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Long- term care (LTC) facilities have emerged as the single most critical 

location for the outbreak of the COVID- 19 pandemic across Canada 

(Hsu & Lane, 2020; Lightman & Baay, 2021). As of May 25, 2020, LTC 

institutions accounted for over 80% of Canada's COVID- 19 deaths, 

the highest proportion of all OECD countries (Canadian Institute for 

Health Information, 2020). In some Canadian LTC settings, condi-

tions were so bad that lawsuits have been filed, criminal charges 

may be laid, and the federal government has deployed military assis-

tance for providing care (Curtis, 2020; Guly, 2020; Katawazi, 2020; 

McIntosh, 2020; Tsekouras, 2020).

Immigrant and racialized women are overrepresented among 

health care aides (HCAs) employed in LTC settings across Canada 

(Bourgeault et al., 2010; Estabrooks et al., 2015; Kelly, 2017; Syed 

et al., 2016). HCAs provide essential daily support to people who 

are ill, elderly or disabled and assist with bathing, grooming, dress-

ing, toileting and other personal hygiene activities (Alberta Health 

 |  | 



             







Sociology, University of Calgary, Calgary, 

Alberta, Canada



Naomi Lightman, PhD, Assistant Professor 

of Sociology, University of Calgary, Calgary, 

AB, Canada.

Email: naomi.lightman@ucalgary.ca



This work was supported by Naomi 

Lightman's Social Sciences and Humanities 

Research Council of Canada Partnership 

Engage Grant (File no: 1008- 2020- 0160).



Long- term care (LTC) facilities have emerged as the single most critical location for 

the outbreak of the COVID- 19 pandemic across Canada and internationally. Yet the 

voices of health care aides (HCAs), an overwhelmingly female and racialized work-

force who provide essential daily care to LTC residents, have largely been ignored 

to- date. This community- based research study provides new data collected from 

25 in- depth individual interviews with immigrant women HCAs who were working 

-

lysed through the lens of intersectional exclusion, highlight how the pandemic has 

impacted the working lives of immigrant women employed in LTC facilities on a daily 

basis, as well as their suggestions for enhancing their safety and employment condi-

tions. Two key themes emerged during the process of data analysis: (a) HCA experi-

ences of economic exclusion and workplace precarity— many of which pre- dated the 

pandemic but have been exacerbated by current policies and practices that prioritize 

profits over quality of community care, and (b) experiences of broader social exclu-

sion, many of which are tied to being considered “just HCAs” who are doing “im-

migrant's work”, rather than including HCAs in broader conversations about how to 

reform and improve the LTC sector for future. Concluding thoughts discuss how to 

improve policy to support low wage workers within LTC in order to address intersec-

tional inequalities and to better support front- line care workers during current and 

future health pandemic recovery efforts.

     

COVID- 19, health care aides, immigrants, intersectional inequality, long- term care, social 

policy, women
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Services, 2021). Immigrant and racialized women HCAs are espe-

cially vulnerable during a pandemic due to the front- line nature of 

their employment, as well as their gender, citizenship status, race, 

and/or class. In addition, HCAs in LTC are often underpaid compared 

to their hospital counterparts and many have no choice but to work 

at multiple part- time jobs to make ends meet (International Labour 

Organization, 2018; Osman, 2020; Zagrodney & Saks, 2017). Across 

Canada, at least 27 HCAs have died of COVID- 19, the majority of 

whom were Black (Loreto, 2021).

