Health Policy OPEN 3 (2022) 100065

Contents lists available at ScienceDirect

Health Policy OPEN
journal homepage: www.elsevier.com/locate/hpopen

The impact of the COVID-19 pandemic in the frontline health workforce:
Perceptions of vulnerability of Brazil’s community health workers
Gabriela Lotta a,⇑, João Nunes b, Michelle Fernandez c, Marcela Garcia Correa a
a

Getulio Vargas Foundation (FGV), Brazil
York University, UK
c
University of Brasilia (UnB), Brazil
b

A R T I C L E

I N F O

Keywords:
Covid‐19 pandemic
Community Health Workers
Vulnerabilities
Health Workforce

A B S T R A C T
The COVID‐19 pandemic has resulted in calls for an increased integration of community health workers
(CHWs) into the health system response. Historically, CHWs can play an important role in ensuring the sustainability of health policy implementation – by addressing social determinants of health and maintaining care for
ongoing health problems. Their frontline work, with close contact to populations, places CHWs in a position of
increased vulnerability to becoming infected and to being the target of abuse and violence. These vulnerabilities compound underlying problems faced by CHWs, who often come from poor backgrounds, are insufﬁciently paid and receive inadequate training. Speaking to a scarcity of studies on how CHWs are impacted
by the pandemic, this paper conducts a systematic study of CHWs in Brazil. Based on quantitative and qualitative data collected during June and July 2020, it considers perceptions and experiences of CHWs, comparing
them with other health professionals. We study the extent to which the pandemic added to existing vulnerabilities and created new problems and imbalances in the work of CHWs. We conclude that COVID‐19 led to
a deterioration of the working conditions of CHWs, of their relations with other health professionals, and of
their ability to carry out their essential work in the public health system.

1. Introduction
The COVID‐19 pandemic exposed the difﬁculties faced by frontline
health workers around the world. The disease has been associated with
increased mortality amongst physicians and other health care workers
[1,2]. Other physical symptoms such as exhaustion, pain and discomfort resulting from the new work routine and from prolonged personal
protective equipment (PPE) usage have been reported by health workers [3]. Psychological problems such as depression, anxiety, insomnia
and post‐traumatic stress have become widespread, stemming from
traumatic situations, exhaustion, isolation, social distancing, and lack
or inadequate PPE – all of this exacerbated by unrelenting media
reporting [4]. There have also been reports of harassment, abuse, discrimination and stigmatization of frontline staff [5]. These impacts are
not limited to frontline workers, as the pandemic is having knock‐on
effects across health systems. It has also been argued that COVID‐19
pandemic has the potential to contribute to compassion fatigue in
the health system as a whole [6,7].
Community health workers (CHWs) are close‐to‐community providers with no specialized medical training who operate as links

