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Introduction

Canada’s poverty rates are among the highest in the wealthy industrial-
ized nations (Organisation for Economic Co-operation and Develop-
ment [OECD], 2008). Despite the accumulating evidence that impover-
ishment is one of the greatest threats to human development, health, and
quality of life, little progress has been made in addressing the incidence
and effects of poverty (Raphael, 20071). Much of this inaction has to do
with the reluctance of government authorities to implement policies that
will (a) reduce the extent of material deprivation experienced by
Canadians, and (b) provide health supports and services to impoverished
Canadians (Raphael & Bryant, 2006). Governments are assisted in their
avoidance of these issues by the existence of conflicting models of
poverty and its effects, the limiting of health-related research to tradi-
tional approaches associated with epidemiological and behavioural
models of health and its determinants, and the difficulties associated with
engaging in forceful health advocacy in increasingly conservative political
environments (Raphael, Curry-Stevens, & Bryant, 2008).

These issues are especially important to health-care workers, as the
presence of poverty (a) influences human development in all its spheres,
(b) is a determinant of morbidity and mortality associated with a variety
of disorders, and (c) shapes the ability of Canadians to access and benefit
from health services (Raphael, 2007¢, 2007g). Examination of these issues
and how they could be addressed by health authorities, agencies, and
advocacy groups suggests ways forward for researchers, health-care
workers, and citizens concerned with maximizing human development
and enhancing health.
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Defining Poverty

There are two main conceptual issues related to poverty. The most widely
discussed 1s definitional and concerns the distinction between absolute
and relative poverty (Gordon, 2006). Absolute poverty can be defined as an
inability to have one’s basic human needs met. Starving people in the
developing world and Canadians sleeping on the street or queuing up at
food banks are the most common images of poverty in Canada (at least
as evidenced by the comments of the hundreds of undergraduate stu-
dents I encounter each year). Relative poverty can be defined as an inabil-
ity to obtain the economic and social resources necessary to engage in
the kinds of behaviour expected of members of a particular society (e.g.,
attending educational, social, or recreational events; maintaining a healthy
diet; securing adequate housing; dressing appropriately for the seasons;
buying gifts for special occasions) (Townsend, 1993). With both defini-
tions, poverty entails material and social deprivation and an inability to
participate in various societal activities (Pantazis, Gordon, & Levitas,
20006).

It is accepted among Canadian poverty researchers and international
organizations such as the United Nations Development Program
(UNDP), the United Nations Children’s Fund (UNICEF), and the
OECD that relative poverty — usually based on an individual or family
income less than 50% of the median national income — is the most
useful measure for ascertaining poverty rates in wealthy developed
nations such as Canada (Innocenti Research Centre, 2005; OECD, 2008;
UNDP, 2008). The use of such indicators finds Canada performing very
poorly in terms of poverty ranking: 19th of 30 industrialized nations for
adults, 21st for families with children, and 20th for children (OECD,
2008). Most poverty researchers in Canada apply relative poverty metrics
(see below) for determining the presence of poverty (Williamson &
Reutter, 1999).

The second conceptual issue is explanatory, and though less discussed
it profoundly shapes the manner in which poverty is conceived and
researched. The distinction here is between individual (liberal) and struc-
tural (critical) explanations for the existence of poverty (Wright, 1994).
Individual explanations focus on the attributes of individuals and how
these lead to poverty. According to these explanations, poverty results
from a lack of education (on the part of individuals and groups), lack of
motivation, the presence of physical or mental illness, or intentional
dependence on the welfare or social assistance system (Raphael, 2007¢).

Most enlightened researchers and health-care workers avoid motiva-
tional or dependence-type analyses. However, poverty is frequently
attributed to illness or lack of education. Such analyses assume that if ade-
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quate health promotion and care or adequate educational programs were
available poverty rates would be reduced. They ignore the fact that
society is organized such that vulnerable people (i.e., those with little
education or with a physical or emotional affliction) end up living in
poverty.

These individual analyses fail to acknowledge the fact that the struc-
tural organization of society shapes the extent and depth of poverty. Is it
reasonable to assume that the parents of Scandinavian children — among
whom the poverty rate is less than 5%, as compared to 15% among
Canadian children — are profoundly more educated, motivated, and
lacking in physical or mental illness than their Canadian counterparts
(OECD, 2008)? Clearly, there has to be more to cross-national jurisdic-
tional differences in poverty rates than the presence or absence of various
individual characteristics. Nevertheless among health researchers in
Canada there has been little conceptual analysis and research examining
societal structures (e.g., wage structure; income and wealth distribution;
provision of necessities such as child care, housing, and food as a basic
right) as determinants of poverty rates and their subsequent effects upon
health (Raphael et al., 2006).