This research project is situated within existing intersectional 

scholarship of care work. Intersectionality provides “the critical in-

sight that race, class, gender, sexuality, ethnicity, nation, ability, and 

age operate not as unitary, mutually exclusive entities, but as recip-

rocally constructing phenomena that in turn shape complex social 

realities” (Collins, 2015, p. 2). Intersectional care work scholarship 

highlights how gendering, racializing, and deskilling are associated 

with paid caring jobs (e.g. work as an HCA) and are tied to broader 

understandings about the undesirability of non- white individuals as 

(future) permanent members of society (Sharma, 2006);  gendered 

understandings of care work as essentially a feminine undertaking 

(England, 2005; Folbre, 2012); and political decisions not to recog-

nize “caring skills” (even when backed with tertiary education cre-

dentials in subjects such as nursing) as ones that qualify a person 

as highly skilled (Boucher, 2020; Elrick & Lightman, 2016). Negative 

social and economic outcomes are also well documented within 

care work and are attributed to further intersectional dynamics as-

sociated with vulnerable employment conditions;  truncated social 

networks outside the care work sector; and poor pay leading to an 

inability to finance expensive requalification programs upon migrat-

ing in order to achieve social mobility (Lightman, 2019; Lightman 

et al., 2021; Tungohan et al., 2015).

In Canada, the LTC sector has been plagued for decades by inad-

equate facilities, overcrowding, a lack of appropriate regulation and 

oversight, and growing corporate control (Bourgeault et al., 2010; 

Fernandes & Spencer, 2010). The COVID-  19 pandemic has exac-

erbated many pre-  existing deficiencies in LTC, as well as exposing 

the particular vulnerabilities experienced by residents and staff in 

institutions that are run on a private and for- profit basis. In Alberta, 



are owned by private not- for- profit organizations and one quarter 

are owned by private for- profit organizations (Canadian Institute 

for Health Information, 2020). Most of the LTC facilities hardest- hit 

by the pandemic in Alberta have been for- profit sites (Lightman & 

Hardcastle, 2021).

To date, academic and media coverage of the COVID- 19 crisis 

in Canadian LTC has largely focused on the negative experiences of 

residents and their families, as well as that of professionalized health-

care staff such as doctors and nurses (e.g. Béland & Marier, 2020; 

Fisman et al., 2020; Hsu et al., 2020). However, far less attention 

has been paid to the HCAs within these institutions, who were and 

are doing front line jobs, while being paid relatively little, within a 

high- risk environment. The present study, a community- based col-

laboration with the Calgary Immigrant Women's Association (CIWA), 

a non- profit settlement agency that focuses on the unique concerns 

and needs of immigrant and refugee women, provides new data col-

lected from 25 individual interviews with immigrant women HCAs 





The HCA interviews centred around the following two research 

questions:

1. How has the COVID-  19 pandemic impacted the working lives 

of immigrant women employed in LTC facilities on a daily basis?

2. What strategies do immigrant women working in LTC identify, as 

a means to enhancing their personal safety and employment con-

ditions and the quality of resident care they provide, as well as 

informing broader social policy formulation and human services 

delivery?

 |

A community- based qualitative research design was selected for 

this study in order to best uncover the lived experiences of im-

migrant women HCAs working in Calgary's LTC sector during the 

COVID- 19 pandemic. Calgary is Canada's fourth largest city, with 

a highly diverse population of over 1.5 million residents. The data 

collection comprised in- depth interviews with 25 immigrant women 

HCAs working in LTC in Calgary that were conducted virtually via 



   

they were a landed  immigrant woman (e.g. held  permanent resi-

dence status or Canadian citizenship), were employed as an HCA in 

a LTC institution during the pandemic, and were comfortable being 



• Paid care work is financially and socially undervalued.

• Long- term care homes have been particularly hard hit 

during the COVID- 19 pandemic.

• Immigrant and racialized women are overrepresented 

among health care aides and personal support workers 

in long- term care.



• The COVID-  19 pandemic has exacerbated the pre- 

existing economic and social exclusion of immigrant 

health care aides employed in long- term care.

• Despite being essential front- line workers, health care 

aides have not been included in policy and planning dis-

cussions on how to reform and improve the LTC sector.

• Addressing the intersectional inequalities experienced 

by low wage care workers must be a priority in efforts 

to “build back better” in long- term care internationally.
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interviewed in English. The interviews aimed to foreground the 

experiences and insights of the research participants and provide 

valuable information to assist policymakers and settlement sector 

organizations in developing strategies for managing pandemic re-

covery efforts, addressing systemic inequalities in Calgary LTC set-

tings, and building resilience to handle potential later waves of the 

COVID- 19 pandemic, as well as other health emergencies.

