OPEN

Precarious work among personal support workers in the
Greater Toronto Area: a respondent-driven sampling study

Andrew D. Pinto MD MSc, Ayu P. Hapsari MSc, Julia Ho PhD, Christopher Meaney MSc,
Lisa Avery PhD, Nadha Hassen MPH, Arif Jetha PhD, A. Morgan Lay MPH, Michael Rotondi PhD,

Daniyal Zuberi PhD

Background: The COVID-19 pandemic has highlighted the role of personal support workers (PSWs) in health care, as well as their
work conditions. Our study aimed to understand the characteristics of the PSW workforce, their work conditions and their job security,
as well as to explore the health of PSWs and the impact of precarious employment on their health.

Methods: Our community-based participatory action research focused on PSWs in the Greater Toronto Area. We administered an
online, cross-sectional survey between June and December 2020 using respondent-driven sampling. Data on sociodemographics,
employment precarity, worker empowerment and health status were collected. We assessed the association between precarious
employment and health using multivariable logistic regression models.

Results: We contacted 739 PSWs, and 664 consented to participate. Overall, 658 (99.1%) completed at least part of the survey.
Using data adjusted for our sampling approach, the participants were predominantly Black (76.5%, 95% confidence interval [CI]
68.2%—-84.9%), women (90.1%, 95% CI 85.1%—-95.1%) and born outside of Canada (97.4%, 95% CIl 94.9%—99.9%). Most worked in
home care (43.9%, 95% CIl 35.2%—52.5%) or long-term care (34.5%, 95% Cl 27.4%—-42.0%). Although most participants had at least
some postsecondary education (unadjusted proportion = 83.4%, n = 529), more than half were considered low income (55.1%, 95%
Cl 46.3%—-63.9%). Most participants were precariously employed (86.5%, 95% CI 80.7%—92.4%) and lacked paid sick days (89.5%,
95% CI 85.8%—-93.3%) or extended health benefits (74.1%, 95% Cl 66.8%—81.4%). Nearly half of the participants described their
health as less than very good (46.7%, 95% CI 37.9%—-55.5%). Employment precarity was significantly associated with higher risk of
depression (odds ratio 1.02, 95% Cl 1.01-1.03).

Interpretation: Despite being key members of health care teams, most PSWs were precariously employed with low wages that keep
them in poverty; the poor work conditions they faced could be detrimental to their physical and mental health. Equitable strategies are

needed to provide decent work conditions for PSWs and to improve their health.

obs in health care have traditionally been secure.! Over
the past 30 years, however, disparities in pay and work
conditions have grown between registered professionals
(e.g., physicians, nurses) and other staff in health care whose
jobs are part-time, temporary, on contract and not unionized
(e.g., housekeeping, clerical, security). One particularly dis-
advantaged group are personal support workers (PSWs), also
called health care aides, patient care assistants, home support
workers or home care attendants.>* Personal support work-
ers help older individuals and people with disabilities with
their activities of daily living in their own home or in institu-
tions.* Aging populations in Canada and a move to discharge
people quickly from acute care to the community have
driven up the demand for PSWs, who now represent about
10% of all health workers.”®
Despite their important role within health care systems in
Canada, PSWs continue to face the risk of precarious employ-
ment, which is associated with adverse health and psychoso-
cial conditions.® In Ontario, PSWs are not formally regulated
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by statutory bodies.® They work for both public and private
employers, typically as casual, nonpermanent employees.’
According to a 2020 staffing study by the Ministry of Long-
Term Care, the average wage of PSWs ranged from
$17.30/hr in home and community care to $25.01/hr in
municipally owned long-term care facilities.!® Those working
in home care typically received lower pay than those working
in long-term care or in hospitals."" The absence of a central
PSW registry in Ontario, combined with the geographically
dispersed nature of PSW work locations, makes PSWs diffi-
cult to reach for research.® The limited evidence points to low
rates of unionization and relatively higher safety risks com-
pared with other health care professionals.®!2!3

Given the growing concerns around precarious employ-
ment among PSWs, the study team initiated EMPOWER
(Employment and Precarious Work in Toronto’s Health Sec-
tor: Evaluation and Research Project), with the overarching
purpose of improving the work conditions for PSWs. The
planning of this initiative coincided with the COVID-19 pan-
demic, which further highlighted the crucial role of PSWs in
health systems as they cared for older adults in congregate set-
tings, where the worst outbreaks and highest number of
deaths occurred. Although data are limited, among health
workers, PSWs were some of the most likely to be infected
and die from COVID-19.1415

As part of EMPOWER, this study aimed at generating
evidence on the PSW workforce, centring around 2 objec-
tives. First, we sought to create a sociodemographic profile of
the PSW workforce, their work conditions and job security,
focusing on key aspects of PSW employment conditions that
could be improved through policy change. Our second objec-
tive was to explore the perceived health of PSWs, particularly
in relation to their work and the impact of precarious work on
their health outcomes. We hypothesized that higher levels of
job precarity would be associated with worse health.

