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The COVID-19 pandemic has had a devastating 
global impact. It has had dire socioeconomic conse-
quences, including a massive strain on health care 

and social services worldwide1,2 and a noticeable increase in 
the xenophobia experienced by Asian communities.3,4

Racism against Asian Canadians and Asian Americans is not 
a novel phenomenon. It dates back to the 19th century, exem-
plified by the term “yellow peril,” which was used to support 
legislated discrimination against people of Asian descent, 
regardless of nationality.5 The Chinese Exclusion Act was the 
first law in the United States’ history to ban immigration of a 
particular ethnic group specifically.6 This was followed in 
Canada with the Chinese Immigration Act of 1885. With the 
passing of the Dominion Elections Act in 1920, people of Asian 

descent were forbidden from voting in Canada until 1947.7,8 
Discrimination was not limited to people of Chinese descent, 
as Japanese Canadians and Japanese Americans were interned 
in camps during World War II.9,10 Over time, discrimination 
against people of Asian descent has evolved into less overt 
racism in the form of racial microaggressions, defined as 
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behaviour or comments that most often subtly demean and 
denigrate members of marginalized racial groups.11,12

The phenomenon of targeted discrimination during global 
pandemics has been seen throughout history; 1 example is the 
discrimination against people of African descent during the 
2014 Ebola outbreak.13 COVID-19 is viewed as an Asian virus 
because of the divisive rhetoric used by some media and polit-
ical leaders, including former US President Donald Trump, 
who used the term “China virus.”14–16 Preexisting anti-Asian 
sentiment, buoyed by COVID-19’s association with Asians,  
has culminated in numerous attacks, both verbal and physical, 
against Asian communities throughout North America,3,13,17–20 
including the Atlanta spa shooting in which 8 people were 
killed, 6 of whom were Asian women.21

Concerningly, these acts of discrimination may have car-
ried over to the health care sector, where people of Asian 
descent represent a substantial proportion of the workforce; 
for example, 19.6% of US physicians and 8.4% of US nurses 
are Asian.22 All health care workers are at high risk of experi-
encing negative psychological outcomes because of the nature 
of their work, but Asian health care workers are facing height-
ened racial discrimination in addition to the baseline stress of 
working on the hospital front line.23,24 

We were interested in exploring the experiences of Asian 
health care workers during the COVID-19 pandemic. The 
research to date on COVID-19–related microaggressions has 
been limited primarily to commentary articles,3,13,17 which 
have not analyzed the deeper, systemic complexity of xeno-
phobia. Qualitative research may be well suited to the study of 
complex phenomena such as discrimination; it can enable 
researchers to better understand and explore the context of, 
and the meanings behind, the experiences of individuals. Our 
objective was to explore the experience of COVID-19–related 
discrimination, with a focus on racial microaggressions faced 
by Asian health care workers in North America.

Methods

Study design
We used a qualitative descriptive approach, which is appropri-
ate for studies whose aim is a straightforward description of a 
phenomenon. Qualitative description allows for results to stay 
close to the data, giving a comprehensive summary of events 
in everyday terms.25 We wished to create a broad geographic 
and demographic qualitative sample because of the novelty 
and widespread occurrence of the phenomenon in question. 
This study adheres to the consolidated criteria for reporting 
qualitative research (COREQ).26

Participants and sampling
To be eligible for the study, participants had to self-identify as 
Asian American or Asian Canadian, be currently employed in 
health care in North America and have at least 1 year of full-
time work experience in this sector. For the purposes of this 
study, we restricted the term “health care worker” to medical 
professionals who are members of a governing body that 
oversees the activities of its members. 

We used purposeful sampling, which emphasizes the 
bounding of the context where we would most likely derive 
key findings.27 Convenience and snowball sampling strat
egies (May–June 2020) were used. We drew an initial con-
venience sample from 4 Asian health care groups and asso-
ciations: Subtle Asian Healthcare, Subtle Asian Nursing, 
Subtle Asian Physical Therapists and the Chinese American 
Medical Society. The first 3 are Facebook groups; we con-
tacted their members via Facebook Messenger. The 
Chinese American Medical Society is a national association, 
which sent out an email to its members with background 
information about the study and our contact information. 
We chose this initial sampling method because we needed a 
fast and easy way to recruit participants as we were evaluat-
ing a time-sensitive phenomenon. Participants provided 
referrals to other Asian health care workers who were inter-
ested in participating. 