between physicians, nursing staff and remote or vulnerable groups
[8]. Often recruited from the communities they serve, CHWs can specialize in one task or carry out many: identifying the health needs of
populations, particularly neglected groups like women, the elderly
and the disabled; gathering epidemiological information; scheduling
consultations; accompanying patients in long‐term medication; supporting vaccination and vector‐control programmes; and promoting
health education and disease prevention [9].
Since the beginning of the COVID‐19 pandemic, authors have
emphasized the crucial importance of CHWs in the health emergency
response. CHWs can perform essential functions in the response such
as regular monitoring of vulnerable people at home and, if individuals
develop symptoms, conducting simple assessments, referring them for
formal care as appropriate and collecting essential surveillance data
[10,11]. In addition to their emergency‐response work, CHWs can play
an important role in addressing social determinants of health during
the pandemic [12], and in maintaining delivery of care for ongoing
health problems, such as epilepsy [13].The importance of CHW programmes is particularly evident in low‐and middle‐income countries,
and in countries with less‐resilient health systems [14]. Nonetheless,
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of the system, responsible for disease prevention and health promotion
and reaching 75,41% of the population [24]. CHWs are part of the
country’s Family Health Strategy (Estratégia Saúde da Família [ESF]),
the primary health care arm of the SUS. The ESF is implemented by
multi‐professional teams that provide health care inside clinics and
in people’s homes. Each team includes a physician, one nurse and
4–6 CHWs .
To ensure that services are provided directly to the families, the program relies heavily on the frontline work of CHWs, who bridge the ESF
teams and citizens, particularly the most vulnerable. Their responsibilities include: health education and promotion; keeping records of individuals and families in their area; making regular household visits to
monitor the welfare of patients; and contributing to vaccination and
vector‐control campaigns [25]. There are 40,000 ESF teams and
286,000 CHWs in Brazil24. Scholars point out that the proximity of CHWs
to their community is an important factor to increase access to health services [26]. Also, CHWs translate policies into local knowledge, making
them more intelligible to citizens and more adjusted to their daily lives
– an important component of health promotion [27,28]. As a result of
their work, in the last decades CHWs have contributed to important
improvements in health conditions, namely a decrease of infant mortality
and improvements in wellbeing indexes [29,30].
The lives and work of Brazilian CHWs are traversed by vulnerability.
Many are poor and from non‐white backgrounds. They are overwhelmingly women, with overall representation in the ESF teams above 75%
and in some cases up to 95% [31]. The profession of CHW is often precarious, with different (formal and informal) selection processes leading
to various contractual arrangements where labour rights are normally
scarce [32]. Their training is fragmented, unsystematic, uneven across
the country and often deployed when CHWs are already on the job
[33]. CHWs are normally recruited from the communities where they
work, the assumption being that they should hold an insider knowledge
of the territories. CHWs are therefore tasked with tackling vulnerabilities
while often living in deprivation and while facing the same health risks
as other health system users [34]. Proximity to the community means
that they face constant demands from community members outside regular working hours and are subject to overwork [35]. Overwork is one of
the factors leading to burnout, stress and other psychological and physical problems among CHWs [36]. In many cases, CHWs do not have preferential access to the services provided in the clinics where they are
embedded and thus face difﬁculties in accessing healthcare.
The high representation of women in the CHW profession can
partly be explained by the fact that, historically, care‐related professions in Brazil are mostly performed by women, who are already overwhelmed with family care and with maintaining community ties [37].
CHW activity thus feeds from traditional visions of women as carers
permeating Brazil’s highly patriarchal society [38]. The expectation
that female CHWs “take care” of community members, often in informal ways that go beyond their working‐hours and job description, is a
condition for the implementation and effectiveness of the ESF.At the
same time, it is part and parcel of existing dynamics of vulnerability
in Brazilian society, in which gender‐based vulnerabilities intersect
with race‐ and class‐based ones [39].
In sum, CHWs, already living in a position of vulnerability, are
expected to deliver assistance to their communities while receiving little recognition, meagre economic rewards, inadequate training, insufﬁcient occupation health care and little job security. Against this
background, the unique challenges posed by the pandemic can be
understood as an exogenous crisis, with the potential to create new
dynamics of vulnerability or reinforce existing ones.

