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Abstract 

This research seeks to answer how unionization affects self-rated health of the Canadian 

workforce.  Previous literature suggests that labour union membership leads to more positive 

health outcomes. The expectation is that this study will replicate those found in previous studies 

in the Canadian context.  Despite neoliberal efforts to dismantle unions in Canada since the 

1990s, the health effects of such policies have yet to be examined in the Canadian context. 

Fifteen cycles of the Canadian General Social Survey between 1989 and 2018 were analyzed 

using ordinal regression models to determine the relationship between union membership and 

self-rated general health and self-rated mental health, and how the relationship may change over 

time. Across each year, the results show that there is no consistent pattern between union 

membership and self-rated health outcomes in the Canadian context. No significant interaction 

effects were found when examining key demographic variables – age, sex, education, household 

income, marital status, visible minority status, and province of origin – though income remained 

the greatest determinant for improved health outcomes regardless of union member status. Future 

research is necessary to include occupational differences, as well as improve the measurement of 

union membership and its various forms, which are critical to assess how they may produce 

unequal impacts on health outcomes. 
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Chapter One - Introduction 

In Canadian society, health is commonly understood in individual terms as an absence of 

illness (Fries, 2020). However, this understanding fails to grasp the complexity of what it means 

to “be healthy” and how ‘healthiness’ changes over the course of one’s life. This understanding 

also ignores the psychological, social, and environmental factors that affect both individual and 

population health (Fries, 2020; Jones et al., 2014). In other words, it ignores the non-medical 

factors that influence health outcomes. Part of these factors include the social determinants of 

health (SDH), which consider the health impacts of social factors such as income and job 

security. Since unionization positively contributes to higher wages and stable work (Braakmann 

& Hirsch, 2024; Brown & Das, 2023; Han et al., 2024; Thomas et al., 2025; Muller et al., 2022; 

Raphael, 2013), this raises the potential connections between unionization and health. Thus, this 

research is guided by the following question; how does unionization affect the general health of 

the Canadian workforce? I hypothesize that union members are healthier than their non-

unionized counterparts.  

This thesis is organized into several sections. First, the remainder of this chapter includes 

a theoretical background, which explains the key basis to the hypotheses and research methods, 

answering why I think union membership affects self-rated health outcomes. Here, I discuss key 

concepts including unionization and neoliberalism, how they are related, and how it has changed 

the Canadian wage structure. Then I discuss the social determinants of health (SDH), explaining 

what they are, and how they relate to unionization and neoliberalism. Lastly, I discuss 

salutogenic wellness models, its similarities to the SDH, and the principles that aim to address 

health disparities. Chapter 2, The Union Impact on General Health, discusses the previous 

literature on the relationship between union membership and general health, outlines how I 
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analyzed the relationship between self-rated general health and union membership, first showing 

the descriptive patterns, followed by the results of the regression models, and provides a 

conclusion for the findings. Chapter 3, The Union Impact on Mental Health, follows the same 

format, instead addressing the relationship between union membership and self-rated mental 

health outcomes. Chapter 4, Income as a Moderator, further examines these relationships, 

looking at how the top and bottom 20 percent of income earners are affected by their union 

member status. Finally, Chapter 5 provides a conclusion where I summarize the results, discuss 

their implications, and create suggestions for further avenues of research.  

Union members are workers who have organized into a group – a union – to improve 

their work conditions, pay, benefits, or raise other important concerns to their employers. 

However, union membership can vary across sectors, where certain industries have higher 

unionization rates, have different union goals, and have different standards to qualify for union 

status. Since the 1990s, governments across Canada have been implementing neoliberal policies, 

resulting in greater income inequality and a decline in unionization (Brown & Das, 2023; 

Camfield, 2007; Curry-Stevens, 2025; Morissette, 2022). However, this continued decline had 

yet to be investigated in terms of its impact on the health of Canadian workforce. While there 

have been studies that have shown the positive effects of unions in Canada – such as their ability 

to compress wage distributions, achieve higher wages and greater employer-provided benefits –, 

there is a distinct lack of multi-year, cross-sectional studies linking labour union status to general 

and mental health outcomes. By examining the General Social Survey (GSS) over several 

decades, I have mapped how the introduction of neoliberal policies, the rise of income inequality, 

and the diminution of unions has impacted the health of workers over time.  



3 

 

The focus on Canada specifically relates to the popular understanding of the quality and 

accessibility of the Canadian health care system, particularly in countries that do not have any 

sort of universal medicare, such as the United States (Martin et al., 2018). Healthcare being 

accessible to those who need it is considered a key national value, and more than 90% of 

Canadians view our healthcare system as a source of collective pride (Martin et al., 2018, p. 

1718). Martin et al. (2018, p.1718) argue that “[t]his pride points to an implicit social contract 

between governments, health-care providers, and the public—one that demands a shared and 

ongoing commitment to equity and solidarity”. While Canada scores highly on global scales and 

is widely recognized as ideal, our healthcare system remains inequitable, particularly for 

Indigenous and vulnerable populations (Martin et al., 2018; McAlister et al., 2018). In Canada, 

health services are estimated to impact only 25 percent of one’s health, meaning that other 

determinants, such as poverty, are considerable (Martin et al., 2018, p.1724). Raphael (2013, p.3) 

notes that “Canada lags behind other jurisdictions in having these health equity concepts 

implemented through public policy activity such that Canada’s distribution of the social 

determinants of health is among the most unequal of wealthy developed nations”. If Canada is to 

continue being cited as a model in healthcare system creation and execution, it must re-commit 

to the values of equity and solidarity, addressing the inequalities that impact health outcomes 

within the country.  

Key concepts that are necessary to define for this research include unionization, 

neoliberalism, health outcomes, social determinants of health (SDH), fundamental cause theory, 

salutogenesis, and sense of coherence (SOC). These concepts will be defined in the sections that 

follow. Unionization and neoliberalism are related through economic and labour relations, where 

the increase of neoliberal policies leads to a decline in unionization in areas that adopt such 
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policies (Brown & Das, 2023; Camfield, 2007; Han et al., 2024; Sran, 2013). Since these policies 

affect income, they affect one’s socioeconomic status (SES), which refers to the combination of 

one’s level of income, wealth, education, and prestige (Boyce, 2008, para. 1). SES is important to 

SDH research as it serves as a foundation that enables access to a plethora of resources, which in 

turn affect other social determinants that lead to health disparities (Phelan et al., 2010). 

Salutogenic principles help address the SDHs, with both frameworks critiquing the sole use of 

medical intervention in addressing health disparities, as well as the individualization of such 

interventions (Fries, 2020; Phelan et al., 2010). Fundamental cause theory, which comes from 

SDH research, shows how health inequalities persist despite direct health interventions, 

highlighting that SES as a fundamental cause of health inequalities must be addressed in order to 

ameliorate health disparities (Phelan et al., 2010). Similarly, salutogenic principles aim at 

fostering resources and conditions that create health and prevent illness (Fries, 2020).   

 

Unionization and neoliberalism  

Generally speaking, “[u]nions are collections of workers that join together to defend their 

common interests as employees. In unionized workplaces, employers’ authority over the 

workplace is qualified by collective bargaining agreements (or contracts) which codify the terms 

and conditions of the labor process” (Ritzer & Ryan, 2011, Union section, para. 1). Unions 

emerged “in response to the alienation and exploitation inherent to the class relations of 

capitalism”, addressing the power imbalance between workers and employers by recognizing the 

power of a united front (Thomas et al., 2025, p.202). Without unions, workers would have to 

negotiate the conditions of their employment as individuals and thus would only have protections 

as legislated by employment standards, which may not be adequately enforced or followed by 
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their employers (Bennett, 2011; Chen & Islam, 2023; Thomas et al., 2025; Verra et al., 2019). In 

addition, unions provide a vehicle for workers to defend and advocate their interests, not only in 

the workplace but in broader society, often promoting social and economic equality (Thomas et 

al., 2025). However, unions can differ in their extent and range of representation, interest, stance 

towards social reform, and involvement of members, as well as differ in their methods in 

achieving their goals (Camfield, 2007).  

In Canada, union membership declined 9% between 1981 and 2022 across all sectors, 

starting at 38% in 1981 and dropping to 29% in 2022, with the majority of the decline taking 

place between 1981 and 1997 (Morissette, 2022). This decrease was particularly noticeable in the 

commercial sector (i.e. all industries outside educational services, healthcare, social assistance, 

and public administration), where the unionization rate declined 14.5% during this period 

(Morissette, 2022). In contrast, the non-commercial sector saw only a 0.9% decrease in 

unionization (Morissette, 2022). In addition, men saw a greater decrease in union membership, 

with a 22% decrease in commercial industries and a 15.9% decrease overall, compared to women 

whose unionization rates remained stable (Morissette, 2022). However, when factoring in 

education, women with bachelor’s degrees saw an 11.7% decrease, similar to men with 

bachelor’s degrees (12.8% decrease) (Morissette, 2022). Women without bachelor’s degrees saw 

only a 2% decrease, whereas men without bachelor’s degrees unionization rate decreased by 

15.7% (Morissette, 2022). Morissette (2022) suspects the greater decline in men’s unionization 

rates is partially due to the shifts away from manufacturing jobs and partially due to declines of 

unionization within such industries. Regarding the provinces, the percentage of unionized 

employees saw the greatest declines in British Columbia, New Brunswick, and Ontario (14.7%, 

10.5%, and 9.1% respectively) and the smallest declines in Nova Scotia, Manitoba, and 
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Saskatchewan (3.7%, 4.5%, and 5.3% respectively) (Morissette, 2022). Since unionized jobs 

tend to have higher wages, Morissette (2022) suspects that their continued diminishment likely 

affected the Canadian wage structure, both directly and indirectly by affecting the bargaining 

power and retirement coverage of Canadian workers.  

The change in wage structure during this same period can be illustrated through the 

increasing gap between the mean (average) and median (exact middle) Canadian incomes. In 

2021 constant dollars (i.e. adjusted to account for inflation and the cost of living), the difference 

between the mean and median income of Canadians widened from $5,000 in 1980 to $24,350 in 

2021 (Curry-Stevens, 2025). This increasing gap is due to a dramatic rise of the mean income, 

which – unlike the median – is affected by very high incomes. As the bottom 60% of the 

population’s earnings have stalled or shrunk, the most affluent have seen steady and rapid growth 

to their market incomes (Curry-Stevens, 2025). According to Thomas et al. (2025), most workers 

between 1981 and 2004 did not see real wage growth, with median workers seeing less than a 

10% increase on average. However, those who were at the high end of the wage distribution 

experienced the greatest gain, such as those in managerial positions, as well as those in the 

business and finance sectors. These “[s]tagnating real wages for most workers have been 

matched by cuts in benefits coverage, and by an erosion of the union wage and benefit 

advantage” (Thomas et al., 2025, p.31).  

This change in unionization rates can partially be explained by the diminution of 

manufacturing jobs that led to greater employment in the service sector – work that is often 

considered “low-skilled” and is thus underpaid, undervalued, and precarious (Thomas et al., 

2025; Morisette, 2022; Subedi & Rosenberg, 2017). However, this change can also be attributed 

to neoliberal domination, which has continuously transformed economic, political, and social 
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spheres since its creation and initial implementation in 1970s America (Peck & Tickell, 2002). It 

is important to define neoliberalism as it has highly influenced Canadian governments and policy 

since the 1990s (Camfield, 2007). Briefly explained,  

[N]eoliberalism is a political project that is justified on philosophical grounds and seeks 

to extend competitive market forces, consolidate a market-friendly constitution, and 
promote individual freedom. The specific content and overall weight of these three 

desiderata vary, as do the motives of those who promote them. In addition, its overall 

economic, juridico-political, and sociocultural significance differs by spatiotemporal 
context and changes in the balance of forces, and the unfolding of its multiple effects 

over different periods (Jessop, 2012, p.1).  

I will use this definition provided by Jessop (2012) as most definitions of neoliberalism 

are not dramatically different, but do not specify the three desiderata in a concise way that also 

ensures that one individual version of neoliberalism is not favoured over others. O’Connor 

(2010) adds that neoliberalism can be conceptualized as ideology, policy, and as governance. As 

ideology, neoliberalism promotes competition, choice, entrepreneurship, and individualism, 

justifying inequalities on the grounds of merit, where “winners” should be rewarded and where 

“losers” are left behind (Connell, 2010, p.27). They advertise “the market” as the desirable form 

of social organization on the basis that it is “fair” and “efficient”, and where participation is a 

social good, while simultaneously attacking public enterprise, bureaucrats, red tape, regulation, 

unions, co-ops, welfare dependency, and so on (Connell, 2010, p.27). Neoliberalism also 

provides a framework for competitive globalization that is committed to the extension of markets 

and the logic of competitiveness (Peck & Tickell, 2002). This ties into how neoliberalism can be 

understood as policy. Neoliberal ideology is married to aggressive forms of state rationalization 

(i.e. governmental downsizing and the removal or state mediation), austerity financing, and 

public service “reform”, which manifests as low public investment and decreased social 

entitlements, privatization and commodification – including the delegation of responsibilities to 
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non-government and local administrations for social goods such as utilities and welfare –, 

deregulation and market flexibility, regressive taxation policy, and regressive labour policy, all in 

the name of economic profitability (Connell, 2010; Peck & Tickell, 2002; O’Connor, 2010). In 

the 1980s, popular neoliberal ideology assumed that markets would be sufficient at regulating the 

economy so long as governments did not interfere (Peck & Tickell, 2002, p.390). However, the 

economic crises of the 1990s clearly demonstrated how this ideology fails, which then called for 

changes to the neoliberal repertoire in the form of non-market governance and regulation (Peck 

& Tickell, 2002). Under neoliberal regimes, more and more spheres of social life are colonized 

by “the market”, including – but not limited to – education, prisons, housing, healthcare, and 

communities (Connell, 2010; Peck & Tickell, 2002). Neoliberalism’s foundation of competition 

creates a culture of rugged individualism that forces lasting behavioural change on governments, 

corporations, and workers, pitting them against each other and others like them, thus – in essence 

– creating an economic and cultural “free-for-all” that undermines social cohesion and co-

operation (Connell, 2010; O’Connor, 2010). As a result, the commodification of services and 

privatization of the public sectors demanded institutional and cultural change, where the profit-

seeking corporation became the admired model for the public sector and civil society to follow. It 

was at this time that public institutions began to borrow schemes of organization and control 

from the business sector, shifting governance from representative bureaucracy and industrial 

democracy to managerialism (Connell, 2010, p.25). This can be seen in the incorporation and 

partnership-based modes of policy development and program delivery in areas of social welfare, 

as well as the consistent pressure on cities to prioritize economic growth paths of urban 

development, where non-compliance is met with neglect and exclusion from funding (Peck & 

Tickell, 2002). In addition, this can be seen in the introduction and justification of increased 
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government spending on prisons and workfare policy, where large-scale incarceration, social 

surveillance, and microregulatory interventions – such as active employment policies – are ever-

present to ensure individuals are always “job ready” and not seeking “handouts” through welfare, 

while simultaneously reinforcing the cycle of poverty by forcing poor people to hold onto 

precarious, low-wage employment (Peck & Tickell, 2002, p.392).  

 

Health outcomes  

A health outcome is defined as the health events that occur resulting from an intervention, 

including those that are medical and non-medical, and can be measured clinically, through self 

reporting, or observation (Oleske & Islam, 2019, p.83; World Health Organization, n.d.). In 

terms of this research, the health events are the self-rated mental and general well-being of 

survey respondents, and unionization is the intervention. 

 

The social determinants of health and fundamental cause theory 

The social determinants of health (SDH) as defined by the World Health Organization 

(WHO) are the wider set of forces and systems that shape conditions of everyday life in which 

people are born, grow, work, live, and age (World Health Organization, n.d., para. 1). These 

forces and systems influence health inequities, leading to differentiation in health status amongst 

societies, groups, and individuals (World Health Organization, n.d., para. 2). The SDH approach 

solidifies that non-medical interventions are critical in achieving health equality.   
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Understanding the social determinants of health (SDH) is essential in understanding 

health disparities across and within societies that cannot be explained by pathogens alone, 

moving beyond the conceptualization of health solely as an absence of illness. In addition, Banks 

et al. (2006) found that these health disparities also cannot be explained through individual 

behaviour risks. These differences in health status follow a social gradient, where lower 

socioeconomic status (SES) is associated with worse health outcomes (Banks et al., 2006; World 

Health Organization n.d.). The slope and dispersion of these gradients vary across populations 

and over time (Banks et al., 2006; Phelan et al., 2010).  

The cornerstone of SDH research originates in the Whitehall study of British civil 

servants in the 1960s (Marmot et al., 1991). The study conducted found a steep inverse 

association between social class – by grade of employment – and morbidity for a wide range of 

diseases, such as heart problems and chronic bronchitis. The study was then repeated 20 years 

later, where they found no change to the relationship between social class and morbidity 

(Marmot et al., 1991).  Phelan et al. (2010) explain this consistent relationship through 

fundamental cause theory. Since SES embodies an array of resources, such as money, 

knowledge, prestige, power, and beneficial social connections, it provides a layer of protection 

for health that are relevant at any given time, and remains consistent even with advances in 

technology and/or scientific knowledge (Phelan et al., 2010, p. S28). To be a fundamental cause 

of health inequalities, one must: influence multiple disease outcomes; affect disease outcomes 

through multiple risk factors; involve access to resources that can be used to avoid risks or 

minimize consequences of the disease once it occurs; and have an association between the 

fundamental cause and health that is reproduced over time via the replacement of intervening 

mechanisms (i.e. changes in lifestyle, medical practice, education, etc., due to the advancement 
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of scientific knowledge and/or technology) (Phelan et al., 2010, p. S29). Here, SES fits all 4 

factors and is thus considered a fundamental cause of health inequalities which must be 

addressed before medical interventions can be considered universally successful (Phelan et al., 

2010). 

Marmot (2005) and Raphael (2013) agree that the best way to reduce health inequalities 

is to take action to address the SDHs. This includes – but is not limited to – relieving poverty and 

improving the circumstances in which people live and work. This will address not only physical 

and communicable disease, but also those that are mental and non-communicable (Marmot, 

2005). In other words, the SDH approach argues that policies relevant to health include those 

related to labour markets and income distributions. Therefore, policies regarding the formation of 

labour unions are relevant to health policies, with unionization potentially addressing the social 

gradient of health based on SES by compressing gaps in income that create such persistent health 

disparities. 

 

Salutogenic models 

Salutogenesis is “defined as the process of healing and health creation” where healing is 

“the process of recovery, repair, renewal, and reintegration that contribute to a whole person’s 

(physical, mental, social, and spiritual) health and well-being”, and healing processes are 

“preventative (help retain health and build resilience), restorative (accelerate and facilitate 

recovery), and palliative (maximize function and well-being) even when recovery and cure are 

not possible” (Jonas et al., 2014, p.82). This is in opposition to pathogenesis, which is focused on 

understanding health and illness solely from the origins and treatments of disease (Fries, 2020; 
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Jonas et al. 2014). Salutogenic, or wellness-based, models aim to incorporate healing and health 

creation into health care systems and health policy (Fries, 2020).  