Study design and setting
We conducted this cross-sectional survey study from June
2020 to December 2020, and engaged PSWs working in the
Greater Toronto Area (GTA), the largest metropolitan area
in Canada, with a combined population of 5.9 million.!"* No
estimates exist of the total number of PSWs in the GTA or its
municipalities, but it is estimated that 90000-100000 PSWs
work in the province of Ontario (population 14.5 million).*!”
We followed the principles of community-based participa-
tory action research by engaging PSW partners in all aspects
of the project and employing a shared decision-making model
throughout planning processes.!® We formed an advisory
committee consisting of 8 PSWs who met regularly from
March 2020 to May 2021. Advisors shared their experiences
to inform the study design, survey development, pilot testing,
recruitment strategy and interpretation of the data. Advisors
also presented preliminary results to community organiza-
tions. Concurrently, advisors received training on their
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employment rights, research methods and advocacy engage-
ment. A modest honorarium was provided to compensate
advisors for their time.

Reporting of our findings was guided by the Strengthening
the Reporting of Observational Studies in Epidemiology for
Respondent-Driven Sampling Studies (STROBE-RDS) and
the Checklist for Reporting Results of Internet E-Surveys
(CHERRIES) reporting guidelines.!*?

Participants and recruitment

Participants were 18 years of age or older and had worked as a
PSW in the Toronto area within the previous year. Given the
lack of standardized educational requirements for PSWs, the
participants were able to self-identify as a PSW during
recruitment, and research staff asked about their work setting
as a proxy to verify their PSW status. We included partici-
pants who were unemployed at the time of the survey to
reduce selection bias, as PSWs are frequently between jobs,
given employment precarity, job stress or injuries.

We used respondent-driven sampling (RDS), a network-
based sampling method that begins with a small convenience
sample (known as “seeds”) and that incentivizes respondents
to participate in the survey and refer their peers.?! Similar to
snowball sampling, this design allows for data collection from
hard-to-reach populations, such as PSWs who have no regu-
latory body or central registry, and who often have multiple
workplaces and limited availability given work and family
obligations. The advantage of RDS is its ability to produce
asymptotically unbiased estimates of population parameters
by accounting for the respondent’s network size and their
recruitment pattern.’!

We identified seeds that would reflect the diversity of the
PSW population in Toronto in terms of gender, age, race and
work setting (Appendix 1, Section 1, available at www.cmajopen.
ca/content/10/2/E527/suppl/DC1). Seeds were recruited
through recommendations from the advisory committee,
through emails distributed by partner organizations and through
online advertisements on social media and job search platforms
(Appendix 1, Section 2). Initially, we selected 10 seeds, and
added another 16 seeds later to increase recruitment. Two seeds
did not initiate the survey and were subsequently removed from
further analysis. There was no explicit time limit for recruit-
ment, but we informed participants that data collection would
be completed by December 2020.

Data sources and collection

We collected data on sociodemographic characteristics,
employment precarity, worker empowerment and health status
using an online survey (Appendix 1, Section 3). Where avail-
able, we selected instruments that had been validated or admin-
istered to populations in Canada to allow for comparison with
existing evidence. The survey was developed in an iterative
manner, whereby the advisory members tested different survey
versions and provided input on the relevance of questions to
current issues, clarity of the questions and the general user
experience of the online survey. The survey was composed of
75 questions and took about 20 minutes to complete.



The survey used participants’ full name, phone number
and email address to prevent an individual from participating
more than once. Participants received a Can$20 honorarium
for completing the survey and were asked to recruit up to
3 peers for an additional honorarium of Can$10 per success-
ful referral. To track the recruitment chains, PSWs inter-
ested in participating in the survey had to provide the full
names of their referees. We also assigned unique identifica-
tion numbers to the eligible participants, which were linked
to the relevant participant information in a master log that
was stored in a secured and private network (managed by
St. Michael’s Hospital) and was accessible only to authorized
research team members.