there have also been calls for deploying CHW programmes in developed countries like the United States of America [15], and in the context of more robust health systems, such as the United Kingdom’s
National Health Service (NHS), that are struggling with the unprecedented demands presented by the pandemic [16].
Calls for an increased integration of CHWs into the pandemic
response need to be supplemented by in‐depth studies of how these
workers are being impacted, the risks they are facing in their frontline
activities, what has worked and what has failed on the ground‐level of
the response. Only on the basis of such an assessment will it be possible to develop mechanisms for ensuring the health and safety of CHWs
– an essential ﬁrst step for the effectiveness of their work.
We seek to address this gap by conducting a systematic study of the
impact of the pandemic among CHWs in Brazil. The academic literature has explored in general terms the impact of the pandemic upon
Brazilian health workers and the challenges they have faced, particularly regarding policy coordination and access to PPE and training
[17]. Moreover, when speciﬁc health professions are considered, the
literature has overwhelmingly focused on physicians and nursing staff
[18,19].
It is important to point out that some studies have considered the
impact of the COVID‐19 pandemic upon Brazilian CHWs [11,20].
The present article brings four key innovations. Firstly, it combines
qualitative and quantitative analysis of how CHWs are experiencing
the pandemic. Secondly, it is based on data collected during the pandemic; this enables a “real time” analysis based on what workers are
experiencing while facing the crisis. Thirdly, the paper innovates by
taking into account the situation faced by different elements of the
Brazilian public health workforce. Speciﬁcally, it considers CHWs
alongside nursing staff and physicians. Although we do not intend to
make a systematic comparison of professions, data from nursing staff
and physicians helps to highlight the inequalities and speciﬁc vulnerabilities experienced by CHWs in a way that has not been done before
in the literature. Finally, this paper takes a ‘bottom‐up’ approach, looking closely at perceptions of CHWs, expressed in statements made during the pandemic. Taking the standpoint of the experiences of CHWs,
we study the extent to which the pandemic added to existing vulnerabilities and created new problems and imbalances in their work. We
explore whether the pandemic has contributed to a deterioration of
the working conditions of CHWs, of their relations with other health
professionals, and of their ability to carry out their essential work in
the public health system. Our study contributes to the assessment of
the Brazilian pandemic response and of the impact of the crisis in
terms of reproducing and exacerbating the vulnerabilities of Brazil’s
CHWs, a crucial component of the country’s frontline health staff.
Our analysis is made more relevant because of the disastrous
response to the COVID‐19 pandemic in Brazil. Jair Bolsonaro, the
Brazilian president, denied from the start the importance of the health
emergency [21,22]. He deliberately acted to undermine the recommendations of public health authorities, incentivized public gatherings
and systematically refused to wear masks and, most recently, he claims
that he did not take the vaccine. The actions and omissions of his government prevented a nationwide consensus to emerge on the necessity
of social distancing, business closures and other measures to face the
pandemic [23]. Under Bolsonaro’s helm, the federal government failed
to assume a central coordination role in the pandemic response effort.
This led to disarray on the frontlines and added extra pressure on
health professionals, including CHWs.

2. The work of CHWs in the Brazilian health system before the
COVID-19 pandemic
3. Materials and methods
In Brazil, the public Uniﬁed Health System (Sistema Único de Saúde
[SUS]) is organized along three levels of care: primary health care
(PHC), specialized level and the hospital level. PHC is the entry point

The context of the pandemic is unique and can be understood as an
exogenous crisis which creates new dynamics or places new stresses on
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women, more than 50% are non‐white, mostly with ages between 30
and 45 years old. Moreover, 70% completed secondary education
and they receive, on average, 2 minimum‐wages (Milanezi et al.
2020).
Appendix 2 summarizes the proﬁle of the 870 CHW who participated in the online survey. Most CHWs are women (75.5%) and black
(70.9%). 53.9% (n = 469) identiﬁed themselves as black women, 20%
as white women (n = 174), 15.7% as black men (n = 137) and 10.3%
as others. Most respondents are between 30 and 49 years old (72.2%)
and work in the Northeast (67.4%), one of the poorest regions of the
country. Sociodemographic data collected in our survey thus closely
matches nationwide sociodemographic data of CHWs, suggesting that
a substantial number of our respondents were coming from situations
of vulnerability as described in the previous section.
Comparison with other health professionals in PHC highlights the
vulnerable position of CHWs regarding gender and race. While the
majority of CHW respondents are black women (53.9%), most physicians are white (71.7%). Nursing professionals are overwhelmingly
female (86.8%), with some equity between white (48%) and black
women (52%). The proﬁle of respondents in Table 1 conﬁrms the divisions of race and gender of Brazilian PHC professionals [43–45]. Here,
again, our sample aligns with national data about the characterization
of the health workforce in terms of gender and race: CHWs are mostly
black women [39]; nursing staff are mostly women, black and white
[46]; and physicians are mostly white men and women [47].

