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Is There a Difference for Working Poor and Non-Working Poor?
Abstract
Minimal attention has been given to the quality of low-wage jobs in the U.S. The purpose
of this study was to identify the job content quality factors associated with self-rated health status
for working poor individuals, and to determine whether the identified factors are the same for
non-working poor individuals. Data were from the 2002 National Study of the Changing
Workforce, a nationally representative study. Two sub-samples were compared: (a) respondents
living in households earning less than 250% of the federal poverty threshold (FPL) (n=548); and
(b) respondents living in households earning at or above 250% of the FPL (n=2036). Results
showed that high psychological demands and low supervisor support for work-family issues
were associated with poor health for working poor individuals, while low decision latitude,
supervisor support for work-family issues, and coworker support were associated with poor
health for non-working poor individuals. Findings suggest that all jobs do not equally affect
employees’ health status. Implications for research, workplace policy, and federal public policy
activities that may improve the health of the working poor in the U.S. are presented.

Abstract word count: 179
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Job Content Quality and Health:
Is There a Difference for Working Poor and Non-Working Poor?
As debate continues over what are the best means for reducing poverty and increasing
economic self-sufficiency among Americans in the lowest income brackets, a growing
population of workers poses additional challenges for researchers and policymakers. These
workers, often referred to as the “working poor,” are individuals who are working for wages and
salaries, yet still earn incomes near or below the poverty line. Since Welfare Reform in 1996,
this share of workers has grown significantly, with many welfare recipients leaving the rolls to
enter jobs that pay low wages and offer minimal benefits, limited security, and few opportunities
for advancement (Kazis, 2001). Furthermore, over the past two decades, 86% of the new job
growth has been within service-based industries (Presser, 2000), and this trend seems to be
continuing. According to the Bureau of Labor Statistics, low-wage service occupations are
second in terms of fastest-growing and predicted job growth through 2012 (Hecker, 2004).
Despite concerns about the increasing numbers of working poor in the U.S., minimal
information is known about the quality of their jobs beyond access to employee benefits such as
health insurance and sick leave (See Levin-Epstein, 2006). Knowledge about job quality is
important, because data suggest strong associations between poor job content quality and ill
health, including cardiovascular disease, stress, hypertension, and depression (Johnson & Hall,
1988; Karasek 1979, Karesek & Thoerell, 1990; Karasek, Baker, Marxer, Ahlbom, Theorell,
1981; Karasek, et al., 1988; Kasl, 1996; Thoerell & Karasek, 1996). For example, Karesek
(1979) observed that the psychological demands of work in combination with limited decisionmaking latitude and low skill utilization contributed to employees’ poor behavioral and physical
health. Godin and Kittle (2004) found that middle and upper income workers who reported job
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strain and low control in the workplace experienced higher rates of mental health problems.
Conversely, Mackie, Holohan, and Gottlieb (2001) found that workers who reported being
involved in decision-making processes with their supervisors experienced lower levels of job
strain and depression. These findings indicate that employees’ experiences on the job affect their
overall well-being.
Secondly, knowledge about job content quality among the working poor is important
because the workplace factors that contribute to job quality, such as supervisor support, learning
opportunities, and input into decision making, have been associated with employment outcomes,
including job commitment and retention. (Bond & Galinsky, 2006; Bond, Galinsky & Hill, 2005;
Bond, Galinsky, & Swanberg, 1997). More specifically, employees in high quality jobs are more
likely to be committed to their jobs and want to continue working in their jobs compared to
employees in low quality jobs (Bond, et al., 2005). 1 This research implies that job content
quality may be an important component in understanding labor force attachment and contributors
to poor health among the working poor, who are vulnerable to employment in lower quality jobs
(Lambert, 1999; Lambert & Haley-Lock, 2004).
Given the limited research on job content quality among the working poor and given the
relationship of job content quality to health and employment outcomes, the purpose of this study
was twofold. First we examined what job content quality factors were associated with perceived
physical health status for the working poor. Second, we examined whether these factors differed
for the non-working poor. This study has the potential to inform future research on the working
poor, including better understanding of the relationship between workplace policy and low-