Public health restrictions prevented in-person meetings
during the COVID-19 pandemic, and all communications
with participants, including obtainment of consent, occurred
through phone or email. The consent form contained infor-
mation on the investigators, project funder, study background
and purpose, anticipated time to complete the survey, reim-
bursement, confidentiality and privacy, potential harms and
benefits, ethics approval and study contact. Most participants
were able to complete the survey independently through an
online survey software (Qualtrics), accessible via a unique link
assigned to each participant. To avoid duplicate entries from
the same participant, the survey link became inaccessible once
the survey was completed. A small number of participants
without reliable access to the Internet had the survey adminis-
tered over the phone.

Variables

Sociodemographic data included age, gender identity, racial
background, birth location, level of education, current student
status and housing status. Low-income status was inferred
using the 2018 Canadian low-income cut-off for urban areas,
which considers household size.” We also collected informa-
tion about financial assistance received from government
sources and included 5 items from the Income Stress
Index.?3** Specifically, these items address how participants’
employment insecurity affects large spending decisions, how
they keep up with bills and debts, their concerns about main-
taining their current standard of living and if they recently
experienced income reductions.?***

We evaluated precarious employment using the
Employment Precarity Index, which contains 12 questions
around employment types (e.g., casual, part-time or full-
time), income and job stability, work schedule, paid sick
days, benefits and fear of reprisal for raising labour con-
cerns with an employer.”” We assessed worker empower-
ment with a 5-item subscale from the Occupational Health
and Safety Vulnerability Measure.?® Additional questions
on labour experience included current employment status,
membership in a union, workplace discrimination, work-
related injuries and whether they reported the injuries to
the Workplace Safety and Insurance Board (WSIB), a
government-mandated, employer-funded insurance system
that provides compensation to workers for work-related
injury or illness.
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Health-related variables included risk of depression (specifi-
cally depressed mood and anhedonia), measured by the Patient
Health Questionnaire-2 (PHQ-2),%” and perception of general
health (categorized into “poor-good” and “very good-
excellent”) and life satisfaction (categorized into “satisfied” and
“dissatistied”) from the Canadian Community Health Sur-
vey.?® Other health-related questions asked about the amount
of stress in participants’ lives and at work, as well as the per-
ceived impact of their employment on their mental health.

Sample size

We initially estimated a target sample size of 474 participants,
based on an RDS design effect of 1.5. We selected this design
effect by projecting that the proportion of participants report-
ing poor general health would be 50%, with a 95% confi-
dence interval (CI) ranging from 45% to 55%. Since the typi-
cal design effect used in RDS is 2, we increased the target
sample size to 600 participants in anticipation of variance
inflation arising from the nonrandom sample, while still main-
taining feasibility.?”** Larger deviation of the RDS variance
from the simple random sample variance would be reflected in
a larger 95% CI than initially expected.

Statistical analysis
Item-specific missing data for each variable was less than 8%,
and we used available case analysis. We calculated proportion
estimates with a 95% CI for all variables using the RDS pack-
age (version 0.9.2) in R statistical software (version 4.0.2) with
RDS-II estimators. These estimators assigned a weight to each
participant based on their sampling probability, as estimated
using reported network size, thus requiring connectedness
among the population of interest. Individuals who were more
connected to other PSWs received a lower weight than those
who were less connected. The survey measured the network size
of each participant by asking “How many friends do you know
who work as a PSW in the Greater Toronto Area, whom you
have communicated with regularly in the past year (in-person/
online/by texts)?” Through consultation with the advisory com-
mittee, we estimated an average network size of 15 to 25 PSW
peers in the Toronto area. We conducted posthoc sensitivity
analyses to assess the stability of the point estimates when recruits
from 2 seeds with the largest recruitment waves were removed.

Number of years as a PSW, number of paid sick days,
number of paid hours per week and number of missed work-
days because of work-related sickness or injury were the only
continuous variables collected in the survey. Except for the
number of years as a PSW, we categorized the continuous
variables to facilitate RDS point and interval estimations.
Number of paid hours per week was categorized into full-time
(= 30 h) or part-time hours (< 30 h). Number of missed work-
days and paid sick days were categorized based on the same
5-day interval, corresponding to half of the 10 days proposed
by the advisory members and experts as the adequate amount
of paid sick days for PSWs.?!

