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Marcela Garcia Corrêa,3 Gabriela Lotta,3

Brunah Schall,4 Mariela Campos Rocha,4 and
Denise Nacif Pimenta4

Studies on the differential effects of health emergencies have largely overlooked

women health workers. Whilst the literature has shown the impact of Coronavirus

disease-19 (COVID-19) on women and on healthcare workers, little research has

considered the gendered effects of the health workforce. This article analyses the

impact of COVID-19 on healthcare workers and working conditions in Brazil’s

public healthcare system, through consideration of gendered and racialized

understandings of care and work. Data were taken from an online survey of

1,263 health workers, undertaken between September and October 2020, disag-

gregated by sex and by race in order to understand health workers’ experiences of

the pandemic in one of the countries most significantly affected by the crisis.

Introduction

Health emergencies differentially affect groups across societies

(Ginette Azcona et al. 2020). As witnessed during H1N1, Ebola, and Zika out-

breaks, and now experienced by the global population during the Coronavirus

disease-19 (COVID-19) pandemic, socioeconomic factors, race, geographical

location, and gender all create different pathways of vulnerability to infection,

and similarly create differential secondary impacts from the interventions in-

troduced to mitigate the virus’s spread (Harman 2016; Smith 2019; Wenham

2021).

1Department of Health Policy, LSE, London, UK; 2Political Science Institute, University of Brasilia, Brası́lia,
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One key group which has been disproportionately infected and affected are

healthcare workers. Physicians, nursing staff, community healthcare workers

(CHWs), and beyond have all been on the frontline of responding to the

COVID-19 crisis (Adams and Walls 2020). In doing so, this has dispropor-

tionately exposed them to increased risk of infection with COVID-19, particu-

larly in locations where there has been no access to adequate personal

protective equipment (PPE) or necessary training in how to safely use it

(Zhang et al. 2020). This reality has been reflected in the number of confirmed

cases and deaths amongst healthcare workers (Lapolla, Mingoli, and Regen

2020): estimated to be over 7,000 reported cases by September 2020 (Amnesty

International 2020), but as the world continues into the second, third, or

fourth wave of COVID-19, this number is certainly much higher.

Not only have healthcare workers been disproportionately exposed to in-

fection by COVID-19, but they have also borne the brunt of the additional la-

bor associated with caring for patients during the pandemic (Liu et al. 2020).

This includes poor working conditions, having to wear PPE all day, with

many comparing such practice as working in a sauna and with physical scar-

ring on their faces (Loibner et al. 2019). This has been compounded by the ad-

ditional working hours created by the pandemic and increasing caseloads for

healthcare workers. For many healthcare workers this included working in in-

fectious disease control and intensive care units for the first time.

Furthermore, many healthcare workers have changed their own domestic

arrangements to be able to perform their professional role, with some choos-

ing to move out of their houses to protect their family members or having to

rearrange childcare provision to enable them to work when schools and child-

care locations were forced to close (Billings et al. 2020). Simultaneously, there

have been increasing reports of violence against healthcare workers during

COVID-19 pandemic (Devi 2020). As a result of these challenges, globally we

have seen a significant increase in healthcare worker burnout, mental health

concerns, and stress, as they are on the frontlines of responding to the crisis

(Feinstein et al. 2020; Matsuo et al. 2020; Shanafelt, Ripp, and Trockel 2020).

This has to be considered in the context of gendered and racialized histori-

cal legacies on Brazilian health system. Recent neoliberal reforms in Brazil,

particularly from 2016 onwards, withdrew investments in the national health

system (Sistema Único de Saúde [SUS]), weakened national policy coordina-

tion, and diminished the level of “universal” coverage in primary healthcare

(Magalh~aes 2016; Morosini, Fonseca, and Lima 2018). This happened after

the impeachment of former president Dilma Rousseff, a left-wing politician,

and led to a major political context of political disputes and budget con-

straints concerning public policies (Vieira et al. 2018).

In this context, gender and racial inequalities are produced and reproduced

within the SUS both among those who deliver healthcare and those who re-

ceive it. Firstly, the nursing profession is undervalued publicly whilst being

heavily feminized and racialized, employing predominantly women and
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particularly black women in nursing roles that require less formal education.

From the late nineteenth century onwards, nursing was practiced without

standard professional training. Although these pre-professional nurses were

considered essential to medical activity, they received no payment or social

recognition; it was charitable work or enslaved work done by women. Such

rises entwined labor with “love” and “care for the other” (Lombardi and

Campos 2018). As more socially mobile women started to be involved in

nursing, social recognition began to shift and a professionalization process be-

gan. Nowadays white women with college education are predominant among

nurses in managerial positions while black women nurses tend to be undered-

ucated and underpaid (Lombardi and Campos 2018). These origins still influ-

ence contemporary public perceptions of nursing, considered to be inferior

“women’s work,” associated with low qualifications, charity, and a gateway to

the labor market for underprivileged women, poor, and black people

(Lombardi and Campos 2018). Secondly, the first CHWs hired in Brazil to

target reproductive health and childcare (Vieira-Meyer 2015) were all women,

who had never been in paid employment previously. Contemporary employ-

ment data show the majority of CHWs in Brazil are black women, living in

the communities they attend (Milanezi et al. 2020; Nunes 2020). Given this

blended reality between home and work, it is common for CHWs to work ex-

tra hours without compensation, considering their work as family-style duties,

a notion which is in turn exploited by the state (Barbosa et al. 2012).