1

Bond et al. (2005) identified six job factors that make up an effective workplace: job autonomy, learning
opportunities on the job, supervisor support of work and family matters, co-worker support, input into management
and decision making, and flexible work arrangements. In essence, effective workplaces are comprised of quality
jobs that incorporate the aforementioned factors.
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income workers’ health status. Additionally, findings may contribute to more informed state and
federal public policies aimed at increasing economic self-sufficiency and improving economic
well-being among low-income workers.
Defining Working Poor
A variety of definitions have been used to classify individuals as “working poor.” The
U.S. Department of Labor (DOL) (2002) defines working poor as any individual who spends at
least 27 weeks in the labor force, but whose income falls below the official poverty threshold.
DOL has identified four groups of people most likely to be working poor: (a) women with
children, (b) minorities, (c) young workers, and (d) individuals with lower educational levels,
with the greatest risk for high school dropouts. These workers most often are employed in
service industry occupations followed by employment in agricultural production industries (i.e.,
farming, forestry, fishing).
Some researchers have argued that using the federal poverty threshold as a “cutoff” does
not adequately represent the number of families who are struggling to make ends meet. Waldron,
Roberts, and Reamer (2004) include as working poor those families with a combined work effort
of at least 39 weeks in the last year among household members 15 years and older, but with total
annual household incomes below 200% of the federal poverty line. Using this definition,
working poor families account for 27.4% of all working families in the U.S. These workers
primarily are employed in the low-skill service sector or in sales-related jobs. Still others argue
that even 200% of poverty leaves some working families without important resources and
lacking economic self-sufficiency. For example, in a hearing on Welfare and Medicaid Reform
(1996) Davis noted that nearly one-half of working families earning 250% of poverty or less are
either uninsured or depend on public assistance for health insurance coverage. Whether earning
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200% or 250% of poverty, these families face multiple challenges to stable employment,
including lack of accessible and affordable childcare, transportation difficulties, and depression
(Polit, Widom, Edin, et al., 2001). Recognizing these challenges, a number of states permit
access to critical work supports, such as child care and fuel subsidies, for families who earn up to
250% of poverty (Miller, Molina, Grossman, & Golonka, 2004). For the purposes of this
research, we have used the more liberal definition of working poor to include those workers
earning less than 250% of poverty.
Job Content Quality
Historical Trends in Job Content Quality and Health Research
Over the last 27 years, the demand-control-support model developed by Karasek (1979)
and expanded by Johnson and Hall (1988) and others (e.g., Pelfrene et al., 2002) has dominated
research on job content quality. The demand-control-support model suggests that jobs high in
psychological demands and low in decision latitude create psychological strain and negative
health effects for the worker (Karasek, Brisson, Kawakami, Hourtman, & Bongers, 1998).
Alternatively, jobs high in psychological demands and high in decision latitude (thus providing
the worker with job control to manage the demands) generally produce feelings of job
satisfaction and motivation to learn new things (Karesak et al., 1998). Although the focus of the
job-demand-support model is primarily psychological job demands, it does include physical
exertion and labor as potential stress-producing factors.
Task-focused and emotional support from coworkers and supervisors is the third
dimension of the demand-control-support model. According to the model, jobs with high
demands, low control, and low support produce the most risk for physical illness (Johnson, 1986;
Johnson & Hall, 1988; Karasek & Thoerell, 1990). Conversely, jobs with high demands, low
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control, and high support have reduced risk of physical illness, indicating the important
moderating role of social support in the workplace.
Other studies using a similar demand-support-control model have underscored the finding
that psychosocial factors in the workplace, such as decision-making latitude, psychological
demands, and skill discretion, are associated with absenteeism due to sickness, even after
controlling for other confounding variables (Christensen et al., 2005; Melchior, Niedhammer,
Berkman, & Goldberg, 2003; Nielsen, Rugulies, Smith-Hansen, & Kristensen, 2004; Northe,
Syme, Feenye, Shilpley, & Marmot, 1996). For example, Christensen et al. (2004) found that
high levels of skill discretion in a technical services company predicted low sickness absence.
Similarly, Pelfrene and colleagues’ (2002) analyzed over 5,000 women and 16,000 men in
Belgium and found that psychological and physical demands were directly related to
psychological distress, including symptoms of depression and anxiety. Pelfrene et al. did not find
evidence that high social support moderated the relationship between high psychological
demands and resultant psychological distress.
Recent Trends in Job Content Quality Research
Although the framework for understanding the relationship between job content quality
and employee health is well established, the changing nature of work and workforce
demographics has led to more recent investigative efforts to expand upon the demand-controlsupport model to better reflect jobs in the 21st century (Bond et al., 2005; Bond et al., 1997;
Marmot, 1999). For example, Marmot and colleagues (1999) noted that to examine the effects of
work environments on employees’ emotional and physical well-being, changes in the nature of
work over the last 30 years need to be considered. These changes include: (1) greater
psychological and emotional demands and fewer physical demands; (2) more service sector
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employment; and (3) the dominance of computer and automated information processing
(Marmot, 1999). Additionally, the face of the U.S. worker has changed in the last quarter
century. More workers are now single parents, partners in a dual earner couple, and family
members with caregiving responsibilities (See Bond et al., 1997). Recent data show that 85% of
wage and salaried workers in the U.S. live with at least one family member and have daily
family responsibilities (Bond et al., 2002). More than 75% of partnered employees have spouses
or partners who also work. Forty-eight percent of workers have dependent children. Nearly onefifth of workers care for an elder family member or friend, and another 48% expect to have this
responsibility in the next five years (Bond et al., 2002). These data show that most workers are
balancing the demands of both work life and home life.
Despite the changing face of today’s worker, most workplaces base their policies on what
legal scholar Joan Williams (2000) calls the “ideal worker.” This employee works full-time,
willingly works overtime, and takes nominal time off for family responsibilities and caregiving.
Among the working poor, few can realistically meet the demands of the “ideal worker” given
their family responsibilities in conjunction with limited financial resources, and this causes a
mismatch between work and family responsibilities and expectations. As a result of this
institutional mismatch, low-income working families, especially those with young children,
strategically and sometimes precariously balance their work and caregiving responsibilities. Jobs
with limited schedule flexibility or input into schedules create significant strain for these workers
(Presser, 1998, 2000; Swanberg, 2005). Likewise, supervisors who are inflexible to their
employees’ personal or family circumstances contribute to their employees’ stress and possibly
risk losing good workers (Hill, Hawkins, Ferris & Weitzman, 2001; Kossek, Barber & Winter;
Tausig & Fenwick, 2001) Swanberg (2005) suggests that temporal and structural factors
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associated with meeting job and family demands create significant strain for workers employed
in low-wage jobs. That is, a particular shift assigned to an employed parent may not be the
primary cause of strain, but rather it is the timing of the assigned shift in combination with an
employed parent’s caregiving responsibilities that may produce strain. Marmot and colleagues
(1999) suggest that the previously constructed ideas about job quality may not “fit” with the
contemporary nature of work, especially for the working poor, many of whom are employed in
the service economy.
In response to the work of Marmot (1999), Swanberg (2005) and others (e.g. Bobak,
Marmot, Pikhart, Rose, & Hertzman, 2000; Ferrie et al., 2001) who suggest that studies of the
relationship between workplace psychosocial factors and employee health need to consider
