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Abstract
Brazilians represent a growing proportion of immigrants in the USA. Little is known about their health or healthcare utilization
after their arrival. This study aimed to gather formative data to understand the needs of Brazilian immigrant women to guide
public health interventions. We conducted five focus groups with Brazilian women born in Brazil (n = 47) and 13 key informant
interviews with representatives from Brazilian-serving organizations. Participants were recruited from churches and social
service organizations in the Greater Boston area. Findings revealed that mental health was the most pressing health priority;
many attributed high levels of anxiety and depression to worries about undocumented status, separation from social networks,
and strenuous work schedules. Occupational health issues were frequently mentioned, including musculoskeletal complaints,
skin rashes, and respiratory problems. Domestic violence was also a concern, and many women feared reporting to police due to
undocumented status. Most reported good access to medical care and described the quality of healthcare services as superior to
that available in Brazil. However, many reported challenges with interpersonal communication with providers, dissatisfaction
with a perceived unwillingness from providers to order medical tests or prescribe treatment, and limited access to mental health
services. There was agreement that effective intervention strategies should use social media, radio, and group education in
churches.
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Introduction

According to the US Census, there are an estimated 483,898
Brazilian immigrants living in the USA, although estimates
may be inaccurate, since many Brazilians enter the country
without documents or overstay their visas [1]. The Brazilian
Consulate in Boston estimates 350,000 total Brazilians reside

in their jurisdiction of Massachusetts, Vermont, Maine, and
New Hampshire, compared with an official estimate from the
city of Boston of 90,900 documented immigrants for the same
region [1, 2]. Additionally, the Brazilian Foreign Ministry
estimates 300,000 Brazilians residing in Miami alone [3].
Among these raw estimates, it is widely held that about 70%
of Brazilians residing in the USA are undocumented [1].
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Regardless, it is clear that the number of Brazilians immigrat-
ing to the USA is increasing due to economic and political
turmoil in Brazil [1]. While the first waves of immigration in
the 1980s largely included single young men and women
seeking work in the USA and planning to return to Brazil,
more recent waves of immigration include women and fami-
lies who plan to remain in the country [4].

Despite the growth of the Brazilian population in the USA,
data on their health status are virtually absent. One challenge
with understanding health issues among Brazilian immigrants
is that they are categorized as Hispanic or Latino in national
surveys. However, most Brazilians do not identify as Latino,
and even fewer identify as Hispanic [5]. While this can be
most clearly attributed to the language difference between
Brazilians and other Latinos, perceived associations between
Latino identity and discrimination may influence this as well
[4]. Given that Brazilians speak Portuguese, and have distinct
cultural influences as a former Portuguese colony with strong
ties to African and Indigenous cultures, the differences in self-
identification may be indicative of significant differences in
cultural norms and experiences [1, 6]. As a result, little infor-
mation is available to understand health needs, priorities and
concerns among this population.

As a whole, Brazilians are potentially at risk for health
disparities given low levels of English language proficiency
(33%), education (40% < high school), insurance coverage
(21% uninsured), and higher levels of unemployment (6%)
compared with US counterparts [7]. They also comprise a
substantial share of service workers and domestic workers in
the metropolitan areas [1]. These circumstances mean that
Brazilian women may face additional occupational, interper-
sonal, and environmental stressors. The gender-specific health
impacts that Brazilian women face warrant greater analysis.

There is a paucity of research on the Brazilian immigrant
community. We identified less than 15 studies from the last
20 years addressing the health experiences of Brazilian immi-
grants. Prior studies among Brazilian women have explored a
limited number of health issues, including ergonomic, chem-
ical, and biological occupational health and safety issues [8];
the impact of parenting practices on the physical activity and
health of children [9]; and increased rates of obesity and
chronic disease relating to dietary practices. Taken together,
studies find that Brazilian immigrants in the USA experience
significant health disparities attributable to a wide variety of
social and economic exposures.

The purpose of this qualitative study was to generate a
better understanding of health priorities and healthcare utili-
zation among Brazilian women immigrants living in the
Greater Boston, MA area. Our intent was to gather formative
data to guide the development of future interventions to ad-
dress identified needs. This study was conducted in partner-
ship with an interdisciplinary team of investigators at Tufts
University and the University of Massachusetts Boston,

Brazilian Women’s Group (www.brazilianwomensgroup.
org), and local City officials.

