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ABSTRACT 

 
 

JAMES T. ROBBINS. Neoliberalism, Gender, and Frontline COVID-19 

Nurses. (Under the direction of NICOLE PETERSON) 

 
 

The COVID-19 pandemic presented new challenges to healthcare workers: 

with rising COVID cases, constantly changing guidelines, and an uncertain and 

rapidly unfolding situation, stress and burnout among nurses have risen as 

well. Narratives around work-life balance and burnout reveal some of the 

neoliberal systems and their effects on nurse experiences as well as how they 

are exacerbated by this pandemic. Coupled with the gendered nature of the 

profession, the experiences of frontline COVID-19 nurses are analyzed here in 

a critique of neoliberal feminist ideas and a neoliberalized and hierarchized 

healthcare system. By making visible these subtleties, better intervention into 

the experiences of nurses may be possible. 
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CHAPTER I: INTRODUCTION 

 The emergence of the novel coronavirus pandemic of 2020 has brought with it 

challenges and struggles for many different groups in intricate, impactful, and disparate ways. 

Many businesses have widely suffered, people have become ill and died at alarming rates, the 

emergence of terms such as “social distancing” and “essential worker” have had heavy 

implications for particular groups, and politicization of the pandemic has created problems of 

failing policy and systemic responses to curb the impact and spread of COVID-19. 

 While the pandemic and its accompanying changes have no doubt impacted healthcare 

workers (HCWs) at all levels, nurses have experienced unique changes and challenges as they 

occupy the frontline of care work for individuals suffering from COVID-19. The care work 

associated with nursing has undergone shifting guidelines, shortages in PPE and staffing, and 

an increased workload which directly impacts the experiences of those nurses and their 

patients. 

 This project focused on a rapid qualitative assessment of the experiences of frontline 

COVID-19 nurses in North Carolina, the ways in which systemic changes have occurred, and 

some of the neoliberal and gendered power structures that affected nurses and their lives. 

Semi-structured interviews with 13 frontline nurses working in COVID-19 units of North Carolina 

hospitals document and understand these important experiences and disparities and answer the 

following question:  

“How has a neoliberalized healthcare system impacted the experiences of frontline 

COVID-19 nurses? And how has gender intersected with these power systems?”  
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CHAPTER II: BACKGROUND 

COVID-19 

SARS-COV-2, the Coronavirus, or more commonly known as (and specifically) COVID-

19 is a novel virus that sparked the widespread pandemic of 2020 which mutated and 

maintained prominence through 2022 (continuing as of the writing of this piece) (CDC, 2022). 

On March 11, 2020, the WHO declared COVID-19 a global pandemic, and on March 13, 2020, 

a state of emergency was declared in the USA related to the novel COVID-19 outbreak (CDC, 

2022). As of Jan 14, 2022, the WHO reported 318,648,834 confirmed cases of COVID-19 

globally and 5,518,343 deaths (WHO, 2022).  

The symptoms of this novel virus have been compared to those of the flu or the common 

cold, and in fact the virus from which this prominent strain originates is considered a form of 

common cold (Sauer, 2021). Key distinguishing factors include the presentation and severity of 

symptoms, the communicability and morbidity associated with COVID-19, and the lack of 

prominent research and medical data and guidance for handling and treating cases and 

outbreaks. 

The situation of the pandemic is continually evolving and has resulted in massive 

systemic actions and policy changes to limit the impact and spread of the virus including 

vaccine developments, mask mandates, social distancing measures, and resource allocation 

measures. As of Jan 14, 2022, the CDC recommends the wearing of masks in public, social 

distancing of 6 feet between people, and limiting mass gatherings (CDC, 2022). 

With this impact, many of the policies, resource shortages, and other changes have 

directly impacted the lives and work of nurses in the US healthcare system and brought out the 

important position and work which they occupy as well as the struggles they encounter; the 

work here thus explores. 
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Nurses in US Healthcare 

Nursing, as a profession, is not new and many of its modern practices and principles 

originated from key historical pioneers (Oliver, 2018). Florence Nightingale is known for 

employing and promoting evidence-based medicine for the English army during the Crimean 

War and beyond. Based on her upbringing with statistics and physical/biological scientific 

practice, she became a figure and pioneer of nursing as a profession for much of the medical 

world following (Egenes, 2009). Before Nightingale, many “nurses'' were wives of soldiers or 

poor women who volunteered or otherwise cared for the sick and wounded. However, 

Nightingale’s cleanliness practices and record-keeping significantly impacted survival during this 

time period (Oliver, 2018). Similarly, other women who were formally trained in such care work 

became well known for their more evidence-based approaches during the American Civil War 

including Dorothea Dix, Clara Barton, and Harriet Tubman (Egenes, 2009). Following 