Amongst users, black and indigenous people’s health has been historically

neglected and they have experienced poorer health outcomes than their white

counterparts, despite the rhetoric of the right to health enshrined in the SUS.

Such institutional racism has emerged in diverse ways: the invisibility of dis-

eases that are prevalent among these populations; lack of racial awareness in

professional training; structural barriers to access health services and medica-

tion; and poor-quality health assistance (Kalckmann et al. 2007). This inter-

section between gender, race, and quality of care is never so apparent as

during pregnancy and childbirth, going from worst to best care provided to

black, brown, and white-skinned women (Leal et al. 2017).

These inequalities have been exacerbated during the pandemic, as it was

observed that brown (pardo) and black Brazilians have a significantly higher

risk of mortality than white Brazilians (Baqui et al. 2020). This difference was

also observed geographically: the population in Brazil’s north region (with a

racial demographic which is 23 percent white and 67 percent pardo) had a

higher burden of severe COVID-19 than in the central-south region (78 per-

cent white and 17 percent pardo), with the exception of Rio de Janeiro (Baqui

et al. 2020). Among pregnant women, black women’s COVID-19 mortality

has been almost twice as high as that of white women, due to social rather

than biological determinants of health (Santos et al. 2020).

In this context, a second social group which has been increasingly docu-

mented as disproportionately affected by the pandemic is women (Wenham
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et al. 2020). Women worldwide have absorbed the additional domestic load as

a result of government policies introduced to manage the pandemic. They

have done so either alongside paid employment, juggling both demands with

long days and nights, have taken unpaid leave or have left their jobs to take on

this role, mimicking well-understood considerations of the circle of care

(Antonopoulos 2009). Even in dual-parent households, it has disproportion-

ately been the woman who has performed this task, whether due to sociocul-

tural gender norms associated with parenthood, or whether due to the gender

pay gap (Wenham 2021). Moreover, many industries which have been dispro-

portionately affected by lockdown measures are heavily feminized. This

includes hospitality, tourism, recreation, education, and social care. One of

the consequences of the economic crisis was that many women (and more

women than men) have lost their jobs as a consequence of the pandemic

(Covid Inequality Project 2020).

The combination of these macro and micro factors means that women in

general—and non-white woman from the lowest socioeconomic groups in

particular—have been significantly impacted by COVID-19 and its down-

stream effects (Kopel et al. 2020). Beyond financial security, women are

experiencing greater anxiety than men as a consequence of COVID-19 (Lebel

et al. 2020), as well as suffering at the hands of abusers, with skyrocketing rates

of gender-based violence associated with stay-at-home orders (Peterman

2020).

Moreover, access to healthcare, and in particular sexual and reproductive

health services, has been compromised for many women, owing to both sup-

ply and demand changes, with disruptions of global supply chains meaning

women have not been able to find their preferred methods of contraception;

with women fearing disease transmission, or not wanting to burden the swell-

ing health system with reproductive health needs; or simply the distortion of

all healthcare services to service COVID-19 demand, with outpatient care,

such as maternity services, the first to fall prey to this surge in capacity need

(Institute 2020; Jardine et al. 2020; World Health Organization 2020b).

Therefore, it appears that significant analysis has shown the impact of

COVID-19 on women and on healthcare workers, but little research thus far

has considered the gendered effects on the healthcare workforce during the

pandemic (Estrela et al. 2020). Globally, 70 percent of healthcare workers are

women, and this percentage rises to 90 percent when including social care

workers (Jardine et al. 2020). Moreover, although women represent the ma-

jority of health and social workers, only 25 percent of leadership positions are

occupied by them (World Health Organization 2019). In this sense, healthcare

policy is delivered by women but led by men. Thus, any gendered analysis of

COVID-19 must pay close attention to the direct and indirect impact of the

pandemic on healthcare workers, as a key constituent group of women on the

frontline. As can be seen, it is not only women’s unpaid care, which is taken

advantage of during health emergencies, but women’s paid (or underpaid)
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labor is similarly the backbone of the response launched at all levels of gover-

nance to combat the virus (Kopel et al. 2020). Furthermore, there has been lit-

tle consideration of the racialized impact of COVID-19 within the healthcare

workforce (Milanezi et al. 2020), despite the fact that frontline healthcare

workers globally are disproportionately black, Latina, and other minority eth-

nic groups. Whilst race has become an increasingly dominant narrative within

COVID-19, this seems restricted to risk factors associated with poorer health

outcomes (Bhala et al. 2020).