factors associated with the contemporary workforce, Author Citation (under review) used
nationally representative U.S. data to investigate an expanded model of workplace factors
associated with employee health. They found that flexibility on-the-job, a factor not previously
considered in the traditional demand-control-support model of job content quality, was
significantly associated with better self-reported health status. This finding underscores other
work that suggests job content quality in the new millennium needs to be more thoroughly
studied and better understood, especially in relation to the potential effect on workers’ health.
In view of the documented need to better understand job content quality for workers in
the U.S., the goal of this research was to fill a gap in the literature regarding job content quality
among the working poor in the United States, because a growing proportion of workers in the
U.S. are employed in low-wage jobs (Hecker, 2004; Presser, 2000). As such, it seems critical to
understand the effect of working conditions on employee health and well-being. Low-income
workers are vulnerable to unstable employment and poor health that may be exacerbated by
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working conditions. The research questions guiding the study are: (a) What job content quality
factors influence health for the working poor in the United States? (b) Do these factors differ
between the working poor and non-working poor? Findings have the potential to inform
workplace and federal policies aimed at improving the health and well-being of the working poor
in the U.S.
Methods
Data
We used the 2002 National Study of the Changing Workforce (NSCW) (Families and
Work Institute, 2004) for this study. The Families and Work Institute began the NSCW in 1992,
and it has surveyed representative samples of the nation’s labor force every 5 years on all aspects
of employment, including the quality of the work environment. Additionally, the NCSW
includes variables important to this study, including: (a) demographics, (b) earnings, (c)
workplace characteristics, and (d) physical health status.
The NCSW is based on a stratified unclustered random probability sampling design.
Using a computer-assisted telephone interviewing (CATI) system, phone interviews lasting
approximately 45 minutes were conducted with participants who met the following inclusion
criteria: (a) at least 18 years of age; (b) earning wages or salaries from employment or a selfoperated income-producing business within the civilian labor force; (c) residing in the
contiguous 48 states; and (d) not among the institutionalized population. In the 2002 survey,
2,810 of the 3,504 participants were wage and salaried workers. The overall response rate for the
NCSW was 52%. See the Families and Work Institute (www.familiesandwork.org) for additional
information on data collection and sampling.
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Sample
For the present study only the wage and salaried respondents who had complete data
were used (N=2,584). Specifically, two subsamples were selected for comparison:
(a) respondents who were living in households earning less than 250% of the federal poverty
threshold (n=548); and (b) respondents who were living in households earning greater than or
equal to 250% of the federal poverty threshold (n=2036). Demographic information for the two
groups is summarized in Table 1.
Outcome Variable
Physical health status was measured using a single-item indicator, which asked
respondents to rate the quality of their health (1=poor; 2=fair; 3=good; 4=excellent). Research
has shown that a single-item, self-rated health question is a reliable indicator of physical health
status in the general population, including being a good predictor of mortality and health care use
even after adjusting for functional status and comorbid conditions (De Salvo, Bloso, Reynolds, &
Mutaner, 2006; DeSalvo, Fran, McDonell, & Fahn, 2005; Eriksson, Unden, & Elofsson, 2001;
Jenkinson, Wright, & Coulter, 1994; Malm, Svensson, Karlsson, & Fridlund, 2003; Mercer,
Layde, & Guse, 2001). A frequency distribution of the ordinal variable indicated that only 40
respondents reported “poor” health. Thus, we collapsed the health variable into a dichotomous
variable, so that 1=fair or poor health and 0=good or excellent health. This ensured cell sizes of
ample size to conduct the analyses.
Predictor Variables
Demographic variables included sex, age, ethnicity, educational status, marital status,
urbanicity, children under 18 in the household, elder care responsibilities, and full-time/part-time
work status. Sex was measured dichotomously (1 = male and 2 = female). Age was a continuous
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variable. Ethnicity was a categorical variable: (a) White, non-Hispanic; (b) Black, non-Hispanic;
(c) Latino/Hispanic; and (d) other. Marital status included three categories: (a) married; (b) living
with a partner in a marriage-like relationship; and (c) single. Education was categorized into:
(a) high school/GED or less; (b) some college/post-secondary school; and (c) four-year college
degree or more. Urbanicity was classified as urban, suburban, or rural. The presence of children
under 18 years and elder care responsibilities were measured dichotomously (1=yes 0=no). Work
status also was measured dichotomously (1=full-time; 2=part-time).
Decision latitude was measured using the mean of six items on a 4-point Likert scale
(1=strongly disagree; 4=strongly agree). Three items (allowed to make one’s own decisions,
decision freedom, and has lots of say) reflect the employee’s level of decision authority, and
three items (ability to learn new things, repetitive work, and creativity required) reflect the
employee’s level of skill discretion. Higher scores indicated more decision latitude, and scale
reliability was calculated at α = 0.67.
Traditional psychological demands were measured by the mean of seven items on a 4point Likert scale (1=strongly agree; 4=strongly disagree): (a) have to work hard; (b) have to
work fast; (c) never enough time; (d) excessive work; (e) conflicting demands; (f) hectic; and
(g) often interrupted. Higher scores indicated fewer demands, and scale reliability was calculated
at α = 0.79.
Supervisor support for work issues was measured by the mean of five items on a 4-point
Likert scale (1=strongly disagree; 4=strongly agree): (a) supervisor keeps me informed;
(b) supervisor recognizes a good job; (c) supervisor has realistic expectations; (d) supportive
with work problem; and (e) supervisor is competent. Higher scores indicated greater supervisor
support. Scale reliability was calculated at α = 0.83.
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Co-worker support was measured using the mean of three items on a 4-point Likert scale
(1=strongly disgree; 4=strongly agree). These items included: (a) coworkers are friendly;
(b) coworkers are interested; and (c) coworkers work together. The scale reliability was
calculated at α = 0.75, and higher scores indicated more coworker support.
Physical demands were measured by a single item on a 4-point Likert scale (1=strongly
agree; 4=strongly disagree): job is physically demanding/tiring. The item was stated in the
reverse, so that a lower score indicated a more physically demanding job.
Job insecurity was measured by the mean of five variables. Three were dichotomous
(1=no 0=yes) and reflected the possibility of job loss (recent and future layoffs and reduced work
hours when work is slow). Two were measured on a 4-point Likert scale (1=strongly disagree;
4=strongly agree) and reflected opportunities for advancement (career possibilities and valuable
skills). Higher scores indicated more job security. Scale reliability was calculated at α = 0.35
for the insecurity/job loss items and α = 0.59 for the advancement items.
Supervisor support for work-family issues was measured by the mean of five items on a
4-point Likert scale (1=strongly disagree; 4=strongly agree), including: (a) fairness about
personal/family needs; (b) accommodates family/personal business; (c) understands
personal/family issues; (d) comfortable bringing up personal/family issues; and (e) cares about
effects of work on personal/family life. Higher scores indicated greater supervisor support for
work-family issues. Scale reliability was calculated at α = 0.87.
Workplace flexibility, or the policies and practices that aid employees in meeting their
work, family, and personal responsibilities (Lambert 1999; Bond 2001; Bond 2002; Swanberg
2005) was measured using the mean of nine items that assess temporal and spatial forms of
flexibility. Three items measured general satisfaction with schedule on a 4-point Likert scale
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(1=strongly disagree; 4=strongly agree) and included: (a) control over schedule, (b) satisfaction
with schedule, and (c) difficulty taking time off for personal/family issues. Six items were
measured dichotomously (1=yes; 0=no) and reflected access to flexible or alternative work
arrangements. These items included: (a) work from home, (b) days off for sick child without
losing pay or vacation time, (c) choose starting and quitting times, (d) work a compressed work
