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1 Introduction


Julia Smith and Clare Wenham

Infectious disease outbreaks affect men, women, transgender, and nonbinary people in different ways.1 This can range from sex-based differences in health outcomes, whereby physiological or hormonal characteristics may mean that infection with a pathogen leads to poorer outcomes in one sex than another, or these differences may be gendered. Gendered differences tend to appear as secondary effects of the policies introduced by governments to mitigate the spread of an infectious disease outbreak. These include, among other things, the impacts of changes to social interaction, paid and unpaid care work, and access to healthcare services.

As researchers who have previously researched the gendered effects of epidemics both individually and collectively, in January 2020, we anticipated a range of gendered effects related to COVID-19. We started to have conversations about the ways we thought people of different genders would be adversely and differentially affected by the emerging disease, initially considering those in China, where the pandemic began. Even back then, without the knowledge base we have since developed, we predicted that women would be most of the healthcare workers on the front lines of the response. We knew that the mass school closures in China and Hong Kong in January and February 2020 would have a knock-on effect on women, who suddenly had to provide round-the-clock childcare and home schooling to their children, either alongside their paid employment or sacrificing paid employment to do so.

Further cognizant of intersectional feminist thought, we knew not all women would be affected equally or in the same ways—race, class, geographies, socioeconomic status, and beyond, shaped further by neoliberal and colonial systems of oppression, would differentiate experiences. For example, we knew that the large foreign domestic worker labor force in Hong Kong almost exclusively comprises poor immigrant women of color working in often white, Western households, and they do so to send money back to their families in their home country. These women would face challenges if borders, which had suddenly closed as an emergency response measure for disease containment, remained restricted and they were not able to return to their families and/or to work. We also had major concerns about the physical security of women who were in lockdown in Wuhan and the likely impact this would have on violence against women (Wenham, Smith, and Morgan 2020). Drawing on the thinking of transnational feminist scholars (for example, Swarr and Nagar 2010; Fernandes 2013; Kaplan and Grewal 2002), we understood that the global pandemic response would be shaped by dominant approaches, primarily based on a Western neoliberal worldview, and that women’s experiences of the pandemic would reflect not only these global inequities but their local realities. Similarly, resistance to the continued exploitation of women’s labor and lack of concern for their security would both emerge from local efforts and foster global solidarities across geographies and cultures.

While we started to have these conversations among friends and colleagues, we also published a comment in The Lancet, and serendipitously, given the author limitations, we were required to dub ourselves the Gender and COVID-19 Working Group. Within a matter of days, we were being contacted by other researchers, policymakers, and activists from around the world (several of whom are now authors within this edited volume) wanting to join this group and work together to get much-needed recognition for the pandemic’s emerging downstream effects on women and equity-deserving groups and to support policymakers by delivering the evidence they needed on these differential effects to be able to make decisions amid the crisis. This working group, chiming a cord with transnational feminism and activism, grew and grew over the course of the pandemic to over six hundred members, each sharing their research, their evidence needs, and their experiences as practitioners, creating a vibrant community of practice to respond to the gendered effects of COVID-19.

At the same time, we were fortunate enough to receive funding from the Canadian Institute of Health Research (CIHR) and from the Bill and Melinda Gates Foundation to continue to undertake research to document and analyze the gendered effects of COVID-19. Using a case study approach, this book provides a comprehensive summary of the work that this research team has produced over the course of the pandemic. Overall, the aim is to share how the pandemic and the response to it were lived by diverse women in multiple contexts, illuminating both unique experiences and shared solidarities across geographies and cultures.

The research team is multicentered, multidisciplinary, and transnational, covering case studies from Bangladesh, Brazil, Canada, China, the Democratic Republic of Congo, Hong Kong, Kenya, Nigeria, and the UK. The research team included members with backgrounds in international relations, anthropology, economics, agriculture, social policy, public policy, gender, and beyond. Zoom calls at all times of day and night fostered strong bonds of friendship, feminist allyship, and academic partnership. Despite disciplinary and methodological differences, we centered on wanting to provide evidence to improve the experience of a pandemic for women, whomever those women were and whatever hardships they were experiencing, and to do so as feminists, placing feminist principles at the core of our work together and our research outputs. We sought to contribute further to notions of transnational feminist activism through our interaction and desire to document and analyze the unequal impacts of the pandemic on those women made most vulnerable and shine a light on this for policymakers to understand the secondary effects of their decisions.