Methods

We employed qualitative methods, including focus groups
and key informant interviews. For focus groups, we developed
a semi-structured focus group interview guide comprised of
open-ended questions to assess the following: priority health
concerns, factors impacting physical and mental health, bar-
riers to access and receipt of healthcare services, and cultural
and linguistic factors that should be considered in future inter-
ventions (see Table 1). Those eligible for focus groups were
women over the age of 18 who reported being born in Brazil
and spoke either Portuguese or English. We recruited a con-
venience sample by distributing fliers in churches, sending
emails through social service agencies, and by word-of-
mouth. Prior to participation, women were verbally screened
for eligibility and written informed consent was obtained.

Focus groups were conducted in Portuguese by bicultural,
native Portuguese-speaking female research team members
(LPR, CS) and digitally recorded. Participants completed pa-
per surveys in their preferred language at the end of focus
groups that assessed age, country of origin, length of time in
the USA, marital status, education, and self-ascribed
race/ethnicity. We provided a financial incentive ($50 U.S.)
to compensate participants for their time (2 h) and potential
costs incurred. Data collection took place between September
and November 2019.

Key informants are those who can provide unique insights
into the health needs of a community by nature of their formal
or informal roles. Our objectives for key informant interviews
were to assess perceived community health priorities; socio-
cultural and community-level factors that affect health and
healthcare utilization; perceived adequacy of available re-
sources for health; and opinions about effective channels
and strategies for public health interventions. The semi-
structured interview guide was developed based on our prior
work [6, 10, 11] and existing studies of the health of Brazilians
in the USA [12–16]. We identified community leaders
representing a broad range of sectors (e.g., healthcare, social
services, churches) with our community partners and thereaf-
ter, through snowball sampling [17]. We aimed to conduct at
least 10 interviews and to stop at the point of saturation, when
no major new themes emerged from the data.

Key informants were contacted through email and provid-
ed with informed consent information. Those who agreed to
be interviewed provided written informed consent. Interviews
took approximately 30–45 min and were conducted by mem-
bers of the research team. Most but not all interviews were
audio-taped; in some cases, technical difficulties with record-
ing devices precluded audio recordings. In these cases,
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interviewers took extensive notes by hand and summarized
findings immediately following the interview. Data collection
took place between June and November 2019. All study pro-
cedures were approved by the Social, Behavioral, and
Educational Research Institutional Review Board at Tufts
University.

Analysis

Focus groups were audio-recorded and transcribed verbatim,
first in Portuguese and then translated to English by a certified
translator. Portuguese and English language transcripts were
reviewed by two native Brazilian team members for accuracy
of linguistic and cultural interpretation. We used a deductive
approach to coding and analysis of focus group data [17–19].
Members of the team independently reviewed all transcripts to
identify major themes and propose higher-order coding
schemes. We met as a team to refine codes for major and
subordinate themes through an iterative process. When diver-
gent interpretations occurred, we reviewed and discussed orig-
inal transcripts (in both Portuguese and English) until we
reached consensus. Major and subordinate themes were then
organized using hierarchical database indexing software
(Atlas©) [19, 20]. Descriptive statistics (frequencies, percent-
ages) were calculated to describe the socio-demographic char-
acteristics of participants gathered through paper surveys.

For key informant interviews, two team members indepen-
dently reviewed available audio tapes and hand-written notes
and summaries generated by interviewers immediately fol-
lowing interviews. Each team member independently identi-
fied initial themes and, in subsequent team meetings,
discussed interpretations and came to consensus about domi-
nant themes, using direct quotes to support our analysis [19].