We assessed the association between work precarity level
and health outcomes using multivariable logistic regression
models. Perceived general health and risk of depression (as
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Table 1 (part 1 of 2): Characteristics of survey participants

Unweighted
no. of RDS-Il adjusted
participants Unadjusted estimate,” %
Characteristic n=634 estimate, % (95% CI)t
Racial and ethnic background
Black 425 67.0 76.5 (68.2-84.9)
East Asian 32 5.0 3.7 (1.4-5.9)
South Asian 19 3.0 1.9 (0.1-3.0)
Southeast Asian 70 11.0 10.5 (5.6-15.4)
White 16 25 3.7 (0.0-9.0)
Mixed or other racial categories 26 4.1 3.7 (0.0-9.3)
Missing 46 7.3
Gender identity
Female 528 83.3 90.1 (85.1-95.1)
Male 57 9.0 9.6 (4.6-14.5)
Other 3 0.5 0.3 (0.0-0.8)
Missing 46 7.3
Born in Canada
No 576 90.9 97.4 (94.9-99.9)
Yes 11 1.7 2.6 (0.1-5.1)
Missing 47 74
Age category, yr
18-29 52 8.2 10.4 (4.7-16.1)
30-39 174 274 32.1 (23.8-40.3)
40-49 247 39.0 38.3 (30.6-46.1)
=50 115 18.1 19.2 (10.6-27.7)
Missing 46 7.3
Educational attainment
Some grade school 7 1.1 1.6 (0.0-7.2)
Some high school 6 0.9 1.0 (0.0-2.7)
High school degree 45 71 8.7 (4.4-13.1)
Some college or university 241 38.0 41.2 (32.3-50.0)
College degree, university degree or postgraduate 288 454 47.4 (39.0-55.9)
degree
Missing 47 74
Current student status
Not a student 512 80.8 78.9 (72.4-85.5)
Student 113 178 21.1 (14.5-276)
Missing 9 14
Income level
Income below LICO 328 517 55.1 (46.3-63.9)
Income above LICO 259 40.9 44.9 (36.1-53.7)
Missing 47 74
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Table 1 (part 2 of 2): Characteristics of survey participants
Unweighted
no. of RDS-II adjusted
participants Unadjusted estimate,” %
Characteristic n=634 estimate, % (95% CI)t
Housing status
Living in a temporary shelter run by an agency 3 0.5 0.4 (0.0-1.3)
Living in an institution (e.g., group home, 1 0.2 0.1 (0.0-0.2)
long-term care, correctional facility)
Living in own home 70 11.0 10.7 (4.8-16.5)
Renting a home 487 76.8 82.1 (73.8-90.4)
Staying with friends or family 27 4.3 6.7 (0.0-13.5)
Missing 46 7.3
Main setting worked as PSW in the previous year
Home care in the community 258 40.7 43.9 (35.2-52.5)
Long-term care 21 33.3 34.5 (27.0-42.0)
Other (e.g., hospitals, shelters, group homes, 126 19.9 21.6 (12.2-31.1)
rehabilitation centres)
Missing 39 6.2
Current employment status
Employed 569 89.8 89.0 (82.7-95.3)
Unemployed 57 9.0 11.0 (4.7-17.3)
Missing 8 1.3
Currently working as PSW
Not working as PSW 25 3.9 5.3 (0.0-10.9)
Working as PSW 599 94.5 94.7 (89.1-100.0)
Missing 10 1.6
Note: Cl = confidence interval, LICO = low-income cut-off, PSW = personal support worker, RDS = respondent-driven sampling.
*Missing data were not included in the distribution of percent estimates.
tNegative Cl values were truncated at 0.

measured by PHQ-2) served as the main outcome variables
in the first and second models, respectively. We controlled
for age, gender, education level, low-income status and
work setting in both models. Listwise deletion was imple-
mented to address missing values in each model, yielding a
total sample size of 585 and 568 participants for the first
and second models, respectively. We made a posthoc deci-
sion to revert the precarity index back into a numerical
variable (range 0-100), as most participants were found to
be precariously employed. Odds ratios greater than 1 were
interpreted as poorer reported general health (model 1) or
higher risk of depression (model 2). We chose unweighted
models to minimize risk of bias and type I error, which
have been shown to occur in RDS-weighted regression
models.*?

Ethics approval
This study was reviewed and approved by the St. Michael’s
Hospital Research Ethics Board (no. 18-103), Toronto.

