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Introduction: We sought to explore healthcare providers (HCPs)" perceptions
of and experiences with stigma during the COVID-19 pandemic in Canada
and Singapore.

Methods: We conducted a qualitative study (May 2020-February 2021) with
HCPs in Canada and Singapore and developed a semi-structured interview
guide rooted in the Health Stigma and Discrimination Framework (HSDF). We
recruited participants online and through word of mouth via newsletters, blogs
and social media. Participants were eligible to participate if they worked as
a healthcare provider in Singapore or Canada during COVID-19. Following
participant consent, data were recorded, transcribed verbatim, and coded using
a framework approach. Coded data were charted into a framework matrix and
used to compare themes in each country.

Results: We conducted 51 interviews (23 in Canada; 28 in Singapore). HCPs
perceived that patient fears coupled with mistrust of the health system impacted
health behaviors. HCPs reported discrimination and stigmatization of population
subsets. In Singapore, this included Chinese tourists and migrant workers and
in Canada, this included people of Chinese ethnicity and people experiencing
homelessness. This stigma was often attributed to pre-existing prejudices
including perceptions that these populations were at increased risk of COVID-
19 or not adhering to public health recommendations. HCPs feared spreading
COVID-19 to family, peers and patients, often resulting in participants choosing
to isolate from social circles. HCPs in both countries experienced occupation-
based stigma, including stigma related to public health practices (masking,
testing); in Canada, this intersected with race-based prejudice for participants of
Chinese ethnicity. HCPs in both samples witnessed and experienced stigmatizing
behavior; some participants also experienced discrimination.

Conclusions: Secondary stigma related to occupation was experienced by HCPs
during COVID-19. HCPs experienced intersecting stigma based on race/ethnicity
and observed stigmatization of marginalized patient populations. Most themes
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were consistent across Canada and Singapore. Strategies to mitigate COVID-19
related stigma toward HCPs and at-risk patient populations are warranted.

KEYWORDS

health personnel, SARS-CoV-2, social stigma, perceived discrimination, racism,
intersectional framework, Canada, Singapore

1 Introduction

Stigmatization toward healthcare professionals (HCPs) caring
for patients living with infectious diseases including HIV and
AIDS, Ebola, Severe Acute Respiratory Syndrome (SARS), and
tuberculosis has been widely reported (1-3). Authors of a recent
systematic review estimated the pooled prevalence of infectious
disease stigma across patients, communities and HCPs at 34% and
highlighted infectious disease stigma as a significant public health
concern (4). The impact of infectious disease stigma can lead to
discrimination, social isolation, and negative impacts on mental
health (5-8). Stigmatization of HCPs providing care to patients
living with infectious diseases not only results in significant harm
to the HCP, but can also be a barrier to a resilient frontline clinical
response during large outbreaks (9).

Research has demonstrated similar patterns of stigmatization
toward people who were sick with COVID-19 and toward the HCPs
who cared for them (1-3) In Canada, the onset of the pandemic led
to an emergence of race-based prejudice and discrimination toward
Chinese-Canadians and individuals appearing to be of East Asian
ethnicity. These narratives were further perpetuated by the media
(10), including early referrals to SARS-CoV-2 as the “Wuhan virus”
or the “China virus” by US and Canadian news outlets (11). At
the time, Singapore had the highest number of COVID-19 cases
outside of China (12). The country was also host to one of the
most popular destinations for Chinese tourists, particularly during
the Lunar New Year (13) (January 2020, when SARS-CoV-2 was
sequenced in Wuhan and when the WHO declared emergence of
the “novel coronavirus”) (14).

In this context, we aimed to conduct a cross-country
comparative study to determine whether the race-based stigmas
observed in Canada were also prevalent in Singapore (where >70%
of individuals are ethnically Chinese) and to explore whether other
intersecting stigmas were present and how these differed by country
context. To address these aims, we conducted a series of research
studies that explored public, healthcare provider, and policymaker
perceptions of stigma during the COVID-19 pandemic (11, 15, 16).
In this study, we report the findings of our interviews with HCPs in
the two countries. We used the Health Stigma and Discrimination
Framework (HSDF) (17) to explore HCPs perceptions of stigma
during the COVID-19 pandemic with a focus on describing,
comparing and contrasting HCPs' personal experiences of fear
and stigma during the COVID-19 pandemic, in two countries.

Abbreviations: HCPs, healthcare professionals; SARS, severe acute respiratory
syndrome; CCNCTO, Chinese Canadian National Council — Toronto Chapter;

HSDF, health stigma discrimination framework.
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We also aimed to explore HCPS' perceptions and consequences of
stigmatization on patient populations.

2 Methods

To enhance the completeness and transparency of our study,
we report our methods using the Consolidated criteria for reporting
qualitative research (COREQ) checklist (18) (see Additional File 1).

2.1 Setting

Our study was conducted in the province of Ontario, Canada
and the city-state of Singapore. Pre-existing collaborations between
our research teams at Unity Health Toronto in Canada and the
Geriatric Education and Research Institute in Singapore facilitated
the rapid initiation of this study during the pandemic.

2.2 Study design

Our study design was rooted in phenomenology, whereby we
aimed to explore understand HCP’s observances and experiences of
stigmatization during the COVID-19 pandemic. We analyzed our
data using the Framework approach, which provides a pragmatic
and flexible qualitative methodology that allows for charting and
comparisons of “cases” across contexts. Interviews were conducted
and analyzed independently by each country team; key themes
were subsequently compared and contrasted across the teams (19).
The teams met iteratively throughout the project period to discuss
decisions related to recruitment, data collection and analysis.

2.3 Participant recruitment

Prior to initiation, this study was approved by the Unity Health
Toronto Research Ethics Board (study number 20-092) in Canada
and the National Healthcare Group Domain Specific Review Board
(reference number 2020/00582) in Singapore.

We used convenience and snowball sampling recruitment
strategies. Participants were recruited through advertisements
disseminated online and through word of mouth via our health
and professional networks, newsletters, blogs and social media. In
Singapore, the official language of communication in the healthcare
setting is English and interviews were offered in English. Interviews
in Ontario, Canada were offered in the official languages of English
and French, as well as Mandarin and Cantonese. The Canadian
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research team collaborated with the Chinese Canadian National
Council Toronto Chapter (CCNCTO), who championed awareness
and activism campaigns to highlight the prevalence of Anti-Asian
racism during the COVID-19 pandemic. The CCNCTO supported
translation of our interview guides to Mandarin and Cantonese,
which are some of the most commonly spoken languages in
Canada (20).

In Canada, prospective participants were invited to complete
a demographic questionnaire offered in English, Cantonese and
Mandarin through Qualtrics, a secure, online platform (21). The
questionnaire was used to inquire about participants’ gender, age,
occupation, region of residence and education. Questionnaire
completion was voluntary. In Singapore, prospective participants
were screened via phone call. Eligible participants were (a)
individuals working as a HCP at time of interview (includes
individuals providing clinical care within a clinical care setting), (b)
English speaking (for Singapore participants) or English, French,
Mandarin or Cantonese speaking (for Canada participants), (c)
able to provide informed consent, (d) living in Singapore or
Canada during the pandemic, (e) aged >18 years (for Canada
participants) or >21 years (for Singapore participants), and (f)
able to participate in an interview via Zoom online platform
or phone (22). We aimed for a minimum sample size of n =
13 interviews per country [following Francis' guidance of n =
10 with a stopping criterion of n = 3 for theme saturation
(23)]; however, we continued interviewing until theme saturation
was achieved.