Sense of coherence (SOC) is an attitudinal disposition that sees coping with stressors and 

life as understandable, manageable, and meaningful (Fries, 2020, p.24). SOC is a major 

determinant in maintaining and improving one’s health, aiding in one’s adaptability in face of 

obstacles, and fosters a feeling of confidence that one’s internal and external environments are 

predictable so that things will work out as reasonably expected (Fries, 2020, p.24). The origins of 

SOC are rooted in “generalized resistance resources” (GRRs) that can be used to avoid and/or 

reduce harm caused by stressful life events that can potentially damage one’s health (Fries, 2020, 

p.24). GRRs with greater ability and efficacy foster greater SOC (Fries, 2020). GRRs can be 

“any characteristic of the person, group, or environment that can facilitate effective tension 

management” (Fries, 2020, p.24). SOC is an important component in salutogenic healthcare 

models (Fries, 2020).  

In addition, salutogenic models do not view people as either “sick” or “healthy” (Fries, 

2020). Rather, they view health as a continuum, where people are continuously moving from 

between the “sick” and “healthy” sides of the spectrum. Therefore, instead of asking if 

individuals are either “sick” or “healthy”, salutogenic models aim to examine the factors that 

push people towards one side or the other (Fries, 2020). These factors can be biological, but they 

also include the strength of one’s SOC and the efficacy of their GRRs. Like the SDHs, GRRs are 

distributed unequally throughout society and account for observed disparities in health (Fries, 

2020).  

Similar to the SDH model, salutogenic or wellness-based models argue against seeing 

health only in terms of physiological illness (Fries, 2020; Jonas et al., 2014). The current 
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Canadian health care system is pathogenic, meaning it focuses on how individuals can avoid, 

manage, and/or eliminate disease, and focuses on the causes and consequences of illness rather 

than factors that promote health and healing (Fries, 2020). This biomedical understanding 

prioritizes interventions at the clinical level, treating individuals with pharmaceutical, surgical, or 

technological interventions (Fries, 2020). Salutogenic approaches argue that treating illness in 

this way is not the most effective means of producing a healthy population as it: individualizes 

health in a way that removes individuals from their systemic contexts, holding them individually 

responsible for their health status; ignores the complexities of humans and their health that goes 

beyond their biology; ignores the origins of health and is thus unable to instruct how to create it; 

overburdens the health care system; and is reactionary rather than preventative (Fries, 2020; 

Jonas et al., 2014).   

In contrast, a salutogenic model is oriented towards illness prevention and the production 

of both individual and population health and wellness (Fries, 2020; Jonas et al., 2014). Part of 

this includes health promotion policies that not only inform and enable individuals to make 

healthy choices, but also cultivate conditions that foster healthy populations (Fries, 2020; Jonas 

et al., 2014; Verra et al., 2019). In terms of workplaces, this can entail the cooperation between 

employers, employees, and even society to improve the health and wellbeing of people at work. 

This can include promoting strategies such as physical activity and healthy eating alongside 

implementing practices like flexible time policies or stress reduction strategies (Verra et al., 

2019). Oftentimes, non-unionized workplaces lack the means to achieve large-scale changes such 

as these. In contrast, unions provide an outlet for greater cooperation between workers, 

employers, and their community, granting members the ability to promote healthy lifestyle 

changes and advocate for flexible time policies or stress reduction strategies. They also provide 
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leverage to workers to improve conditions in situations where employers are resistant to 

implement change. If union members are shown to have better mental (and general) health 

outcomes than their non-unionized counterparts, there would be evidentiary support that unions 

are an effective GRR that help develop a SOC.   

The next three chapters entail the analysis of several cycles of the General Social Survey 

(GSS) between the years 1989 and 2018. The second chapter of this thesis focuses on general 

health, with a particular focus on how union membership can address the social determinants of 

health, most notably its potential to address income inequality as a fundamental cause of health 

disparities. Chapter 3 explores unionization’s impact on mental health, addressing the potential 

of unions to act as effective GRRs, and thus potentially being an essential component of 

salutogenic health care models. The last chapter of analysis examines whether the relationships 

analyzed in the previous two chapters are mediated by income.  
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Chapter Two - The Union Impact on General Health 

 This chapter examines the impact of labour union membership on general health. The 

first section defines self-rated general health and provides a literature review of union 

membership and self-rated general health. The next section outlines my hypotheses. Next, I 

describe data and methods. I report my findings in two sections: the first section discusses the 

descriptive patterns within the data; the second section outlines the results of the ordinal 

regressions and linear models. I then provide a conclusion that summarizes the findings.   

While there has not been research that ties unions to fundamental cause theory, unions 

have been found to have direct impacts on the health of their members (Chen & Islam, 2023; 

Han et al., 2024; Muller et al., 2022). Unions are known for their ability to garner favourable 

contracts, better wages, proper working conditions, and increased job security, in addition to 

providing education about on-the-job hazards, private health insurance, and retirement plans 

(Braakman & Hirsch, 2024; Chen & Islam, 2023; Han et al., 2024; Muller et al., 2022). These 

positive abilities not only help prevent physical harm, but also provide members with greater 

protection against personal stress and environmental shocks – such as the COVID-19 pandemic 

and/or unstable economic conditions (Braakman & Hirsch, 2024; Chen & Islam, 2023; Han et 

al., 2024; Muller et al., 2022).  

Using the life-course perspective, Han et al. (2024) found that persons with consistent 

union attachment over their career have a cumulative advantage over their non-unionized 

counterparts. Unionized folks accumulated health benefits during their working years – as they 

were less exposed to hazards, burnout, and workplace stress – but also had stability in their lives 

that enabled them to plan for their futures, including retirement plans and occupational security 

(Han et al., 2024). Another important finding includes the timing of unionization in career stages 
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and their strong implications on health outcomes. In later stages of life, negative labour market 

experiences are associated with downward mobility and health after age 50, and precarious work 

during ages 50-65 strongly predict health and mortality after age 65 (Han et al., 2024). They also 

found that unionization at younger ages is more predictive of older adult health, as early 

adulthood and adolescence are “impressionable years” (p.165) in human development, with 

those unionized for 100% of their careers having the best overall health compared to their 40% 

unionized and non-unionized peers (Han et al., 2024).   

Regarding workplace safety, Amick et al., (2015) discovered that unionized construction 

firms filed 28% more no-lost-time claims to the Ontario Workplace Safety and Insurance Board, 

but filed 14% less lost-time claims. Of the lost-time claims filed, rates of musculoskeletal and 

critical illness claims were significantly (over 20%) lower than non-unionized workplaces 

(Amick et al., 2015). These findings show the effects of unionization on worker safety and 

health, as injuries and illnesses that occurred on the job did not prevent unionized workers from 

returning to work after the day of incidence. This also shows the ability of unions to protect 

against personal stressors, as returning to work means no lost wages or permanent disablement 

which could have lasting damage outside of the workplace. Similarly, Bodin et al.’s (2022) cross-

sectional study found that precarious employment is associated with a higher burden of disease, 

including various mental disorders, cardiovascular disorders, increased musculoskeletal pain, 

respiratory problems, and infectious diseases. Further, Zoorob (2018) found that American states 

with high levels of unionization saw a greater decrease in workplace fatalities than states that 

have adopted right-to-work (RTW) legislation. His study also found that the implementation of 

RTW laws, through a decrease in unionization, have led to a 14.2% increase in occupational 

mortality (Zoorob, 2018). These findings show how unions are critical in preventing on-the-job 
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fatalities. Here, RTW legislation is impeding the ability of unions to protect workers and 

maintain occupational health and safety by undermining their contracts, returning more power to 

employers who may overlook and/or avoid such necessities.  

Despite previous attempts by conservative politicians, Canada has not implemented any 

RTW legislation (Sran, 2013). However, governments on both provincial and federal levels have 

passed back-to-work legislation, which forces workers to go back to work after taking legal 

strike action, on top of arbitrarily imposing settlements on striking workers regardless if key 

union demands have been met (Sran, 2013). Both Zoorob (2018) and Sran (2013) emphasize the 

importance of maintaining strong unions – not only for health reasons, but for democracy – and 

for governments to seriously consider the impacts of such legislation on their citizens and 

societies.  

Unionization’s positive impact on health outcomes can extend beyond union membership 

(Canadian Labour Congress, 2025; Chen & Islam, 2023; Darrah, 2021; Marchildon, 2024; 

Muller et al., 2022; Sran, 2013). Throughout modern history – though particularly distinct in the 

1950s to the 1980s –, labour unions have been important actors in (re)forming Canada’s 

healthcare system(s) and achieving a myriad of social rights through effective campaigns, the 

mobilization of workers, and solidarity with various partners (Canadian Labour Congress, 2025; 

Darrah, 2021; Marchildon, 2024; Sran, 2013). A prime example would be the creation of 

medicare. In the 1940s, the Premier of Saskatchewan, Thomas Clement Douglas, took initiative 

to establish a universal health care system – not just for residents of Saskatchewan, but for all 

Canadians –  transitioning away from commodified healthcare towards a public service based on 

medical need (Marchildon, 2024). Part of his success can be credited to his ability to gain the co-

operation and support of various labour unions. Douglas received a lot of resistance from the 
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College of Physicians and Surgeons of Saskatchewan (CPS), private insurance carriers, 

businesses, and conservative politicians who aimed to defeat the Douglas government and his 

medicare project – many of whom were worried about “individual choice”, lower incomes, and 

higher taxes (Marchildon, 2024). It was here where union support became crucial, supporting 

Douglas and his party while openly attacking the CPS’s support of physician-based insurance 

carriers, which led to local motions being passed in support of the government’s proposed 

healthcare plans (Marchildon, 2024, p.287). Though an important victory, this was one of only 

many steps that allowed for federal expansion of medicare for all within Canada – including 

through the formation of the federal New Democratic Party (NDP) –, where union support 

remained critical (Marchildon, 2024; Savage, 2021).  

Another important example includes the 1981 expansion of paid maternity leave made 

possible by the Canadian Union of Postal Workers (CUPW) (Canadian Labour Congress, 2025; 

Darrah, 2021). At the time of the strike, the only guaranteed maternity leave was provided by 

federal Unemployment Insurance (UI, now known as Employment Insurance or EI), which 

would cover only 66% of a mother’s previous salary and would only provide coverage for a 

maximum of 15 weeks (Canadian Labour Congress, 2025). When Canada Post workers were due 

to renegotiate their contracts, “paid maternity leave emerged as a key union demand” (Darrah, 

2021, p.34). The union recognized the shortcomings of the current maternity leave system and 

how it failed to meet the needs of new parents in the workforce. Children are expensive, and 

leaving work for an extended period of time led to job insecurity and financial stress, which in 

turn would affect the household environment (Darrah, 2021). After 42 days, the CUPW won the 

fight, and Canada Post agreed to pay the employee’s full wages for the first two weeks of the 

leave, and agreed to top-up the UI benefits by an additional 27% of their salary, leading to 17 
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weeks of paid maternity leave (Darrah, 2021). These changes to maternity leave became more 

widespread, not only in different branches of the civil service, but throughout the private sector 

(Canadian Labour Congress, 2025; Darrah, 2021). By 1992, half of all union members across 

Canada gained employer-based maternity benefits, and by 2004 almost two thirds of mothers 

with new infants received paid benefits for a median of 11 months –  regardless of their union 

members status (Darrah, 2021). This strike marks a significant change in health outcomes, not 

only for new parents, but for the future generation they are/were raising. Longer maternity leave 

has shown to have significant benefits, including decreased rates of maternal mental and physical 

health complaints – such as decreased re-hospitalization rates, decreased depression, better sleep, 

and greater engagement in exercise –, more positive mother-child interactions – including higher 

rates of secure attachment styles, higher empathy, better academic success, and longer periods of 

breastfeeding –, decreased rates of late immunizations, as well as decreased infant mortality rates 

(Whitney et al., 2023).  

Furthermore, the existence of unions compresses income distributions within a society, which 

has wide-rippling effects on the social gradient of health (Banks et al., 2006; Brown & Das, 

2023; Kuhling & Keohane, 2009; Muller et al., 2022; Sran, 2013; Wilkinson, 2005). In societies 

with a more compressed, egalitarian distribution of income, all members have greater health 

outcomes – regardless of socioeconomic status (SES) – than societies with larger income 

disparities (Banks et al., 2006; Kuhling & Keohane, 2009; Wilkinson, 2005). Banks et al. (2006) 

looked at the differences in health outcomes between Americans and the English, noting that 

even when controlling for race, behaviour risks, and access to health insurance, the English have 

better health outcomes, including amongst Americans in the top socioeconomic tiers. Similarly, 

Kuhling & Keohane (2009) compared Irish health outcomes with those of France, Britain, 
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Germany, and Scandinavia, where – unlike Ireland – income redistribution and recognition of its 

importance are integrated into fiscal policy. As Ireland follows a neoliberal social model (i.e. is 

characterized by low public spending on healthcare and other services, and lacks progressive 

taxation), and is amongst the most unequal OECD countries – such as the United States –, it is 

unsurprising that “Ireland has also the worst morbidity in the developed world”, such as heart 

diseases, depression – including suicide and self-harm – , several cancers, stress-related illnesses, 

adult and childhood obesity, alcohol and substance abuse, and interpersonal violence (Kuhling & 

Keohane, 2009, p.29).  

In addition, Wilkinson (2005) combined data from the US and Canada, noting that it is 

“the most egalitarian states and provinces, rather than the richest, that are healthiest” (p.72). 

Though the relationship between inequality and health is visible at all ages, the largest gaps in 

health inequalities are found amongst men of working age (Wilkinson, 2005). This finding not 

only highlights how intertwined SES and health outcomes are, but also shows the importance of 

addressing health through a labour-oriented lens. Brown & Das (2023) analyzed 50 years of 

Canadian economic data –  from 1969 to 2019 – from several sources, including the OECD, the 

World Inequality Database, and the World Bank. Their research provides evidence that the 

decline in unions widens the income divide between the rich and the poor, where – after 

controlling for macroeconomic factors – a 1% increase in collective bargaining reduces the 

income share of the top 10% by 0.34% (Brown & Das, 2023). Despite this, unionization and the 

importance of collective bargaining are yet to be mentioned in Canadian health promotion 

information (Muller et al., 2022).  

In research, self-rated health is often used as a replacement to clinical assessments, as it is 

both a simple and reliable form of gathering health assessments from survey participants 
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(Bombak, 2013; Levinson & Kaplan, 2014; Sordo Vieira et al., 2022). Self-rated health is a 

subjective measure of health, but has been found to be a moderate to strong predictor of 

objective health measures (Bombak, 2013; Levinson & Kaplan, 2014; Sordo Vieira et al., 2022). 

Though this measure is often interpreted as encompassing all aspects of health – including 

psychological, social, and spiritual outcomes - asking “in general, how would you rate your 

health?” has been shown to be a robust predictor of physical health outcomes, including 

mortality (Bombak, 2013; Levinson & Kaplan, 2014). 

The goal of this research is to answer the following question: how does unionization 

affect the general health of the Canadian workforce? In this chapter, I specifically focus on how 

union membership affects general health outcomes. Answering this will then answer whether 

union membership addresses SES as a fundamental cause of health disparities. The main 

hypotheses of this chapter are as follows: 

Hypothesis 1: union members have higher self-rated general health than non-union 

members.  

Hypothesis 2: the effect of unionization on general health increases over time. 

To answer my research questions, I used quantitative methods. Since I wanted to examine 

health outcomes and unionization on such a large-scale and across multiple decades, this allowed 

for me to map the relationship between multiple measures of self-rated health and unionization. 

Taking a quantitative approach also allowed for greater generalizability in the results, which is 

key in determining whether changes to Canadian health and labour policy will be successful 

across the country. It is also necessary in determining whether unions are a sufficient generalized 

resistance resource for members across the country and over time.  
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The data I analyzed is from various cycles of the General Social Survey conducted by 

Statistics Canada: Cycle 4, conducted in 1989, Education and Work; Cycle 6, conducted in 1991, 

Health; Cycle 9, conducted in 1994, Education, Work and Retirement; Cycle 12, conducted in 

1998, Time Use; Cycle 17, conducted in 2003, Social Engagement; Cycle 19, conducted in 2005, 

Time Use Survey; Cycle 22, conducted in 2008, Social Networks; Cycle 23, conducted in 2009, 

Victimization; Cycle 24, conducted in 2010, Time-Stress and Well-Being; Cycle 25, conducted in 

2011, Family; Cycle 26, conducted in 2012, Caregiving and Care Receiving; Cycle 27, 

conducted in 2013, Social Identity; Cycle 29, conducted in 2015, Time Use;  Cycle 30, conducted 

in 2016, Canadians at Work and Home; and Cycle 32, conducted in 2018, Caregiving and Care 

Receiving. This comes to a total of 15 cycles.  

While the datasets have different sample sizes, ranging from 9,000 and 35,000 responses, the 

sampling population stayed consistent, focusing on collecting data from Canadians over 15 years 

of age from the 10 provinces, excluding those who are institutionalized on a full-time basis.  

In earlier cycles, cases were selected through Random Digit Dialing (RDD), with some using 

Non-Working Banks and Waksberg methods. By Cycle 4, the samples were also stratified, 

typically involving 27 strata across the 10 provinces, grouped according to geographical location. 

These strata consisted of Census Metropolitan Areas (CMAs) and non-CMAs across the 10 

provinces. By Cycle 27, RDD was no longer in use, and surveys were now conducted using 

Electronic Questionnaires (EQs) and Computer Assisted Telephone Interviews (CATI). 

Depending on the cycle, respondents were first contacted by mail or by telephone to complete 

the survey.   

To analyze the data, I used R statistical software (Fox & Weisberg, 2002; Hlavac, 2022; 

Lüdecke, 2024; Posit Team, 2025; R Core Team, 2025; Venables & Ripley, 2002; Wickham, 
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2021; Wickham, 2022; Wickham et al., 2025). General health outcomes are the dependent 

variables, while union member status is the independent variable. Measures of general health 

outcomes are self-rated. Union membership is measured by respondents reporting their union 

status. Key control variables include age, sex, education, household income, marital status, and 

visible minority status. Age is measured by respondent age group. Sex has been grouped into two 

categories of male and female. Education is measured by the highest obtained degree of 

respondents. Household income is measured in income categories. Marital status is grouped into 

categories of married, common-law, single, widowed, divorced, or separated. Visible minority 

status is grouped into two categories of visible minority and non-visible minority. 