In this article, we seek to contribute to this literature to demonstrate the

gendered and racial effects of COVID-19 within the role of women as health-

care workers. Through an online survey, we sought to understand experiences

of the coronavirus pandemic in one of the countries most significantly af-

fected by the crisis. In disaggregating these data, both by gender, and by race,

we were able to understand the differential experiences of healthcare workers

during this period, to offer greater analysis of the gendered determinants, per-

ceptions, and experiences of the frontline workforce in an emergency

scenario.

Context and Methods

Context

At the end of March 2021, Brazil was one of the epicenters of the global

pandemic, with more than 300,000 confirmed deaths and almost 12 million

cases (Ministry of Health 2020). This is despite the fact that Brazil has a pub-

lic, decentralized, and universal health system. Services are divided in three

levels of care (Primary, Specialized, and Tertiary) which are in turn provided

by federal, state, and municipal governments.

Health and public policy experts have signaled the failures of the Brazilian

system in the response to pandemic, highlighting the uncoordinated federal,

state, and municipal responses and lack of political leadership by President

Jair Bolsonaro (Castro 2020; Ferigato et al. 2020). Denial of the pandemic,

lack of planning, and investment in health are the hallmarks of the Brazilian

Federal Government’s actions during COVID-19, which accentuated historical

inequalities (Caponi 2020). One of the main consequences of the failed gov-

ernment response has been the increased risk of disease exposure among mar-

ginalized groups—low-income groups, residents of urban peripheries, mostly

black and who depend on the SUS to access health.

As in other countries, women have disproportionately suffered the second-

ary consequences of the pandemic, and there remains no gender consideration

in pandemic response policies. In fact, Bolsonaro and his government openly

stand against gender-related discourse. In his inaugural address, Bolsonaro de-

fined the fight against “gender ideology” as one of his mandate’s priorities

(Guirado 2019). On the other hand, Bolsonaro reinforces toxic masculinity;
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encouraging men to adhere less to public health prevention measures, through

statements such as “face the virus as men and not as brats” (Ferraz 2020) and

performatively by not to adhering himself to prevention measures such as so-

cial distancing or wearing a mask (Dembroff 2020).

According to Blofield, Ewig, and Piscopo (2017) during the “pink tide” in

Latin America (the wave of social democratic governments at the turn of the

millennium), the region witnessed overall gender equality gains, due in part to

the ideology of left politicians, and further catalyzed by feminist activism that

pressured governments to react. This has been reinvigorated by growing anti-

feminist sentiment within Brazilian society. Whilst we cannot discredit the

importance of the transnational conservative moment entrenching anti wom-

en’s rights rhetoric and policy (Ramı́rez 2020), President Bolsonaro constantly

stereotypes his understanding of women’s movements and in doing so tries to

discredit their agenda (Aguiar and Perreira 2019). In this way, the “ideology

of gender” is used as a strategy by the anti-feminist movement to create ten-

sion (Paternotte and Kuhar 2017).

Alarmingly this anti-feminist movement seems to be growing in Brazil: for

example, an online community called “A Voice for Men” experienced a recent

increase of traffic (Rothermel 2020). Such online forums are widely used to

spread polarizing and hateful messages and to organize attacks on feminist

activists. This has been an acute risk for those who have publicly defended the

decriminalization of abortion, who have been targeted by conservative groups,

forcing one activist to leave the country to protect themselves from death

threats (Rossi 2019). Concurrent with global trends, Brazil has highly femi-

nized health and social care sectors, and intersectional traits determine the in-

formal and unemployed sectors: with black women disproportionately

unemployed (Gênero e Número 2020), working in precarious jobs, or living

below the poverty line (Observatório das Desigualdades 2020).

In 2020, femicide increased by 22 percent, and calls to domestic violence

helplines increased by 27 percent (Bastos, Carbonari, and Tavares 2020).

Violence has also increased amongst healthcare workers as they are perceived

as vectors of COVID-19. Studies report that healthcare workers often experi-

ence stigma such as the denial of services, housing, verbal abuse or gossip, and

social devaluation. Moreover, their family members face “secondary” or

“associative” stigma (Devi 2020; Dye et al. 2020).

According to the 2000 census, women comprise almost 70 percent of

healthcare professionals in Brazil; this ranges from 46.6 percent for higher-

grade jobs such as physicians to 74 percent of medium and elementary level

roles (such as CHWs and technicians), and 80 percent of nursing staff (Cofen

2020a; Scheffer et al. 2020). Thus, during the pandemic women have been

constantly exposed to contagion (Carli 2020; World Health Organization

2020a; World Health Organization 2020b). This being so, women have

accounted for 58.2 percent of cases of health professionals being hospitalized,
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between October 11 and 17, 2020, and 55.4 percent of deaths (Ministry of

Health 2020).