2.4 Data collection

The HSDF by Stangl and colleagues informed interview guide
development (17). The HSDF describes health stigma across
a socio-ecological spectrum and aims to distinguish between
stigmatized experiences (i.e., direct experiences of mistreatment
or discrimination) vs. stigma practices (e.g., factors and beliefs
that perpetuate stereotypes and discrimination). Recognizing that
infectious disease stigmatization intersects with systemic biases that
are often deeply and systemically rooted, the HSDF allows for
an exploration of intersecting stigmas within the socioecological
context in which they manifest (17).

Key informant interviews covered five domains of the
HSDF including questions on stigma drivers and facilitators,
stigma marking and experiences with stigma and discrimination
(see Additional File 2 for the interview guide). The interview
guide was reviewed by research group members who were not
involved in its development to ensure clarity and relevance
to the study objectives; modifications to study questions and
language were made as necessary. Key informant interviews
were conducted by teleconference or Zoom. We obtained verbal
consent to participation and interview audio recording. Interviews
were de-identified, and each participant was assigned a unique
participant ID. Interviews ranged from 30 to 60 min. in duration,
depending on the participant’s availability, given COVID-19
clinical demands. Interviewers did not hold any relationships with
the study participants.

Frontiersin Public Health

10.3389/fpubh.2024.1490814

2.5 Research team and reflexivity

Interviews in Canada were conducted by research staft (TL,
BSc; CM, BSc; JC, MSc; MKL, BA) and overseen by qualitative
scientists (CF, PhD; SES MD). Interviews in Singapore were
conducted by research officers (MK, BSocSc; BT, BPsySc) and
overseen by a research fellow (CCY, PhD). The research team
included women and men of diverse ethnicities, from Canada
and Singapore.

2.6 Data analysis and interpretation

The framework approach was used to analyze the data
(19). First, data were coded inductively to allow for the
emergence of themes; next, these themes were deductively
coded to the HSDF (17). English interviews were transcribed
using NVivo Transcription, an automated transcription service
(24). Researchers (TL; CM; ST, BSc; MKL; BT) reviewed
and verified the transcripts to ensure accuracy. Mandarin and
Cantonese interviews were transcribed verbatim by CCNCTO
and translated to English. Translated transcripts were reviewed
and verified for accuracy of interpretation by a research staff
member (MKL).

Interviews in Canada were double coded using NVivo 11
(25), and interviews in Singapore were single coded by a research
officer using QDA software (26). A coding framework was initially
developed by the Canadian research team following review of
three transcripts and adapted by the Singaporean team following
completion of three interviews to reflect local context and
themes, as identified via the deductive coding process. As coding
progressed, the framework was iteratively revised to build on, refine
and improve the categories.

All data were double coded iteratively until a minimum kappa
of 60% was obtained, which represents moderate agreement (27).
All Canadian transcripts were double coded, where each round of
coding consisted of five transcripts, and a consensus meeting was
held between the primary and secondary coder after each round
of coding. Research staft double coded the English interviews (TL
and CM) and the Mandarin and Cantonese interviews translated to
English (JC and ST). Staff turnover within the Singaporean research
team resulted in one research officer single coding all the interviews
(BT); interviews and coding schema were then reviewed by the
research fellow (CCY).

Coded data were charted into a framework matrix. The
matrix consisted of code labels and illustrative quotations. Each
country team created a matrix and research staff charted coded
data. The matrices were used to compare theoretical concepts
and map connections between categories and phenomena, using
the HSDF. Descriptive statistics for demographic data were
generated. A data saturation monitoring template was also formed
to track salient themes (26). A research scientist in Canada
(CF) used the matrices to identify similarities and differences in
identified themes, by country, and these themes were discussed
with a scientist from Singapore (CCY) to ensure accuracy
in interpretation.
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3 Results
3.1 Demographics

We conducted 51 interviews. In Canada, 24 participants
were screened; 23 met eligibility criteria and were included. In
Singapore, 29 participants were screened; 28 were included. Forty-
seven interviews were conducted in English (19 in Canada; 28 in
Singapore), one in Mandarin and three in Cantonese. Interviews
in Canada were conducted from May 2020 to October 2020;
interviews in Singapore were conducted between October 2020 to
February 2021.

The mean duration for the Canadian interviews was 50.8 min,
and 46.2min for the Singaporean interviews. The median
participant age for both samples was 39 years, and participant age
ranged between 22 and 70 years (Table 1). Singaporean participants
reported having more years of experience working in healthcare,
with an average of 16 years experience (range: 5-43 years). In
Canada, participants on average had 11.9 years of experience
(range: 1-40 years).

Both samples had more women than men, yet the Singaporean
sample was more gender balanced (82.6% women in Canada
and 60.7% women in Singapore). The Canadian sample was
ethnically diverse and included 39.1% who identified as White
(North American or European), 30.4% who identified as East
Asian, 17.4% who identified as South or Southeast Asian and
13.1% who identified with multiple ethnicities; the Singaporean
sample reflected diversity of the population (28) and included
57.4% who identified as Chinese ethnicity, 25.0% who identified
as Indian, and 14.3% as Malay (Table 1). Singapore is a city-state
without distinct regionality. In Canada, most of the participants
were from the province of Ontario. The majority of participants
worked in a large urban population center, with a population
of >100,000.

Participants were highly educated, with the majority holding a
post-graduate or bachelor’s degree (Table 1). The majority of the
sample were employed full time (69.6% in Canada, and 92.9%
in Singapore). Participants’ professions included nurses (21.7% in
Canada, and 28.6% in Singapore), physicians (17.4% in Canada,
and 32.1% in Singapore), program and patient facing support staff
(26.1% in Canada) and other health discipline professionals (e.g.,
psychologist, physiotherapist, radiographer, occupational therapist;
21.7% in Canada, and 39.3% in Singapore).

3.2 Patient fears of contracting COVID-19
coupled with mistrust of the health system
were perceived to impact health behaviors

HCPs in Canada noted difficulties managing mistrust among
patients toward HCPs and challenges with convincing patients
to visit hospital for care during the pandemic. In Singapore,
HCPs noted patients’ hesitation to get tested for COVID-19
(which was standard practice in clinics/hospitals at the time) and
fears of contracting COVID-19 from a hospital, as noted in the
following quotations,
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TABLE 1 Demographic characteristics of participants.