Of the 739 participants who were sent a consent form and a
survey link, 664 participants opened the survey links, result-
ing in an 89.9% recruitment rate. Among those recruited,
658 participants submitted the survey and had their responses
recorded, which amounts to a 99.1% completion rate. A total
of 634 participants were included in the RDS analysis after
removing the seeds (7 = 24). The RDS recruitment network
and waves propagating from each seed are presented in
Appendix 1, Section 4.

Participant demographic characteristics are described in
Table 1. The survey respondents were predominantly racial-
ized (n = 572, 90.2%), women (90.1%, 95% CI 85.1%-95.1%)
and born outside of Canada (97.4%, 95% CI 94.9%-99.9%).
Most participants identified as Black (76.5%, 95% CI 68.2%—
84.9%) and were between the ages of 30 and 49 years old. The
participants were highly educated (47.4% had at least a college
degree, 95% CI 39.0%-55.9%), but more than half belonged
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to a low-income household (55.1%, 95% CI 46.3%-63.9%)
and only 10.7% were homeowners (95% CI 4.8%-16.5%).

In terms of work experience, participants had worked as a
PSW for an average of 4.4 (standard deviation 4.9) years. They
worked in various settings, with most working in home care in
the community (43.9%, 95% CI 35.2%-52.5%) or long-term
care (34.5%, 95% CI 27.0%-42.0%). At the time of the survey,
11.0% (95% CI 4.7%-17.3%) were unemployed and 5.3%
(95% CI 0.0%-10.9%) were not working as a PSW. These
demographic characteristics are also presented elsewhere.*?

Opverall, 86.5% (95% CI 80.7%-92.4%) of the participants
were precariously employed (Figure 1). For example, 49.3%
(95% CI 40.9%—57.8%) mainly worked part-time hours and
65.3% (95% CI 57.4%-73.1%) were in nonpermanent con-
tract positions (Table 2). More than half also reported absence
of union membership (53.8%, 95% CI 45.7%-61.9%) and
lack of benefits from employers, such as paid sick days (89.5%,
95% CI 85.8%-93.3%), retirement plans (67.2%, 95% CI
59.5%-74.8%) and extended health benefits (74.1%, 95% CI
66.8%—-81.4%). Other indicators of precarious employment
included irregular scheduling (68.1%, 95% CI 60.2%-75.9%)
and risk of reprisal for raising a health and safety concern
(43.5%,95% CI34.8%-52.1%).

About a quarter of the participants reported work-related
sickness or injury (25.5%, 95% CI 19.3%-31.7%), which
resulted in loss of work hours (i.e., 78 participants or 44.1%
missed more than 5 work days). Among those who were sick
or injured (n = 177), about one-fifth (18.8%, 95% CI 11.2%-—
26.4%) filed a claim to the WSIB. Furthermore, 87.9% (95%
CI 81.8%-94.0%) felt unempowered to participate in safety
and injury prevention, and 35.4% (95% CI 27.8%-43.0%)
experienced some form of discrimination, mainly perceived to
be based on their race or ethnicity (21.4%, 95% CI 16.3%—
26.5%) (Table 2).

Most participants reported that their employment situa-
tion negatively affected their large spending decisions
(80.8%, 95% CI 74.3%-87.2%) and made them concerned
about their ability to meet their debt obligations (73.9%,
95% CI 67.7%-80.0%) and to maintain their current stan-
dard of living (67.1%, 95% CI 60.0%-74.2%). Some also
reported a decrease in their personal income compared with
the previous year (40.7%, 95% CI 31.8%-49.5%), which
left 14.1% (95% CI 6.2%-21.9%) of the participants strug-
gling to keep up with their current bills and other financial
commitments.

Table 3 presents the health outcomes of the participants.
About half (53.3%, 95% CI 44.5%-62.1%) described their
general health as very good or excellent, and more than a
quarter (28.2%, 95% CI 20.7%-35.8%) expressed dissatis-
faction with their lives. Some participants found most days
to be stressful (26.8%, 95% CI 19.1%-34.6%) and had a
weak sense of belonging to the community (28.0%, 95% CI
19.0%-34.6%). When assessed with the PHQ-2 scale
(Appendix 1, Section 3), 21.0% of participants (95% CI
14.0%-28.0%) were likely to have some form of depressive
disorder. Work was also found to negatively affect the men-
tal health of the participants (16.8%, 95% CI 8.9%-24.8%)
and their relationships with their family and friends (28.8%,
95% CI 20.7%-36.8%). For example, some participants
were often angered by their work (10.1%, 95% CI 4.0%-
16.3%) or found their work stressful (32.7%, 95% CI
24.1%—-41.3%).

