
2
The risk and strain  
of working during  
the COVID-19 
pandemic 

TRAVELS FAR (2020) © MTA Arts & Design. A Memorial Honoring 
MTA Employees Lost to COVID-19. Sandra Bloodworth, Artist; 
Tracy K. Smith, Poet; Chris Thompson, Composer.  



Main 
findings

Key workers suffered higher mortality rates  
from COVID-19 than non-key workers.  

Among key workers, transport workers  
had the highest rates of excess mortality  
from COVID-19.

Formally employed workers with job security  
and union representation were better able  
to accommodate the increased demands  
and risks of working during the pandemic. 

Key enterprises encountered difficulties in operating 
during the pandemic due to disrupted supply chains, 
financial uncertainty and the challenges of complying 
with emergency safety and health guidelines.
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2.1. Illness and morbidity among key 
workers in 2020
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At the onset of the COVID-19 pandemic, the workplace was identified as a critical potential vector of 
transmission of the COVID-19 virus, leading most countries across the world to recommend remote 

work whenever possible.1 Key workplaces that had to continue operating were often identified as sources of 
transmission.2 In the meat packing industry alone, there were documented outbreaks in the early months 
of the pandemic in Australia, Argentina, Brazil, Canada, China, Denmark, France, Germany, Ireland, Italy, 
the Netherlands, Poland, Spain, the United Kingdom and the United States. It thus became clear that 
safe and healthy work was not just of concern to employers and workers, but to public health in general.

This chapter analyses the impact of the COVID-19 pandemic on workers’ safety and health, both physical 
and mental, as well as the challenges enterprises faced in operating during the pandemic. Working during 
the pandemic was fraught with challenges. While the most obvious challenge was the increased likelihood 
of exposure to the COVID-19 virus, and thus greater risk of illness or death, there were few aspects of 
people’s daily working lives that were not upended by the pandemic. This chapter probes the different 
sources of job strain faced by workers – physical risks, social isolation, work intensity, adverse social be-
haviour – as well as the organizational pressures that enterprises endured, including financial distress and 
uncertainty. Understanding the effects of the COVID-19 pandemic on key workers and enterprises is an 
important first step in designing and strengthening workplace health and safety programmes and other 
supportive policies and institutions that can assist workers and employers, whether in good times or bad.

2.1. Illness and morbidity among key 
workers in 2020
The severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2 virus) is transmitted directly through 
respiratory droplets and airborne aerosols, and indirectly through contact via contaminated surfaces. 
Although much remains to be learned about the mechanisms of transmission, the evidence indicates 
that avoiding contact with other human beings inhibits the spread of the infection.3 However, most key 
workers cannot avoid contact with other human beings as they must continue their day-to-day activities 
so that society can be fed, cared for, live in security and go from place to place when needed (even during 
lockdowns). As a result, key workers were more exposed to COVID-19 than those who could telework, or 
otherwise stay at home, in relative safety from the pandemic.

Figure 2.1 provides evidence demonstrating the greater degree of exposure to disease or infection among 
key workers in the United States. Using O*NET data, a database of occupational characteristics for the 
US economy, the figure shows potential exposure to disease or infection by two-digit ISCO occupation 
codes in relation to workers’ physical proximity to others during work activities. The size of the bubbles 
is proportional to the number of workers in each two-digit occupation. The figure shows clearly that key 
occupations (dark blue) are those most exposed to disease and working in closest proximity to others.4 
Health professionals, health associate professionals, personal care workers and protective service workers 
dominate all other occupations in the sense that they are more exposed to disease and work in closer 
proximity to people than any other occupational category. These four occupational categories are almost 
exclusively composed of key workers.

Nevertheless, greater exposure may not necessarily translate into worse health outcomes – particularly 
mortality. Whether the higher exposure intrinsic to each occupational category was counterbalanced by 
stricter security protocols and the use of protective equipment is an empirical question, to be answered 
by looking at mortality data.

Large-scale data on mortality from COVID-19 often rely on the concept of excess death rate, defined as 
the difference between the observed numbers of deaths in specific time periods and expected numbers 
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of deaths in the same time periods. This measure avoids problems of misdiagnosis and misreporting 
of COVID-19 deaths, which were particularly prevalent at the beginning of the pandemic.5

Panel A of figure 2.2 shows the mortality rate per 100,000 people, from all causes, for workers aged 18 to 
62 years in the United States, by month, in 2020. The excess death rate is the death rate during the period 
under scrutiny (the COVID-19 pandemic, for instance) minus the death rate of an appropriate baseline 
in which the event under study was not happening. No COVID-19 deaths were reported in the first two 
months of the year, so these are used as the baseline. The last nine months are those for which excess 
mortality is calculated.6 The excess death rate of a given month is that month’s total mortality rate minus 
the average mortality rate of the first two months.

Figure 2.1.  Exposure to disease and physical proximity to others, by occupation, United States
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Figure 2.2.  Total mortality for key and non-key workers, United States, 2020
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Panel B: Excess mortality rate
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Note: A two-month baseline is far from ideal, but the National Vital Statistics System (NVSS) Public Use Microdata Sample (PUMS) 
data do not provide �occupation data prior to 2020.
Source: Current Population Survey (CPS) and NVSS microdata.
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Excess  
mortality during 
the COVID-19 
pandemic was 
higher for key 
workers than for 
non-key ones.

Baseline mortality in the United States is higher for key workers than for non-key 
workers: 45.5 monthly deaths against 32.0 per 100,000, respectively. This means 
that, prior to the COVID-19 pandemic, key workers suffered higher mortality.7 This 
may be a result of key workers having jobs that are intrinsically more dangerous, 
but it also likely reflects greater susceptibility to death from underlying health 
conditions, including comorbidities, such as obesity and hypertension, as well 
as age and tobacco use. Nevertheless, as will be argued in this section, some of 
the features that make certain jobs “intrinsically more dangerous” are also the 
result of lack of, or insufficient, protective procedures and equipment to deal with 
heightened risks.

In addition to higher baseline mortality, the increase in mortality was also greater for key workers (13.4 per 
100,000) than for non-key ones (8.4 per 100,000). Panel B of figure 2.2 shows that excess mortality during 
the COVID-19 pandemic was higher for key workers than for non-key ones. This is not a surprise since 
key workers continued to leave their homes to go to work, and thus to be exposed to the virus, whereas 
other workers turned to telework or were furloughed.

Both panels of figure 2.2 show raw mortality data, and thus do not consider sex, age or other characteris-
tics that could influence outcomes. Taking sex, age and education into account, and subtracting non-key 
mortality from key mortality, gives the “controlled excess mortality” difference shown in column (B) of 
table 2.1.8, 9 The table also shows raw excess mortality differences (column (A)) as well as pure COVID-19 
mortality10 (column (C)).

A pattern appears: excess mortality for key workers (relative to non-key) was high during the first three 
months and then fell. By the last quarter of 2020, it was in the low single digits, before picking up again 
slightly in December during the peak of the second wave in the United States (August 2020 to February 2021).

Table 2.1.  Different measures of differential mortality (key vs non-key), United States, 2020

  Mortality (per 100,000 workers)

Month Difference in excess mortality (C)  
Difference in pure 

COVID-19 mortality
  (A) 

Uncontrolled (raw)
(B) 

Controlled

Apr. 2020 9.5 14.5 6.4

May 2020 6.3 16.4 3.6

June 2020 3.7 10.6 1.7

July 2020 4.4 8.6 2.8

Aug. 2020 5.1 10.5 2.6

Sep. 2020 2.1 12.0 1.6

Oct. 2020 2.1 5.9 1.6

Nov. 2020 2.6 2.2 2.7

Dec. 2020 7.1 3.7 5.8

Mean 4.8 9.4 3.2
Note: The uncontrolled (raw) difference in excess mortality is the difference in excess mortality between key and non-key 
workers. The controlled difference is the result of logit model controlling for education, sex and age, in which key worker  
is also a variable (see note 6). The difference in COVID-19 mortality is the raw difference in per 100,000 mortality due  
to COVID-19 (it is not considered excess mortality since COVID-19 baseline deaths are zero) between key and non-key  
workers. The three statistics measure the same thing in different ways.

Source: CPS and NVSS microdata.
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The most lethal 
occupational 
group was that 
of transport 
workers:  
truck, subway, 
bus, taxi and 
ride-hailing-
platform drivers 
suffered higher 
mortality 
than workers 
in any other 
occupation. 

The pattern of key workers’ mortality is maintained in the three measures. The 
controlled difference in excess mortality was higher than the uncontrolled dif-
ference for all months, with the exception of November and December. This 
mostly reflects the fact that, in the United States, key workers are younger and 
more likely to be female than non-key workers. Women represent 48.4 per cent 
of key workers as opposed to 46.7 per cent of non-key workers, and the young 
(18–24 years old) make up 14.3 per cent of key workers versus 12.6 per cent 
of non-key workers. Table 2.1 also shows that the directly measured COVID-19 
mortality is lower than the difference in excess deaths, which could be due to 
mismeasurement of COVID-19 deaths.

Table 2.2 gives results for the eight occupational groups of key workers in the 
United States. Both in terms of excess mortality and specific mortality from 
COVID-19, there were wide variations by occupational group. The most lethal 
occupational group was that of transport workers: truck, subway, bus, taxi and 
ride-hailing-platform drivers suffered higher mortality than workers in any other 
occupation. Health workers, despite their intense exposure to infected patients, 
fared no worse than the average key worker, probably because they had proce-
dures and equipment which protected them from the virus, as well as greater 
access to healthcare and sick leave. Nevertheless, their excess mortality was still 
higher than that of the average non-key worker.

While NVSS microdata only provide information on occupation and industry from 
2020 onwards, the data from the California Department of Public Health have 

done so for much longer. A study of excess mortality among California’s workers by occupation corrob-
orates the above findings: transportation workers were most at risk (excess monthly mortality of 10 per 
100,000) and health workers once again fared no worse than other key workers (excess monthly mortality 
of 3 per 100,000), in spite of their constant exposure to the virus.11 Health workers’ excess mortality per 
capita was in general lower than the rates above, which likely reflects its baseline period of three years 
instead of two months.

Table 2.2.  Monthly excess and COVID-19 mortality by occupation group, United States,  
April to December 2020

Industry Mortality (per 100,000)

Excess COVID-19

Transport 22.9 11.9

Cleaning 14.8 8.7

Manual 14.4 6.9

Technical 14.3 7.3

Health 12.1 7.4

Retail 9.4 3.9

Food systems 7.5 6.7

Security 7.0 6.2

All 13.2 7.2

Note: Excess deaths are calculated using the methodology described above, using the first two months of the year as a base-
line. COVID-19 deaths are those identified as such by the International Classification of Diseases (ICD) code in the NVSS data.

Source: CPS and NVSS microdata.
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Table 2.3.  Excess mortality by occupation category, England and Wales (UK), 2020

Worker category Excess deaths (%)

All occupations –1.1

Non-essential –3.0

Healthcare 13.3

Social and education 4.3

Other key workers 6.1

Source:  Matz et al., 2022.

The study also finds that food and agriculture workers were among those with the highest mortality. This 
is perhaps surprising given that agricultural work is usually done outdoors with workers assumed to work 
far from one another. However, many agricultural workers in California are migrants who, in addition to 
working in the fields, work closely together in packhouses and live in overcrowded accommodation, which 
likely led to greater COVID-19 contagion and, ultimately, higher death rates.12 Once again, this illustrates 
that protective measures (or the lack thereof in this case) are as important as the dangers inherent in  
the work itself. The same study also analyses excess mortality by race and occupation. It finds that even 
though occupation explains some of the racial gaps in mortality, significant racial differences remain 
even after controlling for occupation.