Canada Singapore
(n=23) (n=28)
Gender*
Man 4(17.39%) 11 (39.28%)
Woman 19 (82.61%) 17 (60.71%)
Age
18-24 1 (4.35%) 0 (0.00%)
25-34 6 (26.08%) 12 (42.86%)
35-44 8(34.78%) 8(28.57%)
45-54 4(17.39%) 4 (14.28%)
55-64 2 (8.70%) 3(10.71%)
65-74 2 (8.70%) 1(3.57%)
75+ 0 (0.00%) 0 (0.00%)
Race/Ethnicity
East Asian Chinese
7 (30.43%) 16 (57.14%)
South/Southeast Malay
Asian 4 (14.28%)
4(17.39%)
White/Caucasian- Indian
European 7 (25.00%)
3(13.04%)
White/Caucasian- Other
North American 1(3.57%)
6 (26.08%)
Multi-ethnic
3(13.04%)
Education
Up to 12th grade 0 (0.00%) 3(10.71%)
Graduated high school or equivalent 0(0.00%) 1(3.57%)

College

3 (13.04%)

3(10.71%)

University degree

9(39.13%)

11 (39.28%)

Post-graduate degree

9 (39.13%)

10 (35.71%)

Did not respond 7 (30.43%)
Field
Program and patient facing supports 6 (26.09%) N/A

Nursing

5(21.74%)

8 (28.57%)

allied health professionals

5(21.74%)

11 (39.28%)

Physicians 4 (17.40%) 9 (32.14%)
Preferred not to respond 3 (13.04%) N/A
Province
British Columbia 1 (4.35%) N/A;
Singapore is a

city-state
Alberta 1 (4.35%)
Manitoba 2 (8.70%)
Ontario 18 (78.26%)
Quebec 1 (4.35%)

(Continued)
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TABLE 1 (Continued)

Can Singapore
(n = 23) (n=28)
Region
Large urban population center, with a 19 (82.61%) N/A
population of 100,000 or more
Medium population center, with a 2 (8.70%)
population between 30,000 and 99,999
Small population center, with a 1(4.35%)
population between 1,000 and 29,99
Rural area, with a population <1,000 1(4.35%)
Employment status
Full time 14 (60.87%) 26 (92.86%)
Temporary full time 2 (8.70%) 2 (7.14%)
Part time 5(21.74%)
Did not answer 7(30.43%)

*Participants in our sample identified as men or women, though we were inclusive of all
genders and allowed participants to self identify.

“I don’t think most people are willing to go to the clinic to get
swabbed. They would rather stay at home, and nurse their own
sickness until they are well, and then they go out” (523)

“Three of them [patients] did say they didn’t want to come to
the hospital because they were afraid of catching the virus. They
didn’t want to be within the hospital grounds” (S66).

In Singapore, some participants observed that patients were
against using Western medicine for treating flu-like symptoms
and preferred to care for themselves at home. Canadian HCPs
noted an increase of patients with severe complications presenting
to hospital, because they had avoided the hospital out of fear of
COVID-19, as noted in the following quote,

“All of a sudden, people with heart attacks are not presenting
themselves to the hospital.” (C598)

“There’s people who are terrified and they don’t want to set
foot [in clinic]. Like I said before, they don’t want to set foot in
here nor in the hospital and I have to convince them like it’s gonna
be okay” (C955)

Other HCPs did not perceive any changes in patient health
seeking behaviors during the pandemic.

3.2.1 HCPs reported discrimination and
stigmatization of population subsets by both
patients and providers

HCPs in both countries reported observing discrimination
and stigmatization of population subsets that impacted these
populations’ health behaviors. In Singapore, Chinese tourists and
migrant workers were perceived as having higher rates of COVID-
19 because locals believed these groups were more susceptible to
contracting the virus by virtue of country of origin or residential
arrangements. HCPs reported that these populations were fearful
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of coming to hospital or seeking out care when sick, out of fear of
being further stigmatized or, in the case of migrant workers, out of
fear of losing work. These themes are illustrated in the following
participant quotations,

“They don’t want to be quarantined or they don’t want to
be looked upon like they are the ones who's spreading [COVID].
Especially those who come back from overseas, like China. Yeah,
because initially they say that COVID come from them. So that's
why as people who travel overseas, they will lie [about their travel,
about their symptoms].” (S37).

“The migrant workers, because I know they’re here [to make]
a living. Maybe initially they were concerned that they would lose
their income and therefore they wouldn’t come forward to seek
help openly.” (S52).

In Canada, providers noted similar trends among
people of Chinese ethnicity and toward patient populations

experiencing homelessness,

“Well, I think it’s [COVID-19] put the homeless population
back 50 years. I mean, people were already turning their nose up
at those that would be homeless or living in shelters and I think
that’s just gotten worse. They had to make a temporary shelter
here [downtown Toronto hospital] for people who were getting
tested and I overheard other people saying, ‘well, 'm not going to
g0 there because that's what’s there. Who knows what those people
have? They all have COVID.” They don’t have it. We're treating
everything we can and doing what we can.” (C374)

Notably, Canadian HCPs observed race-based discrimination
toward Chinese patients by both their colleagues and other patients,

“I have found some of my colleagues’ words unpleasant. They
would say negative things about Chinese people. I hate that and
I would refute. I told them not to judge if they didn’t know
the whole story. My colleagues are professionals, but they still
behave like that... And although I am Chinese, they don’t need
to comment on China and Chinese people like that in front of
me.” (C412)

Some participants in Singapore described that over time,
they and their colleagues realized that structural inequalities
(cramped living conditions, access to hygiene resources)
rather than non-compliance with public health measures,
were driving outbreaks among these populations, as noted in the

following quotations,

“Initially that ‘oh yealt’, it’s their [migrant workers] fault that
this has happened? Is it because, you know, they congregate in
large numbers and they do not bother about social distancing
and that’s the reason why the virus has spread so easily among
that community. But I think as time went on, we realized that
this was really not the case and that it really wasn’t anybody’s
fault, least of all the migrant workers” (S45)

“The foreign workers, I believe that they’re not well
integrated in the community for sure... COVID-19 highlighted
that even further” (S66).
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3.2.2 HCPs feared spreading COVID-19 to family,
peers, patients which impacted their behaviors

The majority of HCPs in both samples feared contracting
COVID-19 at work. Participants feared COVID-19 infection due to
the mismanagement of personal protective equipment (PPE), lack
of compliance with COVID-19 protocols, transmission between
coworkers, and caring for patients with COVID-19. Participants
were particularly fearful of becoming sick and infecting their
family members, peers, and other patients, as noted in the
following quotes,

“My fear is that if I were to get it and were to pass it on
to other people. Even on an exponential level that’s terrifying
that one infection from you can spread to so many other people.
Mostly passing on to others and getting it to a large level,
especially with vulnerable people like my parents. Passing it on
to them gives me quite a lot of anxiety.” (C223)

Participants also shared concerns related to staff shortages due
to illness and quarantines, as noted in the following quote,

“[My] initial fear was I didn’t know how it was spread and
I have children and, you know, the other part of the fear came
‘ along because I do have a department to run and when one
person calls in sick, the fear set in almost immediately. .. how do
I function the department on a day-to-day basis?” (S63).