Nightingale’s lead (and established institutions for nursing), proponents in the 19th century US 

pushed for formal education for nursing and succeeded in establishing the Women’s Hospital of 

Philadelphia as the first school of evidence-based nursing (simultaneously furthering the 

gendered public image of the profession). From then, programs and institutions of nursing have 

expanded to form different hierarchies and types of nursing (R.N., C.N.A., N.A.) while covering 

the expansive duties of nurses in the evolving US biomedical healthcare system. 

During the late 19th and early 20th centuries, biomedical models (of Western medicine) 

pushed for training programs for HCWs (including nurses) in the biological and physical 

sciences, focusing on anatomy, physiology, and with the turn of the century, germ theory 

(Stapelberg, 2015; Wynter, 2003; Lewontin, Rose, & Kamin, 1984). This not only placed 

biomedicine in the position of (male-dominated) academically trained scientific practice thus 

limiting entry for women (by lack of access to academic institutions), but also placed patients in 

the context of disease-based medicine (as opposed to holistic-care humor-based practices). 
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This solidified important distinctions and interactions between doctors and nurses in US 

healthcare whereby doctors practiced theory and problem-solving and nurses were delegated 

with care work and record keeping (Oliver, 2018; Egenes, 2009). This also helped form a 

hierarchy of HCWs which persists into the present day placing nursing at or near the lowest 

status (as well as lowest pay and prestige) and doctors, administrators, and specialists at or 

near the highest status (as well as highest pay and prestige) (Foth, Lange, & Smith., 2018). 

Nurses take on a greater proportion of the work done in healthcare, performing tests and 

maintaining treatments while also caring for the needs of patients including cleaning, food, 

charting, and many other tasks and requests from patients (Foth et al., 2018). Burnout has been 

reported higher among nurses than their doctor/administrator counterparts and the working 

hours, risk, and volume of tasks undertaken contribute to the issues which nurses experience 

(Bridgeman, Bridgeman, & Barone, 2018). A disadvantaged and troublesome position during 

relatively stable times of public health is exacerbated by health crises such as the COVID-19 

pandemic. 

Nurses in Pandemics 

Infectious disease outbreaks have been well studied including how they impact HCWs in 

regards to treating patients as well as efforts HCWs employ to prevent disease transmission. 

Some recent such events include the 2003 SARS outbreak, the H1N1 outbreak of 2009, the 

Ebola outbreak of 2014, and now the COVID-19 outbreak of 2020 (Nickell et al., 2004; Imai et 

al. 2010; McMahon et al., 2016; San Juan et al., 2021). Literature covering the impact of these 

pandemics on the specific experiences of nurses reveals continuing themes of psychosocial 

stress, isolation, inadequate protective measures or resources, and burnout.  

Nickell et al. (2004) reports significant increases in measures of emotional stress on 

HCWs during the 2003 SARS outbreak with nurses nearly doubling the average measures of 

other workers (25% average versus 45% for nurses on the GHQ-12-self-administered General 
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Health Questionnaire, “a frequently used and well-standardized measure of recent emotional 

distress”). Concerns about stressors beyond the risk of infection were found by Imai et al. 

(2010) in their review of reasons for HCW hesitance to work during the H1N1 pandemic 

including physical and emotional fatigue. The Ebola outbreak in Sierra Leone created a crisis 

straining HCWs,  especially nurses, by isolating them from social groups, at times being 

shunned by family members and the broader community because of their proximity to disease. 

These exacerbated their own personal concerns, psychological trauma from the treatment of 

patients with Ebola, and exhaustion from being overworked and understaffed (McMahon et al., 

2016).  

During the COVID-19 pandemic nurses have reported fatigue, burnout, or 

disproportionate stress resulting from issues presented by the evolving situation, including the 

longevity of the pandemic. San Juan et al. (2021) found that nurses in the UK experienced 

increased emotional stress, instances of trauma, frustration from systemic issues and 

bureaucracy, and an increased desire to leave their profession. Shreffler, Petrey, and Huecker 

(2020) conducted a systematic review of psychological stress on COVID-19 HCWs between 

February and May of 2020 finding that not only are staff leaving their positions more readily, but 

rates of suicide increased, quality of patient care decreased (from lack of resources and time), 

and strains from a worsening situation created further coping challenges. Later studies have 

consistently connected low-staffing rates, reduced access to PPE, and lack of systemic support 

to decreased nurse morale and psychological distress (Lasater et al., 2021). 