Data collection
Individual, semi-structured interviews were conducted in 
English between May and September 2020 via videoconfer-
encing by Z.S. or J.Y.K. A semi-structured interview guide 
(Appendix 1, available at www.cmajopen.ca/content/9/4/
E998/suppl/DC1) was created a priori by Z.S. and J.Y.K., 
which was informed by the microaggression literature11,12,28 
and refined as the interviews progressed. The interview 
guide was not pilot tested; however, many of the interview 
questions have been used in previous research exploring 
racial microaggressions.28 The interview guide explores the 
experiences of discrimination, with a focus on micro
aggressions, other novel events, and perceptions of the lack 
of response of organizations and the media to both the chal-
lenges faced by health care workers and the specific hard-
ships faced by Asian health care professionals. 

Participants were given $15 Amazon gift cards upon com-
pletion of the interview. Prospective participants completed 
an online informed consent form, which included information 
about the purpose of the study.

Data analysis
Interviews were transcribed verbatim by Z.S. and J.Y.K. and 
subsequently analyzed using NVivo 12. We adopted an 
inductive29 thematic approach for coding and analysis, allow-
ing themes to emerge from the data,30 which is useful when 
there are no previous studies on a phenomenon.31 Z.S. (male, 
Chinese Canadian) and J.Y.K. (female, Korean American) 
have graduate-level training in qualitative methods and prior 
publications in qualitative research. Given the sensitive 
nature of racial microaggressions, we purposefully matched 
the race of the interviewers with that of the interviewees to 
promote disclosure and minimize discomfort.32 Both Z.S. and 
J.Y.K. independently coded all transcripts; differences were 
resolved in consultation with S.O.C. (male, British Chinese). 
All 3 authors discussed the emerging themes related to the 
research questions and extant literature, using an iterative 
consultative approach that allowed for reflexivity and deep 
exploration into the themes.33 
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We undertook various measures to enhance the trustwor-
thiness of the study.34 To ensure credibility and confirmabil-
ity, we used debriefing meetings and iterated between the 
emerging themes and existing literature.35 Also, at the conclu-
sion of each interview, we summarized the findings and asked 
the participant for feedback. Data collection was halted after 
thematic saturation36 was achieved.

Ethics approval
Ethics approval for this study was granted by the Universidad 
de los Andes.

Results

Interviews, ranging from 37 to 68 minutes in length, were 
conducted with 30 participants, representing a diverse 
range of ethnicities, professions and medical specialties 
(Table 1). All potential participants who expressed inter-
est in the study completed an interview. The sample com-
prised 15 (50%) Canadians and 15 (50%) Americans, 
including 18 women (60%), 11 men (37%) and 1 non
binary person. There were 16 (53%) nurses, 5 (17%) 
attending physicians, 3 (10%) physiotherapists, 2 (7%) 
resident physicians, 1 midwife, 1 paramedic, 1 pharmacist 
and 1 physician assistant. Thematic saturation was 
achieved after 27 interviews, and we conducted 3 more to 
confirm saturation.

Two major themes emerged from the data: a surge of 
racial microaggressions related to COVID-19 and a lack of 
institutional and public acknowledgement. Illustrative quotes 
are presented in Table 2.

Surge of racial microaggressions related to COVID-19
Participants noticed a notable spike in manifestations of 
what we, as the author group, identified as racial micro
aggressions related to COVID-19. Although most partici-
pants shared that they had experienced racial micro
aggressions before COVID-19, they noted that the 
frequency and severity of the microaggressions have 
increased during the pandemic and attributed this complex 
phenomenon to their racial status. These microaggressions 
were enacted most frequently by members of the public, 
but many were also enacted by patients and their family 
members, colleagues and acquaintances. The following are 
some examples of the more subtle types of micro
aggressions that participants experienced: being glared at, 
being questioned constantly about common Asian stereo-
types (e.g., being asked if wet markets in China sell bat 
meat), having their ethnic origin questioned (e.g., being 
asked if they were from Wuhan, China), and having their 
health (but not the health of their non-Asian colleagues) 
questioned (e.g., being asked if they had COVID-19).