As a result, participants noted themselves becoming fearful of
their own colleagues, and chose to isolate themselves whenever
possible, as noted in the following quote,

“To give you an example, I had a staff [who had a relative
that had COVID].. . the first question that comes through is ‘s she
‘ working with us’? because you know, the fear that comes to you is

what if she’s working with you and she’s spreading it to somebody
else?” (S63)

As the pandemic evolved, COVID-19 protocols often required
those with exposures to isolate. As a result, some HCPs hesitated
to get tested out of fear of how this may be perceived by their
colleagues, particularly if they became sick or had to isolate, as
noted below,

“For instance, in the early days, one of our co-workers was
ill, like had a cough and had a fever. Before we had really good
protocols in place, so they had to go get the test, tested negative,
but for whatever reason the general consensus, and I didn’t agree
with this, was to isolate for two weeks, even though their test was
negative. So that poor person became like a leper amongst their
own co-workers who didn’t want them around. So I think that
that probably influenced me for sure. If it came to wanting to be
tested, and I think that a lot of people feel that way. They don’t
want to be the ones that get COVID and be looked at like a person
who’s spreading the virus.” (C959)

3.2.3 Secondary stigmatization due to occupation
In Canada, some participants feared secondary or associative
stigmatization, as described in the HSDE, due to their occupation
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of caring for those ill with COVID-19; however, an equal number
did not. In Singapore, more participants reported experiencing
associative stigma by working with populations perceived as high
risk. For instance, one participant said,

“When I'm wearing my uniform walking outside, people
may tend to stay away from me or keep further distance away
from me, I realize” (S23)

While another noted,

“Tust because I worked in the hospital, they were uncertain
that I should be with this other person, with my best friend. So
I guess that’s technically stigma. They just assumed because I
worked at the hospital, that perhaps I wasn'’t safe to be around
them or their children. Whereas when people ask me about work,
I say I feel safer at the hospital than I do at the grocery store.
That still remains true. I still feel safer at work than I feel at any
grocery store.”(C329)

Some HCPs felt stigmatized for engaging in preventive
behaviors at pandemic onset, such as wearing masks or using
disinfectants at work, as the following participant described,

“Yeah just a dig, a sneering comment because they think it’s
silly wearing a mask. Yes. And like I say, I noticed that more
because masking has been become consistent for me.” (C200)

In Canada, some HCPs feared intersecting discrimination
based on occupational stigma and race-based prejudice, as
demonstrated in the following participant quote,

“Quite a few of my coworkers are Asian and from different
countries. A lot of them have felt that the patients have
not been respectful. They have experienced xenophobia from
patients.” (C908)

“We avoid talking about that [stigmal]...I do feel the stigma
because of COVID... I am Chinese so I feel there’s an association
that most people feel that because you’re Chinese its your
fault.” (C906)

Participants that did experience manifestations of stigma, as
defined by the HSDE reported experiences of nursing staff being
told to leave their rented homes (Singapore), not being able to hail
a taxi or take public transport (Singapore) or being denied service
at certain pharmacies or stores (Canada).

Finally, we asked participants how they dealt with stigma
and discrimination faced during the pandemic. In both
samples, many HCPs highlighted how they stayed focused
on doing their jobs and caring for patients, which aligns
with the HSDF manifestations of resilience. In instances
they did experience stigmatization, they shared
statements such as “I ignored it,” “I kind of got over it,”
or “I didnt worry about that” and as demonstrated in the
following quotation,

where

“Initially, I was worried about whether people would,
because we are on the front line, whether people would avoid us,
‘ because we are a high risk. .. but I think over time, I kind of got
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over it because, face it, I cannot be quitting my job just because I
have to eliminate the fear. I like what I'm doing and I respect my
job, so all the time I will come here [to work].” (S72).

Some participants in Singapore felt the community was rallying
behind them and was appreciative of their work during the
pandemic, as noted in the following quote,

‘I must say, I received a lot of goodie bags because of
COVID-19, like the most amount of goodie bags I've received in
my life” (§45).

This theme was not expressed by participants in Canada.

4 Discussion

Using the HSDF framework, we identified common themes
across Canada and Singapore. HCPs perceived that stigma toward
patients stemmed from the stigma drivers of fearing COVID-
19 infection coupled with stereotypes, prejudice and blame
toward population subsets. In both countries, individuals of
Chinese ethnicity and Chinese tourists were targets of this stigma.
In Singapore, migrant and temporary workers were perceived
as having higher probability of having COVID-19, while in
Canada, HCPs perceived an intensification of prejudice toward
unhoused patients. Stigma marking for patients in both countries
was attributed to race, and compounded by socioeconomic
status in Canada, and occupation or legal status in Singapore.
HCPs observed discriminatory behaviors toward these patient
populations by both patients and colleagues. They reported that
patients avoided seeking care to evade further stigmatization,
with Canadian HCPs noting delayed presentations of advanced
symptoms (Figure 1).

HCPs also faced stigma driven by fear of infection and
the consequences of testing positive, such as isolation and staff
shortages. Some avoided testing, which fostered distrust among
colleagues. In Canada, HCPs of Chinese ethnicity experienced
compounded stigma related to race and occupation, both at
work and in their communities, as people feared exposure to
COVID-19. Despite facing stigmatization and, in some cases, overt
discrimination, HCPs relied on resilience and a sense of duty. While
Singaporean HCPs noted strong community support, this was not
emphasized in Canada (Figure 2).

Our findings are comparable to other North American
studies which showed significant declines in hospital admissions,
emergency department visits, routine care appointments, and
cancer care services during the COVID-19 pandemic (29-32).
Stigmatization of healthcare workers was also reported globally
during the pandemic (33-39). In May 2020, a community of
health and humanitarian advocates issued a declaration describing
the “harassment, stigmatization and physical violence” toward
healthcare workers, noting that these experiences continued despite
increased shows of public support for COVID-19 responders, as
noted by our sample of Singaporean HCPs (36, 39). For racialized
HCPs, intersecting stigmas compounded stigma manifestations and
outcomes. In our Canadian sample, HCPs who were racialized,
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particularly those of Chinese or East Asian ethnicity, reported
intersecting racial and occupational stigmas. Other research,
including from our research series on stigma during COVID-
19, show an intersection of occupational and race-based stigma
among Chinese and East Asian individuals in Canada, fueled by
systemic cultural biases and the historical social exclusion of Asian
Canadians (11, 15, 40). Previous research by our team suggests
that these sentiments were reinforced by media narratives and
misinformation (16).

The trends we observed during COVID-19 are consistent with
those reported during other infectious disease outbreaks, including
the SARS epidemic. In the seminal 2008 Yellow Peril report, Leung
describes the intersecting race-based and occupational stigma
experienced by healthcare workers of East Asian ethnicity during
the 2003 SARS outbreak in Toronto (41). Health facilities that
cared for Chinese-ethnicity patients were labeled “SARS facilities”;
attitudes by and toward healthcare workers (particularly those of
East Asian or Southeast Asian ethnicity) at these facilities were
often disrespectful (41). East and Southeast Asian nurses described
being the targets of anger and isolation by their colleagues; these
attitudes let to systemic racism in the workplace that lasted well
beyond the immediate SARS outbreak (41).

Recalling the stigma and negative impacts experienced by
healthcare workers during the SARS epidemic, some organizations
such as the Canadian Medical Association offered free mental
health supports and resources to healthcare workers (42). Despite
these efforts, healthcare workers continued to report experiences of
stigmatization and harassment, well into the pandemic, with similar
sentiments reported in Singapore (43). In both countries, HCPs
repeatedly called for increased protections from organizations
and governments (43, 44). In our study, HCPs cited their own
internal resilience and desire to “do their job” to care for patients
as their main source of support, and did not cite the use of
external programs or supports, with the exception of some HCPs
in Singapore who felt the community rallied behind them.