Nurses in pandemics serve as the metaphorical backbone of the healthcare system and 

especially hospitals by providing essential frontline care to patients. Nurses have been known to 

take on extra responsibilities during pandemics not only from the increased measures taken to 

treat and prevent spread, but also from procedures and tasks that would normally have been 

performed by maintenance staff or doctors/specialists who either will not or are unable to 

perform them during the crisis (Shreffler, Petrey, & Huecker, 2020; Nickell et al., 2004). 
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Simultaneously, they experience the greatest risk of exposure to the pandemic causing disease 

through their prolonged interaction and care of patients and also have experienced severe 

burnout from the emotional and physical toll of their profession disproportionate from their 

colleagues (Alharbi, Jackson, & Usher, 2020; Dzau, Kirch, & Nasca, 2020). The continuing 

strain and struggles of nurses during the COVID-19 pandemic, and the underlying power 

structures which play into these issues, becomes the point of concern for the work done here. 

Neoliberal Healthcare 

Another important influence on the healthcare system in the US has been its economic 

position, or rather healthcare as a market good subject to the US economic structure. The US 

has been classically framed and explored as employing a capitalist economic system, however 

the theoretical question of what a capitalist system entails has historically been and continues to 

be a topic of debate (Waterhouse, 2017). Capitalism has broadly been framed as an economic 

system which functions by the allocation of economic resources and movement of markets free 

from government intervention. However, restrictions on businesses and individual abilities to do 

so have been employed in the US which previously ran counter to the ideals of capitalism 

including taxes, civil rights (pertaining to ownership of human beings/slavery), permits for 

ownership, registration systems of motor vehicles and firearms, union rights, and regulatory 

organizations such as the FDA and the FTC. Challenges to the ideals of capitalism have arisen 

starkly in the forms of Marxism, many feminisms, and socialism, though capitalism has 

remained a defining characteristic of the American economy (Foucault, 2008; Bromley, 2012; 

Waterhouse, 2017). In a privatized healthcare system that functions under the free-market 

ideals of capitalism, the allocation of resources often serves financial gains or public image. 

Neoliberalism is an economic system ideology which holds similar to capitalism and has been 

used to describe the US healthcare system (Snee, White, & Cox, 2020; Ganti, 2014; Gupta, 

2020). 



7  

Neoliberalism has been described as a collective of individual actors, namely 

economists and political proponents, who argue for a kind of controlled market liberalism where 

democratic pressures do not influence the free movement of the market, but act to maintain 

them (Jackson, 2021; Harvey, 2007). In this framework, state governments or governing bodies 

work to maintain market equilibrium and enterprise by enabling enterprises to work in the 

market and individuals to work as self-enterprising agents. This differs from capitalism in that 

government engagement in the economic system is employed, but only to the extent of 

maintaining competition. Individuals, then, are expected to behave self-servingly by practicing 

effective self-management and self-determination in market engagement (Ganti, 2014; 

Ferguson, 2009; Foucault, 2008; Hoffman & Cowan, 2008). This individualistic engagement 

prioritizes individual action/rights over communal action/rights. Through individual self-interest, 

market equilibrium is thought to create social equilibrium. For the purpose of the arguments 

presented here, this framework of neoliberalism will be employed to reveal the ways in which 

promoting self-enterprise and self-determination in this neo-capitalist economic framework 

becomes problematic for the experience of these nurses. 

Power is enacted in neoliberalism by encouraging or even forcing market enterprises 

and individuals to treat themselves as their own unit within a market competing with other units 

(Morningstar, 2020). Neoliberal proponents and systems encourage self-interest and disregard 

social strata/structures as less important to the outcomes one creates for themselves. 

Recognizing the position of organizations here, Hoffman and Cowan (2008) state: 

"organizations are tremendously influential in determining how American workers negotiate the 

demands of employment and the demands of the rest of their lives” (p. 228).  A Foucauldian 

framework in exploring these structures may be useful to understand the presence of these 

power relations in the experience of COVID-19 nurses. Political and organizational structures 

establish the organization as a power agent to the benefit of the nurses and the nurses as self-
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enterprising agents in their life outcomes but frames these relations in the mode of self-

governance and individual responsibility. Foucault (2008) formulates this through the concept of 

neoliberal governmentality whereby governance is enacted through self-enterprising in a free 

market but controlled through ideological frameworks that displace responsibility from power 

structures while maintaining their influence. This neoliberal governmentality forms nurses as 

self-governing agents responsible for their experience of the conditions of their work and their 

broader lives. This reinforces the superseding power structures which create and enforce the 

contexts which stress nurses initially and maintain their supposed unique position to address 

this stress.  