COVID-19

The COVID-19 pandemic is understood to have originated in Wuhan, China, in December 2019 and rapidly spread around the world. The World Health Organization (WHO) determined it a public health emergency of international concern (PHEIC) in January 2020. By March 2020, many countries had followed China’s lead in implementing strict lockdowns, requiring populations to shelter at home, closing all but essential businesses and services, and restricting travel. As cases fell, by June 2020, most countries began to reopen their economies. Over the subsequent years, which saw varying waves of disease transmission around the world, countries responded through a variety of public health, socioeconomic, and travel measures. These ranged from zero-COVID approaches, embodied in strict lockdown and quarantine policies aimed at completely halting transmission at borders in contexts such as China and Hong Kong, to more balanced containment approaches weighing contagion alongside economic interests in contexts such as the UK and Canada. In most places, severe illness and death occurred among the elderly and those with underlying health conditions. However, these factors do not appear to determine who is susceptible to the long-term physical effects of COVID-19; an estimated 5 to 20 percent of those infected have longer-term health complications (known as “long COVID”). The introduction of mRNA vaccines by late 2020 and their subsequent mass rollout in high-income countries reduced the severity of illness in most cases. However, vaccine apartheid prevented most low-income countries from accessing vaccines as well as other technologies, in real time. At the time of this writing (May 2024), there have been approximately 775 million COVID-19 cases and over 7 million COVID-19-related deaths around the world (Our World Data in 2024).



Gender in Health Emergencies

Gender norms and experiences are determined by the society in which individuals interact. Gender is shaped by social, economic, and physical interactions in the health, justice, education, law, security, and industry sectors, which in turn influence how we understand social interactions and how individuals interact in societies. Intersectional feminist thinking emphasizes that gender is just one social location—reflective of systems of power and oppression—that shapes the inequities one does or does not experience and cannot be understood in isolation from other identities, such as those related to race and class (Bowleg 2021). Disaggregated data on sex, age, and disability will not on their own reveal the social norms and stereotypes that dictate how different populations respond to public health measures and lockdown orders. A health emergency places stress on preexisting inequalities and discrimination; it can initiate and compound multiple inequalities and discrimination, including those related to gender (Sharma et al. 2020). Rapid research into gender as well as ethnicity, disability, age, and economic experiences during health emergencies is vital to identifying the healthcare measures, social support, and protection needed to ensure public health compliance and equitable recovery, and yet it is often lacking.

While recognizing the need for intersectional approaches that consider gender in relation to other social positions, we ground this book—due to the focus on the experiences of women—within the growing literature on gender and health emergencies specifically. Emerging research has begun to demonstrate the downstream gendered effects of health emergencies prior to the COVID-19 pandemic. This includes the widespread analysis of the gendered effects of HIV/AIDS, which not only directly affected people of specific genders (men who have sex with men in many Northern contexts and women in sub-Saharan Africa) but also has had downstream effects on access to sexual and reproductive healthcare (Gruskin et al. 2017; Tariq and Kasadha 2022); on unpaid care burdens for women, particularly elderly women who take on the care of orphaned children (Ogden, Esim, and Grow 2006; Mannel et al. 2019); and on intimate partner violence (Dunkle and Decker 2013). Research on the HIV/AIDS response also illuminates women’s central role as healthcare workers, community volunteers, and activists for rights-based responses (Cattaneo et al. 2019). Women living with HIV/AIDS, particularly in the Global South, have challenged global health organizations and funders to take gender seriously (Smith 2017).

Despite the recognition of the gendered effects of HIV/AIDS, this learning has not been transferred when it comes to other health crises. During the Ebola outbreak in West Africa (2014–2016), Harman (2016) noted the lack of gendered considerations in the response to the epidemic at all levels and highlighted the increasing presence of the “conspicuously invisible” woman within health-related decision-making. Women were involved in meetings, were put on task forces, and were encouraged to support the response to the epidemic, but within these fora, they lacked the power to implement decisions. Those decisions, in turn, lacked gender considerations. This situation reflected the longstanding critiques of representation politics from feminist research.