Hierarchy within the Brazilian health system tends to be more racialized

than gendered. White nurses with university degrees occupy most of the ad-

ministrative and managerial positions within health centers, having authority

over teams of predominantly black nursing professionals with school-level ed-

ucation (Lombardi and Campos 2018). Statistics from 2015 showed that

nurses are 61.6 percent white women and 58.4 percent white men, while

among nurse technicians these numbers are smaller, 52.4 percent of white

women and 51.8 percent of white men, and therefore there are more black

nurse technicians than nurses (RAIS 2015). There are no comprehensive sta-

tistics on the race of CHWs; however, studies in several regions showed that

the majority of CHW self-report as black or pardo (Milazeni et al. 2020).

Adopting a gender perspective on health workforce working conditions is

necessary to understand the impact of COVID-19 on the health system, but

also to (re-)address historical and structural inequalities across Brazilian soci-

ety. The feminization of the health sector reflects broader understandings of

the gendered division of labor, separation of the public and private spheres,

and the burden women absorb in care work (Hirata 2016). Moreover, an

intersectional perspective that considers class, race, and gender inequalities as

interdependent, dynamic, and coexisting reveals possible omissions of the dis-

tinct experiences that white and black women have (Kergoat 2010). As

pointed out by Butler (2020) in a diagnosis about the pandemic: the virus

does not discriminate, but machismo, xenophobia, racism, and capitalism en-

gender processes of exclusion and intensification of precarious experiences.

Therefore, it is vital to study the consequences of the COVID-19 pandemic

on the working conditions of the health workforce from such an intersectional

perspective, given the context of Brazilian politics and society.

Methods

We undertook an online survey between September 15 and October 15,

2020, involving 1,263 health professionals working within the frontline of the

SUS. A total of 1,659 responses were recorded, of which 396 were excluded be-

cause they did not contain complete information about (self-reported) gen-

der. The rate of valid responses was 76 percent. The sample has a non-

probabilistic characteristic, delimiting itself as a convenience sampling. Given

the emergency nature of the pandemic and the lack of data on workforce pro-

file, it was not possible to perform a random sample. However, the pandemic

conditions of physical distancing and the need for rapid evidence facilitate

greater acceptability of convenience sampling. We do not claim to make ro-

bust statistical inferences in this article (Bryman 2016).

Despite the statistical limitations, the sample is diverse professionally and

regionally. The majority of participants were women, a profile concomitant
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with other socioeconomic diagnoses of health professionals in Brazil.

Respondents’ profiles were structured according to their self-declared gender,

race, profession, service, region in which they operate, years working, and age

group. Most respondents declared themselves white (58 percent) and women

(74 percent), white women being 45 percent of the total. Most black men and

black/white women stated they worked as nurses (29.9 percent, 28.3 percent,

and 30.4 percent, respectively), while most white men were physicians (25.8

percent). Further details are provided in the Online Appendix.

The data collection instrument was based on literature on health workfor-

ces and health emergencies (Khalid et al. 2016; Lai et al. 2020), and was subse-

quently reviewed by peers [scholars], specialists, and volunteer health

professionals. The questionnaire comprised fifty-one distinct questions (bi-

nary, multiple choice, open, Likert scale) and sought to capture the respond-

ents’ perceptions about the frontline experience against COVID-19.

For systematic data analysis, we opted for descriptive statistics of binary

indicators (Yes or No) from the variable breakdown of race and gender. The

questions concentrated on the themes of materials (access to PPE, training,

access to testing material), institutional support (supervisors’ support, guid-

ance, etc.), and psycho-emotional conditions (emotions, impact perception,

and support).

We also analyzed the qualitative testimonies about the harassment experi-

enced by health professionals (Salda~na 2015). The categorization followed a

three-step logic, in which we sought to identify the nature of the reported ha-

rassment (humiliation, aggression, etc.), the precursor agent of the discrimi-

natory action (superior, colleague, boss, secretary, etc.), and the context of

occurrence. Therefore, the combined analysis of these variables allows us to

comprehend how the gender and race of frontline professionals affect the

ways they experience the COVID-19 pandemic.

Findings

Working Conditions: Access to Resources and Institutional Support

Several international studies point to the importance of ensuring minimum

material conditions (such as access to quality PPE, testing, training, etc.)

(Adams and Walls 2020; Zhang et al. 2020) for the performance of frontline

professionals. Accordingly, we mapped participants’ perception of access to

these resources. Table 1 summarizes the positive results found in the indica-

tors, disaggregated by gender and race.

White men received PPE more frequently (71.6 percent), which was also

the case for white women and those with more training (58.7 percent). The

same was not true for black men and women. There were further discrepan-

cies between men and women receiving adequate training, with 58.7 percent

of white men reporting this compared to 44 percent of black women. These

Gender and Race on the Frontline during the Pandemic 1151



results can be explained by the sample’s professional profile (A 01), in which

white women and men occupy most of the clinical positions, while black men

and black women were more likely to be nursing technicians and CHWs.

Institutional support is also a crucial condition for the effective functioning

of the workforce within the health system. By mapping perceptions of support

by management, we identified that black women are those who feel least sup-

ported: while 69 percent of white men reported having received support from

supervisors, only 54 percent of black women did. This gap is also observed for

leadership guidelines (74 percent of positive responses came from white men

compared to 65 percent from black women). The results show that the differ-

ences in institutional conditions are marked more by the race of respondents

than by gender—black men perceive themselves in a worse position than

white women. A white woman summarized the scenario experienced by these

professionals:

Our bosses don’t give us support. We are exposed and continuously

lack support. Whether with tests or psychological support. When I got

infected, I had to listen [to them claim] that I invented the symptoms.