All data collection was done collaboratively with CIWA. Prior 

to the interviews, the study was approved by the University of 

Calgary's Conjoint Faculties Research Ethics Board (REB no: 20- 

1579) on December 7, 2020. The interview questions were jointly 

developed by the research team and aimed to probe the impacts of 

COVID- 19 on the women's working lives, as well as their health and 

well- being (and that of their families and communities). As well, the 

goal was to capture their insights and strategies for improving the 

structure of LTC delivery, both generally, and especially during times 

of health pandemic. Box 1 provides the interview guide that was 

used during the interviews.

Marie- Solange Evehe Bebandoue, PhD (Coordinator of the Retail 

Training Program at CIWA), took the lead in publicizing the study and 

in the recruitment of interview participants. Participants were en-

listed via existing networks with immigrant women HCAs that staff 

at CIWA maintain, through contacts with various union staff repre-

senting HCAs in LTC in Calgary, as well as using a snowball sampling 

approach. The interviews with the immigrant women HCAs were 

jointly conducted by Dr. Evehe B. and Dr. Lightman. Each interview 

participant was provided with a written consent form and outline of 

the study aims prior to the interview so they had adequate time to 

review the documents. Subsequently, each participant provided oral 

consent to participate in the research during the videoconference 

prior to the official start of the interview. Each interview lasted ap-

proximately one hour and was subsequently transcribed by a team 

of graduate student research assistants. Interview participants were 

compensated for generously sharing their time and insights with a 

$50 CAD gift card. Pseudonyms are used below in all cases when 

naming interview participants.

The interview data was coded using the software program 

NVivo. The analysis relied on a pragmatic qualitative approach, 

whereby key themes emerged tied to the intersectional economic 

and social exclusion of the research participants on a daily basis at 

work, the details of which are elaborated on below. Selective mem-

ber checking occurred during the process of data coding where areas 

of ambiguity arose.

|



Calgary. Nine of them were working at LTC sites which are publicly 

operated, while the remaining 16 women were working at privately 

operated LTC institutions. The women had immigrated to Canada 

from eight different countries, with the majority hailing from the 

Philippines and India. Some of the women had begun working in LTC 

relatively recently, while others had been working there for up to 

15 years. All 25 interview participants had had COVID- 19 outbreaks 

within the LTC institution where they work and five of them had 

personally been infected with the virus. Table 1 provides further de-

mographic information on the interview participants.

 |

The stories and anecdotes the immigrant women HCAs shared dur-

ing the course of their interviews were compelling, often disturb-

ing, and told of both challenges and resilience in the face of working 

on the front lines during unprecedented pandemic circumstances. 

No two stories were the same, yet similar themes arose throughout 

the process of conducting interviews. In particular, two key areas of 

concern emerged during the process of data collection and analysis 

(with inevitable overlap between them): (a) experiences of economic 

exclusion— many of which pre- dated the pandemic but had been ex-

acerbated by current policies and practices, and (b) experiences of 

broader social exclusion, many of which were tied to being consid-

ered “just HCAs” rather than being included in broader conversa-

tions about how to improve the LTC sector.

Economic exclusion was conceptualized through a structural 

lens, relying on the definition provided by Lightman and Good 

          

legitimate means of  acquiring economic resources, restricting the 

volume and functional quality of material, social and cultural capital 

and reinforcing dispossessed positions and economic divides.” Thus, 

the data drew attention to the overlapping axes of economic mar-

ginalization that immigrant women HCAs experience, which result 

in “unfavourable inclusion” (Sen, 2000). Social exclusion was con-

ceived of more broadly, as the ways these immigrant women were 

actively excluded from participation in decision- making and the in-

tersectional disadvantages and racism they were and are experienc-

ing at work. The data clearly highlighted how such social exclusion is 

multidimensional, relational and dynamic, and that meaningful social 

inclusion is not equally available for everyone through paid work 

(Good Gingrich, 2008; Good Gingrich & Lightman, 2015; Levitas 

et al., 2007).

|

The most pressing issue identified by the vast majority of the im-

migrant women HCAs interviewed for this study was the financial 

losses they had incurred due to the COVID- 19 pandemic. In addition 

to fearing for their own health and safety at work, worrying about 

the wellbeing of their families and the residents they care for, and 

dealing with ongoing changes to their daily routine amidst resource 

scarcity and often inflexible management, these women were strug-

gling simply to make a living wage. Many of the women had previ-

ously been sending remittances to families in their home countries 
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What is your name?