Literature criticizing the neoliberal healthcare system brings up concerns about the 

effects which neoliberal healthcare has on the mental and physical health of HCWs, especially 

nurses, where practices which focus on individual empowerment actually create further stress 

for biomedical subjects (Snee, White, & Cox, 2020). This intersects with ideas of care work and 

nursing as feminized where the female-gendered profession experiences a particular kind of 

neoliberal framing that places the struggles nurses experience both in gender discrimination and 

in the power hierarchy of their work (which are inseparable) on the expansive list of 

responsibilities which they take on in their work (Wrede, 2010). Further, these ideas impact their 

ability to provide appropriate care to their patients and lead to further disparate impacts on other 

disadvantaged populations (Sakellariou & Rotarou, 2017). 

Gender: Postmodern Theory as a Critique of Neoliberal Feminism 

Because this work focuses primarily on sociopolitical power structures and frameworks 

in a profession which is female/women-dominated, it is useful to consider gendered aspects of 

these structures in the formation of care for nurses. A multitude of frameworks are appropriate 

and useful for understanding gendered experiences in nursing. Many liberal/radical feminist 

arguments point to systems of patriarchy and patriarchal institutions which disparage women’s 
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experiences while marxist feminism considers capitalist economic structures in understanding 

gendered experiences (Bromley, 2012). Many other frameworks including psychoanalytic, anti-

racist, and Queer feminisms may be useful in understanding these experiences. This research 

brings a critique of neoliberal approaches to gendered experiences (of nurses) and postmodern 

feminist ideas will be used and applied to analyze the experiences of COVID-19 nurses. 

1Postmodern and Neoliberal Feminisms 

Postmodern theory deals with social categories and how such categories become 

socialized into being within the social consciousness (Foucault, 2008; Butler, 1990). Butler 

writes about the categories and performativity of gender, bringing to light the important 

structures which instill ideals about gendered identity in the individual as part of artificial 

categories that systematically disparage women’s and other groups’ experiences: “In this sense, 

gender is not a performance that a prior subject elects to do, but gender is performative in the 

sense that it constitutes as an effect the very subject it appears to express. It is a compulsory 

performance in the sense that acting out of line with heterosexual norms brings with it 

ostracism, punishment, and violence…” (Butler, 1991). In this way, the category of “woman” is 

constructed in associations with care (implicit motivations), as substandard and opposite to the 

dominant category (“man”), and as natural (Dill et al., 2016; Butler, 1991). Its performativity is an 

ongoing enactment of such ideals through implicit associations reinforced by systems of power 

(including social constructs) (Butler, 1991). Several postmodernists expand this idea of gender 

as a set of socially constructed categories based on socializing mechanisms of power including 

 
1 Note on Limitations 

While this work focuses on the broad categories of gender (specifically woman-
identifying people), the experiences of frontline nurses and those of other groups cannot be fully 
understood or spoken about without discussing intersections of race, class, ethnicity, 
indigeneity, geopolitical position, able-bodiedness, or many other factors of the human 
experience. While these issues are not the focus of this work, the author recognizes that no 
such work done solely on gender can appropriately capture these important intersectional 
distinctions and that further discourse on these different experiences deserve and require 
intense and appropriate consideration. 
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patriarchal, capitalist, and colonizer ideals about human beings and especially women as “the 

second sex” (Wittig, 1992; hooks, 1984; de Beauvoir, 1989; Wynter, 2003). 

While postmodernists focus on decategorization in gendered issues and constructs, 

neoliberal feminists promote neoliberal approaches which frame issues confronted by women in 

the US capitalist system as able/needing to be addressed by individual agency and self-

enterprise (Banet-Weiser, Gill, & Rottenberg, 2020). Popular works such as Lean In by Sheryl 

Sandberg (2013) have promoted the neoliberal idea that gendered issues and disparities should 

be confronted with unyielding hard work and self-agency/care. Such ideals are heavily criticized 

for devaluing systemic approaches to lessening gender divides and placing the responsibility for 

changing such issues onto individual women (Rottenberg, 2014). Neoliberal feminist ideals 

about “believing” in oneself, “leaning in,” or “persisting” may provide encouragement or 

empowerment for some in the face of gender discrimination/prejudice, however much of this 

discourse has been criticized as discounting opportunities for systemic change, discourse on 

group and organizational responsibility, or policy changes which confront feminist issues (Nash 

& Moore, 2019; Sjöstrand, 2019; Brice & Andrews, 2019; Rottenberg, 2014). 