Another study of key workers, this time in England and Wales (United Kingdom),13 using the excess mortality 
methodology broken down by occupation finds that the risk of death from COVID-19 faced by “essential” 
workers was considerably higher than that faced by “non-essential” ones (see table 2.3).14 While the  
pandemic was actually protective of non-key workers in England and Wales – likely because the lock
downs were more stringent than in most of the United States – it was quite dangerous for key workers, 
most of all those in healthcare. Most of the danger arose in the early months of the pandemic when 
people did not yet know what was effective and what was not in terms of keeping safe from COVID-19 
while working. From September onwards excess deaths fell, and by December 2020 excess deaths for  
all key workers were below levels reported in the previous five years. 

Another study using the same matched data for England employed proportional hazard models to invest
igate hazard ratios of key and non-key workers during the first year of the pandemic in England.15  
It found that the ratios for men ranged from 1.45 to 1.22, and for women, from 1.16 to 1.06.16 Taxi  
drivers and chauffeurs, support staff, bus and coach drivers, sanitation workers, social care workers 
and van drivers were the most lethal occupations for both men and women. Moreover, the hazard rates  
were similar between men and women in individual occupations, which suggests that the difference  
in aggregate mortality rates between working men and women responded more to differences in occu-
pation than to biological differences in susceptibility to the disease (although these biological differences 
undoubtably exist).17

Both in the United States and in England, health workers, who were continuously and massively exposed 
to the virus, suffered lower excess mortality than transportation workers, whose exposure was significant 
but lower than that of health workers. This apparently counterintuitive finding may be due to workplace 
safety and health measures – healthcare was more likely to have workplace safety and health protocols 
in place and enforced, and workers were more informed of the risks. Health workers were among the 
first to receive protective equipment and are generally more likely to have access to paid sick leave and 
medical care. Transportation workers, on the other hand, are often self-employed or working for small 
enterprises in which safety protocols were more of a personal responsibility than company policy. They 
often did not know how to protect themselves, only had access to protective equipment after a lag, had 
limited access to paid sick leave because of self-employment and, in the United States, were less likely to 
have health insurance. The wider conclusion is that while key workers may work in jobs that are intrinsically 
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A small but 
growing body of 
evidence shows 
that unionization 
was protective of 
workers during 
the pandemic.

more dangerous, preventative procedures, protective equipment and access to 
labour and social protection can help to keep them (relatively) safe even under 
adverse circumstances.

In France, a COVID-19 survey undertaken in January 2021 found that, while 18 per 
cent of employees as a whole had at some point been diagnosed with COVID-19 
or had clear COVID-19 symptoms, the percentages were higher for transportation 
workers (29 per cent), nurses and midwives (29 per cent), health aides (28 per 
cent), and police and firefighters (28 per cent).18 The French results corroborate  
for the most part the American and English data vis-à-vis the most lethal  
occupations, though the French occupational differences in contagion appear  
to be smaller in amplitude than differences in mortality in the United States, 
perhaps reflecting universal access to health and sick leave.

Other studies on illness from COVID-19 also find significant occupational differences. In Spain,19 excess 
sick leave in March 2020 was higher among all occupations than during the baseline period, including 
healthcare, but it was highest for construction workers. In Qatar,20 construction and retail trade workers 
were most likely to test positive for COVID-19. Retail trade is expected to entail greater risk since it implies 
contact with customers, but it may be less clear for construction. The authors of the study point to over-
crowded accommodation of migrant construction workers as the likely culprit, highlighting once again  
that, often, it is not intrinsic characteristics of occupation per se that lead to higher mortality, but the 
policies and procedures taken or not taken to ensure workers’ safety.

One final result worth mentioning is that there is a small but growing body of evidence that shows that 
unionization was protective of workers – all workers, not just key workers – during the pandemic.21 In the  
United States, unionized workplaces were more likely to address environmental hazards22 and to be  
visited by health inspectors.23 Moreover, unionized workers were more likely to have health insurance  
and access to paid sick leave.24 Consequently, it is hardly surprising that higher union densities  
slowed the spread of the pandemic25 and that unionized workers are less likely to die from COVID-19 than 
non-unionized ones.26 While the above studies refer to the United States, it stands to reason that these 
results would hold in other countries as well.

The above studies have all been on high-income countries. Figure 2.3 shows that, in contrast with what 
happened in the United States and in England and Wales, excess mortality in Brazil was lower for key 
workers than for non-key ones. The difference between key and non-key is not huge, mostly between  
three and four deaths per 100,000 workers, but it contradicts the findings from high-income countries. 

Figure 2.3.  Excess mortality for key and non-key workers, Brazil, 2020 (per 100,000 workers)
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Table 2.4.  Variations in deaths from 2019 to 2020 of workers aged 30 to 60, Brazil and Colombia, 
selected categories (percentage)

Brazil Colombia

Worker category Δ deaths Worker category Δ deaths

Funeral workers 35.8 Postal workers 62.0

Postal workers 34.8 Police and firefighters 60.4

Nurses and other hospital workers 30.1 Drivers 47.3

Drivers 27.2 Nurses and other hospital workers 40.7

Police and firefighters 27.0 Private security 32.1

Other workers 20.0 Street vendors 31.2

Public cleaners 19.6 Other workers 26.9

Street vendors 15.2 Public cleaners 13.3

Agricultural workers 7.5 Agricultural workers 12.9

Note: Agricultural workers in bold and occupations in which there were fewer than 300 deaths in 2019 in light grey. The data 
come from Vital Statistics Systems, which is a census, so there is no sampling error. Nevertheless, narrowly defined occupations 
with relatively few deaths are less subject to the law of large numbers and thus still show large swings from one year to another. 
Note also that these are only a few selected occupations and do not account for all employed workers.

Source: Vital Statistics Systems for Brazil and Colombia. Microdata.

Yet, key workers in middle- and low-income countries differ from those in high-income countries both  
in terms of the greater share of workers in agriculture and the higher incidence of informality, where the 
application of OSH measures is likely to be weaker or absent.

Agricultural workers were relatively protected from COVID-19 as a result of the distances linked to lower 
population density in rural life. Table 2.4 shows the variation in deaths from 2019 to 2020 for select key 
occupations in Brazil and Colombia, including agricultural workers. Owing to different occupational classi-
fications in labour force surveys and vital statistics, it is not possible to calculate the variations in mortality, 
only in the number of deaths. Thus, it is not possible to disentangle the variations in deaths due to the 
number of workers in each occupation from those in the mortality rate of each occupation. Nevertheless, 
given the magnitude of the variations in the number of deaths, it is likely that the results are overwhelm-
ingly driven by underlying mortality changes.

The data show that, both in Brazil and Colombia, agricultural occupations are those in which the number 
of deaths increased the least. For the non-agricultural occupations, the variations in the number of deaths 
align with those in mortality from the literature on France and the United States, as well as on England. 
Drivers and nurses were among the most dangerous occupations. Postal workers and, in Brazil, funeral 
workers, in spite of small numbers, faced the largest increase in deaths.

Table 2.5 shows the variations in deaths for Mexico and Costa Rica from 2019 to 2020. In contrast to 
table 2.4, table 2.5 shows deaths by broad categories that, in principle, account for all workers. The 
categories used in Costa Rica and Mexico are not the same but, in both cases, they account for the entire 
labour force, broken down into one-digit occupation categories.

Whereas in Costa Rica agricultural workers were in the upper half of occupations with the highest increase 
in total deaths, in Mexico agriculture is the category in which the increase in deaths was the smallest.  
The high agricultural mortality in Costa Rica may reflect large numbers27 of temporary migrant 
workers (56 per cent of coffee workers were temporary Nicaraguan workers),28 mirroring the situation 
in California.29 There are migrant workers also in Mexican agriculture, of course, but the numbers are  
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Table 2.5.  Variations in deaths from 2019 to 2020 of workers aged 30 to 60, broad occupational 
categories, Costa Rica and Mexico (percentage)

Costa Rica Mexico

Occupational category Δ deaths Occupational category Δ deaths

Managers 25.0 Managers 116.6

Administrative support 17.4 Professional and technical 96.2

Agricultural workers 16.2 Machine operators 95.5

Unemployed 15.5 Auxiliary and administrative 95.4

Scientific and intellectual 7.3 Sales 85.0

Technicians and associate 
professionals

4.1 Personal services 79.1

Artisans 45.0

Sales and services 4.0 Elementary occupations 26.4

Machine operators 3.9 Agricultural workers 16.2

Homemakers 0.8 All workers 63.2

Elementary occupations –2.1

Artisans –10.5

All workers 3.1

Source: Vital Statistics Systems for Costa Rica and Mexico. Microdata.

smaller: less than 10 per cent of all agricultural workers, as opposed to more than half in Costa Rica and 
the vast majority in California.

It should be noted that agricultural workers and food systems workers are not one and the same.  
While agricultural workers are food systems workers, the latter category also includes industrial  
workers, such as meat packers, whose mortality during the pandemic was very elevated, both in  
high-income30 and in middle-income countries.31 Also, note the discrepancy between the results for  
Brazil, Colombia and Mexico, and those for food and agriculture workers in California, and to a lesser 
extent, Costa Rica. The likely reason is that, while agricultural employment in California is dominated 
by larger farms using migrant workers,32 in Brazil, Colombia and Mexico, most agricultural employ-
ment is in small-scale farms, and even larger farms can draw upon locally available labour. Finally, 
agricultural employment is much smaller in high-income countries. While, in high-income countries, 
a mere 3 per cent of the total workforce is employed in agriculture, in middle-income countries  
this share rises to 29 per cent and jumps to 59 per cent33 in low-income countries.

The conclusion is that the combination of a higher share of agriculture in middle-income-country employ-
ment and a lower COVID-19 relative mortality of those workers drove down the overall mortality rate of 
key workers as a whole in these countries. Nevertheless, even in countries with many agricultural workers 
and low agricultural mortality, many other key occupations were badly hit, such as transport and security 
workers. Many of these other workers were informal workers, meaning that they likely had less access 
to OSH protections.
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Table 2.6.  Excess monthly mortality per 1,000 formal workers, Brazil, 2020

Category Excess  
mortality

Category Excess  
mortality

Van driver 2.94 Gas station attendant 0.42

Truck driver 2.77 Maintenance technician 0.42

Bus driver 2.26 Other warehouse workers 0.39

Interstate bus driver 1.85 Administrative supervisor 0.39

Night security guard 1.05 Production line worker 0.38

Motorcycle driver 1.03 Caretaker 0.38

Porter 1.02 Cleaner 0.36

Storage worker 0.73 Cook 0.34

Nurse technician 0.66 Manager 0.29

Meat packer 0.58 Building maintenance technician 0.25

Hand packer 0.42 Car mechanic 0.24

Note: Occupations are Classificação Brasileira de Ocupações (CBO), which is largely based upon ISCO.

Source: Pereira Galindo, Pereira Silva and Pedreira Júnior, 2020.

Indeed, analysing just private-sector formal employment in Brazil, using data from a labour registry 
that records deaths,34 reveals similar mortality rates by occupation to the findings for high-income 
countries.35 Table 2.6 shows the 22 most lethal occupations by three-digit occupation code (out of 196) 
for 2020. As expected, drivers dominate the excess mortality realm. Doctors are not found among  
the 22 most dangerous professions, although nurses are in ninth place. Police officers and firefighters 
are not reflected in the numbers as they are employed under a different legal status not included in this  
database, but the occupation of night security guard remains among the more dangerous.

What conclusions can be drawn from the results? The most important conclusion is clear: policies matter 
and can save lives. In the United States, France and England, health workers, despite their intense ex-
posure to the virus, were in relative terms better protected than transportation workers. Unionized 
workers were better protected than non-unionized ones. In Brazil, the most lethal occupations were the  
same as in high-income countries, but the overall mortality of key workers was lower because of the 
inclusion of agricultural workers. Everywhere, drivers, security guards and nursing staff experienced  
the highest COVID-19 mortality rates.