existing ones. This is an exploratory mixed method research combining quantitative and qualitative data and analysis. In order to understand the vulnerabilities experienced by CHWs during the pandemic,
we used three data collection procedures to triangulate the data. These
were: 1) analysis of federal legislation about CHW work during the
pandemic; 2) an online survey with Brazilian frontline PHC professionals; 3) online ethnography on Facebook groups.
3.1. Document analysis
We conducted a search of all national‐level regulations and governmental guidelines regarding PHC and CHWs between March and July
2020. We collected all documents published during this period (18)
and analyzed what they proposed for CHWs work and their protection
during the pandemic. Some of these documents (6) proposed changes
in the treatment of speciﬁc groups, like homeless people, pregnant
women, among others. Some (5) introduced changes in procedures
inside health clinics, for instance in what pertains to working hours.
7 of these documents advanced recommendations for health workers
in general, mainly nurses and physicians. Only one document (“Recommendations for Community Health Workers During the Pandemic”)
proposed changes in the work of CHWs during the pandemic [40,11].
3.2. Online survey
In order to collect “real time” data about how frontline workers
experienced the pandemic, between 15th June and 1st July 2020 we
carried out an online survey with 1120 Brazilian frontline PHC professionals, including 870 CHWs, 151 Nursing staff and 99 physicians. The
focus on different frontline health professionals is justiﬁed by our goal
of assessing how the pandemic impacted upon existing imbalances and
hierarchies in ESF teams. The online survey enabled us to overcome
the ﬁeldwork restrictions caused by the pandemic and the need for
physical distance [41].
The questions were based on previous research about frontline
workers and health emergencies [42]. We created 47 questions, organized in 3 groups: proﬁle; working conditions; and perceptions of
changes in work procedures during the pandemic. The variables and
questions are summarized on Appendix 1. All questions were revised
by academics and tested with 5 volunteer health workers. We also
developed tests of coherence, ﬂow and content. The survey, which
took 10 min to be completed, was disseminated by social media –
Whatsapp, Twitter and Facebook, and by unions and workers’ associations. The response rate, considering the number of people accessing
the survey, was 30%. Those who were reached and responded can be
considered politically engaged and interested in scientiﬁc research.
Moreover, the respondents required access to the Internet and to computers or smartphones. This limits the sample of respondents to those
who are digitally active. Another limitation of the study is the lack of
similar data collected before the pandemic. Recognizing this limitation, our analysis was grounded in other studies describing the lives
and work of CHWs prior to the pandemic.
These limitations notwithstanding, our ﬁndings are important in
that they are based on the perceptions of CHWs about their working
conditions. In the questions elaborated for the survey, we speciﬁcally
endeavored to consider the pandemic in light of the past situation, in
order to be able to comment on differences and change. Moreover, we
triangulated the data from the different sources – survey, Facebook,
document analysis and previous academic research – so as to better
understand and contextualize the impact of the pandemic.
Due to the ﬁeldwork restrictions, we developed a convenience sample. Our survey does not have probabilistic features, and our quantitative data is used in an exploratory and descriptive way. Our purpose is
not to generate statistical generalization. Nonetheless, the socio demographic data of CHW population in Brazil is close to the one we
reached in our sample. According to national data, 70% of CHWs are

3.3. Facebook private group discussions
We collected data from a public Facebook group with more than
21,000 CHWs from all over Brazil. We analyzed the posts created by
CHWs in this group during the period March‐July 2020. Around 100
discussions, involving close to 600 CHWs, were observed. All discussions related to the pandemic, including: testimonials on how CHW
roles changed; discussions about the risk of working during the pandemic; discussions about whether and how the municipalities were
supporting them; discussions about labor issues related to working
during the pandemic. We did not track the socio demographic proﬁle
of the CHWs engaging in those groups. They can be seen as politically
engaged professionals with access to the Internet and to social media.
As an extra measure of validation, we triangulated the data collected
from Facebook groups with the data collected from the survey.
3.4. Data analysis
Data from the survey was analyzed using descriptive statistics. We
compared how CHWs, physicians and nursing staff answered the questions in order to observe differences and similarities in the way they
are experiencing the pandemic, namely in terms of access to resources
and support. After the descriptive analysis of the quantitative data, we
developed a qualitative analysis of the open questions from the survey
and from Facebook group discussions. For the qualitative analysis we
ﬁrst developed an axial coding [48] based on three initial codes: material working conditions; institutional support; and changes in the

Table 1
Gender, race and profession of survey participants, June 2020. Source: Online
survey: Effects of coronavirus in health workers work conditions. June 2020.

n
Black women
Black men
White women
White men
Others*
Total

3

CHW

Nursing Staff

Physicians

870
53,9%
15,7%
20,0%
4,1%
6,2%
100%

151
43,0%
6%
43,7%
2,6%
4,6%
100%

99
19,2%
6,1%
45,5%
26,3%
3%
100%
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workplace. We then analyzed each code to discern patterns regarding
working conditions, institutional support, and perceptions of work‐
related transformations. Analysis was conducted using SPSS and NVivo
12.

nature of the pandemic, where physical distance and the avoidance of
non‐essential contact were seen as important preventive measures,
added further vulnerabilities to CHWs. Without PPE, vaccination or
adequate training and guidance, they were placing their own health
and lives at risk every time they went to work.