Results

Characteristics of Participants (Table 2)

Focus group participants (n = 47) spanned in age from 22 to
74 years (mean = 47.04). All participants were born in Brazil,
except for one woman born in Portugal who emigrated to
Brazil at an early age. The range of time spent living in the
USA varied between 6 months and 33 years (mean = 14.76),
although most (70.1%) reported having lived in the USA for
more than 10 years. In the first focus group, participants were
asked to identify their race from a pre-set list of options based
on those presented in the US Census. However, participants
expressed difficulty responding to the fixed-choice question
on race/ethnicity; the majority of women felt that the response
categories were not reflective of their identity. In the next
focus group, we allowed a free-text write-in response. In the
remaining focus groups, participants were not asked to

Table 1 Constructs and questions for focus groups and key informant interviews

Construct Sample focus group questions Sample key informant question

Health priorities • What do you think are the most important health
problems of Brazilian women in your community?

• What resources are available for these issues in your
community?

• What resources do you think are most needed?

• What do you perceive are the greatest healthcare
priorities for Brazilian women?

• What do you perceive are some of the most
requested or sought-after health services?

Preventative health
behaviors

• What are some things you do to take care of your
health?

• What keeps you from practicing healthy behaviors?

• To the best of your knowledge, what do Brazilian
women do to protect and promote their health?

• Which behaviors do they prioritize?

Healthcare usage,
perceptions, &
barriers

• Where do people in your community get health care
services?

• Can people in your community get the care they
need? Why or why not?

• In general, do you think your community receives
high-quality health care?

• To the best of your knowledge, where do Brazilian
women seek and receive healthcare?

•What health services are accessible and what do you think is needed?
• How do you think Brazilian women perceive the care that they

receive?

Intervention planning • What are kinds of programs have been successful in
your community? What made them successful?

• What are some health initiatives that have not been
useful? Why?

• What are some of the most effective means of
communicating within your community?

• What kinds of programs do you believe have been successful in the
Brazilian immigrant community? What made them successful?

• What are some health initiatives that have not been useful? Why?

Occupational health None • What are the most common health
complaints/problems related to work settings?

• What do you know about preventative or safety
measures used in these industries?

• Do workers receive health and safety training?
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identify their race in any form as initial participants described
the question as culturally irrelevant and off-putting. Out of the
47 participants, only 17 women from the first two focus
groups were presented with the question. We note this as a
limitation in the “Discussion” section. Among the total 17
responses, 9 participants described themselves as white, 2 as
Brazilian, 3 as Brown, 1 as dark, 1 as mixed race, and 1 as

South American. Approximately, two-thirds (65.7%) reported
having a high school degree or less and the majority (71.8%)
were married or living with a partner.

We conducted 13 key informant interviews, 3 of which
involved 2 participants in the same interview. Key informants
were healthcare providers (n = 6), hospital administrators (n =
2), social service workers (n = 7), and pastors (n = 1). Most
interviewees were female (88%) and the majority of inter-
views were conducted in English (62%). Five of the 13 inter-
views were not audio-recorded due to technical failure of re-
cording devices.

Major Themes

Due to extensive overlap in themes raised in both focus groups
and key informant interviews, we present combined results as
the juxtaposition of findings better enables a contextualized
understanding of themes. Results are reported in the sequence
in which topics were discussed (see Table 1 for sample
questions and Table 3 for additional quotes).

Mental Health

Across all interviews, mental health issues, including high
levels of stress, anxiety, and depression, were cited as the
most pressing health concerns. Participants reported that
anxiety and depression are very common among women
and have been on the rise in recent years. For example,
women in focus groups made statements such as follows:
“The biggest issue nowadays is depression.” Many attrib-
uted poor mental health to immigration status and fears of
deportation. A key informant explained “Depression, anx-
iety, PTSD–much of this is related to immigration
stressors, fear of deportation, family separation, and diffi-
culties with adapting to life in the U.S.” Another common
perception was that depression and anxiety were related to
separation from friends and family in Brazil and feelings
of social isolation in the USA. Another key informant
explained “In the Brazilian community… you see a lot
of family separation… you see a lot of depression and
anxiety … or panic disorders that they never had in
Brazil and start manifesting only in the U.S.”