Measuring Poverty

Internationally, poverty is usually indicated if individual or family income
is less than 50% of the median national income. Statistics Canada’s Low
Income Measure (LIM) is the Canadian manifestation of this poverty
measure (Raphael, 2007a). The more commonly applied Low Income
Cut-Off (LICO) identifies whether an individual or family is experienc-
ing the “straitened circumstances” associated with spending significantly
more than the average individual or family on basics such as food,
housing, and clothing. The LICO can be calculated using either before-
tax or after-tax income. Another commonly used measure is the Market
Basket Measure (MBM) devised by Human Resources Development
Canada (2003). All of these measures provide roughly comparable esti-
mates of the incidence of poverty in Canada (Raphael, 2007a).

Poverty in Canada

The poverty rate in 2004, based on pre-tax LICOs, was 15.5% for all
Canadians and 17.1% for children (Raphael, 2007k). The depth of
poverty varied across the country, from 19.2% for adults and a whopping
23.5% for children in British Columbia, to 11.7% for adults and 10.8%
for children in Prince Edward Island (Raphael, 2007k). Poverty rates for
female-led families are exceptionally high in Canada (52.1%). As noted
above, international comparisons place Canada 19th of 30 nations for
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adult poverty and 21st of 30 nations for child poverty. Poverty rates are
exceptionally high among recent immigrants of colour, Aboriginal
Canadians, single adults, and people with disabilities (Raphael, 2007k).
Women show higher rates than men and children show higher rates than
adults.

Poverty and Its Effects on Human Development

A remarkably consistent body of evidence has accumulated concerning
the detrimental effects of poverty on human development (however
defined), health status, and quality of life (Raphael, 2007g). These effects
are not limited to individuals but carry over into community well-being,
as evidenced by issues of safety, crime, and community cohesion and sol-
idarity (Raphael, 2007j). The various models of this process range from
physiological models of stress and its impact on the immune, metabolic,
and endocrine systems, to political economy models focused on the dis-
tribution of societal resources (Raphael, 2007h). Poverty is not only the
primary determinant of children’s intellectual, emotional, and social
development but also an excellent predictor of virtually every adult
disease known to medicine, including type II diabetes, heart disease and
stroke, arthritis, a variety of respiratory diseases, and some cancers (Davey
Smith, 2003). An emerging theme is powerlessness, both political and
personal, as an important contributor to poor health due largely to the
inability of individuals — especially those in the lowest socio-economic
stratum — to influence the material conditions of their lives (World
Health Organization, 2008).

In addition to the statistical evidence on the effects of poverty, an
emerging body of research has put a human face to the material and
social deprivation experienced by impoverished Canadians (Raphael,
2007d). Of particular value has been work documenting the social exclu-
sion experienced by low-income Canadians (Reutter et al., 2009; Stewart
et al., 2008) and children’s experience of poverty (Mclntyre, Officer, &
Robinson, 2003; Robinson, McIntyre, & Officer, 2005). Such narratives
illustrate the clear links between material and social deprivation and
adverse outcomes.

Of particular relevance is the experience of impoverished Canadians
with the health and social service systems (Raphael, 2007¢). Interactions
with government social service systems are especially problematic, char-
acterized by stigma, shame, and sometimes even outright degradation.
Interactions with community agencies and organizations are much more
positive (Williamson et al., 2006). Interactions with the health-care
system are generally positive, but there are significant issues related to
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access to care and the affordability of medical and ancillary services
(Schoen & Doty, 2004).

While there has been research into the effects of poverty on human
development, health status, and quality of life in Canada, this work has
been carried out by only a handful of researchers (Raphael et al., 2006).
Contrast this situation with the research (and media) emphasis on
medical treatment and epidemiological studies of behavioural risks, with
their focus on the “holy trinity of risk” — tobacco use, poor diet, and
lack of exercise (Canadian Population Health Initiative, 2004; Gasher et
al., 2007; Hayes, 2007; Nettleton, 1997). More attention, both research
and practical, on reducing poverty and its effects and on documenting the
lived experience of poverty is sorely needed.