These variables are noted in the literature as important factors to consider when analyzing 

differences in health outcomes, but are also tied to labour union membership (Han et al., 2024; 

Phelan et al., 2010; Sran, 2013; Thomas et al., 2025). Union members are more likely to be 

married and obtain higher education (Han et al., 2024; Thomas et al., 2025). In addition, unions 

advocate for equal pay, reducing pay gaps between people of different genders, racial identities, 

and other equity-seeking groups (Sran, 2013; Thomas et al., 2025). While the data uses “sex” 

rather than “gender”, it is important to note that though they are not the same category, they are 

closely related. Surveys did not account for transgender, non-binary, or gender-nonconforming 

individuals until very recently. In addition, recent iterations of the GSS group gender into two 

categories of men+ and women+ to protect the confidentiality of non-binary survey respondents, 

distributing them into the other two gender categories prior to the publication of the data 

(Statistics Canada, 2023).  

The cycles conducted in 1991, 1994, 1998, 2003, and 2005, lacked a visible minority 

variable. In these cases, I used data collected regarding birthplaces of the respondents’ parents 
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and the respondents to create a derived variable. In addition, 1994 was the only cycle to separate 

union member status and collective agreement coverage into two questions. In this case, I created 

a derived variable to merge these two questions, where the respondents who answered “yes” to 

“Are you normally covered by a contract or a collective agreement?” were added to the union-

member category. Though the merge was necessary in order to maintain consistency across 

cycles, it is important to note that union membership and collective agreement coverage are not 

synonymous, as it is possible to be covered under a collective agreement without being a union 

member. However, in Canada, this is extremely rare, and those who are not union members 

benefit from said union-negotiated agreements (Akyeampong, 2000). Therefore, answering “yes” 

to either question is considered an indicator of union membership.    

For each cycle, I reduced my sample to only include respondents who are employed as 

this research focuses specifically on the workforce. I further reduced each sample to only include 

respondents aged 25-64. For those aged 25-64, work is likely a more significant part of their 

lives, and will therefore be more likely to impact their health than younger or older people who 

may be in school or retired. In addition, those aged 25-64 are more likely to be unionized in their 

workplaces, and thus the omission of respondents 15-24 and 65+ offers a more meaningful 

comparison.  

The first step of analysis was to examine the descriptive patterns in the data. I created 

tables to display the summary statistics that show said descriptive patterns between union 

membership, self-rated general health, and the key variables used in this analysis for each cycle. 

These tables help establish the general union-health relationship patterns and show the general 

demographics of the samples.   
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Next, to calculate the effects of union membership on self-rated general health, I used 

ordinal regression models for the base relationship (i.e. the direct relationship between union 

membership and health without any controls) and the relationship with the control variables (i.e. 

factoring in age, sex, education, household income, marital status, and visible minority status). 

The results are discussed in the form of odds ratios, which clearly demonstrate the differences in 

self-rated general health between the unionized and non-unionized groups. 

Following this, I created additional ordinal regression models to examine the interaction 

effects of each key control variable – age, sex, education, household income, marital status, and 

visible minority status – as well as the interaction effect of province of origin. This helped to 

establish whether the relationship between union membership and the specified health outcome 

are due to the existence of a third variable. Taken in aggregate, the results from these regressions 

address hypothesis 1, but also address hypothesis 2 by examining the general gaps between 

unionized and non-unionized workers over time.  

Table 1 shows the descriptive patterns between union membership, self-rated general 

health, and the other remaining key variables used in this analysis for each included cycle of the 

GSS. In all the included cycles, the majority of participants, including both union and non-union 

members, were married (48–69%) and were not visible minorities (0.76–0.95). The average age 

of respondents was between 35 and 54 years old, with the exception of non-union members in 

1989 (30–39 years old). The proportion of male to female participants was similar throughout, 

with no greater than a 9% deviation towards either sex (0.41–0.59). The education levels of 

union and non-union members for each year were also similar, with both categories’ average 

scores corresponding to at least some higher education, though a greater proportion of union 

members attended educational institutions beyond high school (by 2%-18%). Both union and 
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non-union members’ average household income is found within the same income category for 

most cycles, except for 2003, 2008, 2009, and 2013 where unionized participants had slightly 

higher household incomes. In addition, union members and non-union members rated their 

general health similarly, both between groups and across each year, with the average self-rated 

general health score corresponding with “Good” health.    

These descriptive patterns show that the unionized and non-unionized groups in this 

analysis have similar demographics, thus offering meaningful insight into the true impact of 

labour union membership on self-rated health outcomes. When taking the average scores into 

consideration, unionized and non-unionized workers have identical general health outcomes. 

These identical general health outcomes are unexpected as per hypothesis 1; however, it is 

important to further analyze the data to determine if there are any significant differences among 

unionized and non-unionized groups. 

Table 1: Summary statistics of key variables in analysis by union member status by year 
Year 1989 1991 1994 1998 2003 2005 2008 2009 
Union 
Membership union  

non-
union union  

non-
union union  

non-
union union  

non-
union union  

non-
union union  

non-
union union  

non-
union union  

non-
union 

Self-Rated General  
Health (1=poor,  
4=very good) 3.51 3.53 3.54 3.43 3.20 3.59 3.54 3.53 3.65 3.57 3.46 3.44 3.45 3.46 3.59 3.58 
Age Group  35-44  30-39  35-44  35-44  35-44  35-44  35-44  35-54  35-54  35-54  35-54  35-54  35-54  35-54  35-54  35-54  
Sex (0=Male, 

1=Female) 0.41 0.53 0.45 0.51 0.45 0.45 0.50 0.51 0.48 0.48 0.56 0.53 0.57 0.50 0.54 0.50 
Education   
(percentage with at 
least some higher 

education) 48% 46% 64% 59% 68% 59% 73% 66% 84% 68% 78% 72% 82% 76% 80% 75% 

Household Income  
$30,000- 
$59,999  

$30,000- 
$59,999  

$30,000- 
$59,999  

$30,000- 
$59,999  

$40,000- 
$59,999  

$40,000- 
$59,999  

$40,000- 
$59,999  

$40,000- 
$59,999  

$50,000- 
$79,999  

$40,000- 
$59,999  

$50,000- 
$79,999  

$50,000- 
$79,999  

$60,000- 
$99,999  

$50,000- 
$79,999  

$60,000- 
$99,999  

$50,000- 
$79,999  

Marital Status  
(percentage married) 68% 69% 68% 66% 67% 68% 55% 54% 53% 53% 51% 52% 51% 53% 53% 52% 
Visible minority 
Status (0=visible 
minority, 1=not a 
visible minority) 

0.80 0.76 0.93 0.90 0.95 0.94 0.95 0.92 0.93 0.89 0.93 0.90 0.93 0.89 0.91 0.89 
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Table 1: Summary statistics of key variables in analysis by union member status by year 
Year 2010 2011 2012 2013 2015 2016 2018 
Union 
Membership union  

non-
union union  

non-
union union  

non-
union union  

non-
union union  

non-
union union  

non-
union union 

non-
union 

Self-Rated 
General 
Health 
(1=poor, 
4=very good)  3.40 3.40 3.52 3.48 3.54 3.52 3.62 3.55 3.46 3.39 3.45 3.39 3.45 3.46 
Age Group  35-54  35-54  35-54  35-54  35-54  35-54  35-54  35-54  35-54  35-54  35-54  35-54  35-54  35-54  
Sex (0=Male, 
1=Female) 0.56 0.52 0.57 0.50 0.58 0.53 0.50 0.46 0.56 0.50 0.55 0.50 0.59 0.50 
Education  
(percentage 
with at least 
some higher 
education)  82% 78% 81% 74% 72% 64% 84% 66% 81% 75% 79% 72% 80% 72% 
Household 
Income 

$60,000- 
$99,999  

$60,000-  
$99,999  

$60,000- 
$99,999  

$60,000-  
$99,999  

$60,000- 
$99,999  

$60,000-  
$99,999  

$60,000- 
$99,999  

$50,000-  
$79,999  

$80,000-  
$119,999  

$80,000-  
$119,999  

$75,000-  
$124,999  

$75,000-  
$124,999  

$80,000-  
$119,999  

$80,000-  
$119,999  

Marital Status  
(percentage 
married) 54% 56% 53% 55% 55% 57% 59% 55% 49% 50% 51% 52% 48% 53% 
Visible 
minority Status  
(0=visible 
minority, 
1=not a visible 

minority) 0.90 0.88 0.92 0.88 0.84 0.81 0.78 0.72 0.89 0.84 0.88 0.83 0.86 0.82 

 

Table 2 shows the results from the ordinal regressions, comparing the base regression – 

which examines the direct relationship between union membership and self-rated health 

outcomes – with the regression that examines this relationship with added controls (see 

Appendix A for the full results).  
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Out of fifteen total GSS cycles, nine of them (1989, 1994, 1998, 2005, 2008, 2009, 2010, 

2011, and 2012) yielded statistically insignificant results from both the base and controlled 

regressions at α=0.05. In 1989, the base regression results show that union members are less 

healthy, with an odds ratio of 0.98 (CI 95% 0.86–1.11). However, with the added controls the 

odds ratio increases to 1.02 (CI 95% 0.89–1.17). The remaining statistically insignificant cycles 

followed a different pattern, where the base regression is higher than the regression with added 

controls. In these cycles, the base regressions’ odds ratios are slightly greater than one (1.03, CI 

95% 0.93–1.14; 1.01, CI 95% 0.90–1.13; 1.01, CI 95% 0.93–1.09; 1.02, CI 95% 0.94–1.11; 1.04, 

CI 95% 0.95–1.12; 1.01, CI 95% 0.92–1.11; 1.08, CI 95% 1.00–1.17; 1.03, CI 95% 0.95–1.12), 

while the second regressions’ odds ratios are slightly less than one (0.90, CI 95% 0.79–1.02; 

0.97, CI 95% 0.85–1.10; 0.99, CI 95% 0.90–1.08; 0.98, CI 95% 0.90–1.07; 0.98, CI 95% 0.90–

1.07; 0.99, CI 95% 0.89–1.10; 0.98, CI 95% 0.90–1.07; 0.96, CI 95% 0.88–1.05). This decrease 

typically suggests that the effect of union membership on self-rated general health was partially 

due to key control variables rather than a direct correlation. In addition, the results from the 

regressions in 1989 would typically suggest that union members rated themselves as generally 

healthier than their non-unionized counterparts by two percent. However, as these values are not 

statistically significant, this change is inconsequential and suggests that there is no meaningful 

difference between how union and non-union members self-rated their general health in these 

nine GSS cycles.   

The GSS cycles conducted in 2003, 2013, and 2018 were only statistically significant for 

one regression model. In both 2003 and 2013, the base regressions (1.21, CI 95% 1.13–1.29; 

1.24, CI 95% 1.17–1.33) showed union members to rate themselves as generally healthier at a 

highly statistically significant level, where p<0.001. However, when adding in control variables, 
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these results became insignificant (0.97, CI 95% 0.90–1.04; 1.04, CI 95% 0.97–1.13). This 

suggests that unionization’s positive impact on self-rated general health in these years is 

spurious, and is due to the presence of one or more key control variables rather than a direct 

correlation.  

2018 is notable as it is the only cycle where the base regression recorded union members 

reporting themselves as less generally healthy (0.93, 95% CI 0.86–1.02) and becoming even less 

likely to rate themselves as healthy (0.88, CI 95% 0.81–0.96) than their non-unionized 

counterparts when including other key factors, with only the result from the control regression 

proving statistically significant – where p=0.109 and p=0.003 respectively. This suggests that the 

key control variables suppressed the true relationship between union membership and self-rated 

health, which shows that union workers in 2018 would rate themselves as 12% less generally 

healthy than non-unionized workers.  

Cycles that were statistically significant across regression models were those conducted 

in 1991, 2015, and 2016. In 1991, the odds ratio decreased between the base (0.89, CI 95% 0.79–

1.00) and control (0.85, CI 95% 0.75–0.97) regressions. This relationship is stable and robust, 

meaning it is not due to the influence of the key control variables. Hence, union members in 

1991 would rate themselves as 15% less generally healthy than their non-unionized counterparts, 

with unionization being an important predictor in self-rated general health outcomes. However, 

results from both 2015 and 2016 show the opposite. While the base regressions’ odds ratios in 

2015 (1.19, CI 95% 1.08–1.30) and in 2016 (1.17, CI 95% 1.08–1.28) decreased by 8% and 6% 

respectively, the odds ratios remained above one (1.11, CI 95% 1.01–1.22; 1.11, CI 95% 1.02–

1.21). Therefore, union members in 2015 and 2016 were 11% more likely to rate their general 

health better than their non-unionized counterparts. While there was a decrease in the odds ratios, 
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unionization proved to have a significant impact on general health that could not be fully 

explained by other key variables included in the latter regression model.  

These results were unexpected, and do not sufficiently support my hypothesis 1, that 

union members are more likely to rate their general health positively than non-union members. 

To further investigate these results, I used linear models to examine this relationship, factoring in 

respondents’ weight to see whether it would influence the results, found in table 3 (see Appendix 

A for the full results).  

 

Consistent with the results from the ordinal regression models, 1989, 1994, 1998, 2005, 

2008, 2009, 2010, 2011, and 2012 remain insignificant, as well as 2003 and 2013 remaining 

insignificant with added control variables. Both 2015 and 2016 remain significant across linear 

regressions, maintaining the results that union members rate their general health better for those 

years (β=-0.06, CI 95% -0.11–-0.02; β=-0.07, CI 95% -0.011–-0.02). In addition, 1991 remains 

significant across linear regressions, and maintains that union members rated their general health 

more poorly than their non-unionized counterparts, where β=0.08 (CI 95% 0.02–0.15). However, 

2018 now shows a statistically significant base regression (α=0.05), although maintains that 
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union members rated their general health more poorly when considering key controls, where 

β=0.09 (CI 95% 0.04–0.13).  

The consistency across ordinal and linear regression models confirms that the 

respondents’ weight does not impact the findings. These models show an inconsistent pattern of 

association, with the majority of results showing no difference between unionized and non-

unionized workers’ self-rated general health. The inconsistent patterns of association in both the 

ordinal and linear regression models mean that there is no evidentiary support for hypothesis 2, 

that the relationship between union membership and general health outcomes remains stable or 

increases over time. 

To further understand the relationship between union membership and self-rated general 

health, I examined the interaction effects of province of origin, sex, visible minority status, and 

the household income of the survey respondents (Tables 4a-d, see Appendix A for full results).  

Table 4a shows the results of the interaction effect of province of origin for each cycle. 

For all cycles, province of origin hardly effects general health outcomes. Even where significant, 

there is at most a 1% change in self-rated general health. The statistically significant cycles for 

province of origin are 2005, 2009, and 2015, with 2015 showing a 1% decrease in self-rated 

general health based on province of residence (1.00, CI 95% 0.99-1.00; 0.99, CI 95% 0.99-1.00).  

For the years 1989, 1991, 1994, 1998, 2003, 2005, 2008, 2009, and 2018, union members 

rate themselves 2%-19% less generally healthy (0.98, CI 95% 0.73-1.33; 0.83, CI 95% 0.62-

1.12; 0.93, 0.69-1.25; 0.86, CI 95% 0.63-1.15; 0.89, CI 95% 0.74-1.07; 0.94, CI 95% 0.76-1.18; 

0.98, CI 95% 0.80-1.21; 0.89, CI 95% 0.72-1.10; 0.81, CI 95% 0.66-0.99). Though, 2018 is the 

only cycle that shows this negative difference as statistically significant. In these cycles, the 
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interaction with province of origin has no effect on this relationship, except for 1989 where the 

odds ratio for the interaction effect has a minimally positive impact (1.01, CI 95% 0.96-1.06). 

However, it is important to note that the interaction effects are not statistically significant.  

For cycles conducted in 2010, 2011, 2013, and 2015, union members and non-union 

members rate their health exactly the same, with no differences detected based on province of 

origin (1.00, CI 95% 0.99-1.00; 1.00, CI 95% 1.00-1.01). Cycles conducted in 2012 and 2016 

show union members as rating themselves 4%-27% generally healthier than their non-unionized 

counterparts (1.04, CI 95% 0.84-1.28; 1.27, CI 95% 1.04-1.54). From these two cycles, only 

2016 is statistically significant. Neither cycle is affected by the interaction with province of 

origin (1.00, CI 95% 0.99-1.00). 
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 Table 4b shows the results from the interaction effect of sex. In 1991, 1994, 1998, 2003, 

2005, and 2018 shows male union members rated themselves as 4%-14% less generally healthy 

than their non-union counterparts, but not at statistically significant levels (0.86, CI 95% 0.72-

1.02; 0.88, CI 95% 0.74-1.04; 0.92, CI 95% 0.77-1.09; 0.96, CI 95% 0.87-1.06; 0.96, CI 95% 

0.84-1.10; 0.92, CI 95% 0.81-1.05). For 1991 and 2018, this negative effect is compounded for 

female unionized workers, where female unionized workers rated themselves as 15% less 

healthy –rather than 14% and 8% less generally healthy–, though not at statistically significant 

levels (0.99, CI 95% 0.77-1.27; 0.92, CI 95% 0.77-1.09). 1994, 1998, 2003, and 2005 show this 

interaction having the opposite effect, where female union members rated their general health 

higher than their male counterparts (1.04, CI 95% 0.81-1.34; 1.13, CI 95% 0.88-1.45; 1.01, CI 

95% 0.88-1.17; 1.06, CI 95% 0.88-1.28). This increases their respective self-rated general health 

between 8% worse than their non-unionized counterparts (0.88x1.04=0.92) to 4% better 

(0.92x1.13=1.04), though not at statistically significant levels.   

 For the cycles conducted in 1989, 2008, 2009, 2010, 2011, 2012, 2013, 2015, and 2016, 

male union workers rate their general health as 1%-15% healthier than their non-union 

counterparts (1.04, CI 95% 0.87-1.24; 1.03, CI 95% 0.91-1.17; 1.07, CI 95% 0.94-1.22; 1.01, CI 

95% 0.86-1.17; 1.02, CI 95% 0.90-1.16; 1.04, CI 95% 0.91-1.19; 1.02, CI 95% 0.92-1.13; 1.11, 

CI 95% 0.96-1.27; 1.15, CI 95% 1.02-1.30). However, only 2016 produced statistically 

significant results for union membership.  

 2008, 2009, 2010, 2011, 2012, and 2016 show female union workers as rating themselves 

4%-23% less healthy than their male counterparts, though not at statistically significant levels 

(0.92, CI 95% 0.77-1.09; 0.84, CI 95% 0.71-1.01; 0.97, CI 95% 0.79-1.19; 0.92, CI 95% 0.77-

1.09; 0.86, CI 95% 0.72-1.03; 0.94, CI 95% 0.79-1.12). This decreases their respective self-rated 
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general health between 11% worse in 2012 (1.04x0.86=0.89), to 8% better in 2016 

(1.15x0.94=1.08) than their unionized counterparts.  

 2013 and 2015’s results show female union members at an advantage, though the results 

lack statistical significance. In 2013, female unionized workers rate themselves 1%-5% generally 

healthier than male union workers (1.05, CI 95% 0.91-1.21; 1.01, CI 95% 0.84-1.22), and 7-12% 

healthier than their non-unionized counterparts (1.02x1.05=1.07; 1.11x1.01=1.12).   

