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Introduction

In a 2012 report, the Metcalf Foundation developed a new definition of working poverty. This definition is 

based on income, rather than hours worked, and excludes students and those who do not live independently. 

Applying that definition, the authors then used data from the Survey of Labour and Income Dynamics 

(SLID) and the Census to estimate how many people in Toronto were living in working poverty, where they 

were living and working, and to describe their family lives, education and age.1  

This research found that 113,000 people were living in working poverty in the Toronto region in 2005, 

a 42% increase from 2000. The report findings indicate people living in working poverty:  
•	 most commonly work in sales and service occupations; 
•	 work a comparable number of hours and weeks as the rest of the working population; 
•	 are overrepresented among immigrants; and
•	 are only slightly less educated than the rest of the working-age population. 

This brief report builds on the Metcalf analysis to consider the impact of working poverty on self-reported 

health. How do people who are working and poor (working poor) describe their health? How does their 

health compare with others who are poor but are not in the labour force (non-working poor)? How does 

their health compare with those who are able to work and support themselves and their families (working 

non-poor)? Finally, how have these three groups’ perceptions of their health changed over time?  

The Impact Of Work On Health

The World Health Organization (WHO) Commission on the Social Determinants of Health stated that:

Employment and working conditions have powerful effects on health and health equity. 

When these are good they can provide financial security, social status, personal development, 

social relations and self-esteem, and protection from physical and psychological hazards – 

each important for health. In addition to the direct health consequences of tackling work-

related inequities, the health equity impact will be even greater due to work’s potential 

role in reducing gender, ethnic, racial and other social inequities.2 

Work affects our health through a number of different pathways. One pathway is the impact of work 

on our health through our incomes. A report from Statistics Canada provides a stark Canadian example 

of the impact of income and income inequality on health. The difference in life expectancy between the 

bottom and the top deciles was 7.4 years for men and 4.5 years for women.3 While these differences are 

striking, an equally important finding is that life expectancy increases with each and every decile. When 

health-related quality of life is considered, the gaps are even greater. Men in the highest income group had 

14.1 more years of healthy living than those in the lowest income group. That gap between women in the 
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lowest and highest income groups was 9.5 years. Once again there is a gradient evident when comparing 

those in the middle of the income scale with those at the top. 

The link between unemployment and ill-health has been clearly established.4 However, the negative 

impact that work can have on health is not limited to unemployment. Precarious work has an impact on 

health both through Occupational Health and Safety (OHS) and through the employment relationship 

itself. In a review of the evidence in industrialized countries, the vast majority of studies found precarious 

employment was associated with a deterioration in OHS with respect to injury rates, disease risk, hazard 

exposures, and knowledge of OHS and regulatory responsibilities.5 Of the 41 studies documenting the 

impact of downsizing and organizational restructuring, 36 found negative OHS outcomes.

The ill effects of precarious work are not limited to OHS outcomes. The concept of employment strain 

has been developed as a way of describing and documenting the connections that exist between health and 

the employment relationship itself; how people acquire work, how they keep work and how they negotiate 

the terms and conditions of work. Precarious work is associated with higher employment strain while more 

stable, standard working relationships are associated with less employment strain. For example, Canadian 

research shows higher risk of self-reported ill health and a greater incidence of working in pain among 

precarious workers compared with workers in similar jobs who are in more secure forms of employment.6

Together this evidence suggests that the working poor face elevated health risks both from lower incomes 

and working conditions. 

Understanding Self-Reported Health

Self-reported health (SRH) is a measure in which people are asked to rate their own health status. The 

most commonly asked question is “How is your health in general?” on a scale that ranges from excellent 

to poor.8 Unlike other, more objective measures of health such as death, or clinically diagnosed chronic 

disease, or disability, SRH relies on a person’s own assessment of their health. This personal assessment 

can often capture physical, psychological and functional aspects of health, as well as personal experiences 

and health behaviours.9 A strong body of evidence suggests that self-reported health is a good predictor 

of death across age groups and cultures.10-12 SRH is also a reliable predictor of long-term health outcomes 

such as disability and cognitive function. 13

Although its simplicity and usefulness in measuring overall health status has been well established, SRH 

has some limitations. The reliance on people’s own understanding and perception of what constitutes 

good or poor health may make the measure subject to a reporting bias.14 This means that people can be 

selective about what they share and may under or over-report their health status for different reasons. 