Nursing 

Gender norms and ideas also inform the gendered nature of the nursing profession. 

Historically in the US, nursing has been thought of as a women’s profession. In fact, throughout 

much of the 18th and 19th centuries, it was one of the only professions which were socially 

acceptable for women to work (Egenes, 2009). In part, this was due to thinking of women as 

being inherently or biologically equipped for care work (Oliver, 2018; Dill et al., 2016). The 

category of “woman” was thought to have the inherent characteristics of intrinsic motivation for 

care, to be ill-equipped for masculine-associated work such as mining, business, or academia, 

and to have the social responsibility for mothering, domestic work, and marriage (Dill et al., 

2016; Butler, 1990; Gupta, 2020). Thus, subject-identity formation for nurses (as care workers) 

is heavily implicated in the categories in which gender is constructed. This has been 
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accompanied by different forms of systemic discriminations which devalue nurses and the work 

they do (leading to comparatively lower pay, glass ceilings to entry into higher positions, and 

disproportionate work distribution) (Caro, Robbins, & Freidus, 2021; Gupta, 2020; Husso & 

Hirvonen, 2012). Likewise, gender norms pertaining to domestic labor may further disparage 

nurses in their experiences due to a disproportionate assumption of care-related household and 

childcare duties expected of them. However, research reveals these biological associations to 

be largely unfounded and attributes the disparities in work orientation to social phenomena of 

gender constructs (Lewontin, Rose, & Kamin, 1984; Butler, 1990; Dill et al., 2016). This issue of 

feminized care work has created both barriers to entry into the profession for male nurses as 

well as promotion and pay advantages for them into supervisory and administrative roles as 

men are seen as more authoritative (or socialized to be) and better suited to such work 

(including its financial benefits) (Evans, 2004; Gupta, 2020). Further, the implications of 

neoliberalism and neoliberal feminists frames the solutions and social changes for these issues 

as the responsibility of those disparaged by them by constructing them as self-enterprising and 

disregarding the value of systemic change. 

It is also important to acknowledge nurses’ subjectivities, regarding the gendered nature 

of care work, whereby women are expected to emotionally invest in their patients and leads to 

dependency and lack of autonomy with their places of work and further establishes their 

profession as central to their personal identities (Husso & Hirvonen, 2012). This gendered 

neoliberal subjectivity pervades the lives of frontline COVID-19 nurses in identifying them not 

only to the community as nurses, but also to themselves, and leads to stressors associated with 

community rejection, the ability to connect with family/friends, and their self-conceptions in the 

context of the pandemic (Robbins, 2021). The lived experience of being a “nurse” brings with it 

concerns around spread of disease which limits contact with others and entering public spaces.   
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CHAPTER III: METHODS 

This study employed a common ethnographic method called a rapid qualitative 

appraisal. It sought to answer the following question: “How has a neoliberalized healthcare 

system impacted the experiences of frontline COVID-19 nurses? And how has gender 

intersected with these power systems?” Rapid appraisals are especially useful in times of 

complex health emergencies for their targeted rapid design for collecting and analyzing data in 

limited timeframes in order to assess and work towards rapid solutions/policy recommendations 

for complex situations (Beebe, 1995; Green & Thorogood, 2013; Johnson & Vindrola-Padros, 

2017). This appraisal stemmed from a global collaboration with the Rapid Research Evaluation 

and Appraisal Lab (RREAL) at the University College London. RREAL is a rapid response 

research lab which “focuses on the development of rapid methodologies in health services 

research with an aim to understand and improve the organization and management of 

healthcare delivery around the world” (RREAL, 2021). This broader project by RREAL solicits 

researchers from 22 countries to rapidly assess the evolving COVID-19 pandemic specifically 

focusing on the perceptions of frontline healthcare works and holds regular meetings to present 

preliminary findings. This rapid appraisal focused specifically on frontline COVID-19 nurses 

working in COVID-19 focused units/wards in hospitals in North Carolina. 