week, (e) change schedule daily, and (f) decide when to take breaks. Higher scores indicated
more flexibility, and scale reliability for these items was calculated at α = 0.63.
Data Analysis
Stata 9.0 was used to analyze all data. The svyset command was used to account for the
survey design and weighting. First, independent samples t-tests (for continuous variables) and
cross-tabulation (for categorical variables) were used to compare demographic and job content
quality variables between the working poor in good health and the working poor in poor health
and between the non-working poor in good health and the non-working poor in poor health using
the subpop command. Given that the independent bivariate analyses results indicated the
demographic and job content quality factors associated with physical health status were different
for the working poor and non-working poor groups, we ran separate multivariate regression
models for each group. Specifically, we ran a backward stepwise multiple logistic regression
model for each subsample (working poor and non-working poor), where all significant variables
were entered simultaneously into the model. A cutoff value for removal was set at p=0.10 for all
variables apart from significant demographic confounders. A backward stepwise procedure was
utilized, because we wanted to explore which factors would emerge as significant among the
eight job content quality variables that have been previously associated with employee health,
controlling for demographic confounders in each group. Categorical variables were dummy
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coded (0,1) in all regression models, and the reference categories are noted in the tables of
results. Our final models included only those variables that were significant at the p<.10.
Results
Table 2 presents the results of the cross tabulations and t-tests for the working poor and
non-working poor samples. Significant demographic variables for the working poor sample
included: education (p<.001), marital status (p=.01), and age (p=.02), and for the non-working
poor sample included: sex (p=.01), marital status (p=.001), education (p<.001, ethnicity (p=.01),
and urbanicity (p=.01). In general among the working poor, those who were in poor health had
less education, were older, and fewer were married compared to those who were in good health.
In general among the non-working poor, a larger proportion of those in poor health was female,
had less education, was single or living with a partner, was a person of color, and resided in a
rural area compared to those in good health, In the working poor sample, there were statistically
significant differences on all job content quality variables between workers in good and poor
health except for skill discretion (p=.11) and coworker support (p=.07). In the non-working poor
sample, there were statistically significant differences on all job content quality variables
between workers in good health and workers in poor health.
Table 3 presents the results of the backward stepwise regression for the working poor
sample. After controlling for demographic confounders, psychological demands were
statistically significantly associated with poor health (Adjusted Odds Ratio [AOR]: 0.63,
p=0.01), and supervisor support for work-family issues was marginally associated with increased
odds of a worker reporting poor health (AOR: 0.77, p=0.08). Findings imply that high job
demands and low supervisor support for work-family issues contribute to poor health status for
working poor individuals.
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Table 4 presents the results of the backward stepwise regression for the non-working
poor sample. After controlling for demographic confounders, decision latitude (AOR: 0.70,
p=.01), supervisor support for work-family issues (AOR: 0.71, p=.01), and coworker support
(AOR: 0.77, p=.05) all were associated with increased odds of a worker reporting poor health.
That is, among non-working poor respondents, those who reported having less decision latitude,
less supervisor support for work-family issues, and less co-workers support also were more
likely to report poor physical health status.
Discussion
The purpose of this investigation was to determine which job content quality factors are
associated with perceived poor physical health status for the working poor, and then to
determine whether these job content quality factors differ from the factors that are associated
with poor physical health among non-working poor. To date, much of the discussion about the
working poor has focused on wages, access to health benefits, and access to sick or family leave
(Heymann, 2000; Levin-Epstein, 2006; Swanberg, Pitt-Catsouphes & Drescher-Burke, 2005;
Williams, 2006). While these factors are important for quality of life among working poor
families, researchers may be overlooking an important aspect of work that contributes to health
and well being: the quality of employees’ jobs.
Three important findings emerge from this investigation of the job content quality factors
that influence health for the working poor and whether these factors differ between the working
poor and non-working poor. First, this study provides additional evidence that employees’ selfrated health status is associated with job content quality. In both the working poor and nonworking poor samples, several job factors emerged as associated with respondents reporting poor
or fair physical health. This is an important finding for employers, because employee health costs
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are the single fastest growing expense in workplaces (National Coalition on Health Care, 2006).
These findings suggest that if organizations seriously consider modifying workplace practices as
one strategy to reducing employee health costs, they may want to consider different strategies for
improving job content quality within different categories of workers in the labor force.
Workplaces need to consider a range of solutions that best fit the process and components of
different jobs across all earnings categories.
Second, the finding that different job factors were associated with self-rated health status
for the two employee samples underscores recent evidence that suggests the meaning of job
content quality is job specific (Kristensen, Bjorner, Christensen & Borg, 2004). The original
demand-control-support model (Karasek, 1979; Karasek &Theorell, 1990) suggests that high
psychological job demands in association with low decision latitude produces psychological
strain and results in negative health effects (Karasek et al.1998). However in this study, among
the working poor greater perceived job demands were associated with poor self-rated health and
supervisor support for work-family was marginally associated with poor self-rated health, while
decision latitude dropped out of the model. Conversely for the non-working poor group, decision
latitude, rather than psychological demands, emerged as a job factor associated with perceived
health status, along with supervisor support for work-family matters, and co-worker support.
Based on these findings, “all jobs are not created equal” insofar as influencing an employees’
self-rated health status. To some extent, it is not surprising that the job characteristics associated
with poor health for lower income employees differ from the job characteristics associated with
poor health among higher income workers. Among jobs that pay low wages, employees typically
are expected to conduct routine job tasks within rigid parameters. Characteristically, it seems
logical that the seven factors that constitute psychological job demands (have to work hard; have
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to work fast; never have enough time to complete work; excessive work; conflicting job
demands; hectic pace; and often interrupted while trying to complete tasks) are associated with
perceived poor health among lower wage earning employees. That decision latitude did not
emerge as an important factor in self-rated health status for the working poor sample may reflect
the nature of low-income jobs, which often encompass responsibility for supervisor-assigned
fixed tasks with little or no employee authority to determine what tasks are completed when.
Thus, decision latitude is not an expectation of the job, and so it does not have as great an effect
on employees’ self-rated health status as it does for higher income jobs.
Third, this study provides further evidence that supervisors’ responsiveness to
employees’ work-family matters is a job characteristic that should not be overlooked in the 21st
century workplace. While the work-related supervisor support measure was not statistically
associated with self-rated health for either sample, supervisor support for family matters was
marginally and significantly associated with perceived health among both the working poor and
non-working poor samples, respectively. The changing nature of work in conjunction with
evolving demands on working families calls for a reexamination of the factors that have
traditionally and collectively been viewed as job content quality (Author Citation, under review;
Bond et al., 1997; Bond et al., 2005; Marmot, 1999; Swanberg, 2005). This study’s results mirror