Population group differences can pose challenges especially when using SRH to assess social inequalities 

in health.15 This measure is also affected by people’s expectation of good health, which is affected by their 

social and cultural context.15 For example, people with higher socioeconomic status more frequently report 

chronic illnesses while less educated people tend to underreport poor health.15 The effect of income-related 

reporting differences on SRH has been observed in research from Europe.20 In addition to socioeconomic 

variation in SRH, differences have also been observed between and within ethnic groups in their assessment 

of health, which can influence the validity of the SRH measure when examining health disparities.21 

Despite these limitations, self-reported health is a useful, consistently utilized and easily understood 
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measure of overall health status. This is particularly true, as it relates to predicting mortality and morbidity. 

Since there is evidence that indicates the limitations of using SRH across socio-economic groups, there 

should be some caution in interpreting the results reported below. 

Data 

The Survey of Labour and Income Dynamics (SLID) is a survey of all individuals in Canada, excluding 

residents of the Yukon, the Northwest Territories, Nunavut, residents of institutions and Aboriginal people 

living on reserves.22 The respondents for SLID are selected from the monthly Labour Force Survey (LFS) 

and share its sample design. Data are collected from survey participants as well as being extracted from 

administrative files. For each sampled household in SLID, interviews are conducted over a six-year period. 

Every year between January and March, interviewers collect information regarding respondents’ labour 

market experiences and income during the previous year. Information on educational activity and family 

relationships is also collected at that time. The demographic characteristics of family and household 

members represent a snapshot of the population as of the end of each calendar year.

The data reported below are custom tabulations on self-reported health for the populations identified 

in the Metcalf study as working poor, working non-poor, and non-working poor. These cross tabulations 

were produced for Toronto, Ontario, and Canada from 1996 to 2009.  

The Metcalf report defines working poverty as:

•	 After-tax income below the low income measure (LIM) 

•	 Earnings of at least $3,000 a year 

•	 Between the ages of 18 and 64 

•	 Is not a student; and

•	 Lives independently

For persons aged 16 or older, the SLID survey asks, “What is your current state of health?” and respondents 

can select any of the following answers:

•	 Excellent

•	 Very good

•	 Good

•	 Fair

Differences In Self-Reported Health Across Income And Work 
Status: 2009

These data show a gradient in health: people who are working and are not poor have better self-reported 

health than those who are working and poor, and those with the worst self-reported health are those who are 

poor and not working. The Canadian data shows that 67% of people who were working non-poor reported 

their health as excellent or very good as compared with 53% of the working poor and 35% of people who 

were non-working poor. Similarly, 7% of people who were working non-poor reported their health as fair 

or poor as compared with 16% of people who were working poor and 39% who were non-working poor. 

The Ontario data show that 66% of people who were working non-poor reported their health as excellent 
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or very good as compared with 49% of the working poor and 35% of people who were non-working poor. 

Similarly, 8% of people who were working non-poor reported their health as fair or poor as compared with 

19% of people who were working poor and 43% who were non-working poor. 

There is a slightly different pattern for Toronto. The data showed a much smaller health gap between 

the groups of people who are poor. This was the case both for those who reported their health as excellent 

or very good, and those who reported their health as fair or poor. Fourty-four percent of the working poor 

and 45% of people who were non-working poor reported their health as excellent. Twenty-five percent of 

people who were working poor and 31% who were non-working poor reported their health as fair or poor. 

The differences in self-reported health between those who were poor and those who were not were similar 

to Ontario and Canada. In Toronto, 8% of people who were working non-poor reported their health as fair 

or poor and 65% rated their health as excellent in Toronto. Given the very small sample size, the Toronto 

data should be treated with caution, and particularly when there is a deviation from the national and 

provincial trends.  