Zika, a mosquito-borne virus that emerged in Brazil in 2015 and manifested in children born with congenital Zika syndrome, demonstrated the tension between two aspects: women were instrumentalized on the front covers of newspapers to spur a securitization narrative demonstrating that women were at risk of infection, and in turn this would risk the health of their unborn children, while governments absolved themselves of responsibility to actually provide any needed support to the affected women. Women were told to clean their houses to prevent mosquito proliferation and to not get pregnant so as not to have a child born with Zika, but such messaging failed to consider the lived reality of those most at risk of infection. These were notably the poorest women in Brazilian society, shaped by the deep inequities created by rapid urbanization and capital flows, who were unable to afford air conditioning, those who work outside with greater exposure to mosquitos, and who were predominantly black or of mixed ethnic backgrounds (Wenham 2021).

In reviewing this past literature, we became acutely aware that where gender has been considered in health emergency response and literature, it has often been in simplistic ways, focused primarily on the experiences of women as a homogenous group, compared to men (usually also presented as a homogenous group) (Hankivsky and Kapilashrami, 2020). While data on sex and gender and COVID-19 are patchy around the world, data on race, (dis)ability, and socioeconomic status are simply nonexistent in most contexts, complicating intersectional analysis. Indeed, while writing this introduction, we were frequently dismayed by the lack of data on women of color, those living with disabilities, and variables of socioeconomic status. Similarly, prominent tools documenting the COVID response, such as United Nations (UN) Women and the United Nations Development Programme (UNDP)’s COVID-19 Global COVID-19 Response Tracker focused on policies seen to primarily effect women, including violence against women and women’s participation in the workforce, with no similar tools considering how racial, socioeconomic, or other inequities were addressed in pandemic responses. These gaps in literature and data restrict the transformative potential of research on gender and public health emergencies, with this book aiming to contribute to filling this gap through a transnational focus that includes in-depth case studies based on diverse groups of women’s lived experiences. Still, we note that much more needs to be done in terms of both intersectional data collection and outputs related to health emergencies.



Our Approach

Recognizing the limits of past research—including our own—on gender and health emergencies, we aim here to advance scholarship by building on the feminist political economy and global health security literature toward integrated transnational and intersectional feminist approaches.

Feminist political economy approaches illustrate that what and whom a society prioritizes during an emergency reveals the relationship in that society between ethics, politics, and power. Smith (2019) demonstrates that outbreaks follow a path dependency and that the tyranny of the urgent takes over the decision-making. According to Smith, the focus is centralized on epidemiology and public health decision-making, and the effects of the policies introduced from this public health perspective do not get considered amid the chaos of war on disease. A similar trend is identified by Davies and Bennett (2016), who highlight that “structural issues are put aside in favor of addressing immediate biomedical needs.” An emergent feminist global health security literature has sought to demonstrate that the state and the state-based structures of global health policy have made women’s lives more insecure during pandemics (Wenham 2021). Moreover, having women on the ground who can deliver additional care, labor, and community support is of benefit to policymakers, who are often unable to fill this gap within state structures during a time of crisis. Thus, women become the solution to many policy challenges that emerge during a health emergency, while the threat of gender inequality remains ignored (Harman 2021).

While useful in understanding global processes, these approaches rarely recognize that these processes are not only gendered, but also racialized, class-based, and reflective of colonial traditions. Here, transnational feminism helps us understand the relationship between global structures and local lived realities, how patriarchal global health governance privileges some women over others, and the complexities of resistance. Transnational feminist thought has taken this analysis further to challenge Western models of white, classist understandings of feminism and integrates intersectional and postcolonial thought to demonstrate that colonial legacies and neoliberal economic and political systems, as well as other competing oppressions, shape the political and social order (Mohanty 2003).2 Thus, it recognizes that women are not one category and that there is no one universal gendered experience, but that women’s experience is further constrained by the state, race, class, sexuality, patriarchal and capitalist structures, and beyond, as well as understanding gender and agency in different ways (Enns, Comas-Diaz, and Bryant-Davies 2020). As this volume includes case studies from around the world, often focused on racialized and marginalized women, a transnational feminist approach enables a centering of these experiences, and it poses questions about relationships between these lived experiences with globalized systems of power.