Data collection 

This study was based on semi-structured interviews conducted through Zoom with 13 

frontline nursing staff identified as working on COVID-19 hospital floors in NC. The Zoom 

interviews were recorded (both audio and video through the Zoom recording feature). The 

interviews focused on perceptions of the virus, their work and workplaces, ability to care for 

patients, their experiences with mental health, the impact of changes from the pandemic on 

themselves and their children, and what issues they perceived need further attention to improve 

their experiences (see Appendix A). These data are not expected to be representative of all 

healthcare workers/providers and staff across the country/region/world. Instead it is a purposive 
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sample meant to generate key themes that can be used to inform policy and procedures in a 

timely fashion (Beebe, 1995, Johnson & Vindrola-Padros, 2017). As a next step, these data can 

be used to develop a more comprehensive survey for distribution to a more representative 

sample. It can also be analyzed within the broader RREAL work, as a comparative study with 

any of these 22 other mirror studies, to create a global understanding - identifying differences 

and similarities that cross cultural and state borders, locating HCW experiences within the 

neoliberal healthcare economy, and intersecting gendered issues with care work in the COVID-

19 pandemic (2021). 

Recruitment 

Recruitment of nurses occurred using respondent-driven sampling (RDS). Respondents 

were contacted through nursing schools of NC colleges and universities, nursing associations 

such as the North Carolina Organization of Nurse Leaders (NCONL), and through the social 

networks of the researchers. Potential participants were contacted through email, telephone, 

and flyer dissemination, given the details/procedure of the project, and inquired about interest in 

participating (see Appendix B). If expressing interest, participants were then sent the informed 

consent with verbal consent and solicited for time to schedule a Zoom interview of 30 to 60 

minutes (see Appendix C). If the participant was willing, the interview was digitally audio 

recorded (all participants consented). At the end of the interview, the participant was asked to 

share the principal investigator's contact information with up to 5 colleagues that work in COVID 

units in NC. They were provided with a short description of the project to share with potential 

participants (see Appendix B). Once these recruited participants reached out to investigators 

that same initial process that began with key informants was undertaken and the participants 

were interviewed and asked to pass along the principal investigator’s information to up to 5 

other people working in COVID units in NC. This continued until the project had conducted 13 

interviews. 
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All recorded interviews were transcribed. All data was entered into an Nvivo program for 

qualitative analysis. 

No identifiable information was kept once the data was collected aside from the (verbal) 

signed informed consents, which were stored in a password protected google drive file on the 

principal investigator’s password protected university computer. All participants were given a 

number and pseudonym. E-mail addresses and phone numbers were erased from phones and 

computers (unless participants wanted an emailed copy of the final report). Audio and video files 

were stored on the principal investigator's password protected university computer in a 

protected google drive shared with the co-investigator and research assistant for no more than 3 

years. 

Key themes are discussed in the following sections including stress, fear, frustrations, 

“work-life balance,” burnout, and subjectivity. The first section of data presents these themes 

using quotes presented in narrative organization. The second section focuses on subjectivity in 

a more detailed linguistic analysis. Following the presentation of the data is a discussion of the 

themes and their connections. 

Positionality 

For the purposes of this work, my positionality becomes relevant to the research and 

perspectives displayed here.  

I am a white middle-class cisgender man-identifying male who was raised in a mix of 

suburban and rural lower- to upper middle-class USA-located homes by white, conservative-

leaning, divorced, US-born, heterosexual parents of varying physical presence and poor mental 

health. I attended public secondary schools and a public university studying various social 

sciences including economics, psychology, sociology, and women’s and gender studies. 

My positionality in the privilege categories of white, middle-class, cis-male, and colonial 

native not only provide me access to many resources including my education and (relative) 

financial stability, but also inform the work presented here potentially shaping what research is 
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found, how it is interpreted, the emotional impact it has on me, what/how it is presented, and 

what/how it is received. My access and choice of disciplines further influence my positionality in 

this work by providing me access to certain nuanced understandings of these positionalities, 

their effects, and associated feminist theory. They further impact my positionality through the 

indoctrination I receive by learning in a system residing in and abiding by Western imperial 

nation systems as well as the ways of knowing which have been and are controlled or 

influenced by those same systems. 

Other impacting factors of my positionality include my status as relatively young (25 

years old by Gregarian standard), being relatively physically healthy (having few experiences as 

a hospital patient), and especially my lack of experience as or with nurses to any substantial 

capacity. I do not hold political alignment, but hold personal disagreement with the Trump and 

Biden administrations’ positions and actions in the COVID-19 pandemic and the general federal, 

state, and local governments in which I reside for the ways they have handled the issues this 

pandemic has presented. I generally hold negative views of bureaucratic systems, mass 

capitalistic systems, and hold sympathy with groups who suffer disproportionately. This informs 

my decision to focus on gender and neoliberalism in this work and impacts the way in which I 

report on these systems and the research findings. 