What year were you born? Where were you born/when did you come to Canada? How did you come to Canada?



Please describe your job:

How long have you worked as an HCA in Calgary?

How many LTC institutions do you work at?

How many hours do you receive weekly in each job?

Are/is the LTC institution(s) you work at public or privately operated?

What tasks do you do on a daily basis?

How many clients are you responsible for during a typical shift?

Are you part of a union?

How/why did you initially take a job as a health care aide?

Was this the type of job you intended to have prior to arriving in Canada?

Did you work as an HCA prior to moving to Canada? If not, what was your job?

Have many residents in your LTC institution been infected with COVID- 19? Have many died? What about the HCAs? Have you personally tested COVID positive?



What was the best and worst parts of your job BEFORE the pandemic?

What are the best and worst parts of your job NOW (during the pandemic)?

How has your job changed since the pandemic?

How has the pandemic impacted life for the residents at the LTC institution you work at?

What happened when the pandemic first hit your institution?

Did you feel you were prepared adequately?

How could things have gone better?

What was the process of changes being made (e.g. introducing PPE)?

How has the pandemic impacted your work each day?

Do you feel adequately protected at work right now? Why?

Has the pandemic increased or decreased your workload? Is this your choice?

How did you choose which LTC location to continue working at?

How is your job harder or easier than it was before the pandemic?

Have you received the COVID- 19 vaccine?

Do you feel that you have any power to change things at your workplace?

Can you think of a time your union helped you or improved your working conditions?

Why do you think it is mostly immigrant women who work as HCAs in LTC?

Do you want to keep doing this work until you retire?

If not, what job do you hope to have in future?

Has the pandemic had an impact on your future plans for work?



Do you feel HCAs are paid enough money for the work that they do? Why or why not?

Are you making more, less, or the same money as before the pandemic? Why?

Has the pandemic affected your personal safety? How?

Is your job more or less physically demanding now than it was before the pandemic?

Are you concerned about your physical health right now? What would make it easier?

Are you concerned about your mental health right now? What would make it better?

Do you worry that your job will lead to infection of your family members?

Has the pandemic affected how you think about your work for the future?

Do you see yourself doing this job for a long time?

Do you feel you have other options for work?

Do you think the public understands or cares about the work that HCAs do?

Does being an “essential worker” impact how others treat you?



If you were the head of the place you work, what changes would you make to help HCAs? To help the residents?

What barriers get in the way of these changes?

Do you think there is enough regulation of LTC?

How often do you see inspectors? Did you know in advance they were coming?

How do you think your LTC institution has done during COVID- 19 compared to other LTC institutions (better or worse)? Why?

How has wearing PPE changed your job?

Do you have paid sick leave if you need to quarantine? Who pays for it?

Do you think the government invests enough money in LTC?

Do you have benefits at your job that help you stay healthy?

Do you think that the voices of HCAs have been heard by the Canadian public during the pandemic?

Do you think the pandemic will change the job of HCAs in future? How?

Is there anything else you'd like to add?
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and were no longer able to do so. Many were unsure if they would be 

able to pay their next car instalment, their mortgage, their student 

loans, or their childcare costs. Most had depleted any savings they 

may have acquired. The women highlighted the increased stress and 

health risks, to both themselves and their communities, and in par-

ticular their children, they were taking on at work; they identified the 

status quo financially as both unethical and unsustainable.