These results point to the importance of policy: workers in workplaces in which adequate procedures were 
put in place, who had access to protective equipment and who were entitled to sick leave and medical 
treatment were more protected in relative terms from death from COVID-19. These procedures can  
come through formality, higher union density or even professional knowledge (health professionals),  
but irrespective of how they come to the workplace, they save lives.

The same logic must also apply to other aspects of OSH. Are key workers sometimes exposed to risks  
that are inherent in their work? Yes, they are, but these risks can be mitigated or even eliminated outright 
with effective workplace safety and health policies.
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2.2. The strain of working during  
the pandemic
Being a key worker during the COVID-19 pandemic entailed a range of increased strains placed on workers, 
all of which had consequences for their health and well-being. These varied from the physical risk of getting 
sick from the virus – as discussed above – and the fear of transmission to household members, to increased 
work intensity from having to incorporate safety and health protocols and other new tasks into one’s  
daily work; a challenging social environment from dealing with unruly customers and not being able  
to interact with colleagues; and concerns over earnings loss. But the experience could also be motiv
ating at times, increasing some workers’ engagement and reward from work, particularly when there 
was strong social, managerial and community support, and recognition of their contribution to society.

The analysis in this section takes inspiration from the job strain literature as originally developed by Karasek 
in his model on demand control, subsequently refined and expanded by Seigrist’s effort–reward imbalance 
model, and Bakker and Demeritous’s job demands–resources framework.36 The job strain literature recog-
nizes the interaction between the demands placed on the worker and the resources available to them to 
meet or mitigate such demands, and the overall implications on mental health, as well as overall job quality. 
Resources refer to the physical, psychological, social or organizational aspects of a job that help to achieve 
work goals, reduce job demands or stimulate personal growth, learning and development. Although per-
forming excessively demanding work can increase the risk of ill health, including greater risk of cardiovas-
cular disease, musculoskeletal disease and depression,37 if a worker with a demanding job also has latitude 
for decision-making and enjoys a supportive working environment, then the risks of the demanding job  
can be mitigated. Yet if high work demands are combined with limited latitude in decision-making  
and scant job support, then risks are heightened. Notwithstanding the different models of job strain, the 
guiding principle is the assessment of the balance between demands and resources in the workplace.

An important determinant of the demands and resources available to a worker is the person’s employment 
arrangement. A formally employed worker with job security and a union representing their interests has 
more resources to either minimize demands or adjust their work to address them, than an informally em-
ployed worker without job security or union representation. Managerial and collegial support are known 
to be valued resources to the worker and critical for workers’ sense of well-being and job satisfaction. 
There are exceptions, of course, but, in general, the contractual relationship, and the rights and bene-
fits it bestows, influence workers’ scope for mitigating job strain. Own-account workers also experience  
job strain and, though the autonomy and flexibility of being one’s own boss is an important resource,  
it can nonetheless be tested by the pressure of having to derive sufficient income from one’s labour,  
the physical risks of the work, and the general lack of collective support. Working informally aggra
vates risks, while also limiting potential resources.

Another significant source of sup-
port – and potential strain – is the 
family or household. While personal 
resources are not explicitly included 
in the job demands–resources 
framework as it focuses specifically 
on the working environment, the 
framework does acknowledge that 
personal resources (or demands) are 
a mediator or antecedent to job de-
mands and resources.38 Workers are 
part of households, and the implica-
tions of being a key worker during 
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the COVID-19 pandemic affected families, potentially with consequences for workers’ internal resilience. 
Changes at the household level due to the closing of schools, childcare centres and other restrictions 
meant that many dependants were at home and needed care, adding pressures for unpaid care work on 
key workers, especially women.39 For migrant workers and seafarers, the added geographical distance 
between workplaces and homes is likely to have increased demands and lessened resources.40 Pandemic-
related travel restrictions extended their separation from their families. Moreover, dormitory living, which 
is common among migrant workers, was a prominent source of reported outbreaks and clusters, and 
also imposed increased psychological strain due to movement restrictions. The high rates of job loss  
and return migration constituted additional pressure for many households, even for those where  
some members continued to operate as key workers.

This section and section 2.3 draw on qualitative research commissioned by the ILO as well as secondary 
sources to provide a picture of the lived experience of key workers and business owners during the pan-
demic. The more than 500 individuals interviewed in Argentina, Canada, Ghana, India, Kenya, Malaysia, 
Mexico, Peru, the Philippines, the Republic of Korea, South Africa and Türkiye all perform key services 
(see Appendix for more details). The objective of the qualitative analysis that follows is not to enumerate 
frequency but rather to draw insights into the lived experience of key workers during the pandemic by 
allowing them to explain the different demands placed on them, as well as any resources that were avail-
able. Each section begins with an explanation of the relevance of the topic for job quality, in light of the 
COVID-19 pandemic. Where pertinent, the discussion draws on other sources of evidence, both primary and 
secondary. While common experiences and themes emerge, there are substantial differences depending 
on occupation and sector, employment status and contractual arrangement, citizenship and residency 
status, and the country in which the individual works, including its industrial relations system.

Physical environment: risk of illness
The most obvious strain of being a key worker in the pandemic stemmed from the heightened physical 
risk of exposure and illness from COVID-19, as documented in section 2.1. Workers were aware of this 
risk, both for themselves and their families. With few exceptions, study participants expressed their fear of 
contracting COVID-19 as a result of going to work, on account of their interactions with patients, customers 
and colleagues, but also in their travel between home and the workplace.

Fear was greatest at the beginning of the pandemic, when there was much uncertainty about the virus 
– its modes of transmission, its severity, or what measures needed to be put in place. Román, a super-
market cashier in Argentina, explained that working in the pandemic was “horrible, horrible from the first  
moment. I saw that nothing was known about the virus, and you didn’t go to work, you were forced to  
go to work, it was crazy. One had to go to work in the first period when nothing was known, and it was  
not clear how contagion happened or how you had to take care of yourself”.

But even with time, concerns remained with workers, especially those who had continuous interaction with 
the public. As a postal worker in the Republic of Korea explained: “Our post office alone has 120 employees. 
In some branches, there are even more. When a person is on outside duty, he or she comes into contact  
with more than 50 strangers. We’re in a position to become super spreaders in that sense”. Others worried 
about the consequences of getting ill in the workplace, such as this cleaner at a hospital in the Republic  
of Korea: “The most mentally draining thing during this pandemic is the stress of knowing that if we get  
infected, then the entire hospital is at risk”.

In Ghana and Kenya, hospital staff explained how the lack of adequate resources in their hospitals for 
COVID-19 testing heightened their risks. Eli, a hospital orderly in Ghana, explained: “We were cautious ap-
proaching patients in the ward because we didn’t know who had COVID-19 and who didn’t. If someone coughs 
in the ward, then there is tension, nobody wants to stay around”.

Others expressed frustration over the risks they were taking for meagre wages, as this nanny in Argentina 
recounted: “I travelled by public transportation. For me, that was the worst thing. I had to risk my life to take 
care of a kid that wasn’t mine, and for a few pesos”.
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Nevertheless, the duty to continue working was a strong impulse for many, allowing them to brave the 
risk. Carlos, a nurse in Argentina, explained:

At some point, I remember that I began to doubt: “What if I catch it?”  
I was afraid of infecting others, my family ... I started to have that fear and 
... my defences were going down, like I was getting a feeling of being on my 
guard at that moment. I always remember my colleague telling me: “Well, 
that’s why we studied, that’s why we chose this career; in fact, we are here 
because we like to help people. These people need us and that’s why we 
are here. Now it’s our turn. We just have to be here”. I didn’t forget because 
that’s what gave me the strength to continue at that moment.

Many of the key workers interviewed did fall ill or had colleagues that did, and even died. The excess 
mortality data presented in section 2.1 show that it was workers in transport who had the highest rates 
of fatality. While the interviews were not undertaken to measure incidence, but rather to understand the 
experience of key workers in the pandemic, interviews with transport workers in Argentina attest to the 
high level of infection among these workers: a subway worker spoke of how 15 of her colleagues had  
died from COVID-19, prompting her and her colleagues to insist on priority access to vaccines; similarly,  
a bus driver recounted how three of his colleagues had died, which he attributed to insufficient measures 
taken to control the risks associated with the pandemic.41

Infection was also rife among the migrant community. In Malaysia, interviews with migrant workers re-
vealed that almost all of the workers and their “housemates” had caught COVID-19 – most likely because 
of the overcrowded apartments or dormitories where they slept in shifts in the same beds. A Nepalese 
security guard working in Malaysia recounted how he had contracted COVID-19 and that 16 out of  
his 20 housemates had tested positive.42 Among migrant agricultural workers in Canada, the risk of 
spreading the virus among co-workers was aggravated by the practice of working on different farms.43

Safety and health: implementation of protective measures,  
including provision of personal protective equipment
One of the principal concerns of key workers has been proper and sufficient implementation of safety and 
health measures at the workplace, including issues such as ventilation, physical barriers, implementation 
of social distancing, cleaning and disinfection, screening as well as provision of personal protective equip
ment (PPE). The interviews reveal a range of responses with respect to the implementation and rigour  
of OSH protocols. In general, a pattern emerges of stricter adherence to protocols in large, formal or
ganizations, particularly in the health sector, where biological risks are constant and where COVID-19 
patients were being treated, but also in other sectors, such as aviation, mining and ports, where safety 
and health standards are, by law, more rigorous. A port worker in Peru commented that his company 
carried out “periodic tests and every day they renew our masks and [hydroalcoholic] gel. There is a concern  
for the worker”. Similarly, a Kenyan flight attendant explained that:

The company medical team were always at hand before every flight to 
offer information on how to handle COVID-19-related cases on board.  
In-flight service was reduced to a minimum so that there was less inter
action between crew and passengers. The company also discontinued 
in-flight service on domestic flights, considering that it wasn’t a 
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requirement to have domestic passengers tested prior to their travel ...  
Crew were planned to work on rotation and [the] same team members  
also planned to operate the same flights together.

But even within sectors with higher OSH standards, there were distinctions between countries, with 
health workers in some developing countries receiving insufficient PPE within their hospitals, reflecting 
difficulties at the national level (and globally) in procurement, especially at the beginning of the pandemic.  
In Mexico, but also in Ghana, India and Peru, workers recounted insufficient provision of PPE, like  
this nurse in a public hospital in Mexico:

... At the beginning they only wanted to give them ... one piece of 
equipment, so how could they expect them to work an eight-hour day 
with one piece of protective equipment, so they didn’t eat, they didn’t 
drink water or go to the bathroom? ... they told you literally, you only  
had the right, at the beginning, to one piece of equipment.