Essential to these discussions is recognition that it is not possible to separate gender from other social locations or identities, as Western feminism has historically done. Intersectional feminism analysis, rooted in the praxis of African American feminism, challenges us to recognize intersecting systems of oppression and power and consider the complexities of how these relate to each other. Bowleg (2012) defines intersectionality as a theoretical framework “for understanding how multiple social identities such as race, gender, sexual orientation, SES, and disability intersect at the micro level of individual experience to reflect interlocking systems of privilege and oppression (i.e., racism, sexism, heterosexism, classism) at the macro social structural level” (p. 1267). The case studies in this book seek to illuminate how gender interacts with other social identities at the individual level to reflect the power relationships, inequities, and injustices in macrolevel pandemic responses. In this way we hope to contribute to advancing feminist global health scholarship.

We do so humbly, recognizing that as white, middle-class, educated editors in the Global North we are particularly cognizant of the meaningful differences between our experiences and those of our counterparts, both authors in this edited volume and, indeed, the women represented in this book. Thus, we have actively sought to engage with local feminist understandings and context in the individual chapters and have actively tried not to unify the themes and experiences of women worldwide but, rather, to construct each as “solidarities of difference” (Conway 2012). Following Mohanty (2003), we do not presume the existence of identical issue areas or priorities in considering the gendered impacts of COVID-19, as is evident through the variety of constituent groups and thematic considerations in this volume; however, we seek to identify interconnected themes that can support globalist activism and advocacy for policy change in the future.



Central Narrative

This book aims to contribute to the literature on the gendered implications of epidemics and pandemics through a case study approach that documents and analyzes the downstream gendered, and where possible intersectional, effects of the COVID-19 pandemic and of the national policies introduced in each case study country to mitigate COVID-19’s spread. Despite the variety of cases and populations of women within them, we identify common themes, not necessarily of diverse women’s experiences, but related to the globalized structures that shape them. We are cautious in expanding on these themes, recognizing the valid critiques of white Western feminism in seeking to generalize for women across the world who live in different contexts, with a range of intersectional considerations alongside that of gender. However, our case studies show that structural inequities pervading global systems and social structures, and those that limit women’s public and private participation, create similar systems of power, oppression, and resistance, across our locations of study or “solidarities of difference” (Conway 2012).

Feminist scholarship from around the world has documented how, despite contextual differences, gender relations, meaning socially defined gender roles such as social reproduction, predispose women (and men) to perform certain roles within society. This is linked with social norms and gender stereotyping, which produce different understandings of what men and women should be doing within a community. Once these norms and their related predispositions become embedded within understandings of gender, women then perpetually perform social reproduction within the household, which means they have less time available for external opportunities and paid work. In turn, women become reliant on men’s income, and the system perpetuates power and gender hierarchies. These gender hierarchies in turn create and promote institutions and structures that facilitate men’s active participation in the public sphere and continue to maintain women in roles of unpaid care to facilitate men’s capital production (Caprioli 2005). These roles generate women’s economic dependency on men, reducing women’s autonomy and creating opportunities for exploitation and violence.

As Galtung (1969) depicts, social, economic, political, legal, religious, and cultural structures and institutions at the global, state, and local level result in certain individuals and groups being unable to fulfil their basic needs or reach their full potential. Through these structures, power is exercised not only through coercive means but also through materials and ideas, with power relationships shaping the institutional and ideological formations where gender and intersectional identities and status are constructed. These inequities have direct impacts on individuals’ livelihoods and wellbeing. Tickner (1992) writes of the “insecurity of individuals whose life expectancy was reduced, not by the direct violence of war, but by domestic and international structures of political and economic oppression.” In this book, we are interested in how domestic and international responses to COVID-19 affected the insecurity many women live with due to structural oppression.