Using regression models, we found that increased work
precarity was significantly associated with higher risk of
depression, but not associated with perceived general
health. Specifically, for every unit increase in the precarity
score, the odds of exhibiting risk for depression increased
by 2% (odds ratio [OR] 1.02, 95% CI 1.01-1.03). Older

Vulnerable E 11.1
StabIeI—< 2.1

Work precarity level
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T T T T T

50 60 70 80 90 100

Figure 1: Work precarity level based on the Employment Precarity Index. Note: Cl = confidence interval.
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Table 2 (part 1 of 2): Work conditions of survey participants
Unweighted
no. of
participants Unadjusted RDS-II adjusted

Characteristic n =634 estimate, % estimate,* % (95% CI)t

Average no. of paid work hours per week in the previous year
<30 282 445 49.3 (40.9-57.8)
=30 318 50.2 50.7 (42.2-59.1)
Missing 34 5.4

Main employment type in the previous yeart
Casual or on contract (part-time or full-time) or self-employed 399 62.9 65.3 (57.4-73.1)
Permanent part-time or full-time 225 35.5 34.7 (26.9-42.6)
Missing 10 1.6

Union membership
No 314 49.5 53.8 (45.7-61.9)
Yes 310 48.9 46.2 (38.1-54.3)
Missing 10 1.6

Paid sick dayszt
No 547 86.3 89.5 (85.8-93.3)
Yes 76 12.0 10.5 (6.7-14.2)
Missing 1 17

No. of paid sick days received (among those with paid sick days, n = 76)
0-5 14 18.4 18.9 (0.0-40.2)
6-10 31 40.8 35.2 (14.5-56.0)
=10 28 36.8 45.8 (23.2-68.5)
Missing 3 4.0

Retirement income plan from employerf
No 386 60.9 67.2 (59.5-74.8)
Yes 226 35.7 32.8 (25.2-40.5)
Missing 22 3.5

Other employment benefits from employer (e.g., dental, medications)f
No 438 69.1 74.1 (66.8-81.4)
Yes 176 278 25.9 (18.6-33.2)
Missing 20 3.2

Financial assistance received from government§
Housing 73 1.5 13.5 (6.6-20.5)
Child care 155 245 26.2 (18.7-33.7)
Recreation 27 4.3 4.7 (1.5-8)
Food allowances 54 8.5 79 (5.1-10.7)
Dental 71 11.2 10.7 (56.1-16.2)
Vision 39 6.2 5.2 (3.0-74)
Prescription drugs 77 12.2 11.4 (7.6-15.2)
Assistive living devices 5 0.8 0.9 (0.0-2)
Transit passes 28 4.4 4.8 (2.0-7.6)
Student grants 26 4.1 5.6 (2.4-8.8)
Electricity grants 69 10.9 11.5 (7.2-15.7)
Disability supports 10 1.6 2.8 (0.6-5.1)
Other 23 3.6 2.8 (1.4-4.2)
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Table 2 (part 2 of 2): Work conditions of survey participants

Unweighted
no. of
participants Unadjusted RDS-II adjusted
Characteristic n==634 estimate, % estimate,” % (95% CI)t
Frequency of knowing work schedule 1 week in advancezt
Half the time, some of the time or never 194 30.6 31.9 (24.1-39.8)
All the time or most of the time 413 65.1 68.1 (60.2-75.9)
Missing 27 4.3

Not likely or not likely at all
Somewhat likely, likely or very likely
Missing
Work-related injuries or sickness in the previous year
No
Yes
Missing

0-5
6-10
=10
Missing

No

Yes

Empowered
Not empowered
Experience with discrimination based on given variable§
Race or ethnicity
Gender
Age
Sexual orientation
Disability
Immigration status
Other

Perceived likelihood of reprisal for raising health and safety or employment rights concern to employerf

No. of working days missed (among those with work-related injuries or sickness, n = 177)

WSIB claim filed (among those with work-related injuries or sickness, n = 177)