Occupational Health and Safety

Another major theme across all interviews was occupational
health concerns, which were particularly prevalent among do-
mestic workers. Participants cited that fatigue, musculoskele-
tal injuries, and hazardous exposures were common. Women
talked about coming to the USA explicitly for the purpose of
making money, stating things such as “Most of us Brazilians,
we came here just to work.”Working long hours in physically

Table 2 Socio-demographic characteristics of focus group participants
(n = 47)

N (%)

Age (years) mean
35–44 11 23.4
45–54 16 34.1
55–64 6 12.7
65–70 3 6.3
71+ 3 6.4
Missing 0 0

Race/ethnicity
Brazilian 2 4.3
Brown 3 6.4
Dark 1 2.1
Mixed race 1 2.1
South American 1 2.1
White 8 17.0
White/European 1 2.1
Missing 30 63.8

Latino/Hispanic
Yes 40 85.1
No 7 12.8
Missing 1 2.1

Marital status
Single 4 8.5
Living as married 1 2.1
Married 33 70.2
Widowed 3 6.4
Divorced 6 12.8
Missing 0 0

Educational level
Primary school 10 21.3
High school or GED 13 27.7
Vocational school 8 17.0
2 years college (associate degree) 4 8.5
4 years college (bachelor’s degree) 5 10.6
More than 4 years of college 6 12.8
Missing 1 2.1

Nativity
Brazil 46 97.9
USA 0 0
Other 1 2.1
Missing 0 0

Time living in the USA (mean in years)
< 1 year 2 4.2
1–4 years 5 10.5
5–9 years 4 8.5
10–14 years 11 23.4
15–19 years 10 21.4
20–24 years 6 12.7
25–29 years 2 4.2
30+ 4 8.4
Missing 3 6.4

* Total varies due to missing responses; percentages may not total 100%
due to rounding
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demanding jobs was common. Focus group participants re-
ported “…people who work with cleaning, clean three, four,
five, six houses... it’s a fatigue that cannot be explained.
You’re alive, but… you don’t know how.”Many focus group
participants, especially those who said that they cleaned hous-
es, reported having musculoskeletal injuries, describing phys-
ical pain in joints, backs, and hands. Others added:

Many women, perhaps because they are not legal [im-
migrants], need to go house-cleaning… I see many peo-
ple who have…back injury, sciatic nerve problems, pel-
vic, pain in the shoulders and legs...

Participants also reported that asthma, allergies, and skin
rashes were common, and these issues were most often attrib-
uted to exposure to potentially harmful cleaning products used
in domestic work. A key informant reinforced this, stating
“The issue of repetitive work that causes pain, respiratory
issues or even skin allergies because of the products used in
the workplace.”

Domestic Violence

In 3 of the 5 focus groups and in 8 of the 13 key informant
interviews, domestic violence was discussed. Several key in-
formants thought that the prevalence of domestic violence was
higher in the USA than in Brazil due to changes in traditional
gender roles post-immigration (e.g., the female partner works
and becomes financially independent). One key informant
theorized:

One thing I see a lot is how the families are
structured. How even if the woman is the main
breadwinner, the man is still head of household.
Gender constructions are very strong. A lot of
families, the woman knows what her role is within
that family.

Both key informants and focus group participants emphasized
that women were reluctant to report violence because of fears
of deportation or retaliation:

Table 3 Major themes and supporting quotes

Theme Supporting quotes from key informants Supporting quotes from focus groups

Mental health “There is definitely a huge concern involving mental health. A lot
of women, they experience symptoms of depression...”

“I think women suffer much more from anxiety and
depression here.We’re very lonely, we have no family.”

“I think one of the things…is the matter of the anxiety due
to the lack of documentation, immigration status.”

Occupational health “When we talk about the occupational hazards, it’s simply hard
work, it takes a hard toll on your body... You have their perfect
equation for getting hurt, getting hurt quick.”

“You learn how to work, do not use strong stuff... It’s
practical but if person does not know [about
protections], they do it wrong and then all these [health
problems] happen.”

Domestic violence “Asking for help, it is difficult for anyone in a domestic violence
situation, but immigrant women face even more barriers and
fears in reporting.”

“For years I suffered domestic violence...afraid of asking
for help because I was going to be deported.”

Healthcare access and
utilization

“‘Good quality of care’ is where there is thorough examination
even if the symptoms or lack of symptoms do not warrant
multiple tests…”

“[My doctor] could have referred me to a psychologist, but
he did not. I picked up a psychologist in Brazil and did it
via Facetime. And that’s what solved my problem. But
it wasn’t a doctor who referred me to therapy.”