Research and Interventions to Ameliorate the Effects of Poverty

Significant effort goes into ameliorating the effects of poverty on human
development, health status, and quality of life. This work is carried out by
those working in the health-care and public health systems; community
agencies; and the education, social work, police and justice, housing, and
nutrition sectors. Diderichsen, Evans, and Whitehead (2001) outline a
model comprising various levels of intervention aimed at addressing the
effects of social stratification whereby the layer at the bottom experiences
poverty and its effects. In this model, societal characteristics structure
human development and health. Public policies shape the extent of social
stratification within a society. Stratification results in many individuals at
the bottom being exposed to the most adverse living circumstances —
those associated with problematic human development, poor health
status, and inferior quality of life.

Interventions can take place on many levels. One can respond to the
problems by directing attention to the end of the sequence and setting
up new and improved health, social service, justice, and police systems.
Currently, many of Canada’s policy responses to poverty are focused on
such efforts. Further upstream, one can attempt to decrease the vulnera-
bility of impoverished people by enhancing their coping skills: We will not
improve your living conditions but we will attempt to provide you with the skills
needed to cope with the deprivation associated with adverse living conditions.
While there is some evidence showing their effectiveness, these inter-
ventions do little to address the source of the afflictions: poverty. The
emphasis is on making exposure to adverse living conditions more palat-
able through the targeting of services. The extent to which these services
can achieve success, considering the unfavourable living circumstances of
impoverished people, is open to debate.
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Interveners can also move still further upstream and attempt to reduce
the negative conditions to which impoverished people are exposed.This
could include the provision of universal affordable child care, health and
social services, and educational and recreational opportunities that are
viewed as entitlements rather than as user-paid options. This decom-
modification of resources, services, and benefits has been the direction
taken in many nations to reduce the detrimental effects of social stratifi-
cation in general and the effects of material and social deprivation asso-
ciated with poverty in particular. Canada scores very low on these indices
of decommodification (Coburn, 2006).

Perhaps the most efficacious means of reducing the effects of poverty
would be to provide monetary resources to people so they will not expe-
rience poverty in the first place. This would take the form of employ-
ment that pays a living wage, social assistance and disability benefits raised
to health-sustaining levels, and transfers to citizens on the basis of both
universal entitlement and identified needs (Raphael, 2007f). In many
European countries this is the approach that has proved the most suc-
cessful. The structural analysis of poverty that is implied in this approach
— and in related research — is rarely employed in the Canadian health
sector.

Research and Interventions to Eliminate Poverty

There is increasing recognition that the determinants of the incidence of
poverty have more to do with the making of public policy than with the
altering of human characteristics (Alesina & Glaeser, 2004; Rainwater &
Smeeding, 2003). How it is that poverty has been virtually eliminated in
the Nordic nations while remaining at consistently high levels in Canada
and the United States? Indeed the OECD reports that, over the past
decade, income inequality and poverty have increased more in Canada
than in most other developed countries (OECD, 2008). In addressing the
above question, analysts have been focusing on economic and political
systems as the primary determinants of poverty.

The workings of our economic and political systems and the societal
discourses that are used to justify their approach have been nicely orga-
nized by two Canadian sociologists, Saint-Arnaud and Bernard (2003).
Building upon Esping-Andersen’s (1990, 1999) insights regarding various
forms of the welfare state, these authors provide a narrative that suc-
cinctly sums up the relationship between systemic differences in poverty
rates and the development of different ways of addressing citizen security
in terms of public policy. Saint-Arnaud and Bernard identify four types
of welfare state: liberal, social democratic, conservative, and Latin.

The United States, Canada, and the United Kingdom are liberal
welfare states. Of the four types, the liberal welfare state provides the least
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support and security to its citizens. Despite the persistence of the United
States as a welfare state outlier, characterized by striking shortcomings in
the provision of security to its citizens, the public policy profiles — and
poverty rates — of both Canada and the United Kingdom have consis-
tently been found to be closer to those of the United States than to those
of European welfare states, where citizens are assured of more security
and support (Bernard & Saint-Arnaud, 2004). In liberal welfare states the
dominant ideological inspiration is liberty and the dominant institution
is the marketplace. The result is minimal government intervention in the
workings of the marketplace; indeed such intervention is seen as provid-
ing a disincentive to work and as breeding “welfare dependence.”