There were also considerable variations between workers within health institutions – doctors, nurses, 
orderlies, cleaners – likely reflecting their status in the organizations and perceived risk of exposure. 
Hospital cleaners in the Republic of Korea reported having to purchase masks at their own expense, 
as they were not provided in sufficient quantities, which was a source of concern especially to those 
cleaning the wards that held COVID-19 patients.44 Health workers active outside institutions, such 
as community health workers in Ghana and India, also reported insufficient PPE provision. Bright,  
a mortuary worker in Ghana, lamented how they worked regularly with insufficient protection:

We need PPE badly but at our place, apron and gloves is all we wear 
to work. It is not good. We have a big exposure here and should there 
be an outbreak here, we will all be affected. You see mortuary staff in 
other countries wear PPE from head to toe. Consequently, their skin 
is protected as the water they use in cleaning the bodies doesn’t seep 
through the PPE. We don’t have it like that here. At times, we enter  
the cold room without wearing any PPE.45

For migrant farm workers living in dormitories in Canada, overcrowded houses with shared bedrooms, 
bathrooms and kitchen made distancing difficult. Only one of the 30 interviewed workers stated that 
their employer had rented additional housing to divide up the workers and so reduce overcrowding. 
And while, in two cases, fewer workers than usual were expected to share housing during the pandemic, 
this was not common. The interviews reveal that the main strategy used to contain the spread of the 
virus during the pandemic was to keep workers confined to their house.46 Yet, despite the quarantining 
of their workers, the practice of hiring additional undocumented workers, who often moved from 
farm to farm, was still common. Concern over the potential spreading of the virus by itinerant farm 
workers led Ricardo and his co-workers, who were employed at a greenhouse in Leamington, Ontario,  
to approach their farm owner. As he explained:

We were given an opportunity to talk to the farm owners. And we told 
them that if they are making restrictions for us, they too should make  
sure that they do not hire [undocumented] workers from contractors.  
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We respect company rules, but the workers sent to the company by 
contractors, they are free to go wherever they want after work. And that, 
we said, is not fair. They would go anywhere they want while we are 
being cautious, and then these persons would just come and infect us.  
So, we did not see it as something that was fair.

Out of concern for their safety, many key workers instituted their own measures or, for those who were 
unionized, appealed to their union to demand greater protection. A postal worker in Mexico recounted 
how he and his colleagues took the initiative to make changes in the workplace, including to their  
schedules, to keep their work environment safe:

We made changes ourselves ... we changed ... into two teams, so that we  
wouldn’t all get together ... [Q. Was it a company directive or did you  
carry it out?] We carried it out, and the bosses also had to agree.

At a food-processing factory in Argentina, outsourced workers did not benefit from the same safety 
and health measures, as there was a policy of “first” and “second” care, depending on one’s contrac-
tual arrangements. Under the policy, the company did not guarantee transportation services for out
sourced workers. The outsourced cleaning and maintenance workers were able to organize to demand 
that the company also provide them with transportation services. With the help of the union and several 
meetings with the management, they were able to obtain the same right as the other workers.47 In 
general, across the case studies, the presence of unions, especially internal union committees, was an  
important resource for securing additional protections in addition to those proposed by the companies.

In the Philippines, in the absence of formal regulations governing home-based caregiving, the measures 
taken to ensure health and safety depended on the patient’s family, as well as the minimum health guide-
lines that caregivers had received in their training. As a rule, caregivers shower and change into their 
uniform before attending to their patients and wear face masks in the workplace. Josie, a home-based 
caregiver to chronically ill and older patients, explained how one employer required her to take a monthly  
COVID-19 antigen test at the employer’s expense, while her subsequent employer required that she 
test negative on a PCR test, but at her own expense. Social distancing in home settings was not easily 
enforced, but households generally restricted the presence of outsiders and used online platforms  
to communicate with the patients’ doctors.48

Informal own-account workers mentioned learning what to do from public channels. As Akosua, a street 
trader in Ghana, explained: “We got public education on both TV and radio. Also, some of our customers  
were cautioning us to be careful each time they came to the market to buy from us”. Similarly, Linda, 
a shopkeeper, noted: “Nobody officially came to my shop to teach me, but I learned it from the news  
on television and the radio”. John, the owner of a delivery service business, learned what precautions  
to take from his daughter, who had been taught what to do at school.49

Separation from family and social isolation
Another measure taken by employers – and sometimes workers on their own initiative – was to reside 
separately from family members to prevent spreading the virus. While such separation mitigated the risk  
of contagion to family members, it nonetheless severed an important resource of social support for 
workers during a difficult time. For some workers, being separated was preferable to risking contamin­
ation; others had no choice and thus resented the arrangement. Yet, with the financial need to support 
their families, and the near impossibility of finding alternative employment during the pandemic,  
their sole option was to accept the separation.
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Some of the workers interviewed relayed how they chose to isolate from their families to minimize risk. 
Lucrecia, a nurse at a public hospital in Mexico, explained how normally she lived with her sister and 
mother but that, for over a year during the pandemic, she lived separately from them, along with another 
colleague who was isolating from her family. As they were both working extensive hours, their family 
members would bring them food and pass it through the gate.50 A nurse in Türkiye mentioned how he 
sent his wife and children to their home village for a month and a half to avoid contamination. Similarly, 
a Turkish café owner decided to “completely separate for 42 days without even seeing my children and my 
family, even though I was not sick ... We were afraid to even go home”.51

In other instances, workers were required to remain on company premises or in company-provided 
housing. In the mining sector in Peru, mandatory quarantines required that the workers be separated 
from their families for several weeks to avoid contagion. This point was strongly criticized by several unions, 
given the arbitrariness in the scheduling policy, and the retention of workers was even denounced as 
illegal.52 In the Philippines, business process outsourcing firms were allowed to continue operating only 
if they provided appropriate temporary accommodation to their employees or allowed them to transi-
tion to remote work. Some hospital staff were also required to stay in temporary accommodation. Ida, 
a nurse in a private hospital in the Philippines, relayed how she and other nursing staff were required 
to stay in hospital-provided lodgings for almost six months. She spoke of suffering from her “separation  
from family” (two siblings, mother and grandmother) and “loneliness” during those months.53

Many domestic workers were obligated to stay at their employer’s premises once quarantines were im-
posed, essentially shifting to being live-in domestic staff. A domestic worker interviewed in Peru stated how 
“it shocked me, I even cried”. She did not return to her home for four months because of the restrictions 
imposed by her employer. Along with the separation and social isolation that the shift to live-in status 
entailed, there was also an increase in working hours and work intensity as many of the families that  
they worked for had the parents and children working from home.54

Migrant farm workers were already separated from their families but the quarantine measures further 
increased their social isolation. Virtually all workers interviewed in Windsor-Essex, Canada, were not allowed  
to leave the farm during the COVID-19 pandemic, in some cases for up to a year and a half, and even after 
the regional health authority had lifted most restrictions. On one farm, each week, three people from the 
workers’ house were allowed to purchase food for the rest. There were some farms on which workers 
were not allowed to leave at all. Instead, they filled out shopping lists; their food was ordered for them  
by their employer and delivered to their doorstep. Yet, many workers accepted these restrictions. As one  
of them, Daniel, put it: “It was as if we were in prison, but for our own good, right? Well, we didn’t have the  
right to leave because, if we were to leave, we would endanger the company and other co-workers, and who  
knows how many other families”. Not everyone could tolerate the isolation but, if these rules were  
violated, workers were disciplined, as Matías explained: “If someone went into town to do shopping  
or something, they were sent to do quarantine, and they were not paid while they were not working”.  
Similarly, Abel commented: “During the pandemic, you couldn’t leave the house to go anywhere. It was  
prohibited. And if you were to leave, he [the employer] got angry and reprimanded you”.55

Work intensity: more work demands
Work intensity concerns work demands on the job – the amount of work an individual has to carry out 
and whether that work requires large amounts of mental and physical energy. Although work that asks 
too little of a worker can leave their potential unfulfilled (“underload”), research has found that excessively 
demanding work (“overload”) is associated with an increased risk of serious ill health.56 Intense work is 
a key component of job strain models, as numerous epidemiological studies have demonstrated the 
negative health consequences of high work demands, especially when combined with limited autonomy 
and a negative social environment.57 From an organizational perspective, work intensity is not necessarily 
linked to better performance, especially if overload leads to working in haste, or if it is due to staff short-
ages. High work intensity, even if at times perceived as exciting and rewarding, is considered a negative 
contribution to job quality.58
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Most key workers saw and felt their work intensity increase. This was due, in part, to the addition of 
more tasks, usually related to carrying out OSH protocols, but it was also due to increases in absences 
at the workplace, as many workers with comorbidities were either prevented from coming to work or 
left their jobs out of fear of contagion. As a result, there were fewer staff carrying out the work that 
needed to be done, and greater demands placed on the remaining workers. Given substantial media 
attention in many parts of the world, the pressure placed on healthcare systems throughout the world 
is well known. Nonetheless, interviewees from a diverse array of key services – delivery, security, mining, 
retail and others – recounted the greater work intensity and work reorganization that occurred when 
the pandemic struck.

In the Philippines, medical staff explained how hospitals were already suffering from a shortage of nurses 
due to the emigration of experienced nurses overseas for better-paying jobs. During the pandemic, 
these shortages were compounded as some staff left hospital jobs for less risky environments, such 
as vaccination centres.59 In addition, when a healthcare worker caught the virus, a whole ward or unit 
could be paralysed. In the hospital employing some of the study participants, two nurse stations were 
shut down because there were not enough nurses available to work. The Health Department provided 
extra-budgetary funds to public hospitals to hire contractual employees to fill shortages, but the demand 
was unmet. The shortages were aggravated by the intense amount of care required by COVID-19 patients. 
As explained, typically a nurse could attend to 4–5 ICU patients but would have difficulty caring for two 
COVID-19 critical or severe cases. A hospital that aims to double its operational capacity for COVID-19 
would ideally need to double its staff. One nurse explained how she routinely worked extra hours in order 
to earn overtime but that, during the pandemic, overfatigue was so great that she eventually learned to 
refuse overtime.60

The rise in demand in hospitals was not limited to medical staff. The Republic of Korea’s quarantine 
guidelines, known as K-Quarantine, increased the workload of cleaning workers. For some cleaning 
workers, their work area was expanded to include the COVID-19 screening stations in operation both 
inside and outside medical institutions. Even in cases where their work areas did not change, the workload  
increased substantially because of the stricter cleaning protocols and the shift to disposable protective 
gear by medical staff. As one cleaner remarked: “More than 1,000 people visit the COVID-19 screening station 
daily for testing. How are we to deal with the medical waste that results from their visits? ” 61

In India, the work of the community health workers known as Accredited Social Health Activists (ASHAs) 
also increased substantially. Serving on the front line, ASHAs were responsible for tracing, testing, deliv-
ering medicine and sometimes food, and answering distress calls. Once the immunization programme 
began, they were responsible for keeping records of those who had received the vaccines and motiv
ating people to get vaccinated. Through this period, ASHAs also continued with their routine tasks  
of following antenatal and postnatal care, monitoring infant health and so on. As Sneha, an ASHA from 
Hyderabad, explained:

There has been no rest from the time the pandemic began. We have to  
visit the homes of those who are positive, ensure that they isolate, give 
them medicines. They also call us any time of the day or night if they 
have any problem. If any patient calls, we have to give them advice. 
People didn’t know much about it – they would tell us their symptoms. 
We would then assess and help them go to the hospital if we felt that 
they needed to go. For this, we would go to their house, coordinate  
with the hospital and arrange for the ambulance, and ensure that they 
went properly. We would also inform our Sir in the hospital and he would  
guide us on how we should handle the case.
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A food service worker in the United States recounted how safety protocols, such as disinfecting and  
using hand sanitizer, while important, made their work slower and more difficult to carry out:

I was in the drive thru and my hands were burning after two hours, 
because I’m trying to hand-sanitize between each car, and there’s 
hundreds of cars. And it slows you down when you’re taking these 
basic measures with fewer and fewer people at work. So I think most 
people are trying to minimize stress by not really changing how we  
do things. Which is really dangerous.62

The work intensity of security guards also increased. Throughout the world, many retail establishments 
hired extra security personnel to help implement government-mandated protocols. The President of the 
Security Industry Association of Malaysia reported that an estimated 70,000 guards were deployed at 
shopping malls, retail outlets, banks, other commercial places and residential complexes while another 
50,000 guarded hospitals, schools and government-linked agencies. He described the security guards 
as “unsung heroes … They are among the earliest frontliners to be exposed to the risk of COVID-19”.  
They are in direct contact with many people, especially if they work in busy places; they perform tasks 
such as registration and individual temperature screening, as well as ensuring that people comply  
with physical distancing in premises.63 A security guard in the Philippines explained how she accepted 
the additional working hours as she was the only one in her family with an income, but that eventually  
she fell ill from overfatigue.64

Social environment: from support to adversity
The social environment at work concerns the relationships that workers have with their colleagues and 
managers as well as their interactions with customers or patients. Given the many hours that most people 
spend working, such social interactions are critical for the individual well-being of workers and strongly 
influence feelings of job satisfaction.65 A positive social environment can improve workers’ engagement, 
organizational commitment and, ultimately, productivity.66 It is also a critical resource in mitigating work 
demands, whereas an unsupportive or, at worst, negative social environment can be an impediment to 
one’s work, with negative consequences for mental health at the individual level and for job quits at the 
organizational level.