Many participants also experienced more blatant and 
direct COVID-19–related microaggressions resembling old-
fashioned racism, including direct avoidance (e.g., requests 
to be seen by a non-Asian doctor), derogatory racial stereo-
types (e.g., accusations of eating bats or dogs), alienating 

statements (e.g., “go back to China”) and explicit racial pro-
fanities (e.g., “chink” or “gook”).

Six participants noted that they had experienced threats 
of violence linked to COVID-19, including threats of sexual 
assault or physical violence, or actual physical assault (i.e., 
being spat on by a patient). Four of those participants were 
women, and 5 out of 6 said that the incident happened 
while they were wearing scrubs in public near their work-
place. Those who were threatened or assaulted noted that 
these incidents happened at a time when there were lax 
clothing regulations (i.e., change of clothing was not 
required on exiting health facilities). The 4 female partici-
pants noted that wearing scrubs in public contributed to the 
likelihood of experiencing racial and gender-based abuse. 
All 6 participants experienced a range of negative emotions 
and cognitive processes, including anger, fear, despair, 
rumination (reflecting upon the incident repeatedly) and 
hypervigilance (paying more attention to their surroundings 
and worrying about their safety).

The Canadian and American participants reported similar 
forms of COVID-19–related microaggressions. Although 
none believed that these interactions affected the quality of 
care they provided to the patient, participants shared a range 
of negative emotions, including anger, anxiety, frustration, 
annoyance, stress and feelings of isolation. 

Lack of institutional and public acknowledgement
Nearly all participants expressed dissatisfaction with the 
handling of the pandemic by their institutions and their 
country’s leadership. Participants expressed ambivalence 
about being praised superficially as selfless heroes while 
receiving little support regarding the unique hardships they 
faced. A prominent example of politicization was the use of 
the terms “China virus” and “Kung flu” to describe 
COVID-19, a move that was universally condemned by 
Canadian and American participants of all ethnicities. Con-
sequently, many remarked that even the superficial com-
mendations from the public and workplace “went down the 
drain” for their failure to acknowledge the hardships faced 
by Asian health care workers experiencing microaggres-
sions related to COVID-19. Most participants shared that 
their workplace did not issue any communication about the 
racial challenges faced by the Asian community at the peak 
of the pandemic, which enhanced their feelings of isolation 
and invisibility.

Participants expressed added frustration with their lack of 
agency in being able to challenge these racial tropes and 
terms, especially in the workplace. For example, when 
patients used derogatory terms to describe COVID-19, par-
ticipants felt torn between maintaining their integrity and 
conserving the patient’s trust. In these situations, most par-
ticipants chose not to correct the patients. The few who 
spoke up did so in a subtle but firm way, using correct termin
ology to describe the virus. Overall, participants expressed 
disappointment about the invisibility of Asian issues and 
attributed this racial and scientific ignorance to the system-
atic failure of the North American leadership at the time.
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Interpretation

Our findings show the challenges experienced by Asian 
health care workers during the COVID-19 pandemic in 
Canada and the US. Asian health care workers noted that 
they have experienced a relative uptick in racial micro
aggressions, in addition to threats of physical and sexual 
violence and actual physical assault, which they attributed to 
COVID-19. Furthermore, the largely silent organizational 
response on Asian issues and use of disparaging terms such 
as “China virus” were sources of frustration. Participants’ 
frustration was particularly salient amid the growing politi-
cization and racialization of the pandemic, evidenced by the 
increasingly negative portrayal of China and Asia in the 
media by political leaders such as former President Trump, 
which caused participants to feel self-conscious about their 
Asian identity.