These relationships between working poverty and health differ from those in research by Myriam Fortin 

comparing health outcomes and behaviours for working poor and welfare poor Canadians.7 Using 2005 

data from the Canadian Community Health Survey, she found, on a number of measures including changes 

in self-reported health, the working poor were generally as healthy as the non-poor. It showed that 9.7% of 

working poor persons rated their health as poor or fair as compared with 27.6% of welfare poor and 7.3% 

of non-poor. The author concludes that the working poor are generally as healthy as non-poor working-

age Canadians and much healthier than other poor persons both in a given year and over the longer term.  

Differences in the definition of working poverty might account for the differences in Fortin’s results as 

compared to the data reported here. The Metcalf definition captures a broader low-income population, 

as it is based on minimum earnings of $3,000 or more, rather than on the minimum of 910 hours worked 

used in Fortin’s research. At the same time, the exclusion of those who do not live independently narrows 

the population of working poor in the Metcalf definition. Further, the use of data from different surveys 

might also contribute to the differences in results.  
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Changes In Self-Reported Health Over Time: 1996-2009

For those who are working and make enough to support themselves and their families (working non-poor), 

there has been stability in self-reported health over the 13 year time period. Across the three geographies, 

Canada, Ontario, and Toronto, the shares of this population reporting excellent or very good health 

ranged between 64% and 74% over the entire period. There is a slight downward trend in the share of 

people who reported that their health has been excellent or very good. However, this downward trend 

has been accompanied by an increased share of those who report their health as good, those who report 

their health as fair or poor remain consistently between 4% and 8% of this population (see Tables 3, 6, 7). 

Over the period, there was a more pronounced drop in the share of working poor who reported their 

health as excellent or very good in both Canada and Ontario. It dropped from 64% to 53% in Canada and 

from 68% to 49% in Ontario. Similarly, there was a sharp rise in the share of the working poor who saw 

their health as fair or poor, from 9% to 16% in Canada, and from 8% to 19% in Ontario (see Tables 1, 4). 

Year to year variability in the data for working poor and non-working poor in Toronto, most likely a result 

of small sample size, prevented meaningful comparisons over time.  

Across Canada, there was also a downward trend in the share of the non-working poor who reported 

their health as excellent and very good, or good. The share that reported their health as excellent or very 

good dropped from 40% to 35% over the period. At the same time, the share reporting their health as 

good fell from 29% to 26%. The share that reported their health as fair or poor rose from 31% to 39%. The 

Ontario data shows the share reporting their health as excellent or very good falling from 43 to 35% over 

the period. The share that reported their health as good fell from 28% to 22%. The shares who reported 

their health as fair or poor increased from 29% to 43% (see Tables 2, 5). However, the greater year to year 

variability in this Ontario data suggests that this last comparison overstates the shift in the numbers 

reporting their health as poor or fair. 
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Implications

The Metcalf Foundation report made an important contribution both in defining working poverty 

and shedding light on the experience of those whose work does not provide sufficient income. The data 

reported here shed further light on the health of those who are working but who do not make sufficient 

incomes to support their basic needs and are, therefore, living in poverty. The data show a gradient in 

health outcomes. Those who have sufficient incomes have better self-reported health than those who do 

not. They also show that health outcomes for people living in poverty have deteriorated along with labour 

market conditions. The data suggests that deteriorating labour market conditions and rising income 

inequality has been accompanied by the rising inequities in health outcomes. 
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Table 1: Working Poor in Canada

Source: Statistics Canada. 2013. Special Tabulation, based on Survey of Labour and Income Dynamics. 

Table 2: Non-Working Poor in Canada

Source: Statistics Canada. 2013. Special Tabulation, based on Survey of Labour and Income Dynamics.
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Table 3: Working Non-Poor in Canada

Source: Statistics Canada. 2013. Special Tabulation, based on Survey of Labour and Income Dynamics.

Table 4: Working Poor in Ontario

Source: Statistics Canada. 2013. Special Tabulation, based on Survey of Labour and Income Dynamics.
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Table 5: Non-Working Poor in Ontario

Source: Statistics Canada. 2013. Special Tabulation, based on Survey of Labour and Income Dynamics.

Table 6: Working Non-Poor in Ontario

Source: Statistics Canada. 2013. Special Tabulation, based on Survey of Labour and Income Dynamics.
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Table 7: Working Non-Poor in Toronto

Source: Statistics Canada. 2013. Special Tabulation, based on Survey of Labour and Income Dynamics.
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