4. Findings and discussion

4.2. The pandemic reduced the conﬁdence and impacted on the mental
health of CHWs

4.1. CHW report poor working conditions during the pandemic
Issues predating the pandemic, related to precariousness of work,
hierarchical work dynamics, quality of life, low pay, lack of training
and psychological distress were reported by previous studies and
demonstrate a critical panorama under which these professionals routinely work [50,51]. During the COVID‐19 crisis, the impact of the
pandemic upon Brazil’s CHWs was experienced not only in relation
to working condition indicators. Given inadequate PPE provision,
the lack of deﬁnition about what CHWs should do during the pandemic and how they should reorganize their work, the crisis reduced
their ability to feel conﬁdent when carrying out their roles.
The only governmental guideline proposing changes in the work of
CHWs during the pandemic (“Recommendations for Community
Health Workers During the Pandemic”), was confusing and ambiguous. It managed to simultaneously orient CHWs to continue home visits during the pandemic, and told them not to do these visits anymore.
This created a scenario of great ambiguity and uncertainty, which
resulted in low levels of conﬁdence among CHWs. This lack of conﬁdence is evidenced by reports of fear and lack of preparedness. Graph
3 also shows a high percentage (74%) of CHWs experiencing mental
health difﬁculties as a result of the pandemic.
Perceptions of fear and lack of preparedness are also evidenced by
the qualitative data. In Facebook group discussions, CHWs express
how they felt during the crisis. A prevalent theme is the perception
of being alone, without governmental support. As one CHW put it:

Survey results indicate that during the pandemic CHWs were experienced poor working conditions, and our research suggests that some
of their previously existing vulnerabilities were exacerbated [11].
Graph 1 presents the perception of CHWs about working conditions
during the pandemic. Only 30% of these CHW claimed to have
received adequate PPE; only 28% said they had received testing materials; and only 13% reported that they had undergone some type of
training on how to act during the pandemic. During the ﬁrst six
months of the pandemic, the federal government failed to ensure distribution of PPE, tests or other protective measures for CHWs. Government regulations concerning PPE, tests and training, addressed other
professions, like nurses and physicians, while failing to consider
CHWs.
In terms of perception of institutional support, 77% of CHWs did
not feel supported by management and 46% claimed not to have
received direct guidance from their superiors.
The scenario of vulnerability of CHWs is even clearer when we
compare the data. We observed differences between the perception
of CHWs and the perceptions of nursing staff and physicians also working in PHC. Variation between professions leads us to argue that these
professionals are acting under very different material circumstances.
Graph 2 shows that, proportionally, twice as many nursing professionals and physicians (66% and 63%, respectively) perceive that they had
access to PPE until June 2020. With regards to training, this gap is
even wider: while only 13% of CHWs claimed to have undergone training, while 36% of nursing professionals and 30% of physicians made
similar claims.
As argued above, socioeconomic vulnerability and the requirement
of proximity to communities presented a complex, and often insalubrious, working environment for CHWs even before COVID‐19 [49]. The

“We are living in the middle of the chaos and we are alone. The
government wants us to go to the streets in their name, but they
do not care about us. They just want to be re‐elected. But we are
dying. People are dying. And they [the authorities] don’t care.
(CHW1)”

Graph 1. CHWs Working conditions during the COVID-19 pandemic. Source: Online survey: Effects of coronavírus in health workers work conditions. June 2020
(n = 870).
4
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Graph 2. Comparison of working conditions during the COVID-19 pandemic. Source: Survey online: Effects of coronavírus in health workers work conditions.
June 2020.