 Though, it is important to note where sex on its own had an effect on self-rated general 

health. 2005, 2013, and 2015 show that males are 2%-7% less generally healthy than females, 

though not at statistically significant levels (0.98, CI 95% 0.88-1.10; 0.96, CI 95% 0.88-1.10; 

0.93, CI 95% 0.84-1.02). The remainder of the cycles show males self-reporting better general 

health outcomes than female participants, though only the cycles conducted in 1991, 2003, 2009, 

and 2016 yield statistically significant results, reporting a general health gap of 14%-22% (1.22, 

CI 95% 1.03-1.43; 1.14, CI 95% 1.04-1.25; 1.15, CI 95% 1.03-1.29; 1.17, CI 95% 1.05-1.30).  

Table 4c shows the results from the interaction effect based on visible minority status. No 

interaction results from these models are statistically significant. The cycles conducted in 1991, 

1994, 1998, 2003, 2005, 2008, 2009, 2011, and 2018 show that visible minority union members 

rated their general health as 5%-23% worse than their non-unionized counterparts (0.78, CI 95% 

0.49-1.23; 0.77, CI 95% 0.43-1.38; 0.88, CI 95% 0.51-1.55; 0.80, CI 95% 0.61-1.05; 0.92, CI 

95% 0.65-1.31; 0.81, CI 95% 0.60-1.11; 0.77, CI 95% 1.50; 0.93, CI 95% 0.69-1.27; 0.95, CI 

95% 0.76-1.19). These same cycles – with the exception of 2018 – show visible minority status 

having a compounding effect, with unionized non-visible minorities self-rating their general 

health as 1%-22% better than their visible minority counterparts (1.10, CI 95% 0.68-1.78; 1.17, 

CI 95% 0.64-2.13; 1.10, CI 95% 0.62-1.96; 1.22, CI 95% 0.93-1.61; 1.08, CI 95% 0.75-1.54; 
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1.23, CI 95% 0.89-1.69; 1.29, CI 95% 0.94-1.79; 1.05, CI 95% 0.77-1.45). This then raises the 

self-rated health of unionized non-visible minorities, thus rating their health between 1%-14% 

worse than their non-unionized counterparts. 

The only cycle where visible minority status has a protective effect against the negative 

effect of unionization is 2018. Where unionized visible minorities rate their health as 5% worse, 

unionized non-visible minorities rate their health an additional 9% worse than their non- 

unionized counterparts (0.91, CI 95% 0.71-1.15). In other words, non-visible minority union 

members in 2018 rated their general health as 14% worse than their non-unionized counterparts 

(0.95x0.91=0.86).     

In contrast, cycles conducted in 1989, 2010, 2012, 2013, 2015, and 2016 show unionized 

visible minorities rating their general health as 4%-16% better than their non-unionized 

counterparts (1.09, CI 95% 0.80-1.48; 1.07, CI 95% 0.77-1.50; 1.05, CI 95% 0.84-1.31; 1.04, CI 

95% 0.89-1.20; 1.16, CI 95% 0.89-1.51; 1.12, CI 95% 0.88-1.43). In all these cycles – with the 

exception of 2013 – non-visible minorities do not experience the same protective effect, rating 

their health as 1%-10% worse than visible minorities (0.92, CI 95% 0.65-1.30; 0.91, CI 95% 

0.64-1.30; 0.90, CI 95% 0.70-1.14; 0.95, CI 95% 0.72-1.27; 0.99, CI 95% 0.76-1.28). This 

decreases the self-rated health of unionized non-visible minorities between 5% worse 

(1.05x0.90=0.95) to 11% better (1.12x0.99=1.11) than their non-unionized counterparts.  

The only cycle where unionized visible minorities rate themselves as healthier than their 

non-unionized counterparts is 2013, with unionized non-visible minorities reporting 1% better 

self-rated general health than unionized visible minorities (1.01, CI 95% 0.85-1.20). In this 

cycle, unionized non-visible minorities rate their general health as 5% better than their non-

unionized counterparts (1.04x1.01=1.05).  
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 However, on its own, visible minority status affected general health outcomes in various 

ways. For the years 1994, 1998, and 2016, visible minorities rated their general health as 6%-

17% worse than non-visible minorities, though not at statistically significant levels (0.90, CI 

95% 0.62-1.31; 0.83, CI 95% 0.61-1.13; 0.94, CI 95% 0.82-1.08). The remainder of the cycles 

show non-visible minorities rating their general health higher than non-visible minorities by 1% 

to 63%. Though, as 1989, 1991, and 2009 lack statistical significance, the statistically significant 

cycles show evidence of a 21%-63% gap between visible minorities and non-visible minorities 

(1.21, CI 95% 1.04-1.41; 1.28, CI 95% 1.05-1.55; 1.33, CI 95% 1.13-1.57; 1.63, CI 95% 1.32-

2.01; 1.21, CI 95% 1.02-1.44; 1.37, CI 95% 1.18-1.58; 1.23, CI 95% 1.11-1.37; 1.41, CI 95% 

1.20-1.64; 1.57, CI 95% 1.39-1.78).  

Table 4d shows the interaction effect of income. None of the interaction results carry 

statistical significance. The results in 1989, 1991, 1994, 1998, 2003, 2005, 2010, and 2015 show 

union members at low income levels as rating their general health as 1%-50% worse than their 

non-unionized counterparts (0.50, CI 95% 0.12-2.09; 0.53, CI 95% 0.26-1.05; 0.73, CI 95% 

0.44-1.20; 0.86, CI 95% 0.49-1.52; 0.88, CI 95% 0.62-1.23; 0.68, CI 95% 0.44-1.04; 0.99, CI 

95% 0.59-1.67; 0.95, CI 95% 0.74-1.24). With the exception of 2010, these cycles show income 

as having a protective effect, with high income union members reporting 1%-4% better self-rated 

health than those at lower income levels (1.05, CI 95% 0.95-1.15; 1.07, CI 95% 0.98-1.16; 1.03, 

CI 95% 0.96-1.10; 1.01, CI 95% 0.95-1.08; 1.01, CI 95% 0.98-1.05; 1.04, CI 95% 1.00-1.09; 

1.03, CI 95% 0.98-1.08). This then raises the self-rated general health of unionized workers with 

greater earnings to only 2%-47% worse than their non-unionized counterparts (0.5x1.05=0.53; 

0.95x1.03=0.98). The 2010 cycle reports no difference between income categories, maintaining  

 



40 

 

 



41 

 

that union members rate their general health as 1% worse than their non-unionized counterparts 

(1.00, CI 95% 0.95-1.05).   

The cycles conducted in 2008, 2009, 2011, 2012, 2013, 2016, and 2018 report that 

unionized low-income workers rate their health 1%-36% better than their non-unionized 

counterparts (1.01, CI 95% 0.91-1.12; 1.36, CI 95% 0.88-2.10; 1.29, CI 95% 0.83-1.99; 1.04, CI 

95% 0.66-1.63; 1.12, CI 95% 0.79-1.59; 1.12, CI 95% 0.86-1.45; 1.08, CI 95% 0.85-1.37). Both 

2008 and 2016 report no differences between income levels, maintaining 1% and 12% self-rated 

general health improvement based on union status respectively (1.00, CI 95% 1.00-1.00; 1.00, CI 

95% 0.94-1.06). The remainder of the cycles (2009, 2011, 2012, 2013, and 2018) show that those 

in higher income levels rate their general health as 1%-4% worse than their low-income 

counterparts (0.97, CI 95% 0.93-1.01; 0.97, CI 95% 0.93-1.01; 0.99, CI 95% 0.95-1.04; 0.99, CI 

95% 0.96-1.03; 0.96, CI 95% 0.92-1.00). However, union membership still provides a protective 

effect, with union members in high income categories rating their general health 3%-32% better 

than their non-unionized counterparts (1.04x0.99=1.03; 1.36x0.97=1.32).  

Yet, the effect of household income by itself remains fairly consistent with each cycle. 

With the exception of 2008 – where no difference can be found among income categories – 

greater household income leads to better self-rated general health outcomes. All but three cycles 

(1989, 1998, and 2008) show statistical significance where p<0.001. These cycles results’ show a 

5% to 14% health gap between lower income and higher income levels, with higher income 

respondents reporting better general health (1.10, CI 95% 1.04-1.16; 1.11, CI 95% 1.07-1.16; 

1.12, CI 95% 1.10-1.14; 1.11, CI 95% 1.08-1.14; 1.11, CI 95% 1.08-1.15; 1.14, CI 95% 1.11-

1.17; 1.12, CI 95% 1.09-1.15; 1.08 CI 95% 1.06-1.10; 1.05, CI 95% 1.02-1.08; 1.09, CI 95% 

1.05-1.13; 1.10, CI 95% 1.08-1.13).   
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The continued inconsistency of the various interaction results suggests that the effect of 

union membership on self-rated general health does not differ from province to province, nor by 

sex, or visible minority status. As the vast majority of the results are statistically insignificant, 

there is no strong evidence that the patterns noted – or lack thereof – can be treated as 

empirically true. However, the effect of income by itself is consistent, providing a pattern that 

higher-income participants self-reported better general health than their low-income 

counterparts. Though there was a lack of statistical significance in the interaction effect, it is 

possible that the lowest and highest income groups will experience the effects of unionization 

differently, and thus further investigation will be conducted in chapter 4.   

In short, to understand the relationship between union membership and self-rated general 

health in Canada, I conducted several ordinal and linear regression models. The first two 

regression models – which examined the direct relationship and the relationship with key control 

variables – showed inconsistent patterns in the union-general-health relationship, and had few 

instances of statistical significance. I then used a linear model to address the potential effects of 

the participant’s statistical weight, which corroborated the original findings, meaning that 

statistical weight did not influence the results. Following this, I then created four more ordinal 

regression models to examine the interaction effects of sex, province, visible minority status, and 

household income. With the exception of household income, these interactions were largely 

statistically insignificant and had no consistent pattern that would suggest that differences in 

these categories affect the relationship between union member status and self-rated general 

health.  

Based on the results of all the regressions, this study finds that union membership has no 

known association with self-rated general health in the Canadian context. Differences in province 
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of origin, sex, and visible minority status does not affect these findings. Further investigation is 

needed to understand the full effects of income in conjunction with union membership. As there 

is no known association, this study also finds that union membership does not sufficiently 

address the social determinant of socio-economic status such that it helps address a fundamental 

cause of health inequalities in Canada. It is possible that this conclusion may change upon further 

examining the effects of income in chapter 4. 

Though, based on the current findings, this then begs the question, why do these results 

differ from the established literature that show union members are healthier than non-union 

members? Several possibilities arise, the first being that the health outcome of focus can change 

the results. In this case, focusing on self-rated general health outcomes shows no difference, 

whereas focusing on health care access, for example, could show a gap between unionized and 

non-unionized workers.  

The second possibility is that each occupation benefits from unionization in different 

ways and to different degrees. While this research confirms that labour unionization is not a 

blanket solution to addressing health disparities, it is likely that occupations that deal with 

greater on-the-job hazards benefit from having labour unions as an avenue for safety advocacy, 

thus positively impacting the general health of union workers.  For example, construction 

workers make up the majority of workplace fatalities, with manufacturing falling close behind 

(Thomas et al., 2025). Workplace health and safety standards are taken more seriously in larger 

workplaces, generally because they are often unionized and have formal procedures and rules in 

place, and are most likely to have training and government inspections take place in their 

facilities (Thomas et al., 2025). Non-unionized workplaces, which are often small and use 

precarious employment tactics such as labeling employees as “sub-contractors” who are not 
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covered by government legislation, pose great risk to workers, who are likely unable to refuse 

unsafe work (Thomas et al, 2025). In contrast, those who work in less risky environments, such 

as those who work in an office, are less exposed to potential hazards, like toxic fumes or 

dangerous machinery. While these workers face issues of chronic stress and its related illnesses, 

soft tissue injuries, and musculoskeletal problems, said health problems are more complicated to 

advocate against due to their uncertain causes and slow onset, and thus may not be the focus of 

labour unions in these environments (Thomas et al., 2025). These possibilities could potentially 

be addressed in future research, but were unable to be accounted for in this project due to the 

inconsistency of questions in the GSS regarding occupation.  

Controlling for occupation would also help mitigate any selection effects that are 

potentially affecting the current results. It is possible that workers who are union members 

specifically sought out their occupation because it is a heavily unionized industry.   

Another data limitation includes the inconsistency in non-response rates, as early cycles 

of the GSS had greater response rates than later cycles. For example, the cycles conducted in 

1991 and 1994 had response rates of 80% and 82% respectively (Statistics Canada, 1992; 

Statistics Canada, 1995). By 2005, response rates dropped to just over half (58.6%), and 

remained around two thirds (55%-65.8%) until 2013, at which point response rates dropped to 

roughly half of all contacted households (38.2%-52.8%) (Statistics Canada, 2006; Statistics 

Canada, 2010; Statistics Canada, 2009; Statistics Canada, 2011; Statistics Canada, 2014; 

Statistics Canada, 2015a; Statistics Canada, 2015b; Statistics Canada, 2017; Statistics Canada, 

2018; Statistics Canada, 2020). There are several possible reasons for this decline. To start, the 

widespread use of cellphones made Random Digit Dialing (RDD) for households more difficult 

and less effective (Bladon, 2010). In the early 2000s, Canadians who only opted to rely on 
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cellphones rather than landlines were more likely to be lower-income and/or live in urban areas, 

potentially creating bias in the results (Bladon, 2010). By the 2010s, the culture around 

cellphones and answering phone calls from unknown numbers had changed. With concerns of 

identity theft, scams, and robocalls becoming more common, most people ignore phone calls or 

send them to voicemail. More recently, generative AI voice cloning has proliferated these 

concerns, further hindering the efficacy of phone surveys (Cerullo, 2024; Collier, 2025). Though 

Statistics Canada began to slowly integrate online survey options around the turn of the century, 

this did not improve response rates. Wu et al., (2022) note that online surveys tend to yield lower 

response rates compared to other modes. When taking online surveys, respondents are not only 

impacted by the length of the survey, but are now also impacted by their internet coverage and 

stability, as well as the visual presentation of the website (Wu et al., 2022). Wu et al., (2022) also 

note social factors such as survey fatigue, public attitudes, and social cohesion as reasons for a 

decline in response rates. Leeper (2019) explains this phenomenon as a “common-pool resource 

dilemma”, using fisheries as an example (p. 281). While fish are abundant, they are a finite 

resource. Anyone can harvest fish, but acting independently reduces the potential benefits when 

compared to coordinating with others whose goal it is to gather fish. If everyone tries to catch 

fish at the same time, there may not be enough fish left to fill the needs of others. When applied 

to surveys, contacting respondents for one survey can negatively impact other surveys (Leeper, 

2019, p. 281). In other words, respondents who are contacted for one survey may not have the 

time, energy, or desire to fill out another, leading to a deficit in survey responses. In an era of 

hyperconsumerism, where people are constantly bombarded to provide reviews and/or feedback 

for products and places in order for companies to sell more, it has become difficult for 

researchers and governments to compete for respondents’ time, energy, and desire.  
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In addition to these factors, those who chose not to participate could differ from the 

samples collected by Statistics Canada. Non-response was a consistent issue at the level of 

individual questions, with observations becoming unusable when factoring in control variables – 

though the sample size (N) consistently remained high. This elimination of observations could 

also have contributed to bias in the results.  

The use of quantitative survey data must also be noted as a limitation, as it does not 

capture the qualitative side on how union members feel their union affects their health. It is 

possible that while the results of this study show there is no difference in the self-rated general 

health of unionized from non-unionized workers, union members may provide different insight 

into their health that cannot be captured by a closed-ended survey. This should be explored in 

future research.  

Another data limitation relates to the individual level of analysis that the self-rated 

general health measure provides. It is possible that while the individual union member does not 

necessarily see a greater health benefit compared to their non-unionized counterparts, it is 

possible that there is a difference on the population level of analysis. For example, countries with 

greater union presence and a strong working-class have a healthier population than those that do 

not, with potentially noticeable differences in social gradients of health. This again offers another 

avenue of investigation into the importance of union membership on health outcomes.  

In addition to these limitations, it is possible that the shifting of Canadian unions towards 

“middle-class unionism” since the 1990s (Walchuk, 2010) with inconsistent mobilization efforts 

and industry-specific goals could be affecting the strength of these and other unions’ ability to 

foster improved health outcomes in a consistent manner. In other words, unions industry-specific 

goals could be propelling or hindering workers throughout their industry regardless of union 
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status, potentially creating different patterns of health outcomes surrounding their own 

occupation or workplace.  

Other possible explanations include social desirability bias and acquiescence response 

bias. Social desirability bias occurs when respondents fear judgement or want to look good to 

others, meaning they do not respond honestly or provide answers that do not match with their 

true experience. Acquiescence response bias refers to when respondents are more likely to 

positively respond to questions and research statements while ignoring their content, often to 

appease the researcher. It is possible that while taking the surveys, respondents felt as though 

answering self-rated health questions honestly would negatively reflect on their person, and thus 

rated their health higher than they would have otherwise.  

Chapter 3 focuses on the impact of labour union membership on mental health outcomes, 

following the procedure used to examine general health.  
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Chapter Three - The Union Impact on Mental Health 

This chapter examines the impact of labour union membership on general health. The 

first section defines self-rated mental health and provides a literature review of union 

membership and self-rated mental health. The next section outlines my hypotheses. Next, I 

describe data and methods. I report my findings in two sections: the first section discusses the 

descriptive patterns within the data; the second section outlines the results of the ordinal 

regressions and linear models. I then provide a conclusion that summarizes the findings.  

As mentioned in the previous chapter, unions’ ability to garner favourable contracts, 

better wages, proper working conditions, and increased job security, in addition to providing 

education about on-the-job hazards, private health insurance, and retirement plans not only helps 

prevent physical harm, but also provides members with greater protection against personal stress 

and environmental shocks – such as the COVID-19 pandemic and/or unstable economic 

conditions (Braakman & Hirsch, 2024; Chen & Islam, 2023; Han et al., 2024; Muller et al., 

2022). While there has yet to be research to tie unions to salutogenic wellness models, these 

positive abilities could be classified as generalized resistance resources (GRRs). These resources 

can address the social determinants of health, mitigating the negative impacts of environmental, 

economic, and social impacts on health, but can also work to foster a sense of coherence (SOC) 

that beneficially impacts mental health.  

Returning to Han et al.’s (2024) study that found that persons with consistent union 

attachment over their career were healthier,  these accumulated benefits not only impacted their 

physical health, but their mental health by reducing workplace stressors, burnout, and created 

mental stability in their lives that enabled them to plan for their futures, including retirement 

plans and occupational security (Han et al., 2024).  
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In addition, the postal-worker strike that led to Canadians receiving longer maternity 

leave allowed for a decrease in mental health complaints – including decreased depression and 

better sleep – and secure attachment styles (Darrah, 2021; Whitney et al., 2023). Here, the 

Canadian Union of Postal Workers provided a way for new parents – particularly mothers – to 

foster strong mental health outcomes in themselves and their children. In this case, the union 

could be considered a GRR that helped foster a SOC, allowing for predictability and stability in 

their workplaces and pay that then enabled them to reliably care for their new family members.  