Worker’'s empowerment to participate in injury and illness prevention

353 55.7 56.5 (47.9-65.2)
261 412 43.5 (34.8-52.1)
20 3.2
430 678 74.5 (68.3-80.7)
177 279 25.5 (19.3-31.7)
27 4.3

79 44.6 46.2 (31.0-61.4)
28 15.8 16.3 (7.8-24.8)
50 28.3 375 (22.7-52.3)
20 1.3

136 76.8 81.2 (73.6-88.8)
41 23.2 18.8 (11.2-26.4)
89 14.0 12.1 (6.0-18.2)
545 86.0 879 (81.8-94.0)
137 216 21.4 (16.3-26.5)
1 17 1.8 (0-3.6)
24 3.8 4 (2-6.1)
0.3 0.6 (0-1.5)
0.8 0.7 (0-1.6)
63 9.9 9.9 (4.0-15.7)
50 79 8.2 (3.8-12.5)

*Missing data were not included in the distribution of percent estimates.
tNegative Cl values were truncated at 0.
tMeasure from the Employment Precarity Index.

the total number of participants (n = 634).

Note: Cl = confidence interval, RDS = respondent-driven sampling, WSIB = Workplace Safety and Insurance Board.

§Participants were able to select multiple options. Therefore, each category of assistance or discrimination elicited a binary response (i.e., received a
particular assistance or not; discriminated against for a particular reason or not) and the sum of positive responses across the different categories exceeded

PSWs (i.e., aged = 50 yr) were also more likely to report
poor general health (OR 2.78, 95% CI 1.41-5.60) compared
with those aged 18-29 years. Finally, posthoc sensitivity
analysis showed that the proportion estimates for reported
general health were reasonably stable after we removed the
recruits from the 2 seeds with the largest recruitment sizes
(Appendix 1, Section 5).
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In this study, we investigated the work conditions and health
of PSWs in the GTA using RDS to engage this hard-to-reach
population. We found substantial evidence of precarious and
dangerous work conditions. Compared with the general pop-
ulation in Ontario (28.5%),” 86.5% of PSWs reported being
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Table 3: Health outcomes of survey participants
Unweighted
no. of RDS-1l adjusted
participants Unadjusted estimate,” %

Characteristic n =634 estimate, % (95% ClI)

Perceived general health
Poor, fair or good 278 43.9 46.7 (37.9-55.5)
Very good or excellent 323 51.0 53.3 (44.5-62.1)
Missing 33 5.2

Life satisfaction
Dissatisfied 168 26.5 28.2 (20.7-35.8)
Satisfied 433 68.3 71.8 (64.2-79.3)
Missing 33 5.2

Amount of stress in most days
Not at all stressful, not very stressful or a bit 434 68.5 73.2 (65.4-80.9)
stressful
Quite a bit stressful or extremely stressful 166 26.2 26.8 (19.1-34.6)
Missing 34 5.4

Sense of belonging in the community
Somewhat strong or strong 452 713 72.0 (63.0-81.0)
Somewhat weak or very weak 146 23.0 28.0 (19.0-37.0)
Missing 36 5.7

Risk for depression (PHQ-2 scale)
Likely 136 215 21.0 (14.0-28.0)
Unlikely 456 71.9 79.0 (72.0-86.0)
Missing 42 6.6

Frequency of work negatively affecting mental health
Always or usually 98 15.5 16.8 (8.9-24.8)
Occasionally, rarely or never 503 79.3 83.2 (75.2-91.1)
Missing 33 5.2

Perceived impact of work on relationships
Always or usually 193 30.4 28.8 (20.7-36.8)
Occasionally, rarely or never 406 64.0 71.2 (63.2-79.3)
Missing 35 5.5

Frequency of getting angry, owing to work
Always or usually 59 9.3 10.1 (4.0-16.3)
Occasionally, rarely or never 543 85.7 89.9 (83.7-96.0)
Missing 32 5.1

Amount of stress at work
Not at all stressful, not very stressful or a bit 402 63.4 67.3 (58.7-75.9)
stressful
Quite a bit stressful or extremely stressful 200 31.6 32.7 (24.1-41.3)
Missing 32 5.1

Note: Cl = confidence interval, PHQ-2 = Patient Health Questionnaire-2, RDS = respondent-driven sampling.

*Missing data were not included in the distribution of percent estimates.
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precariously employed, as highlighted by high frequency of
casualized and nonpermanent employment, widespread lack
of benefits and paid sick days, and socioeconomic vulnerabil-
ity, including low income.