those of other investigations that have identified supervisor support for work-family issues as a
job characteristic associated with a variety of personal and organizational outcomes, including
minimizing the conflict associated with managing work and family demands and maximizing
employee retention, recruitment, and productivity (Batt & Valcour, 2003; Berg, Kallenberg &
Appelbaum, 2003; Eaton, 2003; See Perry-Jenkins, Repetti, & Crouter, 2000). As employers
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continue to refine workplace policies and practices, it is clear they must focus on the workfamily interface and its relationship to employee well-being and productivity.
Implications
Results from this study have important implications for the field of organizational
psychology, research, workplace policy, and federal public policies.
Organizational Psychology. Changes in employment trends and family caregiving
arrangements are among the most fundamental shifts that have occurred in the 21st century, and
these changes have had (and will continue to have) an impact on the quality of life for diverse
families. Scholars from a variety of disciplines, including psychology and occupational health,
have contributed significantly to the discourse on working families (see Pitt-Catsophes &
Swanberg, 2006 for review) suggesting that the institutional mismatch between the needs of
working families and the needs of workplaces has a profound effect on the daily health and wellbeing of working families. Our analyses suggest that improving job content quality may have a
positive effect on employee health and help to reduce employer health care costs. Workplacebased strategies designed to improve job content quality for lower income and other workers
would be most effective if they are specifically designed to address the salient concerns and
circumstances of particular populations of workers.
Mor Barak (2005) argues for the utilization of workplace policies and practices as a
strategy to assist employees in meeting their work and family responsibilities. We take this
argument one step further by suggesting that strategically improving job content quality also
would benefit employee health. Considering our study within the broader job content quality
literature, it seems apropos that practice professions (e.g. psychology, behavioral health, and
social work) more actively pursue avenues for improving job conditions for working people,
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especially the working poor, who face additional barriers to health and well-being. We highlight
several opportunities for psychologists and other professions to engage in research, workplace
policy, and federal public policy activities that may improve the lives of working poor
individuals and families.
Research. Previous work on job quality has suggested that job demands, job control, and
support from supervisors and co-workers constitute, at least in part, the construct of job quality.
Our findings suggest that perceived job quality may have different meanings for different
populations of workers, and therefore the job characteristics associated with perceived health
may differ according to different classifications of workers. To fully understand the relationships
between job quality and employee health in the 21st century and among different populations of
workers, additional research is needed. In particular, to better assist working poor families, more
knowledge is needed about the relationship between job quality and well-being of the working
poor. Although Karasek’s (1979) demands-control model and Johnson’s (1986) expanded
demands-control-support model are among the most widely tested of occupational health, many
of these studies rely on traditionally male occupations, middle to higher income occupations, or
data collected before 1990 (De Lang, Taris, Kompier, Houtman, & Bongers, 2003). Our findings
suggest that given the changing nature of work, family life, and the economy, an examination of
the meaning of job content quality and its subsequent relationship for different populations of
workers is over due. New original research in this area (e.g., Grzywacz, Bass & Linney 2005;
Swanberg & James, 2007) may help to more fully understand the complex relationships between
job conditions, employee health, and family well-being. Organizational psychologists are
uniquely positioned to pursue further examination into this area because of their perspective
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about how individuals, in this case low-wage employees, are affected by and function within the
context of their environments.
Workplace policy. Results from this study suggest that psychological job demands are
significantly associated with poor health among the working poor. Employers that rely on a lowwage workforce would benefit from redesigning management practices and/or workplace
processes to reduce job demands, as this also may reduce the incidence of poor employee health
and associated costs. Results further suggest that supervisor support for work-family matters is
significantly associated with the health of both the working poor and non-working poor. Given
previous research (De Lang, et al., 2003) and findings from this study, organizations may benefit
from employing strategies that integrate employee-responsive supervisory practices into
management training. Workforce development funds could be utilized for pilot projects aimed at
changing supervisory and management attitudes about work-life issues. Additionally, tax
incentives could be provided to businesses with large numbers of certain categories of workers
(e.g. hourly and low-wage workers) that implement creative approaches to workplace flexibility.
Supervisor and management curricula could be designed to inform organizational leaders about
the effects of job conditions on employee health and well-being and the costs to employers.
Moreover, organizational psychologists could serve as private-public liaisons within
organizations to assist securing public funds and tax incentives available for training and
development in employee-responsive practices.
Public policies. Recent poverty and workforce development policies have been aimed at
increasing economic self-sufficiency through long-term employment. Interestingly, none of these
policies has considered the role of job quality in job retention and long-term economic stability,
despite research that suggests job quality is a critical component of the work environment and
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ongoing labor force attachment. Given the findings from this study within the broader literature
on job quality, it seems that job content quality should be integrated into future policies. For
example, one-stop employment centers funded through the Workforce Investment Act could
incorporate job content quality into assessments of available job opportunities. Based on these
assessments, workers could be matched with prospective employers that offer a work
environment that best “matches” their family life and responsibilities. County welfare agencies
also could incorporate job content quality into employment matching services when they are
assisting cash recipients in meeting their required work effort. In both cases, by matching
workers with employers that offer the kinds of workplace supports needed to manage family
responsibilities, the likelihood of long-term employment is enhanced.
Study Limitations
Although this is one of the first studies to examine whether the job characteristics
associated with self-reported ill health differ between the working poor and non-working poor,
results should be understood within the context of the study limitations. First, the 52% response
rate is low compared to other national studies (e.g., National Comorbidity Survey-Replication
Response Rate [RR] = 76.1% [Kessler et al., 2004]; National Survey of Drug Use and Health
RR=78.6% [SAMHSA, 2003]), so findings may not be generalizable to all working poor in the
U.S. Second, the NSCW data are cross-sectional. Thus, these findings provide information about
the nature of the relationships between significant job content quality factors and self-rated
health status, but no causal claims may be made. Additional longitudinal studies are warranted.
Conclusions
In this study we found the job content quality factors associated with self-rated health
status differed for working poor and non-working poor individuals. Specifically, we found that
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high psychological demands and low supervisor support for work-family issues were associated
with poor health for working poor individuals, while low decision latitude, supervisor support for
work-family issues, and coworker support were associated with poor health for non-working
poor individuals. Findings suggest that “all jobs are not created equal” insofar as effects on
employee health are concerned. Organizational psychologists and other practice professionals
should engage in research, workplace policy, and federal public policy activities that promote
employee-centered supervisory practices across different job categories and match potential
employees with employers that align with work-family needs to improve the health of the
working poor.