I understand mental health as both privileged and nuanced and recognize it as widely 

inaccessible especially to underprivileged groups. I do not consider myself to be of above 

average mental health, but understand my position has provided me access to resources which 

have aided in my coping with mental health issues and that such resources are significantly less 

accessible to less privileged groups as well as many of those without significant financial and 

sociocultural resources. 

I recognize these positions and will work to account for their impact and where not 

possible to do so, make the effort to recognize such biases. I will also seek to understand and 

account for other positionalities which I have not recognized here. 
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This work also takes a form of colonization of the experiences of nurses by drawing from 

the narratives presented and assuming authority over them to form the conclusions herein. The 

distance of the researchers from the positionality of nurses further alienates the viewpoint of this 

work and creates the potential for conflict or disconnect from the real lived experiences and 

attitudes of the nurses interviewed. Although this conflict is understood, the work done here is 

believed to contribute important theoretical insight into the experience of these nurses and their 

struggles. Further consultation with nurses may improve the scope of this framework.  
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CHAPTER IV: DATA 

Part 1, Key Themes Emerging from the Data 

 

Fear, Stress, Isolation 

Narratives of frontline COVID-19 nurses showed the impact that the COVID-19 

pandemic had on their lives and experiences. Nurses described how the pandemic affected 

their work and workplace. Amidst the pandemic, nurses were often the most physically close to 

COVID-19 and had greater risk of exposure than many. They expressed fear about a number of 

COVID-related issues (references2 (ref)  = 25). One nurse described a conversation with a 

coworker: 

“And this other nurse is like, ‘I can't take care of a COVID positive patient,’ she's 

like, ‘I have this patient who's COVID positive.’ And she's like, ‘I'm too scared to 

do it.’ And I said, ‘Well, you want the homicidal one?’ She's like, ‘Yeah, I'll take 

the homicidal patient.’ [chuckles] She preferred a homicidal patient over this guy 

who had been discharged from the ICU, was on two liters nasal cannula, was 

recovering from COVID, had been through the worst, was on his way home, he 

got discharged home two days later, and she was too scared to take that 

patient.” (HCWP13) 

This quote represents the degree of fear that many nurses felt in their workplaces and 

towards COVID-positive patients. Similarly, another nurse described her fears and anxieties that 

revolved around both her own health and the health of her partner and her children:  

 
2 References (ref) here refers to the number of coded instances of the theme found in the collective data 
(including multiple references by the same interviewee). 
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“I think there have been ups and downs but in the beginning, I was really fearful. I 

think it was the day that I heard that that 42-year-old Mount Sinai nurse manager 

died from COVID. And all he had was mild Asthma. So I was really fearful. My 

husband has mild Asthma. He's 42. I have three small children. I was really 

afraid. But that was when we knew less about how it's spread and the severity of 

it. You know all we were seeing on the media was New York. So I didn't take 

care of any COVID patients until probably late April, early May. And by then I 

realized that... And I had anxiety, I had never experienced in my life. I'm not an 

anxious person. I'm not really high strung. But lots of sleepless nights. Even if I 

wasn't specifically thinking about COVID, I would have racing thoughts and just... 

I don't know.” (HCWP19) 

This nurse demonstrates one way in which work and life-related stressors are connected 

and how the fear of exposure to COVID-19 created fear of harm to loved ones. This will inform 

further discussion about the etiologies of burnout and work-life balance in deconstructing the 

separation of “work” and “life.” This nurse is specifically identifying the multifactorial nature of 

her anxiety. Sleeplessness, for her, is associated with COVID but not limited to it. 

One unique aspect that heightened the stress and fear nurses felt beyond their own risk 

to themselves and their loved ones was the risk they knew their colleagues were taking and the 

potential infection all of them faced on a daily basis. A nursing director (the sole male 

participant) described the emotional impact and fears about his coworkers: 

“And my first breakdown where I was sobbing in my desk was when the nurses 

started testing positive, and I really thought that I was gonna see people die and 

like my... I'm gonna get emotional. I thought I was gonna see my colleagues die 

and that was really tough.” (HCWP5) 
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The interpersonal concern for coworkers’ well-being, as exemplified here, shows how 

this fear extends beyond the experience of the individual, an interpersonal and group-felt fear 

which affects nurses, demonstrating the need for an institutional approach to addressing nurse 

mental health.  