Building on such foundations, feminist approaches to global health security reorient health security away from protecting the state against external health threats to seeing the state (and related social and cultural structures) as a threat to or protector of the health of individuals (Davies and Harman 2020; Wenham 2021). These approaches further recognize that such structures have become globalized in tandem with the disproportionate power of corporate capital, which favors certain governance and cultural systems over others, as well as the increased pace and frequency at which people, information, and goods move around the world. Thus, we can ask, for example, not only how state health policy affects health outcomes, but how global capital flows perpetuate a global gender pay gap. While the answers will differ by contexts, and we note the variation of these, particularly considering intersectional and transnational differences among the women we study, we ask broad questions that apply across geographies and population groups. It is these common questions about how structural inequities shape women’s experiences of the pandemic that tie these chapters together.

The chapters in this volume explore how dominant patriarchal structures were reflected in the response to the COVID-19 pandemic—and women’s multiple and varied experiences of and resistance to these structures—across key themes. These themes were identified through an in iterative process of engaging with the broader literature on gender and health emergencies and the results from case study research. Some, such as unpaid care, cut across almost all chapters, while others are explored in depth within a specific chapter, such as chapter 10, on maternity and reproductive healthcare in the UK, and chapter 8, on community volunteer healthcare workers in Kenya. While the chapters that follow provide in-depth analyses of how these themes intersect with different contexts and interact with social positions beyond gender (such as race, ability, and economic position)—here, we sketch broad gender trends to situate the case studies within the global context.



Unpaid Care

Care is vital during a health emergency, and the ethics of care requires that we pay attention to the consequences of care arrangements—meaning the political ethics of giving and receiving care during a crisis. Feminist normative analysis is concerned with the arrangement of care structures, the distribution of labor, and the changing nature of care. Care represents a concrete activity but also a moral orientation. In an emergency there are those giving care, those instructing care, and those who are being cared for (Robinson 2016). Who is represented in each of these activities is a moral but also political decision that has implications for who has power over care.

Women with the least access to resources and who experience barriers to employment and services, such as those from ethnic minorities, are likely to bear the greatest unpaid care burdens. Race-based unpaid care gaps are apparent across the globe (i.e., the difference in the amount of time spent on unpaid care among different racial groups), often explained by the fact that racial and ethnic minorities are more likely to live in poverty, with less access to childcare or other support services (Women’s Budget Group 2020). Women in the global south, those in rural regions, and those with lower education and low income also provide a disproportionate share of unpaid care (ILO 2018). In many contexts women of higher social economic standing outsource care work to other, less privileged, women, reinforcing inequities in access to employment and education.

Around the world, women do approximately three times more unpaid care work than men, performing 75 percent of such work globally (UN Women 2020). Women dedicate, on average, four hours and twenty-five minutes daily to care, while men’s average is one hour and twenty-three minutes. Some 606 million women of working age perform unpaid care work on a full-time basis, compared with just 41 million men (UN Women 2020). This work includes childcare, care for elders and those who are ill or living with disabilities, cooking, and cleaning. Indeed, the amount of time women dedicate to unpaid care increases with the presence of children in the household (Dugarova 2020). Women are also usually responsible for the mental load of family and household management, such as scheduling activities and appointments. The economic contribution of unpaid care is roughly estimated at $10 trillion per year, around 13 percent of global GDP (ILO 2019). While the degree, type, and form of unpaid care varies greatly by context and social position—consider, for instance, the time difference between washing clothes with a washing machine and without one—what is consistent is that this work is usually done by women. This unequal distribution of unpaid care reflects the globalized norms and discriminatory social institutions that shape gender roles.

The COVID-19 response added to care burdens due to the closure of schools, childcare, and other services, as well as increased time spent on cleaning and household management. The average time spent on childcare around the world increased from twenty-six hours a week to thirty-one (UN Women 2020a). UN Women found that, in 2020, across thirty-eight countries, while both women and men experienced increased unpaid workloads, women did most of the care work. While men took on tasks such as shopping and helping with home schooling, women remained responsible for the cooking, cleaning, and overall childcare. Furthermore, parents report asking daughters for more help with care work than sons. COVID-19 also added to the intensity of unpaid care work, as new cleaning habits were developed to reduce risk and uncertainty related to the unfolding pandemic, and daily routines complicated family management. As health facilities restricted access or were avoided due to fear of infection, those in need returned home, where they were most likely to be cared for by women. In many countries, the majority of those who became seriously ill with COVID-19 were the elderly and were most likely cared for by women relatives and friends.