23

Job Content Quality and Health

24

References
Author Citation (under review). Job content quality and social change in the new millennium:
Incorporating job flexibility as a strategy to assist working families.
Batt, R. & Valcour, M. (2003). Human resources practices as predictors of work-family
outcomes and employee turnover. Industrial Relations, 42, 189-220.
Berg, P., Kallenberg, A., & Appelbaum, E. (2003). Balancing work and family: The role of highcommitment environments. Industrial Relations, 42, 168-188.
Bobak, M., Marmot, M., Pikhart, H., Rose, R., & Hertzman, C. (2000). Socioeconomic factors,
material inequalities, and perceived control in self-rated health: cross-sectional data from
seven post-communist countries. In P. Nilsson & K. Orth-Gomer (Eds.) Self-rated health
in a European perspective. Stockholm: FRN.
Bond, J., & Galinsky, E. (2006). How can employers increase the productivity and retention of
entry-level hourly workers? New York: Families and Work Institute.
Bond, J., Galinsky, E. and Hill, J. (2005). Flexiblity: A critical ingredient in creating an \
effective workplace. New York: Families and Work Institute.
Bond, J. , Thompson, C., Galinsky, E., & Prottos, D. (2002) The 2002 national study of the
changing workforce. New York: Families and Work Institute.
Bond, J. , Thompson, C., Galinsky, E., & Prottos, D. (2002,) The 2002 national study of the
changing workforce: unpublished data. New York: Families and Work Institute.
Bond, J. T., Galinsky, E., & Swanberg, J. E. (1998). The 1997 national study of the changing
workforce. New York: Families and Work Institute.
Butler, A. B., Grzywacz, J. G., Bass, B. L., & Linney, K. D. (2004). Extending the

24

Job Content Quality and Health

25

Demands-Control Model: A Daily Diary Study of Job Characteristics, Work-Family
Conflict, and Work-Family Facilitation. Journal of Occupational and Organizational
Psychology, 78(2), 155-169.
Christensen, K., Nielsen, M., Rugulies, R., Smith-Hansen, L., & Kristensen, T. (2005).
Workplace levels of psychosocial factors as prospective predictors of registered sickness
absence. Journal of Occupational Environmental Medicine, 47, 933-940.
De Lang, A., Taris, T., Kompier, M., Houtman, I., Bongers, P. (2003). The very best of the
millenium: Longitudinal research and the demand-control-(support) model. Journal of
Occcupatoinal Health Psychology, 8< 282-305.
DeSalvo, K. B., Bloser, N., Reynolds, K., He J., & Mutaner, P. (2006). Mortality prediction with
a single general self-rated health question: A meta-analysis. Journal of General Internal
Medicine, 21(3), 267-275.
DeSalvo, K. B., Fran, V. S., McDonell, M. B., & Fihn, S. D. (2005). Predicting mortality and
health care utilization with a single question. Health Services Research, 40(4), 12341246.
Eaton, S. (2003). If you can use them: Flexibility policies, organizational commitment, and
perceived performance. Industrial Relations, 42, 145-167.
Eriksson, I., Unden, A. L., Elofsson, S. (2001). Self-rated health: Comparisons between three
different measures: Results from a population study. International Journal of
Epidemiology, 30(2), 326-333.
Families and Work Institute (2004). National Study of the Changing Workforce: Guide to public
use microfiles. New York: Families and Work Institute.
Ferrie, J. E., Shipley, M. J., Marmot, M. G., Martikainen, P., Stansfeld, S. A., & Davey Smith, G.

25

Job Content Quality and Health

26

(2001). Job insecurity in white-collar workers: Toward an explanation of associations
with health. Journal of Occupational Health Psychology, 6(1), 26-42.
Godin, I. & Kittel, F. (2004). Differential economic stability and psychosocial stress at work:
Associations with psychosomatic complaints and absenteeism. Social Science &
Medicine, 58, 1543-1553.
Hecker, D. E. (2004). Occupational Employment Projections to 2012. Monthly Labor Review
127, 80-105.
Heymann, J. (2000). The widening gap: Why American’s working families are in jeopardy and
what can be done about it. New York, NY: Basic Books.
Hill, E. J., Hawkins, A. J., Ferris, M., & Weitzman, M. (2001). Finding an extra day a week:
The positive influence of perceived job flexibility on work and family life balance.
Family Relations, 50(1), 21.
Jenkinson, C., Wright, L., & Coulter, A. (1994). Criterion validity and reliability of the SF-36 in
a population sample. Quality of Life Research, 3(1), 7-12.
Johnson, J. (1986). The impact of social support, job demands and work control. Environmental
and Organizational Psychology Reports,1,Stockholm: University of Stockholm.
Johnson, J. & Hall, E. (1988). Job strain, work place social support, and cardiovascular disease: a
cross-sectional study of a random sample of the Swedish working population. American
Journal of Public Health, 78: 1336-1342.
Karasek, R. (1979). Job demands, job decision latitude and mental strain: Implications for job
redesign. Administration Science Quarterly, 24: 285-307.
Karasek R, Baker D, Marxer F, Ahlbom A, Theorell T. (1981). Job decision latitude, job

26

Job Content Quality and Health

27

demands, and cardiovascular disease: a prospective study of Swedish men. American
Journal of Public Health 71: 694-705.
Karasek R., Theorell, T., Schwartz, J., Schnall, P., Pieper, C. & Michela, J. (1988) Job
characteristics in relation to the prevalence of myocardial infarction in the US health
examination survey and the health and nutrition examination survey American Journal of
Public Health, 78, 910-918.
Karasek R. & Theorell T. (1990). Healthy work-stress, productivity, and the reconstruction of
working life. New York: Basic Books.
Karasek, R., Brisson, C., Kawakami, N., Houtman, I., Bongers, P., & Amick, B. (1998). The job
content questionnaire (JCQ): An instrument for internationally comparative assessments
of psychosocial job characteristics. Journal of Occupational Health Psychology, 3, 4,
322-355.
Kasl, S. (1996). The influence of the work environment on cardiovascular health: A historical,
conceptual, and methodological perspective. Journal of Occupational Health Psychology,
1, 42-56.
Kazis, R. (2001). Opportunities and advancement for low-wage workers: New challenges, new
solutions. In R. Kazis & M. S. Miller (Eds) Low-wage workers in the new economy [online]. Available at: http://www.urban.org/pubs/low_wage/chapter1.html
Kessler, R. C., Berglund, P., Chiu, W. T., Demler, O., Heeringa, S., Hiripi, E., Jin, R., Pennell,
B., Walters, E. E., Zaslavsky, A., Zheng, H. (2004). The U.S. National Comorbidity
Survey-Replication (NCS-R): Design and field procedures. International Journal of
Methods in Psychiatric Research, 13(2), 69-92.
Kossek, E. E., Barber, A. E., & Winters, D. (1999). Using flexible schedules in the managerial