Graph 3. Feelings experienced by frontline PHC professionals during the pandemic scenario - June 2020. Source: Survey online: Effects of coronavírus in health
workers work conditions. June 2020 (CHW = 870; Nursing staff = 151; Physicians = 99).

4.3. The pandemic impacted upon interactions between CHW and citizens

Other studies have shown that the fear CHWs experience in relation
to COVID‐19 is related to feeling or being prepared, and to receiving
support from the federal government. The feeling of preparedness –
or, in this case, a lack thereof ‐ was associated with poor material
working conditions, such as non‐existent PPE, inadequate guidance
from managers and support from superiors and the federal government
[52]. Faced with precariousness in their job security, CHWs felt pressured to continue their work even when perceiving themselves at great
risk. Very insecure working conditions and a scenario of uncertainty
meant that CHWs were approaching their work without conﬁdence
in their role and terriﬁed of becoming infected. This placed a great
strain in their personal life, as reported by one CHW:

CHWs reported that the pandemic impacted upon their relationships with their patients and their community. Data from the survey
shows that 93,3% of CHW participants think that the pandemic
affected the way they interact with citizens. The main changes are:
new practices for interaction while keeping physical distance
(50,5%); new hygiene habits and work protocols (20,9%); fear and distrust (12,6%); use of PPE (4,5%); and more solidarity and information
sharing with users (2,3%).
Bolsonaro’s denialist agenda, which saw the pandemic mainly as a
challenge to his own popularity and reelection hopes, increased the
challenges to the performance of CHWs. It led to a politicization of
the pandemic, which in turn resulted in increasingly polarized and
extreme opinions among the population. This, adding to the need for
physical distance and masks, created a hostile scenario for CHWs to
work, as reported by one CHW: “My questions about the amount of
PPE that they made available was seen as something wrong by the
supervisor and coordinator. For this reason, I was targeted for criticism
and discussions and threats to withdraw from the current team
(CHW6)”.

“I fear going back home and contaminating my family. I asked my
daughter to leave home and stay with her father. I have not seen
her for many weeks because I am exposed to risks and don’t want
to put anyone else at risk. (CHW4)”
Claiming that “nobody wants to be a dead hero” (CHW5) at a Facebook group post, one CHW aptly summarized the feeling of disaffection among many CHWs, who were routinely celebrated as essential
by policymakers and the public, while being denied the means to conduct their work safely and with conﬁdence.
5
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work. Regional‐level unions and a national confederation of unions
have initiated a campaign enjoining CHWs to keep doing their work
so as to prove their importance to the SUS. These testimonials reﬂect
this situation:
“This is the time for us to prove that our work is fundamental. If we
are not in this frontline, we will be showing the government that they
do not need us. And our struggle will be weakened”. (CHW18)

Under this context, data from the survey and from the facebook
groups suggest that CHW may be losing part of their legitimacy, as citizens do not trust them as they did before the pandemic. Moreover,
CHWs also mention that the crisis made citizens feel distrust towards,
and fear of, CHWs, often perceived as possible vectors of the disease.
One example is the following statement from the Facebook group:
“The citizens fear me as I fear them. They don’t want to be infected
by me and I am afraid I can infect myself. We cannot efﬁciently perform our work this way. Our performance is very superﬁcial, we
cannot get into the houses, we cannot have the same way of working, we are without guidance and materials to develop our jobs.
(CHW3)”