Increased unpaid care burdens come at a cost. The global trend of greater employment loss among women than men (discussed further below) has been linked to increased care responsibilities; with children home from school or facility-based care, women were unable to go to work. Increased unpaid care also generated increased anxiety as women tried to manage multiple and new tasks; in 2020, 70 percent of women participants in a Canadian survey reported increased anxiety and depression related to increased care work due to COVID-19 (Oxfam 2020). Chapter 10 in this volume, using quantitative data, points to a similar relationship between COVID-19-related care stressors and mental health. The qualitative chapters share the experiences of women saddled with increased unpaid care—including how these are shaped by structural inequities related to race, employment status, disability, and so on—and demonstrate both the effects on women’s economic and personal security and their resilience and often unseen essential contribution to the COVID-19 response.



Paid Work

Around the world, women earn on average 16 percent less than men (UN Women 2020c). Black and Hispanic women earn on average the least, with white men earning the most (Kochhar 2023). The wage gap reflects a devaluing of the occupations most accessible to women due to gender and intersectionally biased norms, such as care professions and those that allow flexible hours to enable childcare. Most low-wage sectors, such as the service industry, are feminized in terms of both the workforce and the conditions of work. Feminized sectors see lower wages on average, often include greater precarity and less power over work conditions, and incur lower social status (Vosko, MacDonald, and Campbell 2009). Women of color or other ethnic minority groups disproportionately compose these lowest sectors of pay and highest sectors of precarity. Lower wages also reflect the motherhood penalty—the phenomenon wherein women who have children are less likely to earn the same as or more than men or women who do not (Benard and Correll 2010). Women, and particularly women of color, are also more likely to work in the informal sector, with 740 million working in the informal economy as market traders and domestic workers and in other occupations (Azcona et al. 2020). Informal work is often paid less and does not include the security or benefits associated with formal employment, making it particularly vulnerable during a crisis, such as the pandemic.

Feminized sectors in both the formal and informal economy—such as domestic work, the service industry, and tourism—were hardest hit by COVID-19-related closures and interruptions. Consequently, around the world, women lost the majority of jobs. An analysis of labor market data in 2020 by UN Women and the ILO found that, across fifty-five high- and middle-income countries, unemployment rates among women age twenty-five and up increased from 5.5 to 7.7 percent, compared to 4.7 to 7.1 percent among men during the first six months of the pandemic, and that more women (who are already less likely to be in the workforce) than men left the labor market altogether (twenty-eight million women age twenty-five and up, compared to 24.1 million men age twenty-five and up) (UN Women 2020b). Women in the informal sector were also affected, with incomes falling by 60 percent during the first month of the pandemic. Many of these losses were sustained, with women’s employment recovery lagging behind men’s almost everywhere in the world (Dhar and Mendina 2021). Such trends are partly attributed to continued impacts on feminized sectors, such as tourism, as well as ongoing unpaid care demands on women’s time.

In this volume we provide nuanced, localized analysis of such global trends. Chapters 7, 8, and 4, on Kenya, Nigeria, and Canada, respectively, highlight how women’s concentration in precarious employment resulted in heightened economic insecurity. Chapters 2 and 8, on Bangladesh and Nigeria, respectively, further emphasize how informal employment created barriers to accessing relief and supports. Chapter 10 presents quantitative data on employment and economic recovery across three case studies. While the degree of economic hardship varied greatly, each chapter charts a similar trend, and importantly, that trend is like the ones observed during previous health emergencies.