Several colleagues have experienced similar situations. It’s very demoti-

vating and sad. (Physician, white woman, Santa Catarina, South Brazil)

Mental Health and Physiological Conditions of Health Workforce
during the Pandemic

The unpredictability and lack of consolidated scientific knowledge on

COVID-19 has generated deep uncertainties and distress among the popula-

tion (Sloan et al. 2020), and more specifically, among frontline health profes-

sionals (Ornell et al. 2020). We mapped participants’ perceptions of fear

concerning COVID-19. They are clearly marked by gendered and racial differ-

ences: while 69.7 percent of white men and 73.2 percent of black men

Table 1. Access to resources disaggregated by gender and race

Resource/gender
and race

Access to personal protective
equipment, percent

Training,
percent

Testing,
percent

White men 71.60 58.70 29.00

White women 69.60 50.80 31.80

Black men 56.70 52.60 34.00

Black women 57.30 44.00 26.00

Note: The percentages correspond to the positive answers to both questions, with 100 per-
cent corresponding to the total number of respondents in each intersectional variable of
gender and race: (i) black women (N¼ 361); (ii) white women (N¼ 573); (iii) black men
(N¼ 97); and (iv) white men (N¼ 155).
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indicated fear of contagion, this was significantly higher for white women

(80.3 percent) and black women (84.2 percent).

Along with feeling fear concerning COVID-19 infection, the perception of

preparedness to work on the frontline is a subjective way of managing the cri-

sis scenario. The data suggest that there is no clear gender discrepancy, al-

though white men continue to show better indicators—66.5 percent say they

feel prepared—and black women at the opposite end, whereby only 41.3 per-

cent say they are prepared to undertake their work during the pandemic. The

gendered distribution can draw some hypotheses about masculinity and the

unconscious pressure to respond considering “professionalism” and

“prepared for duty.”

Such gender analysis is essential since social determinants and structures

often leave women more vulnerable to stress, exhaustion, and mental health

deterioration (Carli 2020), suffering pressures related to work overload and

requirement to adapt to the double (sometimes triple) working day. When we

asked if respondents believed that their mental health had been impacted dur-

ing the pandemic, 69 percent of black and white men said yes, compared to

83 percent of black and white women. Black and white women, as well as

white men, presented comparable results when asked about the support re-

ceived to take care of their mental health during the pandemic (29 percent

stated yes). Amongst black men, however, 23 percent said they had received

support to take care of the emotional burden associated with working on the

frontline.

A qualitative analysis of the free text exemplifies how restrictions imposed

by the pandemic affected health professionals’ relationship with support struc-

tures. In the United States, it was reported that female health professionals fre-

quently isolated themselves to avoid contaminating the family, which caused

mental anguish (Carli 2020). The physical distancing of coworkers also

appears to aggravate stress, loneliness, and sadness among women on the

frontline:

As I work on the frontline in this pandemic, I didn’t see my daughter

for a month and didn’t hug my parents. I felt such loneliness having to

talk to them by video call . . . the pain was surreal, wanting to be near

[them] and not being able [to be]. It was the only way to keep them

safe and secure. (CHW, black woman, Amazonas, North Brazil)

Devaluation of the NASF’s (“Núcleo de Atenç~ao à Saúde da Famı́lia”

or Family Health Care Attention) work, which I used to undertake

with other professionals and great friends, so much so that during the

pandemic they ended the program and separated us, sending each one

to different locations which, given the current situation, greatly affected

our psychological health. At no time did the leadership show empathy.

(Physiotherapist, black woman, Santa Catarina, South Brazil)
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We also asked about emotions of health professionals during the pandemic

period which were predominantly negative, such as stress and anxiety.

Women and men, in general, presented similar results, with approximately 75

percent concerned emotionally. However, 72 percent of black men said they

felt tired, compared to 63 percent of black women, 68 percent of white

women, and 61 percent of white men. Black women also stated that they felt

sadder during the pandemic (53 percent) compared to the other groups

(which on average was 48 percent). Regarding positive emotions, men pointed

towards having more hope (56 percent for white men and 55 percent for black

men) than women did (52 percent for white women and 47 percent for black

women).

Workplace Harassment

The COVID-19 pandemic, as an exogenous shock, has catalyzed moments

of tension, insecurity, and pressure in the workplace, and strained relation-

ships. We sought to understand the respondents’ perception of harassment

and bullying practices in the workplace: 66 percent said they had not suffered

bullying and 34 percent said they had, 16 percent said this had increased dur-

ing the pandemic, 7 percent believe it started with the pandemic, and 10 per-

cent said it had remained the same as the previous period. Black women

reported greater occurrences of harassment cases (38 percent), followed by

white women (34 percent), black men (32 percent), and white men (25 per-

cent). Once again, gender and race determine the psycho-emotional and insti-

tutional precariousness experienced by the health workforce during the

pandemic.