Despite these challenges, the Asian health care workers 
who participated in our study said they provided excellent 
patient care, as they understood their crucial role in combat-
ing COVID-19, demonstrating a sense of professional 
integrity seen in other studies.37–39 However, without ade-
quate support, Asian health care workers are at greater risk 
for developing adverse psychological and physical out-
comes.23,38,40,41 Thus, it is critical to provide robust support 
to Asian health care workers, who are at risk of stressors 
associated with working in health care and anti-Asian racism. 
Supportive measures include raising organizational aware-
ness about general anti-Asian discrimination and COVID-
19–related microaggressions, implementing debriefing ses-
sions23 and offering professional psychological services.42,43

Our study highlighted the perception that non-Asian 
North Americans tend to ignore the distinctions among the 
various racial, ethnic and cultural backgrounds of members 
of the Asian community.28,44,45 This is exhibited in our study 
by the fact that both Chinese and non-Chinese Asians 

Table 1 (part 1 of 2): Sociodemographic characteristics of 
participants

Characteristic
No. (%) of participants 

n = 30

Gender

    Female 18 (60)

    Male 11 (37)

    Nonbinary 1 (3)

Nationality

    American 15 (50)

    Canadian 15 (50)

Age, yr

    < 25 4 (13)

    25–29 16 (53)

    30–34 3 (10)

    35–39 5 (17)

    ≥ 40 2 (7)

Ethnicity

    Chinese 8 (27)

    Filipino, Filipina 5 (17)

    Vietnamese 5 (17)

    Taiwanese 3 (10)

    Cambodian 2 (7)

    Korean 2 (7)

    Multiracial 2 (7)

    Japanese 1 (3)

    Malaysian 1 (3)

    Pakistani 1 (3)

Worked with COVID-19 patients?

    Yes 22 (73)

    No 8 (27)

Practice setting or specialty

    Medical–surgical 7 (23)

    Intensive care 4 (13)

    Adult outpatient 3 (10)

    Internal medicine 3 (10)

    Cardiothoracic surgery 2 (7)

    Obstetrics and  
    gynecology

2 (7)

    Pediatrics 2 (7)

    Anesthesiology 1 (3)

    Emergency medicine 1 (3)

    Family medicine 1 (3)

    Infectious diseases 1 (3)

    Neurosurgery 1 (3)

    Palliative care 1 (3)

    Rehabilitation 1 (3)

Table 1 (part 2 of 2): Sociodemographic characteristics of 
participants

Characteristic
No. (%) of participants 

n = 30

Profession

    Nurse 16 (53)

    Attending physician 5 (17)

    Physiotherapist 3 (10)

    Resident physician 2 (7)

    Midwife 1 (3)

    Paramedic 1 (3)

    Pharmacist 1 (3)

    Physician assistant 1 (3)

Location

    Urban 28 (93)

    Rural 2 (7)
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believed that they were targeted. Although general discrimin
ation against health care professionals is not new, the partici-
pants unanimously attributed these incidents to their ethni
city.46,47 The very nature of these microaggressions made 
salient the participant’s race, illustrating that these were 
racially motivated microaggressions and not generalized acts 
of aggression toward health care workers. COVID-19–
related microaggressions are an evolution of the micro
aggressions that minorities have traditionally faced in the 
workplace24,28 but that have become more prominent and 
centred around COVID-19.44,48

Limitations
Although the qualitative nature of our study provides a rich, 
nuanced portrait of the experience of Asian health care pro-
fessionals contending with COVID-19–related micro
aggressions, future studies may wish to quantitatively assess 
the prevalence of microaggressions related to COVID-19 
experienced by Asian health care workers and other minority 
groups. This study is limited to the interpersonal aspect of 
racial microaggressions. Future studies using a more specific 
qualitative methodology, such as a critical race or grounded 
theory approach, may better examine the systemic roots.

Table 2: Major themes and selected illustrative quotes

Theme Illustrative quotes

Surge of racial 
microaggressions 
related to COVID-19

To protect myself and other shoppers, since I work in a COVID unit, I decided to put a mask and gloves on. But 
every time I go to grocery shopping, I get this specific look, that uncomfortable look from people. Once I even got 
told to go back to China. (RN 11, nurse, Canadian)

A lot of people at the beginning were talking about how bad China is, how they will never eat Chinese food again 
… . Idiots … . Then people will ask my opinion on COVID and about the markets and bat eating, but I am Filipino! I 
honestly have no idea about China; I have never been to China! (PT 2, physiotherapist, American)

I keep on hearing these random comments: “oh those chinks” or “oh those Chinese people.” But I have to keep 
silent, since I still have to do my job, which is to give meds [to patients]. It is weird, since part of me wants to stand 
up and say: “I am Chinese; not all Chinese are carriers,” but the bigger part of me just wants to get the day over 
with and give them medication. (RN 8, nurse, Canadian)