A major change to these women's finances had come as a result 

of the single site work policy, instituted by the Alberta government in 

April 2020, as a protective measure to limit cross- contamination of 

the virus across multiple LTC locations. While the HCAs interviewed 

did not question the wisdom of this policy, the vast majority of them 

had, indeed, been working at more than one job site as an HCA prior 

to the pandemic in order to pay their bills. Notwithstanding the 

extra shifts and overtime some of the women were able to bank 

during times of outbreak in their various employment settings, 

and the temporary government wage top- ups provided to essen-

tial workers, most of the women estimated that, at present, they 

 

had been prior to the introduction of the policy. In discussing the 

financial challenges they were experiencing as a result, the women 

spoke about: (a) the trials this had created in their daily lives; (b) 

their work precarity, as LTC institutions in Calgary increasingly rely 

on staff from temp agencies rather than hiring full- time permanent 

workers; (c) their lack of job benefits, including critical health and 

childcare supports; and finally, (d) their concern that rhetoric sur-

rounding gratitude towards essential workers was empty without 

concrete changes to their pay.

Ravneet, an HCA who has been working in LTC for two years 

since coming from India with a degree in accounting, like many of the 

interviewees, has not been able to find full- time work as an HCA in 

Calgary. She noted that, initially, she was able to compensate for her 

lost income due to no longer having multiple part- time HCA jobs by 

taking on numerous extra shifts and receiving overtime pay during a 

COVID- 19 outbreak on her floor. However, she stated that after the 

outbreak subsided, her LTC institution no longer offered her extra 

shifts. Since this time, she has been struggling:

When it was the pandemic [outbreak], we [HCAs] 

were busy. At that time, they needed me, right? But 

now, no more Covid. So, definitely, they are going to 

reduce my employment… Because now I'm just doing 

one job. And if I get just one or two days a week, 

then I cannot manage all the financial things. It is 

hard actually. It's hard to pay rent. And, like, cars and 

everything.

Diwa, an HCA who immigrated to Canada from the Philippines 

echoed Ravneet. She too has been unable to get a permanent or  

full- time job at one LTC institution. As a result, her income was dra-

matically reduced when she was forced to only work at one location. 

She estimates her income is 50% less than it was the year prior to the 

pandemic:

Financially it's hard. Because last year… when they do 

the one facility policy, the hours cut down. So that's 

the thing. That's that hardest thing, because before you 

can work for two companies. Like, you can have a shift 

there, go to a shift here, so the total will make it full-  

time. Because I am part- time here, and a casual in the 

other company. So [before], I'm just picking up as many 

shifts as I can get…to fulfil those hours. But then when 

this Covid happens it's really, really hard.

 Descriptive demographic data on health care aide 

interview participants

N

Birth Country

Bosnia 1

Democratic Republic of Congo 1

Eritrea 2

India 7

Nigeria 

Philippines 9

Romania 1

Sudan 1

Total: 25

Immigration pathway to Canada

Family class 7

Skilled worker (PR) 8

Refugee 

Caregiver Program 6

Total: 25

LTC operator type

Public 9

Private 16

Total: 25

Length of time working at LTC institutions

Unknown 1

1 year or less 6

2– 7 years 

7 years or more 

Total: 25

COVID- 19 outbreak at institution

Yes 25

No 0

Total: 25

Caught COVID- 19 personally

Yes 5

No 20

Total: 25
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Many of the interview participants also said that the increased use 

of staff from temp agencies during times of COVID- 19 outbreak in LTC, 

rather that hiring permanent workers, came at a cost to both resident and 

HCA wellbeing. They noted that many of the temp agency staff arrived 

without proper training or coordination, making the work more difficult 

both for them and for regular staff, as the HCAs already working in the 

location often had to train agency staff themselves, while still doing their 

regular jobs. The immigrant women interviewed attributed this trend to 

a focus by management on cutting costs and hiring the most flexible  

labour available. Raminder, who immigrated from India with her family 

and has been working as an HCA since 2018, stated that the hiring of 

temp staff led to increased spread of the virus across the LTC site where 

she works. However, at the same time, she recognizes that the casual  

workers are themselves being put in a precarious situation:

The casual people, I don't think they are getting proper 

education. And I understand, these people need a job…

[But] they're not getting any proper education and also 

they're picking up work each time on a different floor. 