The need for readily available programs and messages to
address occupational stigma in the face of a public health
emergency is critical, given the repeated patterns observed in recent
crises. The effects of occupational stigma may not be immediately
felt by healthcare providers, yet can be long-lasting (41), leading
to burnout (34), fatigue and other mental health challenges.
This allostatic load also disproportionately impacts workers who
also experience stigma related to pre-conceived biases based on
their race, age, gender, and socioeconomic status (45, 46). Thus,
stigmatization not only creates harm for those experiencing it,
but collectively challenges the resilience of a healthcare workforce
during times of emergency. A compromised health workforce
impacts capacity to respond to emergencies and requires systemic
interventions (47).

Use of the HSDF highlights similarities in associative stigma
experienced by HCPs during COVID-19 and other infectious
disease outbreaks. For instance, studies have reported parallel
experiences of HCPs working in the field of HIV/AIDS compared
to COVID-19 (11, 15, 40). As such, the field of HIV research can
provide powerful insights on combatting stigma using evidence-
based strategies (16). Systematic reviews of strategies to reduce
HIV stigma in healthcare settings suggest a need to implement
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I+] =
N/A; HCP perceptions instead Prejudice, stigmatizing
of observed by HCP behaviour, discriminatory
i« attitudes
Manifestations I+l
Stigma marking
Groups stigmatized included:
Chinese Chinese Migrants Individuals
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Fear of infection, blame, social Fear of Western  Fear of job loss Safety + COVID-19
judgment, stereotypes, prejudice medicine policies (e.g. masking)
I+l = i+l
Policies impacting work
FIGURE 1
Healthcare providers’ perceptions of COVID-19 stigma affecting patients.

stigma-reducing interventions at the individual, organizational and
policy levels (48, 49). At the individual level, increased awareness of
what stigma is and how it impacts patient-provider interactions is
warranted. Clarifying healthcare workers” knowledge of infectious
disease characteristics, including corrections of falsely held beliefs
on transmission, is recommended (2). At the organizational
level, recommended policies include adequate personal protective
equipment and infection prevention and control guidelines and
policies to protect the safety of healthcare workers and patients (2).
In particular, policies rooted in health equity that provide added
supports to marginalized or stigmatized groups, including those
disproportionally impacted by the health crises [e.g., marginalized
communities in Canada living in COVID-19 hotspots (50)] are
required to reduce social blame and stereotyping attributed to
outbreaks (51). Notably, our review of the literature identified
few studies that evaluated the impact of strategies designed
specifically to address associative stigma experienced by healthcare
providers (16).

Our study used a theoretical framework and in-depth
interviews with HCPs in two country settings, at the height of the
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COVID-19 pandemic and provides a cross-cultural comparison
of HCP stigma perceptions and experiences. The consistency of
experiences reported across the settings magnifies the need for
emergency preparedness efforts to include messaging and programs
aimed at mitigating stigmatization during health emergencies. Such
messages should aim to directly address sentiments of prejudice
and pre-existing stereotypes; in both Canada and Singapore, a
need for messages addressing racism and biases toward racialized
and marginalized populations was identified. For HCPs, such
messaging should include supports to deal with stigmatizing
behaviors and discriminatory attitudes, including those linked to
infection prevention policies (e.g., isolation protocols).

This study has limitations. In Canada, recruitment efforts were
mostly centered in Ontario, particularly the Greater Toronto Area.
This was reflected in our participant demographics and the sample
may not be representative of the experiences held by HCPs in other
regions of Canada. In both our Canadian and Singaporean samples,
we noted participant experiences of intersecting stigma (e.g.,
occupational and racial stigma). Additional probing to describe
the manifestations of intersecting stigma would have provided

frontiersin.org


https://doi.org/10.3389/fpubh.2024.1490814
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

Fahim et al. 10.3389/fpubh.2024.1490814
Healthcare providers
Strategies to address/ Canada  Singapore
cope with stigma l * l
Resilience Community
[+] == support
¢
Stigma experiences Stigma practices
Secondary stigma, . . Stigmatizing behaviour,
discrimination Manifestations discriminatory attitudes
I+] ™= i+l
Stigma marking
Occupation Race/ethnicity
I+l I+l
Stigma drivers Stigma facilitators
Fear of infecting others, COVID-19 policies
including colleagues and family (e.g., masking, testing)
i+l i+l
Social judgement
I+ =
FIGURE 2
Healthcare providers’ perceptions and experiences of stigma

a richer description of this phenomenon and an exploration
on how intersecting stigma led to differences in experiences or
outcomes for healthcare workers. In addition, since convenience
sampling was used in this study, it is possible that views in this
study may represent only part of the population. For instance,
in Singapore, views of non-local HCPs may differ from locals.
Our study also assessed HCPs™ perceptions of stigma among their
patient populations, though patients utilizing the healthcare system
were not interviewed. However, parallel studies conducted by
our team with members of the public in Canada and Singapore
provide a public perspective on fear and stigma during the
COVID-19 pandemic and correlate with identified themes (15,
16, 52, 53). Moreover, the participant pool included healthcare
professionals in diverse roles. Participants with patient-facing roles
and occupational markers (e.g., wearing scrubs) may have had a
different experience compared to other healthcare workers. Finally,
our data were collected between May to October 2020 in Canada
and between October 2020 to February 2021 in Singapore, which
represents the first and second COVID-19 waves. It is likely that
experiences and drivers of stigma evolved during the pandemic
(15, 54).

5 Conclusion

HCPs commonly experienced associative stigma during the
COVID-19 pandemic; for some participants, particularly racialized
HCPs in Canada, race-based stigma intersected with occupational
stigma. HCPs also noted stigmatization of patient populations,
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particularly those from marginalized groups. The prevalence of
stigmatization of healthcare workers during a health emergency
has negative impacts on individuals, but also challenges the
resilience of the healthcare workforce. Future research should
evaluate the impact of multi-level strategies that address stigma
at both a systems and individual level. Research should also
determine how strategies can be adapted to address occupation-
based stigmatization and its intersections.

Data availability statement

The datasets presented in this article are not publicly available
to protect the privacy of participants and adhere with research
ethics boards requirements, however, data are available upon
reasonable request from the corresponding author. Requests
to access the datasets should be directed at: Christine Fahim,
Email: christine.fahim@unityhealth.to.

Ethics statement

The studies involving humans were approved by Unity
Health Toronto’s Research Ethics Board, REB#20-092 and by
Singapore’s National Healthcare Group Domain Specific Review
Board (DSRB), reference number 2020/00582. The studies were
conducted in accordance with the local legislation and institutional
requirements. Written informed consent for participation was
not required from the participants or the participants’ legal

frontiersin.org


https://doi.org/10.3389/fpubh.2024.1490814
mailto:christine.fahim@unityhealth.to
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

Fahim et al.

guardians/next of kin because our local regulations allow for
recorded verbal consent in place of written consent. As interviews
were conducted via teleconference or videoconference, recorded
verbal consent was used for the data collection detailed in
this manuscript.