“How can I be comfortable talking about my health when
the doctor goes ‘Hurry up. Hurry up!’”

Preventative healthcare
and behaviors

“Women in the Brazilian community work to an extent where
they cannot take care of their health. It is not a priority.
Everyone else in the family, and almost everything else in their
lives, comes first.”

“I get home so tired [after work] that I do not want to eat. I
just want to lie down.”

Faith and importance of
church

“Faith is key in the Brazilian population. It is sometimes the only
way to build networks for people. It is in the center of their
lives, beyond just spirituality, it is a social thing.”

“In a church, the spiritual part helps a lot... This is very
important.”

Community strengths
and assets

“Brazilians are very social and warm, which is a protective
factor.”

“We are connected in many ways. Word of mouth works
so well because of these connections. We are a social
people, full of life and warmth.”

Recommendations for
community-based
interventions

“We have lots of Facebook pages in Portuguese like Negócio
Fechado (Done Deal), and they [Brazilian women] really
interact with those channels.”

“Radio is a very important media for immigrants. So, if we had 10
minutes or so every week…of trusted information that the
broadcasters could divulge, it would be very good. “

“In a church I used to go, they had really good programs,
they offeredmammograms and other screenings, but the
ones around here I do not see that.”
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… there is a lot of fear about getting help. Even for those
women where their abuser is also undocumented. [The
abuser] threatens that if they get deported, they will kill
her family in Brazil. Women feel trapped.

Healthcare Access and Utilization

There were two major themes that emerged with regard to
access to healthcare. First, there was general consensus that
most women had good access to medical care through public
programs or private insurance. Many focus group participants
expressed that they were able to obtain care, even if they did
not have insurance or the ability to pay. One key informant
noted the following: “People are generally happy with their
doctors, the care they receive…once they are treated or seen
by doctors, the women are happy.”

In contrast, there was a great deal of discussion about lack
of access to mental healthcare, particularly those who speak
Portuguese or understand Brazilian culture. One of the key
informants, a Portuguese-speaking psychologist, noted:

The language makes all the difference – my new clients
tell me all the time that I am the only therapist they could
find that spoke their language and understands the culture.

Virtually, all women in focus groups concurred that healthcare
in the USA is superior to care they had received in Brazil.
Participants made statements such as “[Healthcare is] a ten
out of ten.” Key informants had similar perceptions: “People
are happy with their care. They are grateful for the services
they are able to get, especially when compared to Brazil.”

While most voiced their satisfaction with healthcare in the
USA, they also discussed cultural differences in expectations
of the patient/provider relationship. For example, many
expressed frustration or dissatisfaction with a perceived a lack
of physician initiative in performing comprehensive diagnos-
tic testing. Focus group participants reported that US doctors
are reticent about doing physical exams and ordering medical
tests, which they perceived resulted in delayed diagnosis of
problems. For example, one woman explained:

We have different mindsets. In Brazil, the doctor says
you need it [exam or test] and you’re done. Here, some-
times you must ask the doctor, “I want the examina-
tions.” I understand that it is cultural, but all over the
world, they learn to do a complete physical examination,
from head to toe.

Additionally, women in focus groups spoke about providers’
lack of interpersonal connectedness with patients. This was
largely attributed to a lack of time during clinical encounters:

…the perception [of care] is not negative. People still go
to their doctors. What they miss the most is their personal
interactions, so they feel comfortable sharing all of their
symptoms and problems. The issues with seeking care are
primarily around language and with the doctors having
less time and interactions that are different from Brazil,
which makes patients uncomfortable at times. Then peo-
ple think ‘I’m not going to go there anymore’ or abandon
the whole thing altogether until they get really sick.

Preventive Healthcare and Health Behaviors

Many focus group participants reported that they did not go to
healthcare providers for preventive health visits. A key informant
explained that “Preventative care is not common [in Brazil]. You
go to the doctorwhen you have to.”Workwas frequently cited as
a barrier to getting healthcare, with one focus group participant
stating the following: “If I have a medical appointment? [I won’t
go if] I’ll have to miss a day of work.”Work was also perceived
as a barrier to engaging in healthy behaviors, particularly good
eating habits. A key informant highlighted this theme:

How can women take care of their bodywhen they work
10-14-hour days and have to take care of their families
and the house? They are not going to prioritize healthy
nutrition or exercise. They just won’t – they can’t.