A qualitative analysis of the testimonies indicates that most cases of harass-

ment involved healthcare workers’ supervisors—including coordinators, man-

agers, bosses, etc. Harassment by families and patients also emerges with

health professionals seen as “COVID-19 vectors” (those likely to spread the

disease), especially CHWs who are embedded within the communities in

which they live and work. Devaluation, discouragement, and lack of hope

were the main feelings captured by analyzing these testimonies. The narratives

demonstrate humiliation, excessive demands, threats, and embarrassment in

relation to availability of and training with PPE, linked to coercion and peer

pressure to work in unsafe conditions (without proper equipment, training,

and guarantee of labor rights). This might be new or intensified by the crisis

context, in which, as Bouveaur (Souza, Coelho, and Marques 2020) once said

in the nineteenth century, women’s rights are the ones threatened first.

It is frustrating and humiliating for you to be a health professional and

see everything, whilst there is no safety at work. The tests are done for

those who least need or do not need them at all, with employees at the

back of the queue. That is humiliating, the total neglect discourages us.

(CHW, black woman, Bahia, Northeast)
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I’m the oldest on the team and the most recently hired. My immediate

boss screams at me in team meetings. They’ve put me in challenging

situations. They’ve already questioned my competence in front of ev-

eryone. They’ve already interfered with my work process, preventing

me from bonding with patients. (Psychologist, black woman, Ceará,

Northeast)

I was excluded along with my son, who is a 4-year-old, because I work

in health care and some think I’ll be infected and infect other people.

That’s prejudice. (Service manager, white woman, S~ao Paulo,

Southeast)

I’m pregnant and my boss demanded that I continue seeing patients

normally. She accused me of using my pregnancy to avoid work. In ad-

dition to being pregnant I became hypertensive. PPE was a nursing pri-

ority, and my room was only cleaned 1� a week and only the floor. I

had to clean my room. (Physiotherapist, white woman, Santa Catarina,

South)

COVID shifts were not negotiable and the managers lacked under-

standing often as to the difficulty of dealing with a child with no school

(they did not permit teleworking, not even temporarily at the begin-

ning of the pandemic) (Physician, Black Woman, Federal District,

Midwest)

In this context, we identify a crucial gender component amid reported harass-

ment practices, in which cases of discrimination on the grounds of mother-

hood, humiliation, and verbal aggression expose sexist behaviors. The main

aggressors are also identified as men, which can shed light on gender hierar-

chies on the frontline, despite there being a dominance of women. This mir-

rors studies that discuss the moral harassment of women (and in particular

non-white women) workers in the public sector (Grazina and Magalh~aes 2012;

Lewis and Gunn 2007). Women and ethnic minorities tend to suffer more bul-

lying and harassment in the workplace, becoming an aggravating factor in cases

where there is intersectionality of different social dimensions (Grazina and

Magalh~aes 2012). As reported by Lewis and Gunn (2007) discrimination and

harassment practices are most often exercised by line managers (predominantly

through overload, excessive monitoring, excessive criticism, information reten-

tion, and rejection) and coworkers of the same level (predominantly through

jokes, racist comments, humiliations, and hostility).

Discussion

The results described show that black women healthcare workers are

the group which suffers the most direct and indirect consequences of the
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pandemic in all the categories analyzed: access to resources, institutional sup-

port, mental health, and harassment. However, racial division was more cru-

cial than gender in relation to determining access to resources, with black

men having worse institutional conditions than white women, besides being

the group that reported receiving less mental health support and experiencing

greater feelings of tiredness. The systemic reproduction of structural racism in

the implementation of health policies and the health workforce may be a driv-

ing factor in these results (Milanezi et al. 2020). This structural racism cannot

be untangled from the colonial legacy that places black women and men in

underprivileged social positions, with less access to formal education and

hence occupying positions that are underpaid, under-recognized, and less

protected, even though they are more vulnerable on the frontline of care work

with direct contact with patients.

Thus, hierarchy in Brazilian health centers is highly racialized, with white

women occupying more administrative roles than black women and men

(Lombardi and Campos 2018). This inequality is tied to social class, economic

power, access to education and racism, and has historical roots in the profes-

sionalization process of care labor. With the professionalization came a whit-

ening of the standard image of the nurse, and black populations’ traditional

knowledge and practices, which were the basis of care during the colonial pe-

riod, were gradually replaced by formal education which was associated with

higher (predominantly white) social classes (Campos 2015).

As demonstrated above, the report of a black woman, CHW from Bahia,

denouncing the existence of “employee patronage” is important to this discus-

sion since we could argue that the prioritization of those who are less in need

is an indication that there is a reproduction of privileges, reinforcing inequal-

ities among health professionals. Thus, our results shed light on the impor-

tance of intersectional anlayses of the diffuse effects of race and gender on

women’s experience in times of crisis. As Brazilian black feminists highlight

(González 1982 Carneiro 2003; Hooks 2015), to be a woman and black in

Brazil is to be the object of threefold discrimination, imposed by colonial pa-

triarchal capitalism, which puts the white man in a position of extreme privi-

lege and the black woman in the opposite extreme of oppression.