Most of the key workers interviewed emphasized positive peer relations. Across countries and occupa-
tions, workers spoke fondly about having lunch together, travelling to work together and supporting each  
other in carrying out their duties. In India, community health workers (ASHAs) operated as a team if 
they encountered any difficulty with members of the community and filled in for each other during 
periods of leave. Similarly, security guards and nurses made informal arrangements with colleagues 
to exchange shifts in case they had an emergency.67 For bus drivers in the Republic of Korea, collegial 
relations were a critical social and psychological resource, particularly since their long and asocial hours 
made it hard for them to maintain other social relationships. Bus drivers on the same shift shared  
hobbies and regularly socialized together after work.

The COVID-19 pandemic greatly limited social interactions with colleagues, both in and outside the work-
place. For bus drivers, their regular social interactions with other drivers who would get off work late at night 
were severed, as there was no place to talk or spend time after work. As one Korean bus driver explained:

We used to go for a drink after, but now that’s not possible. We go straight 
home. If I want a beer, then I get a couple of canned beers and take it  
home, and drink it in silence, watching TV, because everybody is sleeping.
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Similarly, a cleaning worker in a hospital in the Republic of Korea remarked how, prior to the pandemic:

All of us cleaning ladies would go to the (break) room and talk. We would 
always be laughing. I was so happy, being with them was so much fun.  
But ever since COVID-19, we can’t use the break room anymore. We all 
just eat lunch in our assigned spots and just go home from there and 
come back to the same spot in the morning, get changed and start  
working. There’s no more communication.

Colleagues were also a source of emotional and financial support. One manufacturing plant supervisor in 
Peru related how, when he was sick, he received calls from his colleagues to see how he was doing. These 
same workers displayed other forms of solidarity among themselves:

We made family baskets to take to our colleagues. If there was a little 
money, those who could collaborate gave it ... People are very supportive.68

Key workers were also restricted in their interactions with patients or customers; at times this affected 
their ability to perform effectively, especially in care work. A social worker in a Mexican hospital remarked 
that she and her colleagues were limited in how they could support grieving family members:

You leave the family member alone and, well, the poor thing, because he  
is in pain, he is crying. And you can’t even go near him because if he is 
positive, he can infect me, and I have a family.69

Other workers felt compelled to ignore OSH protocols despite the risks, as it prevented them from per-
forming their job in a manner that they were comfortable with. Marieke, a care assistant in a Belgian 
nursing home for dementia patients, explained:

When residents cry, I normally give them a hug. I help residents in bed. 
I could do this the cold way: “Here’s your blanket, do it yourself.” In such 
situations, I don’t follow the 1.5-metre rule. I still hug and help residents  
in bed – it would be inhumane not to do so.70

Managerial support is a critical determinant of the social environment at the workplace. A positive or-
ganizational culture keeps workers committed, improving collective performance at work.71 Given the 
added pressures of being a key worker during the pandemic, having such support from managers proved  
to be a valuable resource for workers:

Our superiors gave us a lot of support and explained to us that we have 
to do this work. We were able to continue because they encouraged 
us. Not all Sir/Madam are as supportive as ours. We know that ASHAs  
in other areas had a very difficult time. 

ASHA worker, Hyderabad, India
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We feel comfortable talking to the boss. Whatever we need, we just tell 
him, and he is there to do it. He even asks us if we have any questions 
or if we want anything, what we think, and he encourages us to tell him.  
It’s different here compared to other farms. Here, the boss never gets 
angry. He greets us and asks us how we are. And this makes us want  
to work better. 

Mexican farm worker, Canada

There were also instances of workers who felt gratitude and appreciation for their work from patients, 
customers and the public at large. While health workers were the source of most public displays of grat-
itude, it did at times extend to other key workers, giving them an important sense of accomplishment  
and encouragement, especially as many of these professions have often been viewed with disdain.72  
A street cleaner in Peru recounted how, prior to the pandemic, she was treated poorly by the public,  
but this had changed and now she felt appreciated:

[Before] they would scream at us, “you do your job poorly, that is what 
you are paid for, this is what I pay my taxes for”, but during the pandemic 
they applauded us … sometimes from their cars they would give us 
water … just like they gave to the police … This made us happy, it made 
us feel important … I felt like a heroine, and that is what made me feel  
like I needed to move forward and not give up.73

Similarly, a Mexican farm worker in Canada explained:

A few times, a bakery ... brought us a basket of bread because we were 
not allowed to leave during the pandemic. And it’s not so much the 
products but ... the way of showing to us that we mattered to them. 
That’s how I saw this support ... that they were interested in us as human  
beings in addition to recognizing the important work that we do.74

A community health worker (ASHA) in the Indian city of Hyderabad recounted similar feelings of appreciation:

The families where people got [COVID-19] positive really appreciated us 
and blessed us. When we would go to give them medicines or help them 
go to the hospital, they would really thank us. Some even said we were like 
angels who came to help at a time even extended family and friends were 
not coming forward. When they said these things, we felt very happy.75

The above examples illustrate the appreciation felt by the public or individual patients or customers to 
a particular worker. But gratitude can also come from within. Some workers came to realize the import
ance of their work and their contribution to society, as this Peruvian nurse explained:

I am proud to be a nurse ... not to belittle the work of the doctors who are 
also on the front line, but they are not with the patient, they are not with 
the patient as we nurses are.76
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Such experiences demonstrate the important resources that gratitude and pride can give workers, allowing 
them to forge ahead despite the daily struggles in their work. Research on the effects of felt public gratitude 
on key workers in Canada, the United Kingdom and the United States found that key workers that felt 
appreciated were more likely to engage in healthy (“adaptive”) recovery activities to relieve stress – exer-
cise, spending time outside, seeking support from friends or loved ones, meditation, expressing gratitude, 
reading, watching or listening to something that “lifts one’s spirits” – as opposed to “maladaptive” activi-
ties. Maladaptive activities include overconsumption of alcoholic beverages, tobacco or food, shouting at 
others, venting frustrations or misusing prescription drugs. The study includes a survey of 186 corrections 
officers in the north-eastern United States, an “essential” but invisible occupation. The survey found that 
corrections officers experienced “low levels of public gratitude”, which were associated with maladaptive 
recovery activities. As one corrections officer reported: “This job is thankless ... we believe that [people] feel 
that our lives are not as valuable as other first responders” (emphasis added).77

But worse than a lack of gratitude was the stigma, harassment and violence that some key workers endured 
because of their occupations on the front line. Adverse social behaviour – a severe form of job strain – 
includes stigma, bullying and harassment and, at its worst, physical, psychological or sexual violence. It is 
associated with decreased work motivation, absenteeism and resignations, and is a risk factor for mental 
depression. The pandemic and the fears it caused among the public were often directed at key workers, 
either because of their association as potential carriers of the virus or simply because their frontline role 
made them an easy target for the public’s frustrations.

Migrant workers have notoriously been subject to stigma by host communities, but the pandemic and 
fears that migrants were carriers of the disease heightened xenophobic sentiments, as well as making  
the return to their place of origin more difficult.78 Accounts of stigma were also common among 
health professionals, as members of the public believed they would be likely to spread the virus  
because of their close contacts with those infected. A July 2020 article in The Lancet recounted cases 
of healthcare workers being denied access to public transportation as well as physical assault.79  
As a health professional in Malaysia put it: “They view us like a COVID emoji”.80 In Hyderabad, India, an  
ASHA recounted the stigma that she and her colleagues endured from the public:

During COVID-19 times, even neighbours would also say all kinds of 
things. That this woman goes all over, she will bring COVID-19. Some 
of the ASHAs who were renting [their home] had a lot of problems as 
the owners pressured them to vacate. Our house is our own so I didn’t 
have that problem. I know ASHAs who had to vacate and didn’t have  
anywhere to go. They stayed in the hospital till they could find a place.81

In some instances, the stigma of being a frontline worker led to uncivil behaviour. Joyce, a food vendor 
in Ghana, recalled:

[Some of] the customers who had cars ... will not even hand over money 
to me but would rather throw it to me. Some of them were throwing  
the money on the floor for me to pick it up.82

Witnessing and managing uncivil, and at times violent, behaviour was great source of job stress. It also 
increased the amount of “emotional labour” that the worker was required to perform. The concept 
of emotional labour was developed by American sociologist Arlie Russell Hochschild in the 1980s to 
characterize those occupations where a worker is required to not only manage their emotional expres-
sions and interactions with customers or patients, but where their emotional displays are also moni-
tored and subject to control and discipline.83 As such, interactions with customers and patients, when 
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negative, increase the emotional labour of frontline workers, adding to job strain.84 Jay, a supermarket 
worker in the United Kingdom, recounted the incivility and violence he witnessed from customers  
during the first days of the pandemic and the toll it took on his colleagues:

It was like a war zone; customers were fighting over food and toilet  
paper ... I saw customers pushing, shoving and barging. I saw a  
customer grabbing another customer’s collar. A colleague was crying 
because the customers were angry. She told me that she couldn’t  
handle the pressure. Her manager was crying too ... My friend was  
working on the checkout and one customer had way more than the 
[maximum] three items. My friend was trying to do his job, saying  
“Sir, you can’t buy more than three items of the same type”. The  
customer said, “I’m going to f*** you up when I see you outside”.  
Security came immediately and took the customer out of the store.  
Security was all over the place. We had to hire more security, the ones  
we had weren’t enough to handle all the situations. It’s shocking.85

As mentioned earlier, in addition to their regular duties, many security guards were tasked with enforcing 
health safety protocols on customers and clients – complying with contact-tracing forms, taking customers’ 
body temperature, ensuring the proper wearing of face masks and social distancing. Security guards 
interviewed in the Philippines reported how this task was stressful, how they had been shouted at and 
insulted by customers, as well as scolded by management if they were caught not enforcing the protocols.86

Street food vendors in Argentina, Ghana, India, Kenya and Peru recounted harassment and violence by the 
police despite their official recognition as “essential workers” in government decrees.87 In Ghana, food vendors 
had curfew passes and were allowed to work but were nonetheless harassed by police. As a result, they would 
go to the wholesale market in the middle of the night to get their supplies for the next day as they were 
less likely to be stopped by police at that time.88 Interviewees in Bihar, India, recounted how some farmers 
who had gone to their fields during the first lockdown to harvest their wheat and maize crops, were beaten 
up by the police, as well as the difficulties they had with the police in transporting their goods to market.89

Of particular concern are health professionals who, prior to the pandemic, were already experiencing ele-
vated levels of violence and harassment. In a 2019 meta-study covering 332,000 healthcare professionals 
(235 separate studies), 43 per cent reported exposure to non-physical violence (verbal abuse and threats) 
and 24 per cent reported experiencing physical violence in the preceding year. Incidences were highest 
in Asia and North America.90 In Italy, in just one year, 50 per cent of nurses were verbally assaulted in the 
workplace, 11 per cent experienced physical violence and 4 per cent were threatened with a weapon.91 
And this was before the pandemic.