Faith and the Importance of Church

The role of faith and the church were repeatedly emphasized.
Focus group participants made statements about their belief
that all things, including health, come fromGod. For example,
women made statements such as the following: “…I’m in
good hands, with good doctors, with God ahead of everything
…” Across all interviews, participants spoke of the impor-
tance of the church as a source of social support and connec-
tion. A key informant reported that “... the church and the faith
community... is paramount... A lot of people are away from
their families… The faith community can fill that gap.”

Community Strengths and Assets

We also identified a number of important community
strengths and assets. Throughout focus groups, women de-
scribed tight knit family structures and interpersonal warmth
and connectedness among Brazilians. Several participants
perceived that these characteristics result in strong and effi-
cient communication networks within the community. One
key informant noted that “All you need is one Brazilian to
hear about a program or event and the news will spread so
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much. It’s word of mouth, social media… then those networks
are strong and word spreads like fire.”

Key informants also acknowledged the culturally embed-
ded willingness to seek information and assistance when nec-
essary as an asset. One participant highlighted:

Brazilians do go after help and make use of the re-
sources available to them. It’s cultural. This doesn’t al-
ways mean adherence to treatment... but it does mean
seeking out information and using it.

Recommendations for Community-Based
Interventions

In all interviews, faith-based organizations were cited as po-
tentially effective venues for implementing health interven-
tions. A few focus group participants recalled that programs
based in churches were well-received, although most reported
that their own churches did not offer any such program. The
overarching rationale for providing programs in faith-based
was that Brazilians spend a lot of time in church, church is a
key source of social support and networks, and that faith in
God is important for physical and mental health. One woman
described the following: “When the person is needy, most of
them go to church to hear a word of comfort that can cheer
them up…. Even those who don’t believe seek to come and
listen.”

Social media was consistently reported as a highly effective
means of reaching Brazilians, particularly because people are
geographically separated, work long hours, and are already
using platforms such as Facebook and WhatsApp. Another
frequently cited channel for communication was Brazilian ra-
dio, although some observed that many women worked in
settings where it was not feasible to listen to radio programs.

Discussion

Our results suggest that mental health, occupational health and
safety, and domestic violence are major health concerns
among Brazilian women. While most felt that there was ade-
quate access to medical care, there was a perceived lack of
mental health providers who speak Portuguese or understood
Brazilian culture.

Mental health needs have been previously documented in
the Brazilian immigrant community. A 2009 community-
based study conducted in Massachusetts found that 51% of
Brazilian immigrants self-endorsed depression and 44% en-
dorsed anxiety [21]. A more recent study of Brazilian immi-
grants recruited through churches and the Consulate General
of Brazil in Boston (n = 401) found that more than a third
(35%) had depressive symptomatology [22]. The high

reported prevalence of mental health needs among Brazilian
women makes sense in the current political environment, as
more punitive immigration policies are adopted [23]. Previous
studies in the USA found an association between more restric-
tive state-level immigration policies and higher mental health
morbidity among Latinos [24].

Our findings regarding occupational health and safety con-
cerns are also consistent with prior studies of Brazilian immi-
grants. Taken together, these studies found that Brazilian im-
migrants often come to the USA to improve their socio-
economic status, working as many hours as possible often in
low-paying, physical ly demanding jobs [4, 15] .
Housecleaners, in particular, are often exposed to chemical
and biological hazards, as those are often not monitored or
regulated in domestic settings [15]. Women in these jobs are
also at risk for back injuries and joint pain due to repetitive
tasks [25]. Additionally, immigrant workers may be exploited
on the job due to language barriers, non-transferability of pro-
fessional skills, undocumented status, and discrimination [26].
A cross-sectional study of predominantly Brazilian women
workers found that many reported difficulty negotiating con-
tracts due to language barriers and social vulnerability, partic-
ularly among those with undocumented status [15]. Available
data shows that nearly a third of Brazilian women work in
domestic settings at least once during their residence in the
USA [27], so these issues warrant additional attention.