This lady was in a particular room for a long time, a 4-bedroom patient room, and generally I would be assigned to 
all the patients in that room. This patient will talk to her neighbours saying, “Don’t take anything from that nurse, she 
is contaminating everything with the COVID!” (RN 6, nurse, Canadian)

She kept on screaming that I am provoking fear and that I am the reason for this confusion for society, and that I 
am COVID positive, since I have a mask on. Then she was questioning that if I was COVID positive, why am I even 
outside. She said I am from China, and that people like me have COVID and shouldn’t be outside. (RN 3, nurse, 
Canadian)

From that experience [verbal abuse while commuting to work and wearing scrubs], I have been too scared to go on 
the train anymore. I keep thinking back on it. I kept thinking back about her taking pictures of me, and her racist 
remarks, and I don’t know why everyone’s go-to word is “chink” or “ching chong” … I feel like it was more racially 
driven than health care driven, or it could have been a combination against both. (RN 3, nurse, Canadian)

Lack of institutional 
and public 
acknowledgement

They have signs everywhere saying that they are health care heroes, we get drawings from kids thanking us for 
what we do. But sometimes it feels like it is theatrics and acting rather than actual action. I have never heard of 
places giving hazard pay to nurses. It is worth being angry about, basically being a sacrificial lamb, and not protect 
yourself because you signed up to be a health care professional, and this is what you have to do. It’s pretty 
disheartening for a lot of doctors and nurses. (MD 4, physician, American)

I feel like America has failed its health care professionals. I don’t want anyone calling anyone a hero. I do think that 
the nurses in ICU, doctors and cleaning staff are heroes and are all amazing, but they did not sign up to be a hero; 
they signed up for a job. I personally have a problem with that rhetoric, and they need to take away that hero talk 
and compensate people appropriately. (PT 1, physiotherapist, American)

We need to narrow the gaps in communications between the higher-ups and hospital health care workers. A lot of 
the time, even our immediate managers were unaware of the plans happening at the higher level, and what has 
happened within this pandemic was that the health care system was reactive, not proactive. So the moment that 
the politicians said what was gonna happen, it was a top–down effect. (RN 10, nurse, American)

It makes me angry that politicians makes these stupid comments, like Trump, about China or Chinese people. Then 
people will think that if Trump says it, then it is ok for me to say it too. And I think it plays such a big role in how 
people here think, like people here are protesting against wearing masks, which I don’t think anywhere else in the 
world people are doing that. (MD 1, physician, American)

This [COVID-19] is a political issue and it’s rooted in racism and socioeconomics. Honestly, it feels like the French 
revolution right now, it’s deeply rooted in so many things that are wrong with this country, I knew that something like 
this was going to happen. And it is seriously wild that Asians are being used as a punching bag for this. (PT 1, 
physiotherapist, American)

Note: ICU = intensive care unit.
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As for the sample, it consisted predominantly of nurses, 
who may be more likely to work regularly in close proximity 
with patients and thus may have more opportunities to 
experience microaggressions related to COVID-19. Fur-
thermore, there may be response bias, where participants in 
our study may have been more interested in Asian issues or 
may have experienced more COVID-19–related microag-
gressions. A related limitation is that the experiences of sup-
port staff, such as unit coordinators, were not explored. 
Future studies may individually examine the experiences of 
different types of health care professionals and support staff. 
Lastly, it is unclear if the racial abuse was due partly to the 
participants’ practice, where the acuity of some clinical situa-
tions may lead to patients, family members or colleagues 
inadvertently delivering COVID-19–related microaggres-
sions. However, this reason is less likely given that our sam-
ple included a diverse representation of different medical 
practices and units. Importantly, participants felt that these 
racially insensitive interactions were targeted toward health 
care workers of Asian descent.

Conclusion
The Asian health care workers in our study described con-
tending with the burden of COVID-19–related racial micro-
aggressions and verbal and even physical violence. They felt 
that their experiences had been largely ignored and were 
struggling with challenging these racial tropes while main-
taining their dedication to patient care. Considering this, we 
call on health care organizations to provide additional sup-
port to safeguard the well-being of Asian health care workers 
to ensure that they can continue providing quality care both 
during and in the aftermath of the COVID-19 pandemic.
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