27

Job Content Quality and Health

28

world: The power of peers. Human Resource Management, 38, 33-46.
Kristensen, T., Bjorner, J., Christensen, K., & Borg, V. (2004). The distinction between work
pace and working hours in the measurement of quantitative job demands at work. Work
& Stress, 18, 1305-322.
Lambert, S. (1999). Lower-wage workers and the new realities of work and family. Annals of the
American Academy of Political and Social Science, 562: 174-190.
Lambert, S. & Haley-Lock, A. (2004). The organizational stratification of opportunities for
work-life balance: Addressing issues of equality and social justice in the workplace.
Community, Work & Family, 7 (2): 181-197.
Levin-Esptien, J. (2006). Getting punched: The job and family clock. Washington, D.C.: Center
for Law and Social Policy.
Mackie, K. S., Holahan, C. K., & Gottlieb, N. H. (2001). Employee involvement practices and
mental health in male and female employees of a human services residential facility.
Human Relations, 54(8): 1065-1092.
Malm, D., Svensson, E., Karlsson, J. E., & Fridlund, B. (2003). Health-related quality of life in
pacemaker patients: A single and multidimensional self-rated health comparison study.
European Journal of Cardiovascular Nursing, 2(4), 291-302.
Marmot, M., Siegrist, J., Theorell, T., & Feeney, A. (1999). Health and the psychosocial
environment at work. In M. Marmot & R. G. Wilkinson (Eds.) Social determinants of
health (pp. 105-131). Oxford: Oxford University Press.
Melchoir, M., Niedhammer, I., Berkman, L. & Goldberg, M. (2003). Do psychosocial work
factors and social relations exert independent effects on sickness absence? Occupational
and Environmental Medicine, 57,285-293.

28

Job Content Quality and Health

29

Mercer, L. N., Layde, P. M., & Guse, C. E. (2001). Self-rated health status: A new vital sign in
primary care? WMJ, 100(7), 35-39.
Miller, J., Molina, F., Grossman, L., & Golonka, S. (2004). Building bridges to self-sufficiency:
Improving services for low-income working families. Washington, DC: MDRC/NGA
Center for Best Practices. Available at:
http://www.acf.hhs.gov/programs/opre/welfare_employ/improv_lowincome/reports/build
ing_bridges/building_bridges.pdf
Mor Barak, M.E.M. (2000b). Repositioning occupational social work in the new millenium
Administration in Social Work, 23 (3/4), 201-210.
National Coalition on Health Care (retrieved September 22, 2006). Health Insurance Costs
Available at: http://www.nchc.org/facts/cost.shtml
Nielsen, M., Rugulies, R., Christensen, K., Smith-Hansen, L., Bjorner, J., Kristensen, T. (2004).
Impact of the psychosocial work environment on registered absence from work: A twoyear longitudinal study using the IPAW cohort. Work & Stress, 18, 323-225.
North, F., Syme, S., Feeney, A., Shipley, M. & Marmot, M. (1996). Explaining socioeconomic
differences in sickness absence: The Whitehall II Study. British Medical Journal. 306,
361-366.
Pelfrene, E., Vlerick, P., Kittel, F., Mak, R., Kornitzer, M., and De Backer, G. (2002).
Psychological work environment and psychological well being: assessment of the
buffering effects of the job demand-control-support model in BELSTRESS. Stress and
Health, 18, 43-56.
Perry-Jenkins, M., Repetti, R. L., & Crouter, A. C. (2000). Work and family in the 1990s.
Journal of Marriage and Family, 62, 981-998.

29

Job Content Quality and Health

30

Pitt-Catsouphes, M. & Swanberg, J. (2006). Connecting Social Work Perspectives to WorkFamily Research and Practice. In M. Pitt-Catsouphes & E. Kossek (Eds.) Using
Work/Family to Leverage Organizational Change (pp. 327-360). California: Sage.
Polit, D. F., Widom, R., Edin, K, Bowie, S., London, A. S., Scott, E. K., Valenzuela, A. (2001).
Is work enough? The experiences of current and former welfare mothers who work. New
York: MDRC.
Presser, H. B. (1998). Toward a 24 hour economy: The U.S. experience and implications for the
family. In D. Vannoy & P. J. Dubeck (Eds.), Challenges for work and family in the
twenty-first century (pp. 39-47). New York: De Gruyter.
Presser, H. B. (2000). Nonstandard work schedules and marital instability. Journal of Marriage
and Family, 62, 93-110.
SAMHSA (2003). National Survey on Drug Use and Health: 2003. Washington, DC: Office of
Applied Statistics, SAMHSA. Available online at:
http://www.oas.samhsa.gov/NHSDA/2k3NSDUH/appb.htm#tabb.4
Swanberg, J. (2005). Job/family role strain among low wage earning service workers. Journal of
Family and Economic Issues, 26, 143-158.
Swanberg, J., Pitt-Catsouphes, & Drecher-Burke, K. (2005). Organizational Justice: Access to
Flexible Work Arrangements. Journal of Family Issues,(26) 866-896.
Swanberg, J. & James, J. (2007). Responsive workplace practices and employee health. Paper in
progress. University of Kentucky: Lexington, Ky.
Tausig, M., & Fenwick, R. (2001). Unbinding time: Alternate work schedules and work-life
balance. Journal of Family and Economic Issues, 22(2), 101-119.
Thoerell, T. & Karasek, R. (1996). Current issues relating to psychological job strain and

30

Job Content Quality and Health

31

cardiovascular disease research. Journal of Occupational Health Pyschology, 1, 9-26.
U.S. Department of Labor (2004). A profile of the working poor: 2002, Report 976 [on-line].
Washington, DC: Government Printing Office. Retrieved November 2, 2004 at:
http://www.bls.gov/cps/cpswp2002.pdf
Waldron, T., Roberts, B., & Reamer, A. (2004). Working hard, falling short: America’s working
families and the pursuit of economic security. Baltimore, MD: Annie E. Casey
Foundation.
Welfare and Medicaid Reform: Hearing before the Senate Committee on Finance, 104th Cong.
2d session (1996) (testimony of Karen Davis, President of the Commonwealth Fund).
Williams, J. (2006). One sick child away from being fired. San Francisco, CA: University of
California.
Williams, J. (2000). Unbending gender. New York, NY: Oxford University Press, Inc.