Violence against Women

Women bore the brunt of gender-based violence across geographies throughout the pandemic. As early as March 2020, advocates warned about the risks posed to women by globalized shelter-at-home orders, which required many women to isolate with their abusers without access to external support, as many service providers were forced to limit interactions or close to mitigate the spread of disease, as such public services were not considered to be essential (John et al. 2020). Data from the first months of the pandemic in Wuhan demonstrated a threefold increase in domestic violence during this time, and UK femicides related to domestic violence doubled in one month from March to April 2020 (Roesch et al. 2020).

Multiple researchers have tried to understand the extent to which violence against women has occurred and how this has changed during the pandemic compared to baseline. Data have included police data, calls to service providers, administrative data, and hospital data, each of which has its own limitations as to what it can or cannot say about the violence occurring. Calls to the police related to domestic violence rose in the UK and the US an estimated 6 percent during the first six weeks of the pandemic (Hsu and Henke 2020). However, it is likely that increases in domestic violence are considerably underreported, with people not wanting to seek external support both because of the risk of retaliatory violence and due to the pandemic. For example, when analyzing calls to domestic violence helplines, we see a much greater number of individual calls than that which is evident in police or other types of administrative data (Anderberg, Rainer, and Siuda 2022). Moreover, despite challenging data, rates of domestic violence are estimated to be 30 to 50 percent higher among Black, Hispanic, American Indian, and Alaskan native women in the US (CDC 2012). Data also show that sexual and gender minorities, women under the age of thirty, and women in rural locations are more likely to experience domestic violence than their counterparts (Kyriacou et al. 1999).

Additional variables have been evidenced to demonstrate who is most at risk of gender-based violence during the pandemic. Women who are in low-paid employment or who hold jobs in lower positions were at greater risk of violence (Colagrossi et al. 2022). Men were more likely to perpetuate violence if their economic position was affected by the social distancing measures brought in to prevent the spread of COVID-19 (Arenas-Arroyo, Fernandez-Kranz, and Nollenberger 2021). Moreover, we can see changes in the way that women interacted with service providers: women were reporting to hospitals with much more serious conditions related to stages further along in the domestic violence abuse cycle than prior to the pandemic, presumably because they were following stay-at-home orders and did not want to interact with hospital facilities so as to avoid COVID-19 or not add to the burden of the healthcare system (Gosangi et al. 2021).

While working on this project, we made the conscious decision not to conduct research specifically on gender-based violence, recognizing that the complexity and ethical challenges of such work are outside the team’s expertise. However, the topic frequently came up in interviews, with women wanting to share their experiences and perspectives, so these stories are included in some chapters (specifically, chapters 7 and 8 from Kenya and Nigeria, respectively). In addition, chapter 10 provides unique data on the incidence of conflict within households.



Health Care Workers

The operational response to the pandemic has been primarily carried out by women. Women are disproportionately employed in the healthcare sector. Some 70 percent of healthcare workers worldwide are women, along with up to 90 percent of social care workers globally, and women are particularly overrepresented in low-paid and underpaid healthcare jobs, such as nurses and social care workers. In many countries, women of color and Indigenous women are underrepresented in high pay/status positions in the health sector, such as physicians, but overrepresented in low pay/status positions such as care aids (Naqvi et al. 2022). The increasing reliance of high-income countries on healthcare workers from abroad (with little consideration of effects of this brain drain on low- and middle-income countries) has also increased the portion of migrant healthcare workers. However, while women have delivered on the care needs of large swathes of the population during COVID-19, they (particularly women of color and migrant women) have been underrepresented in decision-making positions during the pandemic.

This overrepresentation within the paid care economy has created important intersectional, gendered effects throughout the pandemic. COVID-19 infections among healthcare workers have disproportionately affected women, and racialized women more so than men (Miyamoto 2020). Moreover, the lower-ranking and less-qualified and lowest-paid healthcare workers, the majority of whom are women, and often women of color, are more likely to have been redeployed into COVID-19-related care, meaning that their risk of infection is greater than those who are more highly skilled and paid (Chaudhry et al. 2020). Women healthcare workers in many contexts reported increases in violence, racism, discrimination and homophobia during the pandemic (Hennein et al. 2021; Smith et al. 2022; Lotta et al. 2021). At the same time, healthcare workers globally have criticized the ill-fitting nature of personal protective equipment (PPE) for women’s body shapes, if
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