The presence of unions continues to have other far-reaching impacts on mental health in the 

present-day. In their US-based study, Chen & Islam (2023) found a positive association between 

unionization and the overall happiness of everyone in society, not just workers. While the 

primary benefactors are those with low SES, subjective measures of financial situation, personal 

health status, and work environment are all positively tied to union density (Chen & Islam, 2023, 

p.304). In addition, low-SES workers benefit from union efforts that protect the well-being of 

socio-economically vulnerable groups such as: creating safe workplaces by advocating for 

regulations and enforcement through public health entities; investing in programs to educate 

workers about workplace hazards; working with employers to reduce worker injuries; and 

working with employers to reduce time lost due to injury (Chen & Islam, 2023, p. 304). This 

returns to the importance of unions in compressing income distributions in society, where more 

egalitarian distributions of income are related to greater health outcomes for all of the society’s 

members (Banks et al., 2006; Brown & Das, 2023; Kuhling & Keohane, 2009; Muller et al., 

2022; Sran, 2013; Wilkinson, 2005). This social gradient also applies to mental health outcomes, 

including stress, substance abuse, and depression.  
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Self-rated mental health focuses on the psychological, emotional, and social aspects of health 

(Levinson & Kaplan, 2014). Asking the question “how would you rate your mental health?” 

provides a subjective measure of respondents’ psychological or emotional distress, the presence 

of psychiatric disorders, their social role functioning, and can also include their use of mental 

health services (Levinson & Kaplan, 2014; Sordo Vieira et al., 2022). These measures are 

moderately strong and reliable measures of mental health outcomes (Levinson & Kaplan, 2014; 

Sordo Vieira et al., 2022). It is important to examine aspects of mental health in addition to 

general health as both measures have been found to be closely related to objective physical and 

mental health outcomes, sometimes proving as stronger predictors of overall health than 

objective health status indicators (Levinson & Kaplan, 2014). Union membership may affect this 

outcome because of their ability to enhance workers’ ability to access mental health services, as 

well as providing stability and protection that serves as an outlet to mitigate psychological and/or 

emotional distress.  

Returning to the main research question – how does unionization affect the general health 

of the Canadian workforce? – in this chapter, I specifically focus on how union membership 

affects mental health outcomes. Answering this will then answer whether unions can be 

considered a significant generalized resistance resource to be included as necessary in the 

expansion of salutogenic care. The main hypotheses of this chapter are as follows: 

Hypothesis 3: union members have higher self-rated mental health than non-union 

members. 

Hypothesis 4: the effect of unionization on mental health increases over time.  



51 

 

The data I analyzed is similar to the data used in Chapter 2. I included these cycles of the 

General Social Survey conducted by Statistics Canada: Cycle 4, conducted in 1989, Education 

and Work; Cycle 6, conducted in 1991, Health; Cycle 12, conducted in 1998, Time Use; Cycle 

17, conducted in 2003, Social Engagement; Cycle 19, conducted in 2005, Time Use Survey; 

Cycle 22, conducted in 2008, Social Networks; Cycle 23, conducted in 2009, Victimization; 

Cycle 24, conducted in 2010, Time-Stress and Well-Being; Cycle 25, conducted in 2011, Family; 

Cycle 26, conducted in 2012, Caregiving and Care Receiving; Cycle 27, conducted in 2013, 

Social Identity; Cycle 29, conducted in 2015, Time Use; Cycle 30, conducted in 2016, Canadians 

at Work and Home; and Cycle 32, conducted in 2018, Caregiving and Care Receiving. This 

comes to a total of 14 cycles. It is important to note that 1994 is not included in the analysis of 

the relationship between union membership and self-rated mental health outcomes as the survey 

lacked relevant questions regarding different aspects of mental health that would have enabled its 

inclusion through the creation of a derived variable.   

I again used R statistical software to analyze the data (Fox & Weisberg, 2002; Hlavac, 

2022; Lüdecke, 2024; Posit Team, 2025; R Core Team, 2025; Venables & Ripley, 2002; 

Wickham, 2021; Wickham, 2022; Wickham et al., 2025). Mental health outcomes are the 

dependent variables, while union member status is the independent variable. Measures of mental 

health outcomes are self-rated. As mentioned in Chapter 2, union membership is measured by 

respondents reporting their union status. The key control variables - including age, sex, 

education, household income, marital status, and visible minority status – are the same variables 

used in chapter 2. Using the same method as in Chapter 2, I reduced my sample to only include 

respondents who are employed and aged 25-64 to best capture the health of the workforce.   
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In order to examine mental health for each cycle, I had to create derived variables in 

1989, 1991, 1998, 2003, and 2005, combining responses to questions regarding happiness and 

life satisfaction. Cycle 9 conducted in 1994 did not include questions regarding self-rated mental 

health, happiness, nor life satisfaction, and therefore was not included in the examinations of 

mental health outcomes. I followed the same procedure as Chapter 2 to analyze the data, first 

examining the descriptive patterns, calculating the effects using ordinal regression models to 

understand the base relationship and the relationship with added controls, and created further 

ordinal regression models to examine the interaction effect of each key control variable. In total, 

these results help address hypothesis 3 and 4 by examining the difference in self-rated mental 

health outcomes between unionized and non-unionized workers in each cycle and over time.  

Table 5 shows the descriptive patterns between union membership, self-rated mental 

health, and the other key variables used in this analysis for each cycle of the GSS. This table 

includes much of same information as Table 1 in the previous chapter, but is necessary to re-

examine for this chapter as they relate to respondents’ mental health. As previously mentioned, 

the majority of participants were married were married (48–69%), were not visible minorities 

(0.76–0.95), were between 30 and 54 years old, had at least some higher education – though 

union members attended at higher rates –, and had similar household incomes. All cycles had 

similar proportions of male and female participants (0.41-0.59). Unionized and non-unionized 

workers rated their mental health similarly, with their average scores corresponding with “Good” 

mental health. As previously mentioned, the similar demographics of the unionized and non-

unionized groups in this analysis – as seen in the descriptive statistics in Table 5 – offers 

meaningful insight into the true impact of labour union membership on self-rated health 

outcomes, including self-rated mental health outcomes.  
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Table 5: summary statistics of key variables in analysis by union member status by year 
Year 1989 1991 1998 2003 2005 2008 2009 
Union 

Membership union  
non-

union union  
non-

union union  
non-

union union  
non-

union union  
non-

union union  
non-

union union  
non-

union 
Self-Rated 
Mental  
Health (1=poor,  
4=very good) 3.59 3.57 3.83 3.8 3.15 3.13 3.19 3.16 3.11 3.09 3.55 3.57 3.72 3.70 
Age Group  35-44 30-39 35-44 35-44 35-44 35-54 35-54 35-54 35-54 35-54 35-54 35-54 35-54 35-54 
Sex (0=Male, 

1=Female) 0.41 0.53 0.45 0.51 0.50 0.51 0.48 0.48 0.56 0.53 0.57 0.50 0.54 0.50 
Education   
(percentage with 
at least some 

higher education) 48% 46% 64% 59% 73% 66% 84% 68% 78% 72% 82% 76% 80% 75% 
Household 
Income 

$30,000- 
$59,999 

$30,000- 
$59,999 

$30,000- 
$59,999 

$30,000- 
$59,999 

$40,000- 
$59,999 

$40,000- 
$59,999 

$50,000- 
$79,999 

$40,000- 
$59,999 

$50,000- 
$79,999 

$50,000- 
$79,999 

$60,000- 
$99,999 

$50,000- 
$79,999 

$60,000- 
$99,999 

$50,000- 
$79,999 

Marital Status  
(percentage 
married) 68% 69% 68% 66% 55% 54% 53% 53% 51% 52% 51% 53% 53% 52% 
Visible 
minority 

Status 
(0=visible 
minority,  
1=not a 

visible 
minority) 0.80 0.76 0.93 0.90 0.95 0.92 0.93 0.89 0.93 0.90 0.93 0.89 0.91 0.89 

 

Table 5: summary statistics of key variables in analysis by union member status by year 
Year 2010 2011 2012 2013 2015 2016 2018 
Union 
Membership union 

non-
union union 

non-
union union 

non-
union union 

non-
union union 

non-
union union 

non-
union union 

non-
union 

Self-Rated Mental 
Health (1=poor, 
4=very good)  3.52 3.54 3.64 3.64 3.62 3.63 3.72 3.69 3.50 3.47 3.54 3.55 3.44 3.49 
Age Group  35-54 35-54 35-54 35-54 35-54 35-54 35-54 35-54 35-54 35-54 35-54 35-54 35-54 35-54 

Sex (0=Male, 
1=Female) 0.56 0.52 0.57 0.50 0.58 0.53 0.50 0.46 0.56 0.50 0.55 0.50 0.59 0.50 
Education  
(percentage with at 
least some higher 
education)  82% 78% 81% 74% 72% 64% 84% 66% 81% 75% 79% 72% 80% 72% 

Household Income  
$60,000- 
$99,999 

$60,000- 
$99,999 

$60,000- 
$99,999 

$60,000- 
$99,999 

$60,000- 
$99,999 

$60,000- 
$99,999 

$60,000- 
$99,999 

$50,000- 
$79,999 

$80,000- 
$119,999 

$80,000- 
$119,999 

$75,000- 
$124,999 

$75,000- 
$124,999 

$80,000- 
$119,999 

$80,000- 
$119,999 

Marital Status  
(percentage 
married) 54% 56% 53% 55% 55% 57% 59% 55% 49% 50% 51% 52% 48% 53% 
Visible minority 

Status  
(0=visible minority, 

1=not a visible 
minority) 0.90 0.88 0.92 0.88 0.84 0.81 0.78 0.72 0.89 0.84 0.88 0.83 0.86 0.82 
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Table 6 shows the results from the ordinal regression models, comparing the base 

regression (i.e. the direct relationship) with the regression that includes the key control variables 

highlighted for analysis (see Appendix B for full results).  

 

Out of the fourteen cycles analyzed, ten cycles (1989, 1991, 1998, 2005, 2009, 2010, 

2011, 2012, 2015, and 2016) yielded statistically insignificant results for both the base and 

controlled regressions at α=0.05. For cycles conducted in 1989, 2010, 2011, 2012, and 2016, the 

base regressions show that union members rate their mental health more poorly than their non-

unionized counterparts, with odds ratios slightly less than one (0.96, CI 95% 0.84-1.09; 0.95, CI 

95% 0.86-1.05; 0.96, CI 95% 0.89-1.04; 0.95, CI 95% 0.88-1.03; 0.97, CI 95% 0.89-1.06). For 

1989, including the key control variables marginally increases the odds ratio, from 0.96 to 0.97 

(CI 95% 0.84-1.11). Had the results been statistically significant, this would suggest that the key 

control variables were slightly suppressing the true relationship between union membership and 

self-rated mental health outcomes. The 2010 cycle remained at an odds ratio of 0.95 (CI 95% 

0.86-1.05) when accounting for key control variables, suggesting the control variables in this 

cycle to not affect the relationship of focus.  Both 2011 and 2012 saw a decrease in the odds ratio 
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with added controls, with both years resulting in an odds ratio of 0.92 (CI 95% 0.85-1.01; CI 

95% 0.84-1.01). Similarly, adding control variables to the 2016 ordinal regression model 

decreases the odds ratio from 0.97 to 0.96 (CI 95% 0.88-1.05). These results would typically 

suggest that the effect of union membership’s impact was partially due to key control variables 

rather than a direct correlation. However, since these results are statistically insignificant, this 

change is inconsequential.  

The cycles in 1991, 1998, 2005, 2009, and 2015 show a different pattern in the base 

regression, suggesting that union members rate their mental health better than their non-

unionized counterparts (1.13, CI 95% 0.94-1.36; 1.06, CI 95% 0.93-1.21; 1.06, CI 96% 0.97-

1.17; 1.04, CI 95% 0.96-1.13; 1.08, CI 95% 0.98-1.18). For 1991, 1998, and 2009, the addition 

of control variables decreased the odds ratios, suggesting that the effect of unionization was 

partially due to key control variables. However, in the case of 1991, this change did not affect the 

union advantage, maintaining that union members rated their mental health better than their non-

unionized counterparts, with an odds ratio of 1.09 (CI 95% 0.90-1.34). Though, the statistical 

insignificance of these results means this change remains inconsequential. In contrast, 1998 and 

2009 results show what would be a detrimental decrease if they were statistically significant, 

with union membership’s positive impact disappearing when accounting for the key control 

variables, with odds ratios below one (0.96, CI 95% 0.83-1.11; 0.99, CI 95% 0.90-1.08). In 2005, 

the odds ratio increased to 1.07 (CI 95% 0.96-1.19), which would typically suggest (i.e. if it were 

statistically significant) that the true relationship between union membership and self-rated 

mental health was suppressed by one or more key control variables. In 2015, the odds ratio 

remained the same across regressions at 1.08 (CI 95% 0.98-1.19), suggesting the key controls 



56 

 

have no impact on the relationship between self-rated mental health outcomes and labour union 

membership. 

Three of the GSS cycles examined had statistically significant results for one regression. 

In 2008, the base regression did not produce statistically significant results (0.93, CI 95% 0.85-

1.01). However, the second regression yielded statistically significant results, where p=0.041, 

with an odds ratio of 0.91 (CI 95% 0.84-1.00). Here, the base regression recorded union 

members as rating their mental health 7% more poorly than non-union members, and becoming 

an additional 2% less likely to positively rate their mental health when factoring in key control 

variables. This suggests that the key controls suppressed the true relationship between union 

membership and self-rated mental health, where union members rate themselves as 9% less 

mentally healthy than non-unionized workers.    

In the opposite direction, 2003 and 2013 yielded statistically significant results for the 

base regression, but did not produce statistically significant results in the second regression. In 

both cycles, the base regressions (1.10, CI 95% 1.02-1.19; 1.09, CI 95% 1.02-1.17) showed 

union members rated themselves as mentally healthier by 9-10%, where p=0.011 and p=0.008 

respectively. However, the presence of control variables reduced this mental health advantage to 

odds ratios of less than one (0.98, CI 95% 0.90-1.06; 0.96, CI 95% 0.89-1.04), and eliminates the 

statistical significance. This suggests that unionization’s positive impact on self-rated mental 

health in both 2003 and 2013 is spurious, and is due to the presence of one or more key control 

variables rather than a direct correlation.  

2018 is the only cycle examined that yielded significant results for both the base 

regression and the regression with added controls, where p<0.001. The odds ratios remain stable 

across regressions, with odds ratios of 0.84 (CI 95% 0.77-0.91). This suggests that union 
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members rate their mental health as 16% worse than non-union members, and that the inclusion 

of key control variables has no effect on this relationship.  

The results of these regressions were unexpected, and do not sufficiently support my 

hypothesis 3, that union members are more likely to rate their mental health positively compared 

to non-union members. Similarly to the previous chapter, I used linear models to further examine 

this relationship, factoring in respondents’ statistical weight. Results from the linear regressions 

can be found in Table 7 (see Appendix B for full results).  

 

 The linear model results from Table 7 show a different patterns than the base and 

secondary ordinal regression models (see Table 6). In terms of statistical significance, the cycles 

conducted in 2003, 2011, 2013, and 2018 yielding statistically significant results. Here, 2003 and 

2013 are only significant for the base regression, which shows union members rating their 

mental health more positively than their non-unionized counterparts, matching the patterns 

observed in the ordinal regressions models. The patterns also match in 2018, where both the base 

and the secondary regressions show union members rating themselves as less mentally healthy at 
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statistically significant levels. However, the linear models show no statistical significance for 

2008 and shows a statistically significant secondary regression for 2011.    

While these results do not perfectly align with those found in the ordinal regression 

models, the overall pattern remains consistent – the results are inconsistent. The mental health of 

union members compared to their non-unionized counterparts cannot be summarized into a 

simple pattern, and provides no clear understanding as to whether union members or non-union 

members have better self-rated mental health. Therefore, the statistical weight of the participants 

does not impact the findings, maintaining the inconsistent pattern of association, with the 

majority of results showing no difference in the mental health ratings of unionized and non-

unionized survey participants. This means that there is no evidentiary support for hypothesis 4, 

that the relationship between union membership and mental health outcomes are stable or 

increasing over time.  

With this in mind, I will be continuing to use the ordinal regression results. Using ordinal 

regression models maintains the ordinal structure of the survey questions, which in turn 

maintains the ordinal scale participants used to situate their self-perceptions of their own mental 

health. In addition, using ordinal regression means that I do not have to collapse categories in 

order to better fit linear models, thus providing more in-depth information on the mental health 

ratings of participants.  

To provide further nuance to the relationship between labour union membership and self-

rated mental health, I analyzed the interaction effects of province of origin, sex, visible minority 

status, and household income (Tables 8a-d, see Appendix B for full results).  
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Table 8a shows the results of the interaction effect of province of origin for each GSS 

cycle. For the cycles conducted in 1989, 1998, 2003, 2008, 2009, 2010, 2011, 2013, and 2018, 

union members rate their mental health as 5%-26% worse than their non-unionized counterparts 

(0.83, CI 95% 0.61-1.12; 0.74, CI 95%  0.53-1.68; 0.94, CI 95% 0.76-1.15; 0.88, CI 95%  0.71-

1.08; 0.91, CI 95%  0.73-1.12; 0.89, CI 95%  0.70-1.14; 0.94, CI 95%  0.77-1.16; 0.95, CI 95% 

0.79-1.15; 0.79, CI 95% 0.65-0.96). From these, only 2018 is statistically significant, where 

union members rated themselves as 21% less mentally healthy than non-union members, and 

where p=0.020. With the exception of 1989, these nine cycles see no difference in their odds 

ratios based on province of origin. Though 1989 shows a 3% improvement when changing 

provinces, this change is statistically insignificant and is thus inconsequential.  

The results from cycles conducted in 1991, 2005, 2012, 2015, and 2016 show union 

members as rating themselves 2%-24% mentally healthier than their non-unionized counterparts 

(1.04, CI 95% 0.65-1.68; 1.24, CI 95% 0.97-1.60; 1.02, CI 95%  0.82-1.25; 1.12, CI 95% 0.89-

1.40; 1.16, CI 95% 0.95-1.41). However, none of these cycles are statistically significant. When 

considering province of origin, 2005, 2012, and 2015 show no difference in self-rated mental 

health. Both 1991 and 2016 show a 1% difference in either direction (1.01, CI 95%  0.93-1.09; 

0.99, CI 95%  0.99-1.00), though only 2016 shows statistically significant results, where  

p=0.031. 