So, we don't know which floor they went to before….So 

it is easily spreading the virus….Because the casual work-

ers are only getting limited shifts and they're not getting 

any benefits. Even if they get work, you know, they are 

not getting any benefits… Only whatever hours they are 

working they're getting [paid].

Amara, a refuge from Eritrea who arrived in Calgary with her chil-

  

employers expect her to constantly pivot, working one day in demen-

tia care, the next day in palliative care. She noted that this is simply a 

characteristic of her HCA work, even though it makes the job more 

difficult:

If you work [as a] healthcare aide, you can't be stay[ing] 

[in] one place… I have to be totally casual, right? You will 

work whatever unit they have [a need for HCAs]. So,  

you have to be experienced [in] everything, how to deal 

with dementia, how to deal with brain injury, working  

morning, working evening, different partner, different 

nurse. We always have to be flexible…every day. So we 

can't [work in] one place. [It's] that kind of job.

The women also noted that an aspect of this HCA employment  

precarity is that they often do not have the workplace benefits or sup-

ports required to be healthy and care for their family, something that 

has been exacerbated by the increasing physical and mental demands 

of their job during the pandemic. Ileana, who moved to Calgary with 

her husband and children from Romania and has been working as an 

HCA for the last six years, highlighted a major challenge of not having 

a permanent position:

I don't have any benefits. I cannot go to the dentist. I  

cannot go to a massage. I cannot go to take my daughter 

to psychology, psychiatry, whatever, because she has 

some anxiety problem since this Covid started. I cannot 

take her because it costs money.

Tala, an immigrant from the Philippines who has spent the last two 

years working in a public LTC institution in Calgary, noted that she can-

not afford massage therapy to address a workplace injury she incurred 

due to the heavy lifting of residents that is part of her daily work:

How I wish I had benefits…because I was so depressed 

when learned that I don't have [access to] massage. I  

don't have any official therapy or anything in my in-

surance. I went [to get a massage] because I am in pain 

and they checked my insurance and said ‘Oh, you're not 

covered’. I really feel bad about that. And as a health-

care worker we need that. That's what we need.

Finally, many of the women HCAs who were interviewed noted  

that despite rhetoric about gratitude towards “essential workers” in  

Calgary, these words rang hollow when they were not accompanied by 

financial security. Alma, a refugee from Bosnia who has been working 

in LTC for over 19 years, noted that the temporary $2/hr wage top- up 

provided to essential workers by the government was not enough to 

make up the difference in her lost income due to the single site policy:

You know, five years we didn't get [a wage] increase. It's 

too bad. Five years and no increase. Look at how every-

thing is more expensive. It's too hard. You know, when 

they say ‘You are my hero! You are doing essential work, 

blah blah blah’, you know guys, what about money? We 

didn't get enough to be secure, you know. That is not  

nice…. Like we get a $2 increase, but that is temporary. 

We never know. Every paycheck is just $150 more [be-

cause of the wage top up]. It's nothing.

|

On top of detailing their myriad experiences of economic exclusion as 

HCAs, when asked what changes they feel would help to address the 

current crisis in LTC in Calgary, the interview participants overwhelm-

ingly stated that their voices had been ignored during the pandemic, 

with suggestions by management that they are “just HCAs”. In par-

ticular, the experiences they shared highlighted that the social exclu-

sion and intersectional inequalities at their workplaces largely centred 

around: (a) the fact that management and government had not actively 

solicited input from HCAs themselves on how best to respond to the 

COVID-  19 outbreaks; (b) a consistent prioritization of profits over 

quality of care by management; and, finally (c) a recognition that it is 

overwhelmingly immigrant, racialized women doing HCA jobs, whose 

voices were and are often dismissed or made marginal, and/or who 

must endure racism from LTC residents who in some cases lashed out 

with accusations that HCAs had “brought the virus” into the LTC site.
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The majority of the HCAs interviewed alluded to their awareness 