Gender, in turn, was a greater determinant of self-reported emotion, with

women reporting more negative feelings than men. This difference may be re-

lated to cis-heteronormative male socialization, making it more difficult for

men to assume their own vulnerability, which materializes while responding

to the research questions, as well as a worse mental health conditions among

women, who, as demonstrated, suffer more harassment, have their compe-

tence questioned, rights denied in relation to childcare and pregnancy, and ex-

perience precarious work. Previous research on Brazilian health workers has

shown that CHWs (Alonso, Béguin, and Duarte 2018; Ursine, Trelha and

Nunes 2010) and nurses (Bardaquim et al. 2019), predominantly women, suf-

fered more from burnout (Telles and Pimenta 2009), stress, depression, and
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anxiety—usually associated with longer shifts, poorer work conditions, and

lack of recognition.

Moreover, these findings mirror research elsewhere in the world which has

shown that gender is a key determinant of mental health during the pandemic.

According to Muller et al. (2020), being a woman is the second largest risk

factor associated with mental health problems, second only to exposure to

patients with COVID-19. A study with women health professionals involved

in the care of patients with COVID-19 in Wuhan (China) showed that women

with more than ten years in work and two or more children are more suscep-

tible to stress, depression, and anxiety, linked to exhaustion, family responsi-

bilities, and overload of domestic work (Li et al. 2020).

In addition to the exacerbation of mental health issues among health pro-

fessionals during the pandemic, gender norms influence access to training, ca-

reer development, and the occupation of leadership positions in the services/

organizations. Long-term effects are not yet clear, and cannot be precisely

pointed out by our data, but past crises suggest that gender demands, rights,

and equity might be threatened. As demonstrated, men had more access to

training than women, occupying positions that require more years of educa-

tion, with the exception of black men. A case study in Zimbabwe showed that

among health professionals, men have more access to training than women

because the latter have less time, given the unequal division of domestic work,

and personal financial resources to invest in their career, given the pay gap

(Morgan et al. 2018). Moreover, being married proved advantageous for

men’s careers and disadvantageous for women health professionals, who in

many cases had to give up job opportunities and training to prioritize their

husbands’ career development (Morgan et al. 2018). In Uganda, it was ob-

served that CHW men were more likely to be promoted to supervisory posi-

tions than women due to their privileged access to motor vehicles. In

Cambodia, women in leadership positions, especially younger ones, said they

felt less respected than men (Morgan et al. 2018).

Despite these gender differences in career development, as discussed above,

white women have a privileged position in the health center’s administration.

However, women in managing positions can, as much as men, be part of a

masculinized managerial culture, as demonstrated by one of the narratives

about a woman accusing her subordinate of using pregnancy as an excuse for

not working. They can also be constrained by this culture as much as women

working under their supervision, as the coordinator who reported a lack of

empathy among her employees, feeling overwhelmed by an excessive work-

load and the lack of time to care for her own family. Kanter (1977) suggests

that women in leadership positions that are dominated by men can reproduce

these men’s behavior, acting as what has been called a “sociological male.”

Further research is necessary to investigate this supposition. Another possibil-

ity is a correlation to political affiliations rather than gender norms or man-

agement culture.
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Since the 1990s, under the influence of neoliberalism and austerity policies,

the management of the SUS has been guided towards private administration

of so called “social organizations” that established “new models of health

management,” operating with a medical–industrial logic (Andreazz and Bravo

2014). CHWs have reported important changes introduced by this new

model, such as the focus on productivity based on the number of houses vis-

ited, on data collection rather than health education, and the prioritization of

quantity over quality of work (Morosini, Fonseca, and Lima 2018; Nogueira

2019).

As Connell (2012) discusses, this neoliberal shift from public to private was

influenced by global corporations, which are for the most part controlled by

men, a managerial elite that is highly competitive and profit-focused, with lit-

tle concern for the demands of working-class women and income-poor

groups. On top of this, the precariousness of health professionals’ work is part

of the global “crisis of care,” which concerns the growing incompatibility be-

tween care demand and the supply of people available to undertake this work,

whether in families or in public services (Le~ao et al. 2020). According to the

Federal Nursing Council (Cofen), the number of nursing professionals in

Brazil is not sufficient to meet the demand for work imposed by the pandemic

(Cofen 2020a).

The pandemic has reduced the social invisibility of nonmedical health pro-

fessionals, especially nurses, celebrated by WHO as the “backbone” of any

health system (World Health Organization 2020c). However, what we ob-

served in Brazil is a recognition limited to discourse by the government, while

in practice there are no improvements in salary and labor rights. During the

pandemic, we noted that some organizations, including Cofen (Federal

Council of Nursing) and Conacs (National Confederation of Community

Health Workers), were active in reclaiming healthcare worker’s rights that had

been neglected by governments (Cofen 2020b; Segatto 2020).