Between February and July 2020, the International Committee of the Red Cross recorded 611 violent 
incidents across 40 countries against healthcare workers, patients and medical infrastructure associ
ated with the COVID-19 response, about 50 per cent higher than average.92 In May 2020, it issued a 
declaration along with 12 other medical and humanitarian organizations calling on “governments, 
communities and weapon bearers to respect and protect healthcare at all times, and to contribute  
to creating a protective environment in which healthcare can be provided safely”.93

Voice and collective action as a resource for key workers
The ability to exercise voice with respect to work tasks and organization, as well as working conditions 
more generally, is an important resource for improving job quality.94 This was particularly the case during 
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the pandemic, given the multiple demands placed on key workers. While a positive social environment at 
work with supportive management lends itself to voicing one’s individual concerns, workers with union 
representation have formal channels to more easily, and often more successfully, voice collective con-
cerns that effectuate change.

The qualitative interviews from the country case studies document instances of workers voicing their 
concerns about safety and health, as well as other issues such as unpaid wages (a concern among ASHAs 
in India and bus drivers in the Republic of Korea), and low pay. Unionized workers relayed their concerns 
through their union, which negotiated with management to address the issues or, in the absence of a 
favourable response, sometimes resorted to strikes or less formalized work stoppages. Other instances 
of collective action occurred among non-unionized workers, including informal workers, both employees 
and own-account workers.

Unionization rates among key workers differed depending on their employment and contractual status, 
as well as the degree of unionization in the specific country and the industry in which they worked (see 
Chapter 3). Among the countries studied, there is a wide divergence in unionization rates, with fewer than 
10 per cent of employees unionized in Kenya, Malaysia, Peru, Philippines and Türkiye. However, these 
rates differ dramatically across economic sectors, with health, mining and some transport workers often 
unionized, even in countries with low unionization, whereas retail and agriculture tend not to be.

In Malaysia in July 2020, medical doctors on temporary contracts (known as contract workers) went on 
strike to demand the same rights and benefits as doctors on permanent contracts. As they explained: 
“Our strike is not about resistance, we only want the government to give us the same rights and benefits that 
permanent doctors get. All of us here have been helping treat COVID-19 patients”. Hospital cleaners came into 
the media spotlight in June 2020 when some union activists picketed for them to be paid decent wages 
and to be provided proper PPE for their work.95

In Peru, workers in unionized sectors, such as ports, mining and healthcare, assessed positively the sup-
port they received from their union in demanding health and safety improvements, but also highlighted 
the need to engage in collective action to effectively voice their concerns. A cleaner at a port in Peru 
recounted: “We had to take forceful measures so that they would do the [COVID-19] tests ... We had to stop 
working, it was like a strike ... It was a negotiation so that the company would agree to test some of our 
colleagues”. Similarly, unionized workers in a hospital in Peru mentioned how the union successfully  
negotiated for the workers to receive masks and oximeters.96

In the Republic of Korea, there was a clear dividing line among workers who were union members, and 
who could more easily voice their concerns during the pandemic, and those that were not. Unionized 
cleaning members recounted getting their demand for more masks met when their union argued for it, 
and bus drivers explained how their minority union was able to resolve the problem of delayed payment 
of their wages by pressuring the local government and filing complaints to the labour office. Similarly, 
the union of postal workers was able to negotiate so that the postal workers – who have a high degree of 
face-to-face contact with the public – would be given priority access to the vaccines. In contrast, hospital  
cleaning workers that were not unionized explained that they did not have a means to voice their  
opinions on such matters as mask provisions or the difficulties stemming from excessive workload.97

In Argentina, nearly half of all employees are covered by collective bargaining agreements and close to 
30 per cent are members of a trade union. The formal employees interviewed for the case study all had 
union representation and some practice of organizing in the workplace. This gave them a voice in or-
ganizing work tasks in the context of the pandemic, including re-organizing shifts as well as demanding 
strengthened health and safety measures. Informal employees, on the other hand, lacked such means. 
An informal employee in a restaurant recounted how he and his co-workers prepared and signed a 
letter that they presented to the owner outlining their concerns over safety and health as they lacked 
representation.98

In Ghana, the union for nurses was able to negotiate with the government for six months of tax relief as 
a means to compensate the nurses for their contribution as key workers. An ASHA worker in Delhi, India, 
explained how their union needed to “create a huge ruckus” in order to receive back pay. “We gave letters 
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repeatedly, no one was listening, we picketed at the district office. After that, we got our payment. We got our 
payment for 2020 now recently [July 2021] after all the protesting”.

Unions also made efforts to extend safety and health protections to non-union members. In Ghana, for 
example, food vendors recounted how the Ghanian transport union provided Veronica buckets in the  
food market where they worked so they could wash their hands. In India, a security guard mentioned  
how a union had led the vaccination campaign and how he was vaccinated at the union’s office.

Informal, own-account workers also turned to collective action as a means to voice their demands. 
Sometimes this was through their associations, as in the case of motorcycle taxis in Lima, Peru; other times, 
it was the result of impromptu collective action. In Jharkhand, India, petty food traders protested the closure 
of a weekly market until they received consent from the municipal administration that it could re-open.99

Data on labour protest during the COVID-19 pandemic support findings from the case studies showing 
there was a significant reliance on strikes as well as other forms of collective action undertaken to channel 
workers’ claims, including demonstrations, boycotts and social media campaigning. According to the 
Leeds Index of Social Protests, which covers labour protests in 90 countries as documented in media 
reports, between March 2020 and December 2021 there were 5,341 documented protests in health
care and 698 documented protests in retail (see box 2.1).

Box 2.1.  Incidence and reasons for labour unrest across 90 countries

Data on labour protests in 90 countries between 2019 and 2021 reveal that collective action 
changed in two important ways during the COVID-19 pandemic: its frequency increased and 
the underlying causes of protest changed.

Global increases in collective action with variation by sector and region

Figure B2.1.1 shows that, in the health and retail sectors, the number of protests increased 
substantially at the onset of the pandemic, between April and May 2020. While the trends in 
protest are similar between the two sectors over time, significant differences emerge with 
respect to their frequency. In particular, levels of protest were much higher in the healthcare 
sector; this is likely attributable to the higher levels of unionization in the sector. A second 
trend that emerges is variation in the frequency of protest by region. Figure B2.1.2 shows 
that levels of protest were much higher in the health sector in Europe. While this is par-
tially explained by higher rates of unionization among healthcare workers in that particular 
region, it is also explained by regional differences in response to COVID-19. For example, in 
Asia and Oceania, following the initial peak of infection in 2020, several countries adopted 
zero-tolerance policies through much of 2020 and 2021, attenuating the pandemic’s impact 
on the healthcare sector.

Figure B2.1.1.  Number of protests  
in healthcare and retail, 90 countries, 
Sep. 2019–Dec. 2021
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Figure B2.1.2.  Number of protests  
in healthcare by region, Sep. 2019–Dec. 2021

Oct. Jan. Apr. July Oct. Jan. Apr. July Oct.0
100
200
300
400
500

HealthcareRetail

Oct. Jan. Apr. July Oct. Jan. Apr. July Oct.
0

50

100

150
200

Africa Arab States
AsiaEurope

Northern America
OceaniaSouth America



48 World Employment and Social Outlook 2023: The value of essential work

Non-pay-related aspects emerge as important causes of labour protest

Non-pay-related aspects of employment assumed greater importance both during and fol-
lowing the pandemic in the health (figure B2.1.3) and retail sectors (figure B2.1.4). Figure B2.1.3 
shows that, while the average number of protests in the healthcare sector had returned to 
pre-pandemic levels by 2021, there was a shift in their underlying causes. In particular, there 
was a decline in the share of protests related to pay (from 34 to 31 per cent); this was offset  
by a rise in protests related to OSH, especially around the provision of PPE (from 9 to 12 per 
cent), patient safety (from 5 to 8 per cent) and work intensity (from 3 to 7 per cent).

Unlike the health sector, the average number of monthly protests in the retail sector increased 
substantially in the post-pandemic period. Some similar trends emerge, however, with respect 
to the change in the causes of protest. For example, while the importance of pay actually in-
creased in this sector, the share of protests attributable to complaints about OSH, including  
PPE provision, also jumped from about 1 per cent to close to 15 per cent. Violence and abuse  
in the workplace was also particularly important to the retail sector, increasing from about 
1 per cent of sources of protest prior to the pandemic to about 7 per cent in the post- 
pandemic period (second half of 2021).

Box 2.1. (cont’d)

Figure B2.1.3.  Average monthly protests in the healthcare sector by source of labour unrest, � 
Sep. 2019–Dec. 2021
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Figure B2.1.4.  Average monthly protests in the retail sector by source of labour unrest, � 
Sep. 2019–Dec. 2021
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Excess strain: worsened mental health among key workers

To see the patient asking you for oxygen like that and you not being able 
to give him more, it was a great shock ... there were days when I finished 
my shift and I started to cry ... it was a tremendous stress.

Medical doctor of COVID-19 patients, Peru

[My] insurance (ART) together with my personal doctor advised me to  
have an interview with a psychologist and so I did and now I am in  
treatment ... I collapsed mentally.

Subway worker, Argentina

Working during the pandemic placed multiple demands on key workers, including risk and fear of conta-
gion, heightened work intensity, family separation, restricted social interaction, adverse social environment 
and, for some, especially informal workers, financial stress. Moreover, important resources, such as social 
interaction with colleagues, were compromised on account of safety and health protocols. Many key 
workers lacked the support of a union and felt the need to turn to protest to voice their concerns. Given 
the heightened and potentially severe job strain, it is not surprising that many key workers experienced 
increased levels of anxiety and depression as well as burnout.

Since 2020, there has been a growing literature evaluating the mental health of key workers.100 Most 
of the studies have focused on health workers, but other key workers have also become a subject of 
research. With respect to healthcare workers, studies from the first weeks of the pandemic document 
how the fear of getting sick, insufficient PPE and high work intensity negatively affected workers’ 
mental health. A study of 326 Italian healthcare workers undertaken just five weeks after the start of 
the COVID-19 pandemic found that nearly 40 per cent of healthcare professionals were suffering from 
high emotional exhaustion.101, 102 Six months into the pandemic, a survey of 342 hospital workers in the 
Islamic Republic of Iran found that job stress and burnout were high among all staff, with 49.5 per cent of 
hospital workers who were in direct contact with COVID-19 patients reporting burnout, followed closely 
by 45 per cent of second-line hospital workers. The lack of support in the workplace and the lack of 
transparency in job responsibilities were reported as the predominant causes of stress and burnout.  
In addition, the lack of adequate PPE and the risk of transmitting the disease to their family aggravated 
the psychological problems of employees.103 Similar studies of healthcare workers have documented 
elevated levels of burnout among healthcare personnel in Argentina,104 India,105 Morocco,106 the Republic 
of Korea107 and elsewhere. A 2021 meta-review of 30 articles covering 32,000 healthcare professionals  
working during the COVID-19 pandemic found that nearly half of them were experiencing burnout.108

There has also been a series of studies looking specifically at non-health key workers, comparing different  
types of key workers, or comparing key workers with non-key workers or the general population. In the 
United States, several studies have been undertaken on grocery store workers on account of their high  
degree of contact with the public and social media coverage of incidents of adverse social behaviour. 
A survey of 3,344 supermarket workers in the state of Arizona found that the fear that customers 
might initiate negative interpersonal interactions led to increased anxiety and depression, whereas 
the strongest mitigator of perceived stress was feeling safe at work.109 A similar study of 842 grocery  
store workers in California found that the fear of contracting COVID-19 was significantly and  
positively related to anxiety, while fear of COVID-19 and the perception of workplace threat (retaliation  
from customers for imposing OSH protocols) were positively related to depression and post-traumatic 
stress symptoms. A total of 40 per cent of respondents requested increased safety protections in  
the workplace.110
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In the United Kingdom, a representative survey of 1,281 adult key workers by the Royal Society for Arts 
(RSA) reported that, in July 2020, 58 per cent of all key workers, 64 per cent of National Health Service (NHS) 
staff and 61 per cent of supermarket workers reported that they were finding it more difficult to maintain 
their mental health. As the pandemic dragged on, later waves of the survey revealed that the percentage 
of key workers reporting such difficulty had increased to 65 per cent overall in March 2021, and to 73 per 
cent among NHS staff specifically.111 

In Wuhan, China, a study undertaken between February and March 2020 of 191 non-health key workers – 
security guards, transport staff and cooks providing services for medical workers and patients – found that 
50.3 per cent of participants had clinically significant symptoms of depression. The authors explain that 
the government had sent psychologists to treat medical personnel and argue that non-medical frontline 
workers also need psychological support.