that they are doing a job that is often considered “dirty” and unde-

sirable to non- immigrant workers. All of the interview participants 

estimated that between 70%– 100% of the HCAs in their LTC work-

place were born abroad. They referred to the job of being an HCA 

as “immigrant's work” and suggested that this was why their wages 

are low, their work not properly recognized, and they are often made 

to feel invisible. Onyeka, who immigrated from the Democratic 



in a private LTC institution in Calgary for the past six years, noted 

that there is a disconnect between the work done by HCAs and the 

perspective of management. She said that if she were in charge, she 

would make sure HCAs were able to share in the decision- making 

process in LTC:

To say that I was heard at the beginning of the pan-

demic, I would be lying…Even if you tell  somebody 

this and this and this -  we need this, this is wrong… 

then they just hear you, but [there is] no action… So 

you don't feel that you were listened to, right? We 

just talk, talk and talk. And you know they [manage-

ment] have never been in our shoes, like, [they don't 

understand] the way we work, right? So they're just 

there observing the big picture. But really, they don't 

know what you are doing, step by step, they don't un-

derstand how hard it is…If they gave me the power, 

I would just listen to everyone, you know?… So I'm 

going to listen to the lowest position on the floor, 

right?…We are health care aides, we are housekeep-

ing, but still we have a head that thinks, right?

In addition, many of the women voiced their frustration at what  

they perceived to be the prioritization of profits over quality care for 

residents. For example, many of the HCAs interviewed stated that 

management had assigned employees to work on multiple floors or 

wards within their institution during times of COVID- 19 outbreak. This, 

they felt, put both their own lives and the lives of resident at risk, facili-

tating cross- contamination of the virus. Padma, who arrived from India 

as a Registered Nurse and has since been working as an HCA in LTC, 

attributed this unsafe practice by management to the shortage of staff:

Almost 75% of the residents got it [Covid]. If a resident 

is not positive, we put them in one side and the pos-

itive residents are on the other side. No contact with 

the negative and positive… But sometimes if staff is still 

short, then, you know what, the management is going 

to say to you, ‘Whoever worked on the positive side  

yesterday, you go other side and work with the nega-

tive persons today.’ That's not right! In my mind that's  

not right because we don't know if I got the infection 

already, if the virus is already in my body. I can give it to 

them!… But they [management] will not listen to you.  

Sometimes, you know, there is no staff.

Althea, a Filipina woman who has been working in LTC in Calgary 

for nearly 10 years, said that a lack of finances is continually used to 

justify not hiring an adequate number of HCAs in her workplace:

Even where we're short [of staff]… they [management] 

don't want to pay overtime because of their budget. It's 

a new management… and they're always talking about 

the budget. Everything is budget, budget, budget. Like, 

why are you guys talking about the budget to us? You 

know, we're not [focused on] finances here. We're  

health care aides.

Finally, some of the interview participants also spoke about anti- 

Asian racism that had increased during the pandemic, and the toll this 

took on their well- being. Many of the women interviewed also spoke 

about being “blamed” by residents for “bringing in” the virus to the 

LTC site “from their community”, highlighting the racism the women 

were and are experiencing at work. Meera, who immigrated from India 



15 years, noted that she is often accused by her residents of being the 

source of the outbreak at her institution, which exacerbates her mental 

distress:

Some of  the residents —  when the Covid came they 

[were] blaming the staff… We all know that we don't  

know where Covid came from. We can get it from each 

other, but we don't have a symptom for a few days  

and then later we find out that we have Covid right?… 

You get mad when they are pointing at the healthcare 

worker and saying, ‘You're the one bringing Covid here.’ 

But we don't know who brought it, right?…So, you feel 

sad because you know you're there for them and then 

they are the one pointing at you saying that ‘Oh you're 

the one bringing Covid here.’