On its own, province of origin does not have a significant impact on self-rated mental 

health, with the odds ratios remaining between 0.98 and 1.00, even where there is statistical 

significance (0.98, CI 95% 0.95-1.01; 1.00, CI 95% 0.99-1.00). Therefore, the mental health 

effects of living in certain Canadian provinces compared to others are minimal or non-existent.  
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Table 8b shows the results from the interaction effect of sex. In the years 1998, 2003, 

2008, 2011, and 2018, the results show male union members rated their mental health as 2%-

16% worse than their non-union counterparts (0.97, CI 95% 0.80-1.19; 0.98, CI 95% 0.87-1.10; 

0.95, CI 95% 0.84-1.07; 0.84, CI 95% 0.74-0.95). From these cycles, only 2018 yielded 

statistically significant results, with male union members rating themselves as 16% less mentally 

healthy, where p=0.007. In 1998, 2008, and 2011, the negative union effect further impacts 

female union workers, where they rate themselves as an additional 3% to 10% worse than their 

male union members (0.97, CI 95%  0.73-1.29; 0.90, CI 95%  0.76-1.09; 0.96, CI 95%  0.81-

1.13). This decreases their self-rated mental health to 6% (0.97x0.97=0.94), 13% 

(0.97x0.90=0.87), and 9% (0.95x0.96=0.91) worse than their respective non-unionized 

counterparts, though not at statistically significant levels. 2003 shows no difference between 

male and female union members, hence females have the same 2% mental health gap as males 

(1.00, CI 95% 0.85-1.18).   

In 2013, male union members rated their mental health as exactly the same when 

compared to male non-union members (1.00, CI 95% 0.91-1.11). However, female union 

members are negatively affected, rating their mental health as 9% worse than their male 

counterparts, as well as 9% worse than their unionized counterparts, though not at statistically 

significant levels (0.91, CI 95% 0.79-1.05). 

The remainder of the cycles (i.e. 1989, 1991, 2005, 2009, 2010, 2012, 2015, and 2016) 

show male union members rating themselves as 1% to 9% mentally healthier than their non-

unionized counterparts (1.02, CI 95% 0.85-1.22; 1.03, CI 95% 0.78-1.36; 1.09, CI 95% 0.93-

1.27; 1.04, CI 95% 0.91-1.18; 1.02, CI 95% 0.88-1.19; 1.02, CI 95% 0.88-1.15; 1.07, CI 95% 

0.93-1.23; 1.04, CI 95% 0.92-1.18). From these cycles, 1989, 2005, 2009, 2010, 2012, and 2016 
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show that female union members rank their mental health more poorly than their male 

counterparts by 3% to 14% (0.89, CI 95% 0.67-1.18; 0.97, CI 95% 0.78-1.20; 0.91, CI 95% 

0.76-1.09; 0.88, CI 95% 0.71-1.08; 0.86, CI 95% 0.71-1.02; 0.86, CI 95% 0.73-1.02). This then 

decreases their respective mental health ratings to between 14% worse (1.01x0.85=0.86) and 6% 

better (1.09x0.97=1.06) than their non-unionized counterparts. In contrast, 1991 and 2015 show 

female union members ranking their mental health more positively than their male counterparts 

by an additional 2% to 13% (1.13, CI 95% 0.76-1.70; 1.02, CI 95% 0.84-1.23). Therefore, 

female union members rate their mental health as 16% (1.03x1.13=1.16) and 9% 

(1.07x1.02=1.09) better than their respective non-unionized counterparts. However, none of 

these cycles produced statistically significant results.   

On its own, the effects of sex on mental health outcomes is inconsistent. For 1991, 2009, 

2010,and 2016, male participants self-reported worse mental health outcomes than female 

participants, though not at statistically significant levels (0.98, CI 95% 0.77-1.26; 0.97, CI 95% 

0.87-1.08; 0.84, CI 95% 0.73-0.95; 0.93, CI 95% 0.84-1.03). 2008, 2011, 2012, 2013, 2015, and 

2018 show males rating their mental health as 10%-25% worse than females at statistically 

significant levels (0.86, CI 95% 0.77-0.95; 0.90, CI 95% 0.81-0.99; 0.89, CI 95% 0.79-0.99; 

0.88, CI 95% 0.80-0.97; 0.85, CI 95% 0.76-0.95; 0.75, CI 95% 0.68-0.82). In contrast, 1989, 

1998, 2003, and 2005 show males reporting much better mental health than female participants, 

– though 1998 lacks statistical significance – the data shows a 15%-25% gap in statistically 

significant cycles (1.25, CI 95% 1.07-1.47; 1.21, CI 95% 1.09-1.34; 1.15, CI 95% 1.01-1.31).  
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 Table 8c shows the results from the interaction effect of visible minority status. Only two 

cycles produced statistically significant results. In 2010, visible minorities rated their mental 

health as 41% better than their non-unionized counterparts, where p=0.049 (1.41, CI 95% 1.00-

1.98). However, non-visible minority union members experienced much worse mental health 

than their visible minority counterparts, with an odds ratio of 0.65 (CI 95% 0.45-0.93), where 

p=0.018. This then reverses the effect of unionization for non-visible minorities, where union 

members rated their mental health as 8% worse (1.41x0.65=0.92) than non-union members. In 

1989, unionized visible minorities rated their mental health as 29% better than their non-

unionized counterparts, though not at statistically significant levels (1.29, CI 95% 0.95-1.76). 

Similar to 2010, unionized non-visible minorities experienced much worse mental health at 

statistically significant levels, with an odds ratio of 0.70 (CI 95% 0.49-0.98), where p=0.040. 

Following the same pattern as 2010, this then reverses the protective effect of unionization, 

negatively impacting the mental health of unionized non-visible minorities who rated their 

mental health as 10% worse (1.29x0.70=0.90) than their non-unionized counterparts. 

 In terms of statistically insignificant cycles, 2005, 2008, 2009, 2011, 2012, and 2018 

show visible minority union members as rating themselves as 2% to 20% less mentally healthy 

than their non-unionized counterparts (0.80, CI 95% 0.54-1.19; 0.94, CI 95% 0.69-1.28; 0.95, CI 

95% 0.69-1.31; 0.95, CI 95%  0.69-1.30; 0.98, CI 95%  0.78-1.22; 0.87, CI 95% 0.70-1.09). 

Non-visible minorities experienced even worse mental health in 2008, 2011, 2012, and 2018 by 

an additional 3% to 7% (0.97, CI 95% 0.71-1.34; 0.97, CI 95% 0.70-1.34; 0.93, CI 95% 0.73-

1.19; 0.97, CI 95% 0.76-1.23). This then decreases the self-rated mental health of non-visible 

minority union members, who rate themselves as 8% (0.95x0.97=0.92) to 16% (0.87x0.97=0.84) 

worse than non-unionized, non-visible minority workers. For 2005 and 2009, non-visible 
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minorities rate their mental health much more positively than their visible minority counterparts, 

with the effect of union membership producing odds ratios at 1.37 (CI 95% 0.91-2.08) and 1.04 

(CI 95% 0.74-1.44) respectively. This then increases the mental health ratings of unionized non-

visible minorities to 1% worse (0.95x1.04=0.99) and 10% better (0.80x1.37=1.10) than their 

non-unionized counterparts.  

 The cycle conducted in 1998 shows no difference between the mental health ratings of 

unionized and non-unionized visible minorities (1.00. CI 95% 0.54-1.85). However, non-visible 

minorities in both groups rate their mental health as 4% worse (0.96, CI 95% 0.51-1.80), though 

not at statistically significant levels. 

 The remaining statistically insignificant cycles are 1991, 2003, 2013, 2015, and 2016. 

These cycles show visible minority union members rating themselves as 5% to 29% mentally 

healthier than their non-unionized counterparts (1.29, CI 95% 0.95-1.76; 1.06, CI 95% 0.52-2.26; 

1.05, CI 95% 0.77-1.44; 1.07, CI 95% 0.69-1.30; 1.11, CI 95% 0.85-1.46; 1.08, CI 95% 0.85-

1.38). Of these cycles, only 1991 shows increased self-rated mental health improvement for non-

visible minorities (1.04, CI 95% 0.47-2.19). This 4% improvement means that unionized non-

visible minorities rated their mental health as 10% better (1.06x1.04=1.10) than their non-

unionized counterparts. In contrast, 2003, 2013, 2015, and 2016 show the opposite pattern, with 

union membership negatively impacting non-visible minority mental health by 3%-13% (0.92, 

CI 95% 0.67-1.28; 0.87, CI 95% 0.74-1.03; 0.97, CI 95% 0.72-1.29; 0.87, CI 95% 0.68-1.13). 

This negative impact means that unionized non-visible minorities experience between 7% worse 

(1.07x0.87=0.93) and 8% better (1.11x0.97=1.08) mental health than their non-unionized 

counterparts, though not at statistically significant levels.   



67 

 

 Visible minority status on its own presents no clear mental health patterns. 1989, 1998, 

2003, 2005, 2008, 2010, and 2012 show visible minorities as rating their mental health better 

than non-visible minorities, though 1989, 2008, and 2012 lack statistical significance (1.18, CI 

95% 0.98-1.41; 1.64, CI 95% 1.16-2.33; 1.81, CI 95% 1.51-2.16; 1.34, CI 95% 1.07-1.69; 1.12, 

CI 95% 0.95-1.33; 1.26, CI 95% 1.02-1.56; 1.09, CI 95% 0.94-1.26). 2009 shows no difference 

(1.00, CI 95% 0.82-1.22), while the remaining cycles show a decrease in mental health ratings 

for visible minorities, with 2016 being the only cycle to produce statistically significant results 

(0.94, CI 95% 0.59-1.45; 0.95, CI 95% 0.80-1.13; 0.99, CI 95% 0.89-1.11; 0.91, CI 95% 0.78-

1.06; 0.91, CI 95% 0.80-1.03).  

Table 8d shows the results from the interaction effect based on household income. Here, 

only one cycle is statistically significant. In 2009, unionization positively impacted the mental 

health of lower income workers, where they rated their mental health as 58% better (1.58, CI 

95% 1.01-2.46) than their non-unionized counterparts, where p=0.043. As household income 

increases, this protective effect decreases by 5% (0.95, CI 95% 0.92-1.00). However, this 

decrease is not detrimental, and maintains that union membership has a protective effect, with 

high-earning union members rating their mental health as 50% better (1.58x0.95=1.50) than their 

non-unionized counterparts, where p=0.034. 

In terms of statistically insignificant years, 1991, 2005, 2008, 2013, and 2016 show 

lower-income union members as rating their mental health as 2%-22% worse than their non-

unionized counterparts (0.98, CI 95% 0.36-2.69; 0.78, CI 95% 0.47-1.30; 0.95, CI 95% 0.85-

1.05; 0.98, CI 95% 0.69-1.39; 0.85, CI 95% 0.66-1.10). On the one hand, 2008 and 2013 show 

no differences between high-earning and low-income union members, maintaining the mental  
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health gap between union and non-union workers as 5% and 2% respectively (1.00, CI 95% 

1.00-1.00; 1.00, CI 95% 0.97-1.03). On the other hand, 1991, 2005, and 2016 show the effect of 

unionization improving mental health by 1% to  3% (1.01, CI 95% 0.89-1.16; 1.03, CI 95% 0.98-

1.09; 1.03, CI 95% 0.97-1.09). This then increases the mental health ratings of high-earning 

union members, establishing their self-rated mental health as 1% (0.98x1.01=0.99) to 20% 

(0.78x1.03=0.80) worse than their non-unionized counterparts, though not at statistically 

significant levels. 

For cycles conducted in 2010 and 2015, no mental health gap was found between low-

income groups, with odds ratios of 1.00 (CI 95% 0.60-1.68; CI 95% 0.78-1.30). For 2010, this 

remains consistent for the high-earning groups as well, with an odds ratio of 1.00 (CI 95% 0.95-

1.05).  However, the results from 2015 show a 1% increase in self-rated mental health for higher 

income earners, with an odds ratio of 1.01 (CI 95% 0.97-1.06) 

 The results for 1989, 1998, 2003, 2011, 2012, and 2018 show low-income union 

members as rating their mental health more positively than their non-unionized counterparts by 

2% to 31% (1.31, CI 95% 0.31-5.52; 1.11, CI 95% 0.58-2.13; 1.03, CI 95% 0.69-1.53; 1.04, CI 

95% 0.67-1.62; 1.02, CI 95% 0.65-1.61; 1.03, CI 95% 0.81-1.30). All of these cycles yielded 

results that show high-earning union members as rating their mental health more poorly than 

their low-income counterparts by 1% to 3% (0.98, CI 95% 0.89-1.08; 0.98, CI 95% 0.92-1.06; 

0.99, CI 95% 0.96-1.04; 0.99, CI 95% 0.95-1.03; 0.99, CI 95% 0.95-1.03; 0.99, CI 95% 0.95-

1.03; 0.97, CI 95% 0.93-1.01). For 2018, this small change results in high-income union 

members rating their mental health the same as non-unionized, high-income workers, with an 

odds ratio of 1.00 (1.03x0.97). The remainder of the cycles maintain better mental health, with 

high-income union members rating their mental health 1% (1.02x0.99=1.01) to 28% 
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(1.31x0.98=1.28) more positively than their non-unionized counterparts, though not at 

statistically significant levels.  

 However, it is important to note that the effect of income on its own shows a consistent 

pattern of mental health improvements with greater household income. Though 2008 shows no 

difference (1.00, CI 95% 1.00-1.00) and 2015 shows worse mental health outcomes at 

statistically insignificant levels (0.90, CI 95% 0.79-1.03), the remaining cycles show high-

income groups reporting 5% to 18% better mental health than their low-income counterparts at 

highly significant levels, where p≤0.001 (1.18, CI 95% 1.13-1.25; 1.17, CI 95% 1.09-1.27; 1.10, 

CI 95% 1.05-1.14; 1.13, CI 95% 1.10-1.16; 1.06, CI 95% 1.02-1.09; 1.10, CI 95% 1.07-1.13; 

1.09, CI 95% 1.06-1.13; 1.09, CI 95% 1.06-1.12; 1.08, CI 95% 1.05-1.11; 1.05, CI 95% 1.03-

1.07; 1.06, CI 95% 1.02-1.10; 1.07, CI 95% 1.05-1.10).  

 Similar to the findings on self-rated general health, the persistent lack of consistency 

throughout the results of the selected interaction effects suggest that the effect of union 

membership on self-rated mental health does not differ from province to province, nor by sex, or 

visible minority status. The majority of the results obtained did not yield statistically significant 

results, and therefore these patterns noted in this chapter can be treated as empirically true. Yet, 

as income shows consistent effects on self-reported mental health, further investigation is needed 

to understand the full effects of income in conjunction with union membership, as it is possible 

that the effects of union membership may be stronger for the lowest and highest income earners.  

 In summary, to understand the relationship between union membership and self-rated 

mental health in Canada, I conducted several ordinal and linear regression models, following the 

same pattern as those used to analyze self-rated general health in the previous chapter. The first 

regression models examined the direct relationship between union membership and self-rated 



71 

 

mental health, with the second regression factoring in key control variables. These regressions 

showed inconsistent patterns in the union-mental-health relationship, and had very few instances 

of statistical significance. Therefore, I used a linear model to address the potential effects of the 

statistical weight of survey participants, which provided similar results to those produced by the 

ordinal regression models. To provide further understanding in potential underlying patterns, I 

then created four additional regression models to examine the interaction effects of province of 

origin, sex, visible minority status, and household income. The majority of the interaction effects 

carried no statistical significance and did not show a consistent pattern that would suggest 

differences in these categories affect the union-mental-health relationship.  

 Based on the information collected, this study finds that union membership has no known 

association with self-rated mental health in the Canadian context. Differences in province of 

origin, sex, visible minority status, and income do not affect these findings. As there is no known 

association between labour union membership and self-rated mental health outcomes, this study 

also finds that unionization does not sufficiently and/or consistently provide members with a 

generalized resistance resource to develop a strong sense of coherence that would enable better 

mental health outcomes. However, further investigation into different income categories and 

mental health in chapter 4 may change this outcome.  

These results differ from the established literature, with several explanations possibly 

causing this difference. The first and most important comes with the lack of occupational 

variables in the GSS. It is possible that comparing unionized and non-unionized workers while 

considering the impact of their occupation would yield more definitive results. For example, 

teachers, nurses, police officers, and air traffic controllers are considered to have highly stressful 

jobs, often leading to burnout, depression, post-traumatic stress disorder, and other negative 
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mental health outcomes. However, these occupations are unionized in Canada, with most being 

in the public sector. It is possible that other jobs where union membership is not a guarantee, 

such as construction, manufacturing, office-based jobs, and service sector jobs, would see mental 

health differences between unionized and non-unionized workers.  

It is also possible that the negative aspects of unions have a greater impact on certain 

members, creating a counterbalance that led to inconclusive results. While I have spoken about 

the many positives of unions, there are some negatives to consider. Some unionized workers 

dislike paying union dues, and associate union membership with restrictions to their autonomy 

and individuality (Kourtis, 2024). This includes following union rules and abiding by union 

decisions, even when they disagree. For example, union rules may favour seniority, meaning 

newer employees will be slower to advance their careers and will be more likely to be laid off 

(Kourtis, 2024).  Future studies should include occupation-related survey questions which could 

then provide a more precise analysis on how unionization affects mental health outcomes.  

The second possible explanation for this difference is the attitudes surrounding mental health, 

particularly before the turn of the century. Discussions of mental health have become more 

common in recent years, but prior to the year 2000, poor mental health was heavily stigmatized 

and was thus potentially more difficult for survey respondents to answer honestly. In other 

words, social desirability bias and acquiescence response bias could have potentially affected the 

responses of survey participants.  

In addition, the data surrounding mental health prior to the turn of the century was derived 

from happiness and life satisfaction questions to create a mental health index variable as direct 

mental health questions were not yet asked on the General Social Survey (GSS). It is possible 
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that the use of the index variable coupled with the use of direct self-rated mental provides 

different insight into the mental health patterns of working Canadians across time.     

As mentioned in the previous chapter focused on general health, other data limitations 

include the inconsistency in response rates – which decreased from around 80% in the 1990s to 

around 50% by 2005 –, the use of quantitative data – which does not capture the qualitative side 

on how union members feel about how their union status affects their mental health –, the 

individual level of analysis – which does not capture population-level differences or contextual 

differences in health outcomes –, the rise of middle class unionism leading to inconsistent 

mobilization efforts and thus inconsistent mental health patterns across industry types, as well as 

social desirability bias and acquiescence response bias potentially skewing the answers of 

participants.  

Chapter 4 investigates income as a potential moderator for the relationship between 

labour union membership and both general and mental health outcomes. 
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Chapter Four - Income as a Moderator 

This chapter examines the impact of income on the relationships between labour union 

membership and self-rated general and self-rated mental health with income as a moderator. As I 

did not find an association between union membership and general or mental health outcomes 

but found that income was significantly impacting both, it became important to examine whether 

the relationship between unionization and health was moderated by income. To analyze said 

impact, I will be calculating the interaction effect of union membership on the health outcomes 

for the top 20% and bottom 20% of income earners for each included cycle of the General Social 

Survey (GSS). First, I provide a short literature review on how income may moderate the 

relationship between union membership and health. Next, I outline my hypotheses, and describe 

the data and methods. I then report the findings and provide a conclusion. The first section of 

results will focus on self-rated general health, while the second section will focus on self-rated 

mental health.  