A study of mental health in the general population in 11 countries (Brazil, Bulgaria, China, India, Ireland, 
North Macedonia, Malaysia, Singapore, Spain, Türkiye, United States) between June and August 2020 
found that, while there was substantial variation across countries in anxiety and depression, the biggest 
risk overall was greater personal exposure to COVID-19.112 The literature thus demonstrates that the ob-
ligation to leave one’s home to work on the front lines in the pandemic – whether in health or other key 
services – heightened feelings of stress and anxiety, which, if not properly addressed, risked developing 
into depression and burnout.

2.3. COVID-19 and the challenges  
for key enterprises
Just like with key workers, there was an important distinction between enterprises that could continue 
operating because they produced key products and services (“key enterprises”) and those that could 
not. Allowed to continue operating, key enterprises nonetheless faced substantial impediments to their 
operations: lockdowns or restricted hours, lower demand, disrupted supply chains, financial uncertainty, 
declines in investment, as well as managing staff who were concerned for their safety, sick or unavailable  
because of transport restrictions or care responsibilities, not to mention unruly customers. Enterprises 
were also obligated to adapt their operations to comply with emergency OSH guidelines that could be 
erratic, complicated and costly to implement.

While there were some commonalities among the experiences of key enterprises, there were also stark 
differences depending on the goods or services they produced, their position in the domestic or global 
supply chain, the severity of restrictions in the locality in which they operated, whether they benefited 
from government assistance, the adeptness and experience of their owners or managers, and, most im-
portantly, whether they were a large, well-financed and diversified enterprise or a microenterprise with 
no employees, no capital and no financial cushion for hard times.

Similarly to the previous section, which narrates the challenges for key workers of working during the 
COVID-19 pandemic, this section provides an overview of the challenges faced by key enterprises, based 
on qualitative interviews. The analysis is structured along the following main themes: the effects of the 
pandemic on their operation and sales, the adaptation strategies implemented to face these challenges, 
and the difficulties in complying with OSH protocols. With 85 per cent of key workers employed in the 
private sector, it is important to understand the struggles – and opportunities – of key enterprises during 
this time of crisis.

As mentioned, key enterprises are those enterprises offering goods and services that were deemed  
essential during the pandemic. According to data from the World Bank Enterprise Surveys (WBES) for 
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27 countries,113 approximately 53 per cent of enterprises in the sample were designated as key enter
prises during the COVID-19 pandemic.114 By firm size, around 45 per cent of these key enterprises 
were small (5–19 employees), 32 per cent were medium-sized (20–99 employees) and 22 per cent were  
large (100+ employees).

Effects of the pandemic on the operation and sales  
of key enterprises
Being classified as a key enterprise allowed firms to continue operating, which indisputably gave these 
firms an advantage vis-à-vis other enterprises that were not considered key and whose operations were  
restricted during periods of lockdown. Indeed, 72 per cent of key enterprises in the WBES sample 
were able to remain open throughout lockdowns, compared with 28 per cent of firms not providing 
key goods and services. Yet, being permitted to stay open did not necessarily mean that the key 
firms would actually stay open or continue to operate. A total of 28 per cent of the firms providing  
key goods and services still closed at some point (figure 2.4), according to the WBES sample.

The ability to continue operating did not mean, however, that key enterprises were immune to disruption. 
In agriculture and fishing – which were designated as key economic sectors in all countries – shifts in con-
sumption, transport impediments and problems with staffing reverberated across the industry. The closing 
of restaurants and the cancellation of weddings and other events, accompanied by a shift in demand for 
food that could be cooked at home, meant that farmers, fishers and meat packers had to adjust product 
offerings, where possible.

In meat packing, this meant shifting production from products prepared for the wholesale market, such  
as prime rib, to the lower-quality cuts of meat, such as chuck and ground beef, that are sold to retail out
lets for purchase by households in supermarkets. Added to this challenge were the many COVID-19 out-
breaks in meat packing facilities stemming, in part, from the production process, which is organized as an 
assembly line with workers in close proximity performing repetitive movements in a cold environment.115 
Combined, the effects wreaked havoc on upstream and downstream supply chains, resulting in a surplus  
of livestock that could not be processed and a shortage of meat products available for purchase by  
households in grocery stores.116 A similar experience occurred in aquaculture, as demand fell for fresh 
fish products, but rose for canned, frozen and processed fish. In addition, border closures impeded  
fish exports, forcing aquaculture farmers to maintain significant live stocks in production facilities,  
incurring additional feed and monitoring costs, and increasing fish mortality risks.117

Further up the supply chain, farmers of some crops were negatively affected by declining prices. Cardamom 
farmers in Kerala, India, reported a dramatic drop in price from 3,000–4,000 Indian rupees per kilogram  
to 1,000–1,500 rupees per kilogram beginning in April 2020, as a result of lack of demand on the inter
national market, shutdowns and an overabundance of stock due to a good harvest. At the same time, 
the prices of fertilizers and pesticides used in the production of cardamom rose by 25 per cent. As a  
result, farmers reported falls of 30 per cent in their income, which caused many to exhaust their savings 

Figure 2.4.  Operational status, by provision of key goods and services (percentage)

Enterprises providing key goods 
and services 28 72

Enterprises not providing key goods 
and services 72 28

Closed at some point Remained open

Note: The sample consists of 9,169 firms. Sampling weights applied.
Source: Analysis based on WBES. See Appendix for more details.
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and take out loans.118 The farmers also reported problems with finding labourers as migrants from the  
state of Tamil Nadu were unable to cross state borders, and even local labourers had difficulty re­
porting to work during the first lockdown in March 2020.

In addition, transportation and other bottlenecks heavily disrupted supply chains, both international 
and domestic. According to the WBES data, a total of 43.7 per cent of enterprises providing key goods 
and services experienced negative impacts around the supply of inputs – lower than the 65.4 per cent 
reported by non-key enterprises but nonetheless substantial. In India, data from one of the largest 
online grocery retailers found that online product availability of vegetables, fruits and edible oils fell 
by 10 per cent in the three weeks following the imposition of a strict lockdown on 25 March 2020. The 
effect at primary agricultural markets, known as Mandis, was even more pronounced, with the quantity 
of vegetables and fruits arriving for sale to intermediaries falling by 20 per cent in Delhi and Kolkata as a 
result of freight disruptions.119 Other key goods and services were also affected by transport disruptions.  
The pharmaceutical industry, for instance, faced difficulty in shipping products internationally as com­
mercial flights were drastically reduced.120

Small businesses were similarly affected by supply chain problems. In Kenya, limited transport services 
and the closure of borders, including with Uganda and the United Republic of Tanzania, complicated 
procurement, especially in remote areas, with ripple effects on the prices of goods and services.121  
Similar experiences were observed in Malawi; traders who travel to neighbouring countries to buy  
merchandise to supply the city centres and marketplaces were unable to replenish their stocks.122

While supply problems caused disruptions in operations, the greatest impact was on the demand side, 
especially for micro and small businesses, which rely on foot traffic that was hampered by movement 
restrictions. In Accra, Ghana, a survey of informal workers found that, in July 2020, the earnings of market 
traders and food vendors stood at only one third of pre-pandemic levels.123 The experience of Adele, a 
street trader, confirmed such findings: “There are days when we sit here all day and make no sales … that is 
how bad it has become”.124 Another food vendor recalled how “we were closing by 4 p.m. instead of the usual 
6 p.m. because there were no customers to buy the food we prepared. The place was very quiet and it was diffi-
cult to believe that we were in Accra”.125 As the pandemic continued, the negative effects in some instances 
multiplied, given that the customers of the food vendors had reduced their consumption because of 
income loss. From the beginning of the pandemic, there was a drop in food expenditure across developing 
countries due to reduced incomes. Compounding the financial troubles of food vendors was the entrance 
of displaced workers into food vending during the crisis, a phenomenon experienced across countries. 
An advantage of informality – ease of entrance – becomes a disadvantage when the activity serves as a 
refuge for workers who have no robust social protection system to depend on during hard times. New 
entrants increased competition among vendors, lowering the income of all vendors. By mid-2021, more 
than 60 per cent of the street vendors in 11 major cities in the global South reported their earnings were 
a mere quarter of what they made prior to the pandemic.126

Thus, even though key enterprises were able to continue operating, many ex-
perienced declines in sales and income. According to WBES data, which do not 
include agriculture or microenterprises but do include food processing and retail, 
62 per cent of key enterprises experienced a drop in sales (compared with 81 per 
cent of non-key enterprises) during the pandemic. Among key enterprises, there 
was some variation by firm size. Just over half of large firms experienced a drop  
in sales, but the outcome was worse for medium-sized (60.5 per cent) and 
small firms (62.8 per cent). Some enterprises prospered but, here again, it was 
larger firms that did better, with 15.3 per cent reporting an increase in sales,  
compared with 11.1 per cent among small firms (see figure 2.5).

Nevertheless, as the data show, some enterprises prospered in the pandemic. 
Disaggregating further the enterprises that reported growth in sales, there is a 
clear distinction by sector, which is not surprising given the demand for specific 
products as a result of the COVID-19 pandemic. One in five enterprises engaged 

While supply 
problems caused 
disruptions  
in operations, 
the greatest 
impact was on 
the demand side, 
especially for 
micro and small 
businesses.
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Figure 2.5.  Impact on sales, by size of enterprise, among key enterprises (percentage)

Small (5–19) 11.1 25 62.8

Medium (20–99) 12 26.2 60.5

Large (100 or more) 15.3 29.9 52.6

Increased Remained the same Decreased

Source: Analysis based on WBES. See Appendix for more details.

Figure 2.6.  Key firms reporting increased sales during the pandemic, by sector (percentage)

M – Food/Beverages

M – Textiles/Apparel/Leather

M – Paper/Printing

M – Coke/Chemicals

M – Rubber/Plastic/Minerals

M – Metals

M – Other

Construction

Wholesale

Retail

Transport

Computer activities

11.8

6.6

3.7

20

19.1

8

16.3

13.8

15

17

7.6

16.4

Note: M = manufacturing. The sample of enterprises producing key goods and services consists of 4,480 firms.  
Sectors with small sample size (≤30) were excluded.
Source: Analysis based on WBES. See Appendix for more details.

in “Coke/Chemicals” and “Rubber/Plastic/Minerals” reported increased sales; enterprises in “Wholesale” 
and “Retail” trade and “Computer activities” also did relatively well, with 15–17 per cent reporting positive 
sales (see figure 2.6). In contrast, few enterprises in the “Paper/Printing” sectors did well, likely because  
of the marked shift to working from home.127

The impact on sales was driven by demand but was also determined by the ability of enterprises to innovate 
and adapt in response to the business disruption. Adaptations by enterprises include restaurants shifting 
to take-out, garment manufacturers switching to the production of face masks,128 or paint and beverage 
manufacturers producing hand sanitizer and disinfectants.129 Digitalization and the shift to e-commerce 
provided a means for enterprises to reach customers despite lockdowns, curfews and social distancing 
rules and preferences, with remote work facilitating continuity in business operations.