Author contributions

CF: Conceptualization, Data curation, Formal analysis,
Methodology,
administration, Resources, Software, Supervision, Validation,

Funding acquisition, Investigation, Project
Visualization, Writing - original draft, Writing — review & editing.
CY: Writing - original draft, Writing - review & editing. JC:
Conceptualization, Data curation, Formal analysis, Funding
acquisition, Investigation, Methodology, Project administration,
Resources, Software, Supervision, Validation,

Writing - original draft, Writing - review & editing. ST: Writing —

Visualization,

original draft, Writing - review & editing. TL: Writing — original
draft, Writing — review & editing. MW-K: Writing - original draft,
Writing - review & editing. CM: Writing - original draft, Writing
- review & editing. BT: Writing - original draft, Writing — review
& editing. MM: Writing - original draft, Writing - review &
editing. MS: Writing - original draft, Writing - review & editing.
EW: Writing - original draft, Writing - review & editing. TO’S:
Writing - original draft, Writing - review & editing. JL: Writing -
original draft, Writing — review & editing. SS: Conceptualization,
Data curation, Formal analysis, Funding acquisition, Investigation,
Methodology,
Supervision, Validation, Visualization, Writing - original draft,

Project administration, Resources, Software,

Writing - review & editing.

Funding

The author(s) declare financial support was received for the
research, authorship, and/or publication of this article. This study

References

1. Nyblade L, Stockton MA, Giger K, Bond V, Ekstrand ML, Lean RM, et al. Stigma
in health facilities: why it matters and how we can change it. BMC Med. (2019)
17:25. doi: 10.1186/s12916-019-1256-2

2. Nyblade L, Stangl A, Weiss E, Ashburn K. Combating HIV stigma in health care
settings: what works? JIAS. (2009) 12:15. doi: 10.1186/1758-2652-12-15

3. Wester M, Giesecke J. Ebola and healthcare worker stigma. Scand ] Public Health.
(2019) 47:99-104. doi: 10.1177/1403494817753450

4. Yuan K, Huang XL, Yan W, Zhang YX, Gong YM, Su SZ, et al. A
systematic review and meta-analysis on the prevalence of stigma in infectious
diseases, including COVID-19: a call to action. Mol Psychiatry. (2022) 27:19-
33. doi: 10.1038/s41380-021-01295-8

5. Zolnikov TR, Furio F. Stigma on first responders during COVID-19. Stigma
Health. (2020) 5:375-9. doi: 10.1037/sah0000270

6. Ha PN, Chuc NTK, Hien HT, Larsson M, Pharris A. HIV-related stigma:
impact on healthcare workers in Vietnam. Glob Public Health. (2013) 8:S61-
74. doi: 10.1080/17441692.2013.799217

7. Saeed F, Mihan R, Mousavi SZ, Reniers RL, Bateni FS, Alikhani R, et al.
A narrative review of stigma related to infectious disease outbreaks: what can
be learned in the face of the COVID-19 pandemic? Front Psychiatry. (2020)
11:565919 doi: 10.3389/fpsyt.2020.565919

8. Zandifar A, Badrfam R, Mohammadian Khonsari N, Mohammadi MR, Asayesh
H, Qorbani M. Prevalence and associated factors of posttraumatic stress symptoms

Frontiersin Public Health

10.3389/fpubh.2024.1490814

was funded by Canadian Institutes for Health Research grant
(Application #440278 awarded March 2020, PI: Christine Fahim).

Acknowledgments

The authors would like to thank Bronwyn Barker and Negin
Pak for assisting with the preparation of this manuscript and Fatiah
De Matas for supporting figure development. The authors would
also like to thank Siew Pei Ong, Vivienne Le Mai Khanh and
Nongluck Pussayapibul for supporting the study.

Conflict of interest

CY, BT, and JL were employed by Geriatric Education and
Research Institute Ltd.

The remaining authors declare that the research was conducted
in the absence of any commercial or financial relationships that
could be construed as a potential conflict of interest.

Publisher’s note

All claims expressed in this article are solely those of the
authors and do not necessarily represent those of their affiliated
organizations, or those of the publisher, the editors and the
reviewers. Any product that may be evaluated in this article, or
claim that may be made by its manufacturer, is not guaranteed or
endorsed by the publisher.

Supplementary material

The Supplementary Material for this article can be found
online at: https://www.frontiersin.org/articles/10.3389/fpubh.2024.
1490814/full#supplementary-material

and stigma among health care workers in contact with COVID-19 patients. Iran |
Psychiatry. (2020) 15:340-50. doi: 10.18502/ijps.v15i4.4303

9. Sovold LE, Naslund JA, Kousoulis AA, Saxena S, Qoronfleh MW,
Grobler C, et al. Prioritizing the mental health and well-being of healthcare
workers: an urgent global public health priority. Front Public Health. (2021)
9:679397. doi: 10.3389/fpubh.2021.679397

10. Stechemesser A, Wenz L, Levermann
racially profiled hate in social media networks.
23:100372. doi: 10.1016/j.eclinm.2020.100372

11. Cooper J, Theivendrampillai S, Lee T, Marquez C, Lau MWK, Straus
SE, et al. Exploring perceptions and experiences of stigma in Canada during
the COVID-19 pandemic: a qualitative study. BMC Glob. Public Health. (2023)
1:26. doi: 10.1186/s44263-023-00020-7

12. World Health Organization. Coronavirus disease 2019 (COVID-19) Situation
Report. World Health Organization (2020). Report No.: 27. Available at: https://www.
who.int/docs/default- source/coronaviruse/situation- reports/20200216- sitrep-27-
covid-19.pdf (accessed January 3, 2025).

A. Corona crisis fuels
EClinicalMedicine. (2020)

13. Beech H. Tracking the Coronavirus: How Crowded Asian Cities Tackled an
Epidemic. The New York Times. (2020). Available at: https://www.nytimes.com/
2020/03/17/world/asia/coronavirus-singapore-hong-kong- taiwan.html (accessed
November 29, 2024).

from the editors: World
(2019-nCoV)  sixth

Team. Note
novel  coronavirus

Editorial
declares

14. Eurosurveillance
Health  Organization

frontiersin.org


https://doi.org/10.3389/fpubh.2024.1490814
https://www.frontiersin.org/articles/10.3389/fpubh.2024.1490814/full#supplementary-material
https://doi.org/10.1186/s12916-019-1256-2
https://doi.org/10.1186/1758-2652-12-15
https://doi.org/10.1177/1403494817753450
https://doi.org/10.1038/s41380-021-01295-8
https://doi.org/10.1037/sah0000270
https://doi.org/10.1080/17441692.2013.799217
https://doi.org/10.3389/fpsyt.2020.565919
https://doi.org/10.18502/ijps.v15i4.4303
https://doi.org/10.3389/fpubh.2021.679397
https://doi.org/10.1016/j.eclinm.2020.100372
https://doi.org/10.1186/s44263-023-00020-7
https://www.who.int/docs/default-source/coronaviruse/situation-reports/20200216-sitrep-27-covid-19.pdf
https://www.who.int/docs/default-source/coronaviruse/situation-reports/20200216-sitrep-27-covid-19.pdf
https://www.who.int/docs/default-source/coronaviruse/situation-reports/20200216-sitrep-27-covid-19.pdf
https://www.nytimes.com/2020/03/17/world/asia/coronavirus-singapore-hong-kong-taiwan.html
https://www.nytimes.com/2020/03/17/world/asia/coronavirus-singapore-hong-kong-taiwan.html
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

Fahim et al.

public health emergency of international concern. Euro Surveill. (2020)

25:200131e. doi: 10.2807/1560-7917.ES.2020.25.5.200131¢

15. Fahim C, Cooper J, Theivendrampillai S, Pham B, Straus SE. Exploring Canadian
perceptions and experiences of stigma during the COVID-19 pandemic. Front Public
Health. (2023) 11:1068268. doi: 10.3389/fpubh.2023.1068268