To our knowledge, domestic violence is a concern that has
not been previously documented among Brazilian immi-
grants, although fear of reporting crimes to police due to im-
migration fears has been found in numerous studies among
other foreign-born groups [28]. While the literature regarding
intimate partner violence experienced by Brazilian immi-
grants is sparse, the prevalence of lifetime intimate partner
violence for Latina immigrants in the USA has been estimated
at 22% for physical assault and 73% for psychological aggres-
sion [29, 30]. According to theWHOMulti-Country Study on
Women’s Health and Domestic Violence against women, the
proportion of Brazilian women age 16+ who experienced in-
timate partner violence (physical or sexual) at least once in
their lifetime is 16.5% [31, 32]. Alterations in gender roles,
which commonly occur when immigrating from a highly pa-
triarchal society, shift power dynamics and may be a contrib-
uting factor to higher rates of domestic violence [33].

The finding that Brazilian women had adequate access to
medical care and were generally satisfied with the US
healthcare system has been previously reported among those
residing in Massachusetts [12, 13]. This may be due to
healthcare reform passed in Massachusetts in 2006 which
mandated free or subsidized healthcare insurance for residents
earning less than 150% and 300% of federal poverty level. As
a result, residents of Massachusetts have greater access to
healthcare compared with other states [34]. Additionally, our
findings may be at least partially attributed to the fact that
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convenience sampling was employed to identify focus group
participants through methods such as word-of-mouth, which
may lead to under-representation of the most isolated mem-
bers of the community. Despite having good access tomedical
care, there was a perception that providers fail to connect with
or get to know their patients. Women also spoke about their
disappointment with the short duration of appointments and
perceived reluctance of their clinicians to order tests or pre-
scribe treatment. Our finding about cultural differences in
patient/provider communication and expectations regarding
the outcome of health visits among Brazilians has also been
reported elsewhere [12, 35]. However, it is important to note
that while women reported having good access to medical
care, there was a perceived gap in mental health services,
particularly due to the limited numbers of Portuguese-
speaking mental health providers.

The importance of religion and the church among Brazilian
immigrant women is not surprising. Church communities not
only offer spiritual support but also the opportunity to connect
with others from similar language and ethnic groups.
Numerous studies document that immigrant populations often
find church and religion to be major sources of consolation,
connection, and social support [36]. There is also empirical
evidence that social networks in churches can be leveraged to
support health programs [37–39]. However, we acknowledge
that the importance of church may be overestimated, given
that some of the focus groups were conducted in church
settings.

Before discussing implications of the study, we acknowl-
edge limitations. Qualitative studies such as ours involve
small purposive samples and are not intended to generate gen-
eralizable findings. Key informants were identified in part by
snowball sampling, which can lead to self-selection bias and/
or overrepresentation among individuals within the same so-
cial networks. Use of snowball sampling for key informants
and convenience sampling for focus group participants may
result in exclusion of individuals who are socially isolated and
who lack connections to resources within their community. As
a result, our findings may not fully reflect the healthcare ex-
periences of those community members. These findings may
also be subject to social desirability bias, or the tendency of
respondents to answer questions in a manner that would be
viewed favorably by others. Additionally, as noted above, the
fact that some focus groups took place in churches likely
overestimates the importance of faith and the potential for
conducting interventions in churches. The fact that we do
not have data on racial categorization of women in the sample
may be seen as a limitation. However, it is also a finding
reflecting that the standard categories in the US census may
not be capturing accurate data for Brazilians.

Nevertheless, the goal of this exploratory study was not to
achieve a representative sample or to test hypotheses. Rather,
our goal was to identify a range of relevant issues and obtain

the depth and detail of understanding that qualitative research
can provide. A strength is the inclusion of key informant in-
terviews with focus group discussions, which enabled us to
assess juxtaposition of findings from the two data sources and
triangulate findings. The fact that there was extensive overlap
in themes raised by both groups provides some reassurance
that the study findings are valid. We have presented our pre-
liminary findings to community members (“member
checking”) [40], and these activities have also reassured us
that findings are meaningful for community members.