Among key enterprises, there were differences in terms of responses and adjustments according to firm 
size. Large enterprises were more likely to implement remote working – 49.3 per cent compared with 
38.3 per cent of medium-sized enterprises and 25.9 per cent of small firms (see figure 2.7). The same 
differences by size were less marked, but still evident, for those that started or increased their online  
presence (20.3 per cent of small firms compared with 28.2 per cent among large firms). Regarding delivery,  
medium-sized firms turned to this option the most (23 per cent), with 18 per cent of small firms also 
starting or increasing this option, likely reflecting the smaller size of most restaurants and retailers. In all 
cases, however, small enterprises were least able to adapt.
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Figure 2.7.  Key enterprises that started or increased online sales, delivery or remote work during  
�the pandemic (percentage)

Small (5–19)

Medium (20–99)

Large (100 or more)

20.3 18 25.9

26.5 23 38.3

28.2 21.5 49.3

Online Delivery Remote

Source: Analysis based on WBES. See Appendix for more details.

People had to stay at home, but they needed services, they needed articles, 
they needed many things, and we had to bring them to them. So that has 
changed a lot, we have become very visible.

Owner, international package delivery business, Mexico130

Moving to online sales and delivery required adjustments in operations. Restaurant owners in Malaysia 
explained how the shift involved adapting their menus, investing in appropriate packaging and setting  
up delivery services. The enterprises also had to rely more on advertising and develop systems to take 
orders online.131 Elsewhere, restaurants and non-food retailers opted to use intermediary platforms  
that provided the services of online ordering and delivery, either because they did not have the means 
to develop their own infrastructure, or because the important market position of the platforms meant 
that, if the enterprises did not use their services, sales would be insufficient.132 However, the high  
fees and commissions charged by e-commerce and food delivery intermediaries – typically amounting 
to close to one third of the sale price – risked compromising the financial viability of small enterprises.133  
In view of this, it is not surprising that some of the biggest winners from the pandemic have been 
e-commerce firms. In 2021, Amazon posted a 44 per cent rise in global sales and record profits 
of US$8.1 billion, an increase of 220 per cent,134 and Flipkart, India’s second-largest e-commerce  
retailer, posted a 25 per cent increase in revenue for fiscal year 2021.135

Complying with OSH protocols
While most enterprises producing key goods and services were allowed to continue operating, they 
were nonetheless obligated to comply with workplace safety and health protocols to both ensure  
the safety of their staff and clientele and mitigate the potential spread of the virus in the community. 
At the outbreak of the COVID-19 pandemic, WHO released guidance on workplace safety and health 
measures,136 as did most countries. While many of these guidelines were applicable universally, 
some of them were more suited to developed country settings, particularly formal workplaces. For 
instance, the guidelines suggest to “make clear to employees [isolating themselves at home] that 
they will be able to count this time off as sick leave” – something that is not universally available, 
either in law or in practice. Informal enterprises in low-income countries were also less likely to have  
access to water and sanitation facilities, making it harder to comply with the guidelines.

As the nature of COVID-19 was not fully understood until several months into the pandemic, advice  
could also be confusing as well as difficult and costly to implement, especially for smaller firms  
that lacked experience with workplace safety and health measures.137 A restaurant owner in Peru  
explained how “[we] did not have the resources to implement, supervise and monitor the protocols ...  
we tried to implement it as much as possible, but it is impossible to do it 100 per cent ... the fear was,  
more than getting infected, the municipality and its fines”.138 For larger firms, the measures could still be 
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cumbersome and costly to implement but were recognized as a means to ensure business continuity, as 
the experience of citrus growers in the Western Cape of South Africa demonstrates (see box 2.2).

At the outbreak of the pandemic, some enterprises experienced difficulties in convincing workers 
to report to work. An owner of a coffin-making workshop in Peru explained that there was concern 
among the staff about continuing operations, and that “we thought about closing it, but I was saying how 
we ... cannot close, there is a demand, there is a need, there is a great need for coffins, how can we close 
if it is our line of business, it is our work, it would be irresponsible to close, then we talked with everyone 
and so we agreed [to remain open]”.139 The owner commented that precautions were taken so that 
funeral parlour staff could no longer enter the workshop and how they required the use of masks  
and hydroalcoholic gel.

Quarantine measures could also affect workplace staffing.140 A central protocol in virus mitigation was 
having staff who tested positive, had symptoms, or who were in contact with infected persons to self-
isolate or quarantine.141 As part of the self-isolation or quarantine enforcement, a number of countries 
introduced contact tracing, often enforced by phone calls or use of apps.142 In the United Kingdom, the 
NHS Test and Trace programme, a contact-tracing initiative, was launched in response to the pandemic 
to help curb the spread of COVID-19 by tracking users in different institutions and notifying them if 
they had been in close contact with a person who had tested positive for the virus. The Test and Trace 
scheme was widely implemented and resulted in reductions in the spread of COVID-19.143 Nonetheless, 
it posed challenges for employers as it intensified workplace shortages, particularly in occupations 
that required close in-person contact. In the United Kingdom, the workforce impacts were so acute  
that the situation was dubbed a “pingdemic”.144

After the rollout of the COVID-19 vaccines, many countries instituted rules requiring cooperation from 
employers to help monitor their employees’ vaccination status. For example, in the United States, any 
business with over 100 employees needed to show proof of vaccination for their employees or undergo 
regular testing.145 In Italy, when the Green Pass was in effect, unvaccinated employees were sent home 
without pay.

Despite the difficulties and cost of compliance with certain COVID-19-related protocols, these protocols 
did allow for business continuity. In Canada, for instance, the measures implemented, including those to 
facilitate distancing, were found to be appreciated by Canadian shoppers.146

Box 2.2.  Safety and health measures among large citrus growers and packhouses in the 
Western Cape, South Africa

The experience of large citrus growers and packhouses in the Cederberg region in the Western 
Cape province of South Africa gives an indication of the extent of workplace safety and health 
measures taken to limit infection and ensure their businesses could continue operating. As in 
other parts of South Africa, the growers and packhouses in Cederberg are part of the global 
value chain of fresh fruits, with a variety of citrus and other produce exported primarily to 
Europe but also to other parts of the world. Production is organized in large plantations and 
packhouses, employing at peak harvest times between several hundred and several thousand  
workers, depending on the producer. Workers are predominantly internal migrants, but 
also include migrants from Lesotho and Zimbabwe. While some workers live in on-farm  
hostels, most reside in informal settlements and are transported daily to the plantations and 
packhouses on farm trucks provided by the employer.

Given the State’s warning that key businesses would be shut down if they did not comply with 
COVID-19 health and safety protocols, the Citrus Growers’ Association (CGA), the commodity 
organization representing citrus producers, formed a COVID-19 Response Committee (CRC) 
in order to advise its members on compliance. From 15 April to 27 August 2020, the CRC  
met weekly to discuss the industry’s response to COVID-19. The risk of workers falling ill and 
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jeopardizing entire harvesting teams, packhouses, cold stores and shipping terminals was 
identified as a major risk. Another was that the State might restrict the movement of migrants, 
preventing them from reaching farms and packhouses.1

The CRC consulted widely to collect best practices on implementing COVID-19 regulations, 
including with the Department of Agriculture, Land Reform and Rural Development (DALRRD) 
and with fruit industry representatives from Australia, New Zealand and Spain. It asked its 
members to share tips and experiences of coping with COVID-19 in the workplace. It even-
tually developed two best practices guidelines for producers: one for workplaces and one for 
transporting workers. It also sent newly published government directives to its members and 
updated its own guidance based on the evolving information and directives. Between April 
and July 2020, the CGA distributed 44 memos containing guidelines to its members and also 
distributed posters and pamphlets that producers could display in workplaces.

While the activities of the CRC were put on hold after the first wave, it was reconvened to deal  
with the Delta variant of the virus. This time representatives of the DALRRD, the Fresh Produce 
Exporters Forum, the Perishable Produce Export Control Board and AgBIZ were invited to 
join the CRC, leading to closer cooperation between agriculture and government institutions.  
Most other commodity organizations as well as the national farmers’ organization, AgriSA, 
and ethical trade organizations, such as the Sustainability Initiative of South Africa and the 
Wine and Agricultural Ethical Trade Association, supported their members in similar ways. 
In addition, in the Cederberg region, various local WhatsApp groups were established, 
linked to AgriSA, community policing forums and the Cederberg’s medical manager (who 
conveyed guidelines via the Department of Health). In short, large exporting producers  
received substantial information and guidance on how to deal with the pandemic.

Despite having access to the same information, producer responses to the pandemic sometimes 
differed markedly, ranging from extreme caution to dismissal. One producer (P6) recounted how 
he locked the gates to his farm after ending up in hospital with COVID-19, while another (P4) 
“realized that COVID was no joke” following the death of one of his senior managers. P4 devel-
oped a contact-tracing app to be able to quickly quarantine all contacts, hired a consultant to 
ensure that COVID-19 risk prevention strategies were implemented on his farm and conducted 
a detailed COVID-19-specific risk analysis of his workplace. Another producer, P3, in addition 
to conducting a COVID-19-specific risk analysis, appointed a COVID-19 management team  
(including senior management, HR, the packhouse quality controller and the shop steward) 
and instructed its industrial nurse to monitor high-risk areas on an ongoing basis. At P2, 
workers who did not wear masks in the packhouse received disciplinary warnings. At the 
other end of the spectrum was P1, who recounted: “I told the workers it is nonsense – if your 
spit stays behind your mask, it cannot influence anybody”; he also did not implement social  
distancing protocols.

Once vaccinations became available, all of the producers – with the exception of P1, who was 
sceptical – embraced the opportunity to vaccinate themselves and their workers. In the Citrusdal 
area, the largest producers organized a vaccination drive in cooperation with the Department 
of Health, with all producers in the area invited to participate in the drive. On the farms of 
producers interviewed, vaccination rates were above 90 per cent immediately after the drive, 
with P5 boasting the highest vaccination rate, at 99 per cent. He not only provided free trans-
port to workers to vaccination sites, but he also launched an extensive vaccination campaign 
over cell phones, messaging workers throughout the epidemic about how to avoid COVID-19 
and, later, extolling the benefits of vaccination. The workers interviewed confirmed that they 
were encouraged to get vaccinated and were provided with free transport to vaccination sites.

Box 2.2.  (cont’d)
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While two producers (P1 and P5) described the impact of the pandemic on their businesses 
as “negligible”, all producers remarked that their transport costs had doubled as a result of 
implementing social distancing guidelines. P4 reported that the costs of implementing the 
different measures came to approximately 1.1 million South African rand (around US$61,000)  
on additional transportation; appointing a consultant to monitor the implementation of 
COVID-19 regulations; fumigating and sanitizing indoor spaces; appointing a contractor to 
clean and sanitize hostels on a daily basis; purchasing masks and sanitizers; and buying 
food hampers for ill workers. P3 spent approximately 1.5 million rand (around US$83,000) 
on sanitation, masks, fumigating the packhouse and appointing ten extra cleaners to sani
tize the packhouse. While the measures were extensive and costly, these large producers 
had the requisite information and financial means to implement the safety protocols,  
allowing them to continue their operations.

1  CGA, 2021, 22.
2  CGA, 2021.

Source: M. Visser, 2023.

Box 2.2.  (cont’d)
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