4.6. The pandemic affected the services provided to citizens
Poor working conditions of CHWs inside communities generate
constraints in assistance and difﬁculties in implementing primary care
policies [49]. As a result of all the effects described above, the pandemic has also impacted upon the provision of services, mainly in
regard to vulnerable citizens who most require the public health system and the work of CHWs.
One difﬁculty often reported by CHWs is how the pandemic has
impacted in terms of how they communicate with health system users:
“The home visits were that time of conversation, listening to people’s problems, especially the elderly’s, having a coffee… a good time
for them. Now we need to stay outside the houses.” (CHW20)
One of the most important beneﬁts of the work of Brazilian CHWs
among vulnerable populations is the myriad intangible impacts of listening and caring for those who are normally neglected and marginalized by public service provision – the poor and elderly, those with
chronic patients, the lonely and the mentally ill. Research has also
shown that 80% of black, brown and indigenous people in Brazil are
reliant upon the public health system, including PHC and the CHW
programme [54].
COVID‐19 has contributed to a deterioration of care, with severe
consequences for vulnerable groups. Comorbidities that are deemed
to exacerbate the risk of serious COVID‐19 infection, such as higher
blood pressures and diabetes, are also more common among these
groups [43]. Moreover, it is telling that Brazil is the country with
the highest level of maternal deaths linked to COVID‐19 [55]. Until
July 2020, 77% of worldwide maternal deaths of women infected by
COVID‐19 were concentrated in Brazil. Most of these deaths are associated with serious failures in care, including the lack of assistance of
these women in PHC – a role traditionally performed by CHWs. Other
studies show a higher rate of COVID‐19 fatality cases among black and
brown women (17%) if compared with white women (8,9%) [56].
The higher rates of infection of COVID‐19 among vulnerable groups
can in part be explained by lack of sanitation, access to water, the
impossibility to isolate infected family members and other precarious
and insalubrious living conditions. It is also plausible to argue that the
inability of CHWs to perform their traditional health education and
promotion role, and their inability to interact closely with vulnerable
users, has contributed to the uncontrollable increase of COVID‐19 contamination in poor areas of Brazil.

4.4. The pandemic affected the power dynamics in PHC teams
The pandemic brought about changes in the working practices of
CHWs [53] as they could not do home visits and other collective activities and became responsible for some activities of telemedicine. These
changes affected the power dynamics in PHC teams. As suggested
above, it reinforced inequalities between health professionals in what
regards working conditions and feelings of conﬁdence and preparedness. Second, the pandemic changed how teams work and the dynamics of delivery of services. For example, in many municipalities PHC
teams are not conducting face‐to‐face meetings anymore. Given the
central importance of weekly team meetings for CHWs to be heard,
this results in the weakening of the voice of CHWs in collective decisions and in the implementation of policies. As one CHW mentioned:
“during the pandemic the teams are not meeting anymore and
CHWs do not have the space to make their claims and participate in
the decisions”. (CHW5)
The pandemic also exacerbated previous problems of hierarchical
relations in ESF teams, and situations of moral harassment. Data from
the survey suggests that 28% of CHWs feel that the pandemic led to an
increase in moral harassment in the workplace. Some testimonials supported this: “We cannot complain about anything. If we do it, we will
receive veiled punishments.” (CHW8)
Finally, the uncertainties and coordination problems in the pandemic response made the role of CHW seem less important for other
health professionals, and as a result CHWs were even less valued in
the context of the team. CHWs, already widely considered as the
“weakest link” in PHC teams because of their lack of specialized training and socioeconomic background [27,11], are further marginalized
with the lack of clarity about their role and their reduced conﬁdence.
CHWs reported that:
“I never imagined that our work would be so devalued as during
the pandemic. They [the government] treat us as if we are not even
necessary”. (CHW13)
4.5. The role of CHW in the health system is endangered

5. Conclusion
The pandemic is also endangering the very role of CHWs in PHC
provision, as the nature of CHW activity relies on interactions with citizens, mainly conducted inside homes. At a time when their role in the
health system is being questioned, with ongoing changes in PHC policy
which aim to reduce their role [42], the inability on the part of CHWs
to fulﬁll their function during the pandemic adds further risks to the
profession. Thus, in addition to the problems caused by the lack of conﬁdence of CHWs in what pertains to carrying out their work, and the
distrust of the population which often sees CHWs as possible disease
spreaders, the pandemic can also contribute to a broader distrust of
the CHW as a profession, which in turn endangers the continuity of
their post‐pandemic work.
The perception among CHWs of a growing risk to their profession
has spurred collective mobilization aimed at helping to legitimize their