Implications for Practice

Notwithstanding limitations, our study adds to the limited re-
search on the health of Brazilian immigrant women and can
inform efforts to design culturally relevant health interven-
tions for this population. Given recurring concerns about men-
tal health, our results highlight the need for accessible mental
health services. One prior study documented that mental
health services delivered by linguistically- and culturally-
competent providers led to higher retention in care for
Brazilian immigrant patients compared to those treated in
“usual care” settings [41]. Systematic reviews of interventions
to improve providers’ abilities to provide culturally competent
care (e.g., observation with direct feedback) have been found
to improve patient satisfaction with care, although more re-
search is needed [42]. Our finding that women perceived that
providers fail to connect with them or get to know them has
several implications. Providers need to be made aware of the
unique needs and “hands-on” approach desired by Brazilian
women, perhaps through the development of culturally spe-
cific training tools. Additionally, recruiting Brazilians into the
fields of psychology and psychiatry will be important so
that provider teams that are better equipped to serve the needs
of this community.

This and prior studies suggest a need for effective interven-
tions for Brazilian immigrant workers in the domestic and
service industries. There are a relatively large number of
evidence-based worksite interventions to reduce musculoskel-
etal injuries, which include ergonomic modifications, strength
training, and policy interventions, as well as individual-level
protections [43, 44]. We identified one intervention that pro-
moted the use of environmentally friendly cleaning products
among Brazilian immigrant women working as house
cleaners [45]. After switching to green products, all partici-
pants reported less adverse health outcomes linked to the use
of traditional cleaning products [45]. This same intervention
had a secondary benefit in that it utilized collaborative
decision-making between participants to address locus-of-
control issues, experiences of solitude, and difficulty negoti-
ating contracts [45]. These findings suggest that similar inter-
ventions may be developed or adapted to address ergonomic
and social issues.
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If confirmed in larger studies, our findings also suggest a
need for interventions to address domestic violence. Our study
participants cited fears about deportation or other
immigration-related repercussions if they reported violence
to the police, and this is corroborated by studies among other
immigrant groups [29, 30]. A systematic review of interven-
tions to address intimate partner violence among Latinas
found few evidence-based interventions. Among studies
showing a positive intervention effect, common intervention
elements included multiple group sessions focused on sexual
communication, information about community resources, and
peer support [46]. However, it is important to note that inter-
ventions that appear to work with one cultural group may not
work for others. Of the interventions described in the system-
atic review [46], none provided information about how inter-
ventions were culturally tailored. Research is needed to un-
derstand how best to adapt and tailor evidence-based interven-
tions for Brazilians, particularly around changing gender
roles post immigration.

We also identified important strengths within the Brazilian
community. Some of these include tight-knit family struc-
tures, both in the USA and in Brazil. Women also described
their relationships with friends and other community members
as “close” and “warm.” This suggests that interventions that
employ community members (e.g., community health
workers) may hold promise. Many participants also described
the importance of faith and pointed to their churches as a hub
of social and emotional support. The potential to build upon
existing social connections and support offered by churches is
also a strength. Indeed, growing evidence suggests that “faith-
based” programs (i.e., rooted in religious teaching) and health
interventions with cultural and religious adaptations (e.g., in-
tegration of prayer, religious traditions) are effective at
reaching immigrant communities [47–49].

This exploratory study also points to areas for future
research. Data from a larger, more representative sample
of Brazilian women is needed to determine the prevalence
of health issues identified here and to identify themes that
might have been missed. Understanding the prevalence of
mental health issues, occupational health and safety con-
cerns and domestic violence warrant special attention, as
they were perceived to be highly prevalent and on the rise
among Brazilian women. Additionally, further research is
needed to understand how the issues raised in this study
have been impacted by the social, economic, and health
consequences of the COVID-19 pandemic. While these
issues always remain pressing, the increasing mortality
and morbidity arising from COVID-19 serve to highlight
the urgency of health priorities in the Brazilian communi-
ty. Information to guide the development and adaptation
of effective interventions to address these issues and le-
verage existing community strengths can facilitate this
process.
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