Our findings fit with existing evidence that points to the
growing disparity in working conditions within the health
care sector, where PSWs typically have the lowest pay and
greatest employment precarity.>®!1343¢ Personal support
workers also tend to be female and racialized, and are more
likely to be immigrants.’” Similar to the findings of Neysmith
and colleagues,*® we found high levels of racial discrimination
in the workplace and a lack of formal supports to address
workplace safety and security concerns, such as labour unions.

Given recent calls for deinstitutionalizing care or provid-
ing more care in the home and community,’ the shift
toward relying on low-wage earners with unstable work is a
troubling trend.* Future research should explore potential
policy solutions, such as mandating a minimum number of
paid sick days, raising wages to reduce poverty, providing
incentives to employers to provide more full-time positions,
enforcing existing labour laws that protect PSWs from
reprisals if they raise concerns about health and safety, and
developing an independent system to track and address racial
discrimination.

Our findings underscore the poor health outcomes of
PSWs. About 53% of the PSW participants perceived their
health to be very good or excellent, which is lower than the
overall proportion for Canadians (61.2% in 2019).*! Although
more than 90% of Canadians were satisfied or very satisfied
with their lives, only 72% of the PSW participants reported
similar levels of satisfaction.¥ More than 20% of the PSWs
were also likely to be depressed, significantly exceeding the
prevalence of major depressive episodes among Canadians
(5.4%-11.7%); however, this proportion is consistent with
evidence of mental health burden among health care workers,
particularly during the COVID-19 pandemic.** Poor work
conditions, including exposure to injury, communicable dis-
eases, violence, time pressure and mental stress, have a nega-
tive impact on the health of PSWs.1213:464 Similarly, we
found that some PSWs found their work to negatively influ-
ence their mental well-being and their personal relationships.
Given reports of understaffing in long-term care during the
COVID-19 pandemic,’® improving work conditions could
minimize absence owing to work-related sickness or injury
and help retain PSWs.

During the COVID-19 pandemic, PSWs were more likely
to contract COVID-19 than physicians and nurses.’! There-
fore, health inequity across occupations within the health care
sector should be evaluated in future studies. Unmanageable
workload, burnout and job stress have also repeatedly been
shown to result in poor quality of care provided by health care
workers.*3233 Subsequent studies could therefore consider
evaluating the impact of job precarity among PSWs on the
health outcomes of their clients. Assessing the characteristics
of PSW workplaces that display poor quality of care, such as
infectious disease outbreaks, could help identify key areas to
address in quality improvement programming.
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Limitations

A key limitation of our study is the lack of an adequate sam-
pling frame, since PSWs in Ontario are not registered in a
centralized registry. To overcome this limitation, we
employed an RDS approach that used information about the
recruitment chains and the connectivity of the participants to
produce asymptotically unbiased estimates. This method
allowed us to sample a hard-to-reach population, such as
PSWs during the COVID-19 pandemic who worked long
hours and could not be approached directly in their work
locations because of public health restrictions. Despite the
advantages of RDS, the convenience sampling of the seeds
may result in a sample that is not representative of the PSW
population in Ontario. Our study also focused on PSWs liv-
ing in and around the GTA, which further reduced generaliz-
ability to other jurisdictions given differences in population
characteristics, labour policies and demand for PSWs. Fur-
thermore, RDS estimators have a relatively high degree of
variability and rely on untestable assumptions, such as sam-
pling with replacement.*

Other limitations include absence of rigorous measures to
verify participant occupations, potential recall bias and inaccu-
rate reporting, and the use of English in a long survey, which
might hinder the participation of nonfluent individuals who
might be subjected to different working conditions than those
who are fluent in English. Nonetheless, the community-based
approach helped with targeting issues pertinent to the PSW
community and with the collection of data during the
COVID-19 pandemic, when work conditions have been a
particularly important factor in the spread of infection.!®

Conclusion

The PSW workforce in the GTA is mainly made up of racial-
ized and immigrant women. Personal support workers had
low income and precarious employment, which included
widespread absence of permanent and full-time positions,
inconsistent work hours and schedules, lack of paid sick days
and other extended benefits, and limited membership in
labour unions. Uncertainty about their current employment
situation also made them concerned about their ability to
meet their financial obligations. Collectively, these poor
working conditions negatively affected the well-being and
mental health of PSWs. Equitable strategies are needed to
provide decent work conditions for PSWs and to improve
their health.
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