Finally, in thinking about how and why things are not working as  

well as they could in LTC, Raminder made a powerful argument for the 

need for government to take a greater role in ensuring best practices 

are followed. She argued for further regulation of LTC to ensure equal 

pay for HCA workers across public and private institutions, to limit  

profits, and to protect residents from unfair costs. She also noted that 

in non- unionized LTC workplaces, HCAs are vulnerable and fearful to 

speak out with criticisms:

The government has to take some… you know, make 

some rules or something. Some instructions to follow. 

Otherwise, the private [LTC institutions], they  will 

only follow their own rules, right?… The private insti-

tutions, probably, they're looking  for money, right? 

They're focused on money but [public LTC sites in the] 

government sector have some limitations [on resident 

fees], right? I think government has to make some rules 

and limitations for the profits. The residents, they are  
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spending money also, right? So, they have to set a lim-

itation for that. And…they can fix the salary of the em-

ployees… We have no union. If someone talks to them 

[management]… then they will fire them [HCAs]. So no 

one is ready to [talk]. Everyone needs a job, right?

 |

The experiences of intersectional economic and social exclusion de-

tailed by the 25 immigrant women HCAs interviewed in this study 

highlight how the work they provide in LTC is socially and economically 



particularly during times of pandemic, highly dangerous (Armstrong 

& Armstrong, 2009; Folbre, 2020; Kamaruddin et al., 2018). Thus, 

while the negative economic and social impacts of the pandemic on 

low wage workers (and particularly women and racialized workers) 

continue to emerge internationally, it is anticipated that there will be 

considerable overlap with the experiences detailed by the HCAs in 

this study; this overlap will likely be seen in terms of reduced income, 

growing work precarity, social marginalization, and a worsening of in-

tersectional racism and workplace inequalities. While the data from 

this study are limited by the small sample size and the cross- sectional 

research design, the findings nonetheless reinforce existing literature 

which demonstrates the multidimensional, relational and dynamic 

aspects of social and economic exclusion and the ways that meaning-

ful social inclusion requires structural and systemic change at both 

micro and meso levels within employment settings (Good Gingrich & 

Lightman, 2015; Levitas et al., 2007; Reitz et al., 2017).

In the context of LTC, the insights the women provided during 

the course of their interviews highlight how social characterisations 

of race, class and gender interact and impact their daily experiences 

as racialized immigrant women doing low wage essential health care 

jobs (Collins, 2015; Nakano Glenn, 1992). The women emphasized 

that their skills are not adequately recognized and described how 

they face active and covert racism at work. Yet, in the face of such 

intersectional exclusion, their insights make valuable contributions 

towards improved practice and policy. In particular, the data highlight 

that HCAs require fair remuneration and better employment protec-

tions in Canada. In practice, this will require higher pay (including 

overtime), full- time and permanent employment, paid sick leave and 

appropriate staffing levels, accommodations to reduce workplace in-

juries, mental health supports, safe transportation to and from work 

facilities, emergency housing for self- isolation, and child care. Such 

protections and financial supports will help both to mitigate and to 

compensate for the risk of COVID- 19 exposure that these LTC HCAs 

face, as well as increasing the quality of their daily working lives 

and the resident care they provide. At the same time, those women 

working in private and non- unionized LTC institutions in Calgary  

were overall most dissatisfied and felt most socially excluded. Thus, 

moving forward, the data suggest a need for renewed government 

investment in public and not-  for- profit LTC institutions in Alberta, 

and for reduced barriers to unionization for HCAs.

In conclusion, it is hoped that the insights provided by these im-

migrant women HCAs will be of considerable importance to policy 

makers, academics, and immigrant- serving organizations, as well as to 

immigrant LTC workers themselves, by facilitating enhanced aware-

ness of the challenges and opportunities immigrant women have 

experienced within LTC institutions during the COVID- 19 pandemic, 

as well as by highlighting their insights as to how to best support 

front- line care workers during current and future health pandemic 

recovery efforts. Though some may perceive them as “just” HCAs, 

the women interviewed for this study know and live every day the 

inequity and the injustice of their employment realities. Going for-

ward, the voices of low wage workers such as HCAs must be priori-

tized in discussions of community healthcare reform and in efforts to 

address systemic and intersectional economic and social exclusion.
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