Returning to Chen & Islam’s (2023) study, the primary beneficiaries of union 

membership were those with lower socioeconomic status. Since their creation, labour union 

efforts aim to protect the well-being of socio-economically vulnerable groups rather than those in 

managerial positions or those who own the means of production (Thomas et al., 2025). 

Moreover, Reynolds & Brady (2012) conducted a study in the United States where they analyzed 

the General Social Survey from 1973 to 2006. While their initial bivariate analyses showed union 

membership was associated with worse health outcomes, the addition of control variables 

reverses this relationship, further becoming statistically significant when controlling for relevant 

labour market characteristics. Their model found that union membership increases the odds of 

reporting better health by a factor of 1.14 (where p<0.01), remaining stable over time (Reynolds 
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& Brady, 2012, p. 1032). However, in their final model, they found that the majority of this 

effect was mediated by income. Reynolds & Brady (2012) note that though income can 

encapsulate “a broad set of job characteristics in addition to more money” (p. 1037), the 

mediating factor of income is worth exploring given the non-wage related benefits associated 

with union membership and those associations with favourable health outcomes. Based on this, it 

is possible that those with lower incomes will receive more general and mental health benefits 

when they work in unionized environments.  

Returning to the main research question – how does unionization affect the general health 

of the Canadian workforce? – in this chapter, I specifically focus on how the relationship 

between union membership and mental and physical health outcomes are impacted by income as 

an interaction variable. The main hypotheses of this chapter are as follows: 

Hypothesis 5: low-income workers benefit more from unionization than high-income 

workers.    

Hypothesis 6: the effect of unionization on low-income individuals increases over time.  

For this chapter, I continued to use R statistical software to calculate the results (Fox & 

Weisberg, 2002; Hlavac, 2022; Lüdecke, 2024; Posit Team, 2025; R Core Team, 2025; Venables 

& Ripley, 2002; Wickham, 2021; Wickham, 2022; Wickham et al., 2025). General and mental 

health outcomes remain the dependent variables, while union member status remains the 

independent variable. The measurements of each variable are the same as those outlined in 

chapters 2 and 3.  

 As in chapters 2 and 3, I reduced each sample to only include employed respondents and 

those aged 25-64. However, in this chapter, I further reduce my sample to only include 
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respondents in the top 20% and bottom 20% of income categories. Examining the highest and 

lowest earners will show whether union membership’s impact is stronger for low-income 

individuals in the Canadian context. This procedure helps address hypothesis 5, and when 

examining the results together, addresses hypothesis 6.  

 The first step in analysis is to show the interaction effect of income on the union-health 

relationship for general health outcomes, followed by visualizations to help establish whether 

there is a clear pattern in the results. This procedure is then repeated for mental health outcomes. 

Table 9 shows the interaction effect of income on union membership and general health. 

Here, non-unionized low-income workers provide a basis to compare the health outcomes of 

unionized low-income, unionized high-income, and non-unionized high-income participants. In 

all cases, high-income workers rated their general health as higher than their low-income 

counterparts regardless of union status. However, the gaps in health status vary across years and 

union status. 

Table 9: Interaction effect of union membership and income on top and bottom 20% of income earners' general health by year 
Year 1989 1991 1994 1998 2003 

Union 
Membership 

union  non-union union  non-union union  non-union union  non-union union  non-union 

Low-income  1.07 1.00 0.73* 1.00 0.83 1.00 1.13 1.00 0.96 1.00 
High-income  1.37 1.16 1.27 1.25 1.45 1.48*** 1.32 1.16 1.69 1.69*** 

*p < 0.05, ** p<0.01, *** p < 0.001. 
Year 2005 2008 2009 2010 2011 
Union 
Membership 

union  non-union union  non-union union  non-union union  non-union union  non-union 

Low-income  1.00 1.00 0.85 1.00 1.13 1.00 1.00 1.00 1.07 1.00 
High-income  1.63 1.47*** 1.35 1.36*** 1.55 1.71*** 1.50 1.61*** 1.68 1.87*** 

*p < 0.05, ** p<0.01, *** p < 0.001. 
Year 2012 2013 2015 2016 2018 
Union 
Membership 

union  non-union union  non-union union  non-union union  non-union union non-union 

Low-income  1.04 1.00 1.07 1.00 1.11 1.00 1.17* 1.00 0.99 1.00 
High-income  1.63 1.74*** 1.53 1.54*** 1.75 1.36*** 1.54 1.36** 1.26 1.67*** 

*p < 0.05, ** p<0.01, *** p < 0.001. 
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For the years 1989, 1998, 2009, 2011, 2012, 2013, 2015, and 2016, low-income workers 

benefit from unionization, rating their general health as 7%-17% better than their non-unionized 

counterparts (1.07, CI 95% 0.82-1.39; 1.13, CI 95% 0.89-1.43; 1.13, CI 95% 0.93-1.36; 1.07, CI 

95% 0.88-1.30; 1.07, CI 95% 0.90-1.28; 1.11, CI 95% 0.91-1.35; 1.17, CI 95% 1.01-1.36). In 

1989, 1998, 2015, and 2016, the positive effects of union membership continued for high-income 

earners, who rated their general health as 37%-75% (1.07x1.16x1.10=1.37;1.11x1.36x1.16=1.75) 

better than low-income non-unionized workers, rather than 16%-36% in the case of high-income 

non-union members (1.16, CI 95% 0.91-1.47; 1.36, CI 95% 1.13-1.63; 1.36, CI 95% 1.18-1.56). 

Though 2009, 2011, 2012, and 2013 show a different pattern, with high-income non-unionized 

workers rating their general health higher than their unionized counterparts by an additional 1-

19%, therefore ranking their general health as 54%-87% better than their low-income 

counterparts (1.71, CI 95% 1.45-2.02; 1.87, CI 95% 1.59-2.19; 1.74, CI 95% 1.47-2.05; 1.54, CI 

95% 1.35-1.75).   

For the 1991, 1994, 2003, 2008, and 2018 cycles, low-income union members rated their 

general health as 1%-27% worse than their non-unionized counterparts (0.73, CI 95% 0.55-0.97; 

0.83, CI 95% 0.66-1.04; 0.96, CI 95% 0.81-1.13; 0.85, CI 95% 0.71-1.03; 0.99, CI 95% 0.82-

1.19). Of these cycles, only 1991 showed high-income union members rating their general health 

higher than all groups, with an odds ratio of 1.27 (0.73x1.25x1.39=1.27). The cycles conducted 

in 1994, 2008, and 2018 showed high-income non-union members as healthiest, rating their 

general health an additional 1%-41% higher than their unionized counterparts, therefore ranking 

their general health as 36%-67% better than their low-income counterparts (1.48, CI 95% 1.20-

1.83; 1.36, CI 95% 1.17-1.57; 1.67, CI 95% 1.43-1.96). No difference between high-income 
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groups was shown in 2003, with both unionized and non-unionized workers at an odds ratio of 

1.69 (1.69, CI 95% 1.48-1.94; 0.96x1.69x1.04=1.69).   

The remaining cycles conducted in 2005 and 2010 show no difference between unionized 

and non-unionized workers at lower income levels (1.00, CI 95% 0.81-1.23; 1.00, CI 95% 0.80-

1.26). However, the effect of unionization is different on high-income earners in these cycles. On 

the one hand, 2005 shows union members as generally healthier than non-union members, with 

odds ratios of 1.63 and 1.47 respectfully (1.00x1.47x1.11=1.63; 1.47, CI 95% 1.21-1.79). On the 

other hand, 2010 shows union members as less generally healthy than non-union members, with 

odds ratios of 1.50 and 1.61 respectfully (1.00x1.61x0.93=1.50; 1.61, CI 95% 1.32-1.96).   

To better visualize these patterns, figures 1a-o show the changes to general health status 

based on union membership for low-income and high-income groups.   
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There remains an inconsistent pattern in how unionization affects self-rated general 

health for different income levels, which becomes clear when examining figures 1a-o. Four of 

the cycles (2009 in figure 1h, 2011 in figure 1j, 2012 in figure 1k, 2013 in figure 1l) show 

unionization as suppressing the health gap between income groups while also showing general 

health improvements for low-income union members. As seen in figure 1o, 2018 also shows a 

suppression of the health gap. However, this cycle shows union membership as having a negative 

impact on self-rated general health outcomes for both low-income and high-income groups. 

Another four cycles (1989 in figure 1a, 1998 in figure 1d, 2015 in figure 1m, and 2016 in figure 

1n) show unionization as positively contributing to the self-rated general health of both low and 

high-income earners, meaning the interaction effect of income in these cycles does not affect 

unionization’s positive influence. Two cycles (1991 in figure 1b, and 1994 in figure 1c) show 



81 

 

major differences in low-income earners, with unionized members rating their general health as 

much worse. In these same cycles, the effects of unionization on high-income earners is quite 

minimal, only changing by 2% and -3% respectively. Two cycles (2005 in figure 1f, and 2010 in 

figure 1i) show no difference between low-income union members but show larger gaps in 

general health based on union status for high-income earners, though not in the same direction. 

As seen in figure 1e, 2003 shows no difference in general health based on union status for high-

income earners, but shows a slightly negative change (-4%) for low-income earners when 

unionized. Based on this information, this study finds no known association between union 

membership, income, and self-rated general health in the Canadian context.  

Table 10 shows the interaction effect of union membership on self-rated mental health 

outcomes. Following the same format as Table 9, non-unionized low-income workers provide a 

basis to compare the health outcomes of unionized low-income, unionized high-income, and 

non-unionized high-income participants. In all cases, both unionized and non-unionized workers 

with high income rated their mental health as higher than their low-income counterparts. 

However, the difference in mental health outcomes vary across each cycle and by union status.  

Table 10: Interaction effect of union membership and income on top and bottom 20% of income earners' mental health by year 

Year 1989 1991 1998 2003 2005 2008 2009 

Union Membership union  
non-
union union  

non-
union union  

non-
union union  

non-
union union  

non-
union union  

non-
union union  

non-
union 

Low-income  1.12 1.00 1.00 1.00 1.12 1.00 0.95 1.00 1.08 1.00 0.79* 1.00 1.14 1.00 
High-income  2.06 2.28*** 2.04 1.94*** 1.56 1.83*** 1.72 1.63*** 1.86 1.55*** 1.10 1.19* 1.37 1.56*** 

*p < 0.05, ** p<0.01, *** p < 0.001. 
Year 2010 2011 2012 2013 2015 2016 2018 

Union Membership union  
non-
union union  

non-
union union  

non-
union union  

non-
union union  

non-
union union  

non-
union union 

non-
union 

Low-income  0.96 1.00 0.98 1.00 0.99 1.00 0.98 1.00 1.18 1.00 0.88 1.00 0.99 1.00 
High-income  1.40 1.50*** 1.38 1.56*** 1.30 1.43*** 1.23 1.27*** 1.39 1.17 1.19 1.24** 1.11 1.48*** 

*p < 0.05, ** p<0.01, *** p < 0.001. 
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For the cycles conducted in 1989, 1998, 2005, 2009, and 2015, low-income union 

members rate their mental health 12%-18% more positively than their non-unionized 

counterparts (1.12, CI 95% 0.86-1.44; 1.12, CI 95% 0.85-1.48; 1.08, CI 95% 0.85-1.37; 1.14, CI 

95% 0.95-1.38; 1.18, CI 95% 0.97-1.43). Of these cycles 1989, 1998, and 2009 show non-

unionized high-income earners as the most mentally healthy, rating themselves as 12%-27% 

higher than their unionized counterparts, and well over the rankings of their low-income 

counterparts (2.28, CI 95% 1.78-2.94; 1.83, CI 95% 1.40-2.40; 1.56, CI 95% 1.32-1.84). In 

contrast, 2005 and 2015 show high-income union members as the most mentally healthy, rating 

themselves 22%-31% higher than their non-unionized counterparts and 39%-86% higher than 

low-income non-unionized workers (1.08x1.55x1.11=1.86; 1.18x1.17x1.01=1.39).  

For the years 2003, 2008, 2010, 2011, 2012, 2013, 2016, and 2018, low-income union 

members rated their mental health as 1%-21% worse than their non-unionized counterparts (0.95, 

CI 95% 0.78-1.15; 0.79, CI 95% 0.65-0.96; 0.96, CI 95% 0.76-1.21; 0.98, CI 95% 0.80-1.19; 

0.99, CI 95% 0.80-1.21; 0.98, CI 95% 0.82-1.16; 0.88, CI 95% 0.76-1.02; 0.99, CI 95% 0.82-

1.18).  However, 2003 is the only year where high-income union members rate their mental 

health the highest, with an odds ratio of 1.72 (0.95x1.63x1.11=1.72). The remainder of the cycles 

show high-income non-union members as having better mental health outcomes compared to 

their unionized counterparts by an additional 6%-37%, meaning they are 19%-56% more likely 

to rate their mental health in a higher category than their low-income counterparts (1.19, CI 95% 

1.02-1.38; 1.50, CI 95% 1.23-1.82; 1.56, CI 95% 1.33-1.84; 1.43, CI 95% 1.21-1.69; 1.27, CI 

95% 1.11-1.44; 1.24, CI 95% 1.08-1.43; 1.48, CI 95% 1.27-1.73).  

The results from 1991 show no difference in mental health outcomes between low-

income groups based on union status (1.00, CI 95% 0.70-1.44). However, high-income union 
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members are over twice as likely to rank their mental health in a high category compared to low-

income workers, with an odds ratio of 2.04 (1.00x1.94x1.05=2.04). High-income non-union 

members also rank their mental health quite positively, with the odds of ranking themselves in a 

high mental health category being 94% higher than low-income workers (1.94, CI 95% 1.32-

2.89).  

Figures 2a-n below illustrate the interaction effects discussed to help analyze overall 

patterns across time. These figures show the change in mental health outcomes for each income 

group based on union member status.  
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 Like that of general health, there is no consistent pattern in how unionization affects self-

rated mental health of workers in different income brackets, which figures 2a-n make clear. 

Three cycles (1989 in figure 2a, 1998 in figure 2c, and 2009 in figure 2g) show union 

membership as compressing the mental health gap between income groups, with unionization 

still providing advantage to low-income workers. Six cycles (2010 in figure 2h, 2011 in figure 2i, 

2012 in figure 2j, 2013 in figure 2k, and 2018 in figure 2n) also show a smaller gap between 

income groups when workers are unionized, though both low-income and high-income union 

members are at a mental health disadvantage compared to their non-unionized counterparts. Two 

cycles (2005 in figure 2e, and 2015 in figure 2l) show unionization as having a positive effect on 

mental health in both income groups, though the mental health gap becomes wider between low-

income and high-income workers when unionized. Two cycles (1991 in figure 2b, and 2003 in 

figure 2d) also show a wider mental health gap between income groups based on union 

membership, though only high-income union members experience better mental health than their 

non-unionized counterparts. The two remaining cycles (2008 in figure 2f, and 2016 in figure 2m) 

show a widening health gap for union members, as well as mental health disadvantages for both 

income groups when unionized. Based on this information, this study finds no known association 

between union membership, income, and self-rated mental health in the Canadian context. 
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In summary, to further understand the effects of income on the relationship between 

union membership and self-rated general and mental health outcomes, I analyzed the interaction 

effect of income on the top 20% and bottom 20% of income earners in each cycle. The results of 

these regressions showed no consistent pattern across time, meaning that there is no known 

association between union membership and self-rated health outcomes in Canada. While the 

effects of income are important in determining the general and mental health of workers, its 

effects in combination with union membership are complex and are not necessarily beneficial or 

detrimental to workers’ health status. Therefore, there is no evidentiary support for hypothesis 5, 

– that unionization provides greater benefits to low-income workers –, and there is no 

evidentiary support for hypothesis 6 – that this relationship remains stable or becomes stronger 

over time. As there is no known association, this study also finds that union membership does not 

sufficiently address the social determinant of socio-economic status such that it addresses a 

fundamental cause of health inequalities in Canada, nor does union membership provide a 

consistent and sufficient generalized resistance resource (GRR) to foster strong sense of 

coherence (SOC) in accordance with salutogenic healthcare models.  

Previous limitations noted regarding data limitations – such as the lack of occupational 

data, inconsistency in response rates, the type of health measure, the use of index variables, and 

the lack of qualitative data –, the rise of middle-class unionism, as well as social desirability and 

acquiescence bias apply.  

 

  



87 

 

Chapter Five - Conclusion 

 This research aimed to address how neoliberalism, and thus the decline in unionization, 

has affected the mental and general health outcomes of the Canadian workforce over the course 

of thirty years, adding to a growing body of literature that relates labour union membership to 

health.  

Several hypotheses were addressed. Chapter 2 focuses on hypotheses 1 and 2. First, 

hypothesis 1 stated that union members have higher self-rated general health than non-union 

members. To test this, I created a table to illustrate the descriptive patterns in the dataset. The 

initial patterns found in the descriptive data did not show differences in general health outcomes 

between unionized and non-unionized workers. Upon further investigation, this held true, as each 

cycle produced varied ordinal regression results. The inconsistent patterns remained even when 

controlling for age, sex, education level, household income, marital status, and visible minority 

status. These key control variables, as well as province of origin, were also found to have no 

consistent or significant pattern of interaction. Therefore, hypothesis 1 has been rejected. 

Hypothesis 2 stated that the effects of unionization on general health as seen in hypothesis 1 

increased over time. Being as there is no identifiable relationship pattern amongst each cycle, 

hypothesis 2 has been rejected.  

Chapter 3 focuses on hypotheses 3 and 4. Similar to hypothesis 1, hypothesis 3 states that 

union members have higher self-rated mental health than non-union members. Following the 

same process to test the relationship between labour union membership and general health 

outcomes, I created a table to illustrate the descriptive patterns in the dataset, which did not show 

differences in mental health outcomes between unionized and non-unionized workers. Next, the 

ordinal regression results confirmed that the inconsistent patterns remain even when controlling 
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for age, sex, education level, household income, marital status, and visible minority status. In 

addition, along with province of origin, they produced no significant or consistent pattern of 

interaction. Therefore, hypothesis 3 has been rejected. Hypothesis 4, where it states that the 

effects of unionization on mental health as seen in hypothesis 3 remain increased over time, has 

also been rejected due to the inconsistent patterns of association. 

Chapter 4 addresses hypothesis 5 and 6. Hypothesis 5 states that low-income workers 

benefit more from unionization than high-income workers. To test this, I reduced each sample to 

only include the top 20% and bottom 20% of income earners, then ran an ordinal regression to 

examine the interaction effect of income on both mental and general health outcomes. The results 

showed an inconsistent pattern of association. Therefore, hypothesis 5 was rejected. Hypothesis 6 

states that the effects of unionization on low-income individuals as seen in hypothesis 5 increase 

over time. Due to the inconsistent pattern of association, hypothesis 6 was also rejected.  

