condition
Thyroid condition
Diabetes
Food allergies
Multiple chemical sensitivities
Other allergies
Circulatory system condition
Effects of a stroke
Heart disease
High blood pressure
Eye disease
Cataracts
Glaucoma
Disease of the nervous system or developmental disorder
Learning disability
Epilepsy
Migraines
Disease of the respiratory tract
Chronic bronchitis
Asthma
Musculoskeletal disease
Back problems (excluding arthritis and fibromyalgia)
Arthritis or rheumatism
Fibromyalgia
Chronic fatigue syndrome
Mental and behavioural disorder
Anxiety disorder
Mood disorder
Alzheimer's disease or dementia
Schizophrenia
Miscellaneous condition
Cancer
Stomach or intestinal ulcer
Urinary incontinence
Bowel disorder
Other chronic condition

Non-Poor

68O***+
215**
1,549
3g7*r
48
3prrk
75
1g#*
303*+*
13770
n/a
25**
11475+ *
20

n/a

n/a
14+ *
23rrk

4
120***+
91

20 *+*
78
278"
195

127

13

n

87

43

61

n/a

n/a

87

9

30

17+
42%*
125*

Working Poor

6265+
23QrHr
1,520%**
363+
50**
Gk
81

30**

D5 wwrk
1025+ +*
n/a

3 prrr
g3 *rH
17*

n/a

n/a
175%xk
e
Jarwn
145%
Oprrr
33rrrk
E8*+*
260"+
193 *x
130+
R
Jarwn
9O**+
A6+
G2 r*
n/a

n/a
JOrrr
n

2 rrHr
Qrrr
YA
e

Social Assistance

8AT**+
540+
3,460*
A8D*
72%*
11355 x*
104~

S arrrk
e
24GH**
n/a
JGrrk
200**+*
31"

n/a

n/a
377w
123%*+*
QQrrwx
9g7HrHx
203+
g rrwr
15Q**x*
5O
306+*+
2QQ
6O
GA***
3 7wrrk
187+
P R
n/a

n/a
20 2*
15
QQ*rr*
E3*++
65
216+

Statistical significance levels: * p<.05%* p<.01*** p<.001**** p<.0001; significance levels in the non-poor and working poor

columns refer to comparisons with the group in the column to the right; significance levels in the social assistance column

refer to comparisons with the non-poor group.
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Table C
Access to, and Utilization of Health Care Services:

Age-Adjusted Rates per Thousand Population
Ontario, Population 18-64 Years, 2005

Non-Poor
Consultations with medical professionals
Has no regular medical doctor O5F
Total number of consultations with all medical practitioners 9,988***
Total number of consultations with general practitioners 2,960
Total number of consultations with specialists 1,489~
Total number of consultations with medical practitioners other s
- - 5,549
than general practitioners and specialists
Number of nights in a hospital, nursing home or convalescent 381
home
Has self-perceived unmet health care needs 125***

Working Poor

127
8,798****
3,344%**
1,236

4,218****

374****

‘ISO****

Social Assistance

148**#
19,360™***
7,374%*
2,525%**

9,935****

1’433****

263****

Statistical significance levels: * p<.05 ** p<.01 *** p<.001 **** p<.0001; significance levels in the non-poor and working poor

columns refer to comparisons with the group in the column to the right; significance levels in the social assistance column

refer to comparisons with the non-poor group.

Table D

Health-Related Measures: Percentages (not adjusted for age)

Ontario, Population 18-64 Years, 2005

Non-Poor
Reasons care was not received
Care not available at time required 141
Felt care would be inadequate 3.3
Cost 8.8™**
Didn't get around to it 7.6*
Personal or family responsibilities 11
Transportation problems 11
Access to health insurance
Prescription medications 80.6™***
Dental care 7817
Eyeglasses or contact lenses VAR
Hospital charges 72.6%**
Household food insecurity 327

Working Poor

1.8
3.5
20.3
4.6
1.9
4.0

43.0%rr
38 7%+*
28 grHx

275
16.5+**

Social Assistance

9.8

6.1

2.6 ***
53

17
6.67***

827
65.8%+*
70.3
Y
4Q 3rx*

Statistical significance levels: * p<.05 ** p<.01 *** p<.001 **** p<.0001; significance levels in the non-poor and working poor

columns refer to comparisons with the group in the column to the right; significance levels in the social assistance column

refer to comparisons with the non-poor group.
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Table E
Preventative Health Care Service Use:

Age-Adjusted Rates per Thousand Population
Ontario, Population 18-64 Years, 2005

Non-Poor Working Poor Social Assistance

Eye Care

Never had eye exam before 36%** 74 54*

Had eye exam less than 2 years ago 648**** 574 599*
Dental Care

Never visited dentist before 7 Y Rl 10

Visited dentist in past 12 months 7507 495 47457
Women's Health

Never had breast exam 209**** 351 3997 x>

Had breast exam less than 2 years ago 872 856 828

Never had mammogram (40-64 years) 281+ 370 4157

Had mammogram less than 2 years ago (40-64 years) 765 710 686

Never had pap smear test before 96> ** 223" 163****

Had pap smear test less than 1year ago 553**** 461 4627
Colon Care (40-64 years only)

Never had colorectal cancer screening VZ Y e 814** 731

Had colorectal cancer screening less than 3 years ago 585 531 582

Statistical significance levels: * p<.05 ** p<.01 *** p<.001 **** p<,0001; significance levels in the non-poor and working poor
columns refer to comparisons with the group in the column to the right; significance levels in the social assistance column

refer to comparisons with the non-poor group.
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