16. Yu CC, Tang B, Low JA, Mathew M, Straus S, Fahim C. A qualitative
study on health stigma and discrimination in the first year of the COVID-19
pandemic: lessons learnt from a public health perspective. Front Public Health. (2023)
11:1143640. doi: 10.3389/fpubh.2023.1143640

17. Stangl AL, Earnshaw VA, Logie CH, van Brakel WC, Simbayi L, Barré I, et al.
The health stigma and discrimination framework: a global, crosscutting framework to
inform research, intervention development, and policy on health-related stigmas. BMC
Med. (2019) 17:31. doi: 10.1186/s12916-019-1271-3

18. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative
research (COREQ): a 32-item checklist for interviews and focus groups. Int | Qual
Health Care. (2007) 19:349-57. doi: 10.1093/intqhc/mzm042

19. Gale NK, Heath G, Cameron E, Rashid S, Redwood S. Using the
framework method for the analysis of qualitative data in multi-disciplinary
health research. BMC Med Res Methodol. (2013) 13:117. doi: 10.1186/1471-2288-
13-117

20. Government of Canada SC. Census in Brief: Linguistic diversity and
multilingualism in Canadian homes. (2017). Available at: https://www12.statcan.
gc.ca/census- recensement/2016/as- sa/98- 200-x/2016010/98-200-x2016010- eng.cfm?
whbdisable=true (accessed May 23, 2023).

21. Qualtrics. Qualtrics XM // The Leading Experience Management Software.
Available at: https://www.qualtrics.com/ (accessed May 23, 2023).

22. Zoom. (2024). Available at: https://zoom.us/ (accessed February 27, 2024).

23. Francis JJ, Johnston M, Robertson C, Glidewell L, Entwistle V, Eccles MP,
et al. What is an adequate sample size? Operationalising data saturation for theory-
based interview studies. Psychol Health. (2010) 25:1229-45. doi: 10.1080/08870440903
194015

24. NVivo Transcription. Lumivero. Available at: https://ca-transcription.mynvivo.
com/landing (accessed May 23, 2023).

25. NVivo. Lumivero. Available at: https://lumivero.com/products/nvivo/ (accessed
May 23, 2023).

26. QDA Miner Lite - Provalis Research. Montreal, QC: Provalis Research
(2011). Available at: https://provalisresearch.com/products/qualitative- data-analysis-
software/, https://provalisresearch.com/products/qualitative- data-analysis-software/
(accessed May 24, 2023).

27. Viera AJ, Garrett JM. Understanding interobserver agreement: the kappa
statistic. Fam Med. (2005) 37:360-3.

28. Singapore Census of Population 2020, Statistical Release 1: Demographic
Characteristics, Education, Language and Religion. Department of Statistics Singapore
(2020). Available at: https://www.singstat.gov.sg/-/media/files/publications/cop2020/
sr1/findings.pdf (accessed May 23, 2023).

29. Patt D, Gordan L, Diaz M, Okon T, Grady L, Harmison M, et al. Impact
of COVID-19 on cancer care: how the pandemic is delaying cancer diagnosis
and treatment for American seniors. JCO Clin Cancer Inform. (2020) 4:1059-
71. doi: 10.1200/CCI.20.00134

30. Zeitouny S, Cheung DC, Bremner KE, Pataky RE, Pequeno P, Matelski J, et al.
The impact of the early COVID-19 pandemic on healthcare system resource use and
costs in two provinces in Canada: an interrupted time series analysis. PLoS ONE. (2023)
18:0290646. doi: 10.1371/journal.pone.0290646

31. Arnetz BB, Goetz C, vanSchagen J, Baer W, Smith S, Arnetz JE.
Patient-reported factors associated with avoidance of in-person care during
the COVID-19 pandemic: results from a national survey. PLoS ONE. (2022)
17:€0272609. doi: 10.1371/journal.pone.0272609

32. Birkmeyer JD, Barnato A, Birkmeyer N, Bessler R, Skinner J. The impact of
the COVID-19 pandemic on hospital admissions in the United States. Health Affairs.
(2020) 39:2010. doi: 10.1377/hlthaff.2020.00980

33. Mostafa A, Sabry W, Mostafa NS. COVID-19-related stigmatization
among a sample of Egyptian healthcare workers. PLoS ONE. (2020)
15:0244172. doi: 10.1371/journal.pone.0244172

34. Ramaci T, Barattucci M, Ledda C, Rapisarda V. Social Stigma during
COVID-19 and its impact on HCWSs outcomes. Sustainability. (2020)
12:3834. doi: 10.3390/su12093834

Frontiersin Public Health

11

10.3389/fpubh.2024.1490814

Sharad  S.
Front  Public

and
(2021)

35. Bhanot D, Singh T, Verma SK,
discrimination during COVID-19 pandemic.
8:577018. doi: 10.3389/fpubh.2020.577018

36. Grover S, Singh P, Sahoo S, Mehra A. Stigma related to COVID-19 infection: are
the Health Care Workers stigmatizing their own colleagues? Asian ] Psychiatr. (2020)
53:102381. doi: 10.1016/j.ajp.2020.102381

37. Yufika A, Pratama R, Anwar S, Winardi W, Librianty N, Prashanti NAP, et al.
Stigma associated with COVID-19 among health care workers in Indonesia. Disaster
Med Public Health Prep. (2022) 16:1942-6. doi: 10.1017/dmp.2021.93

38. Taylor S, Landry CA, Rachor GS, Paluszek MM, Asmundson GJG. Fear
and avoidance of healthcare workers: an important, under-recognized form
of stigmatization during the COVID-19 pandemic. | Anxiety Disord. (2020)
75:102289. doi: 10.1016/j.janxdis.2020.102289

39. Bagcchi S. Stigma during the COVID-19 pandemic. Lancet Infect Dis. (2020)
20:782. doi: 10.1016/S1473-3099(20)30498-9

40. Gardner DM, Briggs CQ, Ryan AM. It is your fault: workplace
consequences of anti-Asian stigma during COVID-19. Equal Divers Incl. (2021)
41:3-18. doi: 10.1108/EDI-08-2020-0252

Stigma
Health.

41. Leung C. The yellow peril revisited: the impact of SARS on Chinese and
Southeast Asian communities. Resour Fem Res. (2008) 33:135.

42. Wu PE, Styra R, Gold WL. Mitigating the psychological effects of COVID-19 on
health care workers. CMAJ. (2020) 192:E459-60. doi: 10.1503/cmaj.200519

43. Miller A. “Under attack”: Canadian health-care workers call for more protection
from harassment and threats | CBC News. CBC News. (2021). Available at: https://
www.cbc.ca/news/health/anti-vaxxers- canada-online- hate- healthcare- workers-
safety-1.6247682 (accessed November 28, 2024).

44. Cheng L, Loh Zi Hui A. How to combat stigma against Singapore healthcare
workers amid Covid-19 - TODAY. Today. (2021). Available at: https://www.
todayonline.com/commentary/ways- combat- stigma-against- healthcare- workers-
during-covid- 19 (accessed November 28, 2024).