A potential limitation to this research includes the use of secondary data. The cycles of 

the GSS that contain the necessary variables are not available on a consistent basis, meaning that 

some years between the first cycle of the GSS in 1985 and the most recent cycle in 2020 are 

unable to be included for analysis. On top of this, survey questions in the earlier cycles of the 

GSS are not asked in the same way as they are in the later cycles: different wording; different 

combinations of mental and physical well-being in survey questions; more or less detailed 

questions regarding union membership. Other potential problems include the inconsistency in 

sample size, data collection, and response rates, which can potentially affect the robustness of the 

combined data.  

However, I believe that this was the best way to conduct this research. The GSS surveys, 

as conducted by Statistics Canada, are robust and thus offers the best insights into the general 
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population across time. The samples are weighted to more accurately represent the Canadian 

population, which should mean that inconsistency in sample size and response rates should not 

greatly affect my results. While the questions regarding mental well-being became more outright 

as discussions of mental health became more widespread in civil society – around the turn of the 

century (Public Health Agency of Canada, 2024) –, there are still questions that are relevant to 

mental health that enabled me to examine it in the earlier cycles. The creation of derived 

variables from these questions allowed for more consistency in survey results.  

In addition to the previous limitation, the health impacts of unionization experienced by 

union members and the general public cannot be adequately detailed through the sole use of 

quantitative data. For example, GSS data does not provide information on union member’s 

extended health benefits and care through insurance coverage (such as prescription drug 

coverage, dental care, mental health care, physiotherapy, etc.), pension plans and/or retirement 

age, safety committee information and enforcement of provincial health legislation, and other 

workplace policies or benefits (such as flexible work schedules, social event planning, etc.). In 

addition, it did not collect the thoughts and insights on how workers perceive their health to be 

impacted by their union member status. Recognizing this limitation provides an avenue for future 

original surveys and qualitative research. However, since these experiences have not been 

previously recorded, the quantitative analysis of various cycles of the GSS provides insight into 

the ongoing relationship between health and union membership that can serve as support for 

future detailed research.  

Based on the results of this study, there is no association between labour union 

membership and greater self-rated health outcomes in the Canadian context. The data 

demonstrates that while unions could provide health benefits to their members, unionization is 
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not a blanket solution for solving health disparities. Labour union membership alone fails to 

address socioeconomic status (SES) as a fundamental cause of health inequalities, and fails to 

provide a universal generalized resistance resource (GRR) that can sufficiently build a strong 

sense of coherence (SOC). However, this furthers the point that the results demonstrate a need 

for data that facilitates comparison between occupations. The ambiguity in the health outcomes 

assessed could potentially be explained by differences in the types of labour respondents perform 

to earn their living.  

These results do not say that unions are not important. As demonstrated in the literature, 

the presence of unions in a society compresses income gradients – which is important in 

addressing health inequalities –, as well as provide an outlet for workers to advocate for 

themselves and their peers. This paper does not challenge these positives. Rather, it demonstrates 

the complexities of unionization and its effects, and offers a starting point for where further 

investigation is necessary. 

First, not all unions are the same. Some unions are stronger than others due to the 

leverage they can exercise by going on strike. For instance, postal workers have a great amount 

of leverage, as mail and delivery are important aspects of individual, communal, corporate, and 

governmental functions. To put it simply, people get upset when they cannot use the post office, 

putting pressure to find a resolution even prior to a potential strike. This bodes well for the 

Canadian Union of Postal Workers (CUPW), where management will be more likely to listen to 

their demands and accept negotiations in the interest of maintaining smooth operations. In 

contrast, a union going on strike at a small-scale, non-essential business has significantly less 

leverage, as there will be less public pressure if the business were to remain closed. To give a 

concrete example, when a humble group of workers at Celebrations Dinner Theatre in Winnipeg 
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voted to join their local branch of the United Food and Commercial Workers (UFCW), the 

owners of the theatre decided to close rather than negotiate with their workers, who subsequently 

lost their jobs (Buffie, 2023).  

In addition, some unions are stronger than others due to specific policies surrounding 

their industries and their involvement. For example, after the 1995 Ontario Conservative 

government further stripped labour rights in favour of neoliberal, free-market policies, the 

proceeding Liberal government in 2003 restored some of those rights only to certain sectors, 

greatly favouring those in construction as they supported their election campaign (Walchuk, 

2010). This ties into what Walchuk (2010) describes as the “emergence of middle-class 

unionism” (p.41), which is similar to “business unionism” or “Gomperism”, which ignores non-

union needs (Camfield, 2007; Savage, 2021). The unions similar to those who supported the 

Liberal party in 2003 – such as the Working Families Coalition (WFC) and Unifor (formerly the 

Canadian Auto Workers Union) – have labour reform low on their priority list, as they are 

already comfortable with the laws and policies that directly affect their own industries. The term 

“middle-class” is used as unions like the WFC have now diverted attention away from traditional 

working-class political activism to supporting parties that will provide direct investment, 

regardless of how that party’s policies affect the broader union landscape (Walchuk, 2010, p.43). 

However, some unions are more general, having broader outreach, organizational, and 

reformation goals – such as the Canadian Union of Public Employees (CUPE). These types of 

unions focus more on large-scale changes to labour policy and worker empowerment. From this, 

it is clear how future research could address where this study falls short – further investigating 

the respondents’ union and occupational ties to see whether the type of union and/or industry 

affect self-rated general and mental health.  
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Additionally, unions have been shown to affect different types of health outcomes, such 

as a decrease in workplace fatalities and greater healthcare access through private insurance. 

However, it is possible that union membership affects stress levels, quality of sleep, rates of 

cancer, and so on. These health outcomes could potentially show significant differences and are 

worth being explored, providing a fuller picture into the health of the Canadian workforce. 

An improved survey design based on these suggestions, along with the consistency 

accompanied by its use – either longitudinally or cross-sectionally –, would offer a more 

meaningful comparison across time, and would provide more nuance into how health outcomes 

are affected by union membership. Alongside this research, qualitative, participatory action 

research in workplaces – both unionized and non-unionized – that aims to capture how 

participants feel their workplaces affect their health and gives workers the opportunity to present 

solutions on how best to move forward would greatly enhance future studies, while also 

providing an avenue for policy reform that best fits the needs of working Canadians.   
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Appendix A  

Full general health regression table results by year 

 

Figure A1. 1989 Self-rated general health ordinal regression results  

 

Figure A2. 1989 Self-rated general health linear regression results 
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Figure A3. 1989 Self-rated general health province interaction effect 

 

Figure A4. 1989 Self-rated general health sex interaction effect 
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Figure A5. 1989 Self-rated general health visible minority interaction effect 

 

Figure A6. 1989 Self-rated general health income interaction effect 
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Figure A7. 1991 Self-rated general health ordinal regression results 

 

Figure A8. 1991 Self-rated general health linear regression results 
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Figure A9. 1991 Self-rated general health province interaction effect 

 

Figure A10. 1991 Self-rated general health sex interaction effect 
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Figure A11. 1991 Self-rated general health visible minority interaction effect 

 

Figure A12. 1991 Self-rated general health income interaction effect 
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Figure A13. 1994 Self-rated general health ordinal regression results 

 

Figure A14. 1994 Self-rated general health linear regression results  
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Figure A15. 1994 Self-rated general health province interaction effect 

 

Figure A16. 1994 Self-rated general health sex interaction effect  
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Figure A17. 1994 Self-rated general health visible minority interaction effect 

 

Figure A18. 1994 Self-rated general health income interaction effect 
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Figure A19. 1998 Self-rated general health ordinal regression results  

 

Figure A20. 1998 Self-rated general health linear regression results  
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Figure A21. 1998 Self-rated general health province interaction effect 

 

Figure A22. 1998 Self-rated general health sex interaction effect  
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Figure A23. 1998 Self-rated general health visible minority interaction effect 

 

Figure A24. 1998 Self-rated general health income interaction effect 
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Figure A25. 2003 Self-rated general health ordinal regression results 

 

Figure A26. 2003 Self-rated general health linear regression results  
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Figure A27. 2003 Self-rated general health province interaction effect 

 

Figure A28. 2003 Self-rated general health sex interaction effect 
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Figure A29. 2003 Self-rated general health visible minority interaction effect 

 

Figure A30. 2003 Self-rated general health income interaction effect 



125 

 

 

Figure A31. 2005 Self-rated general health ordinal regression results  

 

Figure A32. 2005 Self-rated general health linear regression results  
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Figure A33. 2005 Self-rated general health province interaction effect  

 

Figure A34. 2005 Self-rated general health sex interaction effect 
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Figure A35. 2005 Self-rated general health visible minority interaction effect 

 

Figure A36. 2005 Self-rated general health income interaction effect 
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Figure A37. 2008 Self-rated general health ordinal regression results 

 

Figure A38. 2008 Self-rated general health linear regression results 
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Figure A39. 2008 Self-rated general health province interaction effect 

 

Figure A40. 2008 Self-rated general health sex interaction effect 
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Figure A41. 2008 Self-rated general health visible minority interaction effect 

 

Figure A42. 2008 Self-rated general health income interaction effect 
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Figure A43. 2009 Self-rated general health ordinal regression results 

 

Figure A44. 2009 Self-rated general health linear regression results 
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Figure A45. 2009 Self-rated general health province interaction effect 

 

Figure A46. 2009 Self-rated general health sex interaction effect 
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Figure A47. 2009 Self-rated general health visible minority interaction effect 

 

Figure A48. 2009 Self-rated general health income interaction effect 
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Figure A49. 2010 Self-rated general health ordinal regression results 

 

Figure A50. 2010 Self-rated general health linear regression results 



135 

 

 

Figure A51. 2010 Self-rated general health province interaction effect 

 

Figure A52. 2010 Self-rated general health sex interaction effect 



136 

 

 

Figure A53. 2010 Self-rated general health visible minority interaction effect 

 

Figure A54. 2010 Self-rated general health income interaction effect 
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Figure A55. 2011 Self-rated general health ordinal regression results 

 

Figure A56. 2011 Self-rated general health linear regression results 
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Figure A57. 2011 Self-rated general health province interaction effect 

 

Figure A58. 2011 Self-rated general health sex interaction effect 
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Figure A59. 2011 Self-rated general health visible minority interaction effect 

 

Figure A60. 2011 Self-rated general health income interaction effect 
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Figure A61. 2012 Self-rated general health ordinal regression results 

 

Figure A62. 2012 Self-rated general health linear regression results 
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Figure A63. 2012 Self-rated general health province interaction effect 

 

Figure A64. 2012 Self-rated general health sex interaction effect 
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Figure A65. 2012 Self-rated general health visible minority interaction effect 

 

Figure A66. 2012 Self-rated general health income interaction effect 
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Figure A67. 2013 Self-rated general health ordinal regression results 

 

Figure A68. 2013 Self-rated general health linear regression results 
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Figure A69. 2013 Self-rated general health province interaction effect 

 

Figure A70. 2013 Self-rated general health sex interaction effect 
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Figure A71. 2013 Self-rated general health visible minority interaction effect 

 

Figure A72. 2013 Self-rated general health income interaction effect 
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Figure A73. 2015 Self-rated general health ordinal regression results 

 

Figure A74. 2015 Self-rated general health linear regression results 
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Figure A75. 2015 Self-rated general health province interaction effect 

 

Figure A76. 2015 Self-rated general health sex interaction effect 
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Figure A77. 2015 Self-rated general health visible minority interaction effect 

 

Figure A78. 2015 Self-rated general health income interaction effect 
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Figure A79. 2016 Self-rated general health ordinal regression results 

 

Figure A80. 2016 Self-rated general health linear regression results 
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Figure A81. 2016 Self-rated general health province interaction effect 

 

Figure A82. 2016 Self-rated general health sex interaction effect 
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Figure A83. 2016 Self-rated general health visible minority interaction effect 

 

Figure A84. 2016 Self-rated general health income interaction effect 
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Figure A85. 2018 Self-rated general health ordinal regression results 

 

Figure A86. 2018 Self-rated general health linear regression results 
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Figure A87. 2018 Self-rated general health province interaction effect 

 

Figure A88. 2018 Self-rated general health sex interaction effect 
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Figure A89. 2018 Self-rated general health visible minority interaction effect 

 

Figure A90. 2018 Self-rated general health income interaction effect 
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Appendix B 

Full mental health regression table results by year 

 

Figure B1. 1989 Self-rated mental health ordinal regression results 

 

Figure B2. 1989 Self-rated mental health linear regression results  
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Figure B3. 1989 Self-rated mental health province interaction effect 

 

Figure B4. 1989 Self-rated mental health sex interaction effect 
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Figure B5. 1989 Self-rated mental health visible minority interaction effect 

 

Figure B6. 1989 Self-rated mental health income interaction effect 
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Figure B7. 1991 Self-rated mental health ordinal regression results 

 

Figure B8. 1991 Self-rated mental health linear regression results  
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Figure B9. 1991 Self-rated mental health province interaction effect 

 

Figure B10. 1991 Self-rated mental health sex interaction effect  
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Figure B11. 1991 Self-rated mental health visible minority interaction effect 

 

Figure B12. 1991 Self-rated mental health income interaction effect  
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Figure B13. 1998 Self-rated mental health ordinal regression results  

 

Figure B14. 1998 Self-rated mental health linear regression results  
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Figure B15. 1998 Self-rated mental health province interaction effect 

 

Figure B16. 1998 Self-rated mental health sex interaction effect  
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Figure B17. 1998 Self-rated mental health visible minority interaction effect 

 

Figure B18. 1998 Self-rated mental health income interaction effect  
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Figure B19. 2003 Self-rated mental health ordinal regression results 

 

Figure B20. 2003 Self-rated mental health linear regression results 
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Figure B21. 2003 Self-rated mental health province interaction effect 

 

Figure B22. 2003 Self-rated mental health sex interaction effect 
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Figure B23. 2003 Self-rated mental health visible minority interaction effect 

 

Figure B24. 2003 Self-rated mental health income interaction effect 
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Figure B25. 2005 Self-rated mental health ordinal regression results 

 

Figure B26. 2005 Self-rated mental health linear regression results 
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Figure B27. 2005 Self-rated mental health province interaction effect 

 

Figure B28. 2005 Self-rated mental health sex interaction effect 
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Figure B29. 2005 Self-rated mental health visible minority interaction effect 

 

Figure B30. 2005 Self-rated mental health income interaction effect 
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Figure B31. 2008 Self-rated mental health ordinal regression results 

 

Figure B32. 2008 Self-rated mental health linear regression results 
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Figure B33. 2008 Self-rated mental health province interaction effect 

 

Figure B34. 2008 Self-rated mental health sex interaction effect 
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Figure B35. 2008 Self-rated mental health visible minority interaction effect 

 

Figure B36. 2008 Self-rated mental health income interaction effect 
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Figure B37. 2009 Self-rated mental health ordinal regression results 

 

Figure B38. 2009 Self-rated mental health linear regression results 
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Figure B39. 2009 Self-rated mental health province interaction effect 

 

Figure B40. 2009 Self-rated mental health sex interaction effect 
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Figure B41. 2009 Self-rated mental health visible minority interaction effect 
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Figure B43. 2010 Self-rated mental health ordinal regression results 

 

Figure B44. 2010 Self-rated mental health linear regression results 
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Figure B45. 2010 Self-rated mental health province interaction effect 
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Figure B47. 2010 Self-rated mental health visible minority interaction effect 

 

Figure B48. 2010 Self-rated mental health income interaction effect 
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Figure B49. 2011 Self-rated mental health ordinal regression results 

 

Figure B50. 2011 Self-rated mental health linear regression results 
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Figure B51. 2011 Self-rated mental health province interaction effect 

 

Figure B52. 2011 Self-rated mental health sex interaction effect 
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Figure B53. 2011 Self-rated mental health visible minority interaction effect 

 

Figure B54. 2011 Self-rated mental health income interaction effect 



182 

 

 

Figure B55. 2012 Self-rated mental health ordinal regression results 

 

Figure B56. 2012 Self-rated mental health linear regression results 
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Figure B57. 2012 Self-rated mental health province interaction effect 

 

Figure B58. 2012 Self-rated mental health sex interaction effect 
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Figure B59. 2012 Self-rated mental health visible minority interaction effect 

 

Figure B60. 2012 Self-rated mental health income interaction effect 
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Figure B61. 2013 Self-rated mental health ordinal regression results 

 

Figure B62. 2013 Self-rated mental health linear regression results 
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Figure B63. 2013 Self-rated mental health province interaction effect 

 

Figure B64. 2013 Self-rated mental health sex interaction effect 
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Figure B65. 2013 Self-rated mental health visible minority interaction effect 

 

Figure B66. 2013 Self-rated mental health income interaction effect 
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Figure B67. 2015 Self-rated mental health ordinal regression results 

 

Figure B68. 2015 Self-rated mental health linear regression results 
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Figure B69. 2015 Self-rated mental health province interaction effect 
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Figure B71. 2015 Self-rated mental health visible minority interaction effect 
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Figure B73. 2016 Self-rated mental health ordinal regression results 

 

Figure B74. 2016 Self-rated mental health linear regression results 
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Figure B75. 2016 Self-rated mental health province interaction effect 
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Figure B77. 2016 Self-rated mental health visible minority interaction effect 
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Figure B79. 2018 Self-rated mental health ordinal regression results 

 

Figure B80. 2018 Self-rated mental health linear regression results 
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Figure B81. 2018 Self-rated mental health province interaction effect 

 

Figure B82. 2018 Self-rated mental health sex interaction effect 



196 

 

 

Figure B83. 2018 Self-rated mental health visible minority interaction effect 

 

Figure B84. 2018 Self-rated mental health income interaction effect 
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Appendix C 

Top and bottom 20% income earner regression table results by year 

 

Figure C1. 1989 general health results  

 

Figure C2. 1989 mental health results  
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Figure C3. 1991 general health results  

 

Figure C4. 1991 mental health results  
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Figure C5. 1994 general health results  

 

Figure C6. 1998 general health results  
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Figure C7. 1998 mental health results  

 

Figure C8. 2003 general health results  



201 

 

 

Figure C9. 2003 mental health results  

 

Figure C10. 2005 general health results  
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Figure C11. 2005 mental health results  

 

Figure C12. 2008 general health results  
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Figure C13. 2008 mental health results  

 

Figure C14. 2009 general health results  



204 

 

 

Figure C15. 2009 mental health results  

 

Figure C16. 2010 general health results  
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Figure C17. 2010 mental health results  

 

Figure C18. 2011 general health results  
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Figure C19. 2011 mental health results  

 

Figure C20. 2012 general health results  



207 

 

 

Figure C21. 2012 mental health results  

 

Figure C22. 2013 general health results  
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Figure C23. 2013 mental health results  

 

Figure C24. 2015 general health results  
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Figure C25. 2015 mental health results  

 

Figure C26. 2016 general health results  
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Figure C27. 2016 mental health results  

 

Figure C28. 2018 general health results  
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Figure C29. 2018 mental health results  

 

 

 