31

Job Content Quality and Health

32

Table 1. Demographic characteristics
Variable

Working Poor
(n=548)
%

Non-Working Poor
(n=2036)
%

Sex
Male
Female

51.3
48.7

51.3
48.7

Education
High school/GED or less
Some college
4-year college degree or more

60.8
29.9
9.3

35.5
29.4
35.1

Marital Status
Married
Living with partner
Single

40.9
7.4
51.7

65.6
6.8
27.6

Ethnicity
White, non-Hispanic
Black, non-Hispanic
Hispanic/Latino
Other

61.8
14.5
20.2
3.5

79.5
8.7
6.7
5.1

Urbanicity
Urban
Suburban
Rural

53.9
19.3
26.8

55.9
23.3
20.7

m=33.59

m=43.28

Age
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Table 2. Comparison of Variables of Interest according to Health Status across Working Poor
and Non-Working Poor Samples
Working Poor
Non-Working Poor
Variable
Good
Poor
Good
Poor
Health Health p-value
Health
Health
p-value
%
%
%
%
Sex
Male
Female
Education
High school/GED or less
Some college
4-year college degree or
more
Marital Status
Married
Living with partner
Single

0.52
52.0
48.0

48.9
51.1

0.01
52.5
47.5

44.7
55.3

<.001
56.6
32.4
11.1

74.5
21.7
3.7

43.4
6.0
50.6

32.7
12.1
51.7

<.001
33.7
30.0
37.3

45.6
31.7
22.7

67.0
6.0
27.0

58.3
11.0
30.7

0.01

Ethnicity
White, non-Hispanic
Black, non-Hispanic
Hispanic/Latino
Other

61.5
15.1
19.6
3.9

62.8
12.8
22.4
2.0

Urbanicity
Urban
Suburban
Rural

54.6
17.9
27.6

51.8
23.9
24.3

0.001

0.53

0.01
80.4
7.9
6.9
4.8

74.8
13.0
5.7
6.5

56.9
23.5
19.5

50.4
22.3
27.3

0.24

Children <18 years in house
Yes
No

56.7
43.3

53.4
46.6

Elder Care Responsibilities
Yes
No

31.9
68.1

36.8
63.2

Work Status
Full-Time
Part-Time

67.1
32.9

68.8
31.2

0.01

0.61

0.34
91.5
8.5

89.5
10.5

36.1
63.9

34.8
65.2

85.7
14.3

85.6
14.4

0.41

0.68

0.77

0.97
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Table 2 Continued

Variable

Working Poor
Good
Poor
Health Health p-value
m
m

Non-Working Poor
Good
Poor
Health
Health p-value
m
m

Age

32.91

35.01

0.02

43.15

44.01

0.23

Job Content Quality
Physical demands*
Supervisor work support
Coworker support
Psychological demands*
Skill discretion
Job insecurity*
Workplace lexibility
Supervisor work-family
support

2.42
3.60
3.49
2.84
2.76
2.42
1.43
3.31

2.12
3.47
3.37
2.63
2.68
2.29
1.36
3.12

0.01
0.03
0.07
0.01
0.11
<.001
<.001
0.02

2.61
3.50
3.46
2.37
2.98
2.50
1.51
3.31

2.38
3.30
3.23
2.47
2.72
2.43
1.41
3.01

0.01
<.001
<.001
0.04
<.001
0.01
<.001
<.001

*These variables are reverse coded, so lower scores indicate greater demands and insecurity.
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Table 3. Backward Stepwise Regression Results: Job Content Quality Variables Associated with
Poor Health for the Working Poor (n=548)
Variables

Odds Ratio

95% Confidence
Interval

p-value

Educational Levels
High school/GED or less
Some college
4-year college degree or more

Ref
0.52
0.42

Ref
(0.31-0.86)
(0.19-0.92)

Ref
0.01
0.03

Marital Status
Married
Living with partner
Single

Ref
2.06
1.25

Ref
(0.88-4.79)
(0.75-2.08)

Ref
0.09
0.38

Age

1.03

(1.01-1.05)

0.01

Psychological demands

0.63

(0.46-0.87)

0.01

Supervisor support for work-family

0.77

(0.57-1.04)

0.08

Model χ2
-2 Log likelihood

30.67 (p<.001)
220.50
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Table 4. Backward Stepwise Regression Results: Job Content Quality Variables Associated with
Poor Health for the Non-Working Poor (n=2036)
Variables

Odds Ratio

95% Confidence
Interval

p-value

Ref
1.43

Ref
(1.07-1.91)

Ref
0.02

Ethnicity
White, non-Hispanic
Black, non-Hispanic
Hispanic/Latino
Other

Ref
1.77
0.88
1.43

Ref
(1.13-2.76)
(0.47-1.62)
(0.79-2.61)

Ref
0.01
0.67
0.24

Educational Levels
High school/GED or less
Some college
4-year college degree or more

Ref
0.89
0.59

Ref
(0.62-1.27)
(0.41-0.85)

Ref
0.52
0.01

Marital Status
Married
Living with partner
Single

Ref
1.26
1.11

Ref
(0.74-2.16)
(0.82-1.51)

Ref
0.40
0.49

Urbanicity
Urban
Suburban
Rural

Ref
1.13
1.45

Ref
(0.80-1.61)
(1.02-2.07)

Ref
0.47
0.03

Decision latitude

0.70

(0.55-0.91)

0.01

Supervisor support for work-family

0.72

(0.58-0.88)

0.01

Coworker support

0.77

(0.60-0.99)

0.05

Sex
Male
Female

Model χ2
-2 Log likelihood

97.92 (p<.001)
673.02
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