An increase in violence against health professionals has been reported

globally and some countries have adopted prevention and punishment meas-

ures for these acts (Devi 2020). Healthcare users’ aggression against health

professionals is not a new phenomenon in Brazil, and is mostly related to dis-

satisfaction with the service provided (Batista et al. 2011).

The fear of interaction and risks of contagion between users and professio-

nals is exacerbated, as occurred in 1918 during the Spanish influenza pan-

demic. The fear of the “other” is memorialized socially whereby health

professionals were attacked and the population felt extremely insecure

(Schwarcz and Starling 2020). Stigmatization and fear of infection has been

documented in public responses to several diseases, but one of the most em-

blematic cases was the AIDS epidemic, when patients suffered widespread

stigma, as did health professionals, with many fearing interaction with these

professionals would result in disease transmission (Marshall et al. 1990).

Moreover, care practices, usually associated with women and femininity, are
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reconfigured by the imposition of social distancing and mandatory use of

PPE—imposing barriers to empathy, touch, and interactions expected by

users. Narratives from our study pointed to a certain atmosphere of fear, emo-

tional distance, and insecurity that separate patients from health professionals.

Further studies on this topic would be helpful to understand the factors asso-

ciated with the stigmatization of health professionals in the context of

COVID-19, especially how this may relate to gender. The stigma of health

workers can also impact how women who work in care are seen and treated

by patients and society. Gendered and racist stereotypes can be reproduced in

this process. These issues make evident the need for gender and racially main-

streamed public policies, and the central role played by the state in guarantee-

ing basic rights and social justice (Marcondes, Diniz, and Farah 2018). We

must develop mechanisms to expand psychological support to health profes-

sionals and protect them from aggression, in addition to ensuring appropriate

salaries and workloads, and providing adequate training and institutional sup-

port, and protective equipment and additional support to those with caring

responsibilities. These efforts should be directed towards women, and in par-

ticular black women, in Brazil to overcome systemic and historical injustices,

and to increase gender equality in the sector.

De Henau and Himmelweit (2020) argue that investment in the care econ-

omy promotes employment, reduces the gender employment gap and would

be a first step in building a resilient, sustainable, and more equal economy in

the recovery from the economic crisis caused by coronavirus in the United

Kingdom. Contrary to this, in Brazil the post-pandemic economic recovery

plan, called Pró-Brasil, makes no reference to gender and does not detail how

investments will be made for health policies (Brasil 2020). In Brazil’s current

context of discrediting education, science denialism, and the rising power of

the extreme right, researchers play a critical role in defending the SUS and

maintaining the country’s historical leadership of a critical vision in global

health policy by promoting approaches that are centered on people and the

environment (Ventura et al. 2020).

As Ramm (2020) discusses, performing paid work facilitated economic au-

tonomy for women. However, it did not lead to an improvement in gender

equality, since it was not accompanied by a sharing of domestic work with

men. As Hirata and Kergoat (2007) suggest, with the sexual division of labor

“everything changes, but nothing changes.” On the other hand, feminist theo-

rists have been signaling that gender is not static and goes beyond traditional

labor divisions and statistical differences between women and men considered

as a homogeneous group; gender is an active social process made by relations

that are in constant transformation along historical periods, involving diverse

bodies and institutions (Connell 2012).

The current health crisis context imposes new challenges to gender

relations at global and local levels that are only beginning to be studied, not-

withstanding the accelerated speed of research due to the health emergency.

Gender and Race on the Frontline during the Pandemic 1159



This study is an initial contribution to understanding such a context that has

roots in the past and will have significant impacts in the future.

Conclusion

This article deepens the argument that the analysis of the COVID-19 pan-

demic through gendered and racial lenses is necessary to expose inequities and

vulnerabilities that are embodied in professional practices and lived experi-

ence in society. Such dimensions are generally invisible in biomedical re-

search, as well as in epidemiological and economic data. In this sense, gender

analysis about and with health professionals is fundamental to produce reflec-

tions and propositions on the relations between health, care, gender, race, and

between state and society.

Thus, investigating the working conditions of women public servants, and

in particular black women who deliver and implement health policies, allows

us to identify ways in which gender and racial inequalities are produced and

reproduced in the welfare bulge. An intersectional perspective is fundamental

to developing policies based on the complexity of gender relations, which can-

not be captured by homogeneous and binary categorizations of women and

men, thus contributing to the strengthening of a feminist epistemology that

centers women narratives and points of views towards social issues (Haraway

1995). In this way, our studies draw attention to women’s experiences that

could not be seen as universal and men-centered (Matos 2008).
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Brasil. 2020. Pró-Brasil: Casa Civil apresenta projeto de reestruturaç~ao do Brasil pós--
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Associaç~ao Brasileira Interdisciplinar de Aids.

Ramm, Alejandra. 2020. Latin America: A fertile ground for maternalism. In

Motherhood, social policies and women’s activism in Latin America, 13–37. London:

Palgrave Macmillan.
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