45. Roelen K, Ackley C, Boyce P, Farina N, Ripoll S. COVID-19 in LMICs: the
need to place stigma front and centre to its response. Eur J Dev Res. (2020) 32:1592-
612. doi: 10.1057/s41287-020-00316-6

46. Jain S, Das AK, Talwar V, Kishore ], Heena, Ganapathy U. Social stigma of
COVID-19 experienced by frontline healthcare workers of department of anaesthesia
and critical care of a tertiary healthcare institution in Delhi Indian J Crit Care Med.
(2021) 25:1241-6. doi: 10.5005/jp-journals-10071-24008

47. Khan Y, O’Sullivan T, Brown A, Tracey S, Gibson J, Généreux M, et al. Public
health emergency preparedness: a framework to promote resilience. BMC Public
Health. (2018) 18:1344. doi: 10.1186/s12889-018-6250-7

48. Stangl AL, Lloyd JK, Brady LM, Holland CE, Baral S. A systematic
review of interventions to reduce HIV-related stigma and discrimination from
2002 to 2013: how far have we come? ] Int AIDS Soc. (2013) 16(3Suppl
2):18734. doi: 10.7448/1AS.16.3.18734

49. Ferguson L, Gruskin S, Bolshakova M, Rozelle M, Yagyu S, Kasoka K,
et al. Systematic review and quantitative and qualitative comparative analysis of
interventions to address HIV-related stigma and discrimination. AIDS. (2023)
37:1919. doi: 10.1097/QAD.0000000000003628

50. Mishra S, Ma H, Moloney G, Yiu KCY, Darvin D, Landsman D, et al.
Increasing concentration of COVID-19 by socioeconomic determinants and
geography in Toronto, Canada: an observational study. Ann Epidemiol. (2022) 65:84—
92. doi: 10.1016/j.annepidem.2021.07.007

51. O’Sullivan TL, Phillips KP.
the framing of high-risk populations.
17. doi: 10.1007/s11069-019-03584-6

From SARS
Nat

influenza:
98:103-

to pandemic
Hazards. (2019)

52. Fahim C, Cooper J, Theivendrampillai S, Pham B, Straus S. Ontarians’
Perceptions of Public Health Communications and Misinformation During the
COVID-19 Pandemic: Survey Study. JMIR Preprints. Available at: https://preprints.
jmir.org/preprint/38323 (accessed May 29, 2023).

53. Theivendrampillai S, Cooper J, Lee T, Lau MWK, Marquez C, Straus SE, et al.
Canadian public perceptions and experiences with information during the COVID-
19 pandemic: strategies to optimize future risk communications. BMC Public Health.
(2023) 23:796. doi: 10.1186/s12889-023-15659-y

54. Bor A, Jorgensen F, Petersen MB. Discriminatory attitudes
unvaccinated  people during the pandemic. Nature. (2023)
11. doi: 10.1038/541586-022-05607-y

against
613:704-

frontiersin.org


https://doi.org/10.3389/fpubh.2024.1490814
https://doi.org/10.2807/1560-7917.ES.2020.25.5.200131e
https://doi.org/10.3389/fpubh.2023.1068268
https://doi.org/10.3389/fpubh.2023.1143640
https://doi.org/10.1186/s12916-019-1271-3
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.1186/1471-2288-13-117
https://www12.statcan.gc.ca/census-recensement/2016/as-sa/98-200-x/2016010/98-200-x2016010-eng.cfm?wbdisable=true
https://www12.statcan.gc.ca/census-recensement/2016/as-sa/98-200-x/2016010/98-200-x2016010-eng.cfm?wbdisable=true
https://www12.statcan.gc.ca/census-recensement/2016/as-sa/98-200-x/2016010/98-200-x2016010-eng.cfm?wbdisable=true
https://www.qualtrics.com/
https://zoom.us/
https://doi.org/10.1080/08870440903194015
https://ca-transcription.mynvivo.com/landing
https://ca-transcription.mynvivo.com/landing
https://lumivero.com/products/nvivo/
https://provalisresearch.com/products/qualitative-data-analysis-software/
https://provalisresearch.com/products/qualitative-data-analysis-software/
https://provalisresearch.com/products/qualitative-data-analysis-software/
https://www.singstat.gov.sg/-/media/files/publications/cop2020/sr1/findings.pdf
https://www.singstat.gov.sg/-/media/files/publications/cop2020/sr1/findings.pdf
https://doi.org/10.1200/CCI.20.00134
https://doi.org/10.1371/journal.pone.0290646
https://doi.org/10.1371/journal.pone.0272609
https://doi.org/10.1377/hlthaff.2020.00980
https://doi.org/10.1371/journal.pone.0244172
https://doi.org/10.3390/su12093834
https://doi.org/10.3389/fpubh.2020.577018
https://doi.org/10.1016/j.ajp.2020.102381
https://doi.org/10.1017/dmp.2021.93
https://doi.org/10.1016/j.janxdis.2020.102289
https://doi.org/10.1016/S1473-3099(20)30498-9
https://doi.org/10.1108/EDI-08-2020-0252
https://doi.org/10.1503/cmaj.200519
https://www.cbc.ca/news/health/anti-vaxxers-canada-online-hate-healthcare-workers-safety-1.6247682
https://www.cbc.ca/news/health/anti-vaxxers-canada-online-hate-healthcare-workers-safety-1.6247682
https://www.cbc.ca/news/health/anti-vaxxers-canada-online-hate-healthcare-workers-safety-1.6247682
https://www.todayonline.com/commentary/ways-combat-stigma-against-healthcare-workers-during-covid-19
https://www.todayonline.com/commentary/ways-combat-stigma-against-healthcare-workers-during-covid-19
https://www.todayonline.com/commentary/ways-combat-stigma-against-healthcare-workers-during-covid-19
https://doi.org/10.1057/s41287-020-00316-6
https://doi.org/10.5005/jp-journals-10071-24008
https://doi.org/10.1186/s12889-018-6250-7
https://doi.org/10.7448/IAS.16.3.18734
https://doi.org/10.1097/QAD.0000000000003628
https://doi.org/10.1016/j.annepidem.2021.07.007
https://doi.org/10.1007/s11069-019-03584-6
https://preprints.jmir.org/preprint/38323
https://preprints.jmir.org/preprint/38323
https://doi.org/10.1186/s12889-023-15659-y
https://doi.org/10.1038/s41586-022-05607-y
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

	Stigma and fear during the COVID-19 pandemic: a qualitative study on the perceptions of healthcare workers in Canada and Singapore
	1 Introduction
	2 Methods
	2.1 Setting
	2.2 Study design
	2.3 Participant recruitment 
	2.4 Data collection
	2.5 Research team and reflexivity
	2.6 Data analysis and interpretation

	3 Results
	3.1 Demographics
	3.2 Patient fears of contracting COVID-19 coupled with mistrust of the health system were perceived to impact health behaviors
	3.2.1 HCPs reported discrimination and stigmatization of population subsets by both patients and providers 
	3.2.2 HCPs feared spreading COVID-19 to family, peers, patients which impacted their behaviors
	3.2.3 Secondary stigmatization due to occupation


	4 Discussion
	5 Conclusion
	Data availability statement
	Ethics statement
	Author contributions
	Funding
	Acknowledgments
	Conflict of interest
	Publisher's note
	Supplementary material
	References