The outcomes of this ideological persuasion in the United States,
Canada, and the United Kingdom are meagre benefits provided to social
assistance recipients, weak legislative support for the labour movement,
underdeveloped policies for assisting those with disabilities, and a reluc-
tance to provide universal services and programs. The services and pro-
grams that do exist are residual — intended to provide the most basic
needs of the most deprived. Of the developed nations, Canada ranks
among the lowest in terms of public spending on infrastructure in
general and on families, pensions, early childhood education and care, and
supports for persons with disabilities. Also, Canada’s social assistance rates
are among the lowest in the world (Raphael, 2007b). The end result is
very high poverty rates (Innocenti Research Centre, 2005, 2008).

The opposite situation prevails in social democratic welfare states. The
ideological inspiration for the central institution of these nations — the
state — is equality, the reduction of poverty, and full employment (Saint-
Arnaud & Bernard, 2003). The government’s responsibility is not seen as
limited to meeting the most basic needs of the most deprived. Rather,
the organizing principle is universalism in terms of social rights.
Denmark, Finland, Norway, and Sweden best exemplify this form of the
welfare state. Governments with social democratic political economies
are proactive in identifying social problems and issues and in promoting
the economic and social security of their citizens.

The social democratic welfare state is associated with the virtual elim-
ination of poverty, gender and class equality, and regulation of the market
in the service of the people (Esping-Andersen, 1999). Public policy is
directed at supporting programs that serve to reduce social inequality,
such as child care, services for those with disabilities, programs that
address racism and homophobia, job training, and support for education
(Swedish Ministry of Health and Social Affairs, 2002; Swedish Ministry
of Industry Employment and Communications, 2004a, 2004b; Swedish
National Institute for Public Health, 2003).
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Even welfare states that are considered conservative (e.g., France,
Germany, Netherlands) or Latin (e.g., Greece, Italy, Portugal) generally
ensure a level of social security that is superior to that provided by liberal
welfare states (Bambra, 2004; Esping-Andersen, 1999; Navarro & Shi,
2001). In conservative and Latin welfare states, the ideological favouring
of social stability, wage stability, and social integration is expressed
through the provision of benefits based on insurance schemes covering a
variety of family and occupational categories. These well-organized
benefit schemes are directed towards the primary wage earner, with less
concern for the promotion of gender equality than is found in social
democratic welfare states.

Faced with evidence of these distinctions and their importance for
measuring social and health inequalities, what can researchers and
workers in liberal political economies do to increase their understanding
of poverty and its effects and develop means of addressing these issues?
There is clear evidence — supported by the Canadian experience — that
poverty-reducing policies are more likely to develop when social demo-
cratic parties are in power or are part of minority governments along
with other political parties (Raphael, 2007¢). Critical analyses of ideo-
logical and political barriers to poverty reduction, though rarely con-
ducted in Canada, appear to be a fruitful area of research activity.

More importantly, advocacy for poverty-reducing policies not only
must continue but should be clearly related to human development,
health, and quality of life. Evidence shows that such advocacy is
favourably received by the Canadian public, if not always by our elected
representatives (Reutter, Harrison, & Neufeld, 2002; R eutter, Neufeld, &
Harrison, 1999). Many health researchers and workers have told me per-
sonally that raising such issues can be a “career-threatening move.”
Whether or not that perception is accurate, it must be addressed and, if
appropriate, responded to strongly by the health-care community.
Recommended actions are those that focus on addressing the social
determinants of health (e.g., income, housing and food security, social
inclusion/exclusion, early childhood development, and access to health
care) (Campaign 2000, 2008; Canadian Association of Food Banks, 2004;
Raphael, 2008). Research is needed to look into why such eftorts have
so far proved to be relatively ineffectual.

Conclusion

There are many fruitful areas for research into poverty and its effects on
human development, health, and quality of life. These include careful,
theoretically driven analyses of statistical databases to identify the deter-
minants of human development, health status, and quality of life (Raphael
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et al., 2000). Inquiry into the lived experience of poverty and barriers
to/access to health care is also needed (McGibbon, 2008). We need more
critical analyses of the economic, political, and social barriers to the
implementation of public policies that address poverty. There is resistance
within much of the health sector to the idea of such analyses, yet the car-
rying out of these kinds of research and the dissemination of the findings
are essential, as is the implementation of recommendations resulting from
these analyses. To date there has been some excellent work done to
research the structural determinants of poverty and the means by which
both poverty and its adverse effects might be ameliorated. Further efforts
are needed.
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