The impact of the pandemic among Brazilian health professionals
has been profound. This paper has drawn on ﬁrst‐hand accounts collected during the pandemic to reveal important dimensions of its
impact. Our argument focused on CHWs, an oft‐neglected professional
category. Our data adds qualitative depth by providing a detailed picture of existing vulnerabilities in this category. Despite the importance
of CHWs in Brazilian health care, the lives and work of Brazilian CHWs
were, before COVID‐19, already traversed by vulnerabilities. These
were exacerbated by the COVID‐19 pandemic.
The failure of leadership and coordination at the level of the federal
government during the pandemic created a scenario of ambiguity and
tension around the work of CHWs. This situation of uncertainty undermined the effectiveness of the response. The nature of crises is always
6
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ties within the health workforce during the pandemic response, which
can be seen as a reﬂection of existing inequalities in Brazilian society.
Qualitative and quantitative analysis about CHWs’ situation during
the pandemic reveal that, by rendering CHWs more vulnerable, by
calling into question the nature of their work and their standing vis
à vis other health professionals, the pandemic has contributed to further distancing vulnerable groups from the state and its policies.
The Covid‐19 pandemic led to a deterioration of the working conditions of CHWs, of their relations with other health professionals, and
of their ability to carry out their essential work in the public health
system.
The dire situation experienced by Brazilian CHWs reveals the ongoing struggles of Brazil’s poorest and most vulnerable.

one in which a degree of unpredictability is unavoidable. However,
research shows that in order to support frontline professionals, it is
essential for governments to provide clear and timely guidelines
[57]. These guidelines need to be ﬂexible enough so that they can
be adjusted as the crisis unfolds, and new facts emerge. In the Brazilian
response to COVID‐19, the absence of clear decisions on the part of the
government to coordinate and guide the work of health professionals
endangered the health and safety of CHWs and of the wider population. CHWs are tasked with bringing health teams closer to local
dynamics, connecting families to services, and translating policies.
CHW perceptions of fear and lack of preparedness thus have concrete
consequences on the frontlines of the response, namely in the way
CHWs interact with health system users and in their ability to inform,
advise and provide care to vulnerable groups. Given that the work of
CHWs is predominantly based on face‐to‐face interactions in the communities, the requirement of physical distance during the pandemic
put into question some of the fundamental aspects of the care they provide to citizens.
Our argument revealed important disparities within the health workforce during the pandemic response. When looking at how nurses and
physicians were considered in the documents published in the same period, it becomes clear that CHWs were left in a more precarious situation
than other health professions. Situations of health emergency entail risks
for all health professionals. However, our ﬁndings reveal that different
types of health professionals in Brazil were affected differently by the
pandemic. And those professionals who are already at a disadvantage
in normality were hit hardest during the crisis. Furthermore, it is
expected that, during a crisis and in a situation of scarce resources, there
will be a degree of competition between professionals. Nonetheless, this
competition can in some cases exacerbate the disadvantages of some
groups. In the case of Brazil, competition within the health workforce
can be seen to reﬂect existing inequalities in Brazilian society. CHWs,
who are overwhelmingly black women, received less recognition,
resources and support and were more exposed to work‐related vulnerabilities than nursing staff (overwhelmingly white women) and physicians
(mostly white men and women). Furthermore, changes in the dynamics
and division of labor in PHC teams, brought about by the pandemic,
impacted upon the already‐fragile balance between different health professions upon which Brazilian PHC rests.
The dire situation experienced by Brazilian CHWs reveals the ongoing
struggles of Brazil’s poorest and most vulnerable. More than 70% of the
Brazilian population depends on the public health system, and the PHC is
the gatekeeper of the system. The access of these groups to the health system and the state rely mostly on CHWs, who bridge between communities and institutions [11,28]. The fragility of PHC thus has critical and
direct consequences in exacerbating inequalities in access to healthcare
and other services. By rendering CHWs more vulnerable, by calling into
question the nature of their work and their standing vis à vis other health
professionals, the pandemic has contributed to further distancing vulnerable groups from the state and its policies.
This paper has some limitations. The ﬁrst one is regarding data collection, considering that this is a convenience sample, with data collected by workers who are engaged and digitally active. The second
one is that we do not have the same type of data from the period before
the pandemic to make the comparison. These limitations do not allow
us to generalize the ﬁndings presented here. The third limitation is
that we are analyzing one speciﬁc context: Brazilian CHWs. Future
studies should observe these dynamics in other contexts, where the
experience of community health workers may be different from the
Brazilian ones.
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