Beyond the fear of just contracting or spreading the virus, nurses also discussed the 

stress of being lonely and isolated as a result of their efforts to try and shield those they loved 

from exposure to COVID. One nurse described this feeling of isolation that was a result of her 

measures to mitigate spreading the disease to her loved ones: 

“It's not so much worry. It's just more of you feel isolated because I can't see my 

family. I was worried about... At first, I was worried about bringing it home to my 

husband. Of course, I'm always very careful when I come home from work. But it 

was more of, I can't see my family. And if I do finally go see my family, I could be 

giving them something. And it was always a, I'm not gonna see my mom 'cause 

my mom takes care of my grandma. My grandma's 85. If she gets COVID, it will 

kill her and I can't be responsible for killing her.” (HCWP9) 

 Nurses described being ostracized by family and friends for fear of the spread of 

disease. Again, we see here the anxiety and stress of the pandemic reaching beyond the 

confines of the hospital or “work” space to the mundane, everyday lived experiences they have 

at home.  

 In addition to the concerns for spreading the virus to loved ones, nurses experienced 

concern over and even backlash about their presence in public spaces and other frustrations 

with their communities (ref = 37). These experiences and concerns exemplify another manner in 

which “work” and “life” are inherently connected and how stress associated with burnout also 

comes from experiences outside of the workplace. They expressed frustration over being 
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praised by the community from a distance, and by some media which heralded them as heroes, 

but also being avoided due to their closeness to COVID patients. One nurse explained this 

contradiction: 

“It's weird that people will praise us for doing all of this fabulous work but then 

they look at you like ‘You're the virus.’” (HCWP6) 

Another nurse expressed frustration about community perceptions of their work and their 

potential exposure to the virus: 

“And then you saw social media, people were posting things like, ‘Nurses are 

complaining they didn't sign up for this,’ and ‘Yes, they did.’ And I'm like, in no 

other... When soldiers go to war, they risk their own lives. Like me, going to work 

not only risks my life, but also my family members.” (HCWP19) 

These quotes reveal how the condition of being a nurse creates in itself a subject of 

critical view by members of nurses’ communities and how these negative interactions they have 

in public are not only directly connected to this identity/subjectivity, but impact the mental well-

being of nurses.  

Many nurses expressed that they did not feel they had a choice but to continue working 

with COVID-19 positive patients citing a lack of financial resources, career flexibility, and moral 

obligation to act as care workers, such as this nurse: 

“And a lot of people have to make that decision like, do I come out of work? Or 

do I... What do we do? And if you're not in a position where you can afford to 

remove a whole source of income, if you're a single parent, then you're really just 

left to figure out the most safest environment you possibly can for your child and 
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have to make tough decisions. And I just don't think that's a decision that 

healthcare workers should have to make.” (HCWP2) 

The lack of choice in exposure reveals one of the ways in which neoliberal approaches 

to social issues become impractical due to the structural issues associated with the struggles of 

these nurses. As institutions refused to recognize the nurses’ right to choose to treat COVID-

positive patients for these nurses, they removed their ability to address personal concerns for 

the safety of self and others. Further the lack of ability to leave their positions due to personal 

circumstances further added stress and burnout to their lived experience. The practice is also 

discriminatory as will be seen below. We will also see how their subjectivities as care workers 

also tie to them a labor market that is exploitative and leads to nurses caring the bulk of risk 

regarding exposure to the virus.  

Nurses’ concerns about community engagement and support also connect to the 

politicization of the pandemic and the disregard by some people of the infection control 

guidelines and mandates that evolved as more was known about transmission in an effort to 

reduce disease spread. A nursing director lamented about the actions of people in their 

community: 

“When I have been driving downtown or have had to go to the grocery store and I 

see the politicized side of this, I see people purposefully not wearing PPE. I see 

people congregating on purpose, because they think this is a hoax. It's very 

disheartening...So has it affected me? Yes, and do I feel less about some people 

now? Yes, unfortunately. So I feel some shame about that internally, because I 

feel like I've become much more judgmental.” (HCWP5) 

This exemplifies another way in which the subject-identity of being a nurse impacts 

personal experiences outside of the workplace. Personal struggles and experiences affect the 
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worldview and perspectives of others and this, in turn, impacts moral and emotional well-being. 

Another nurse expressed feeling disappointed in people who refuse to wear masks: 

“I go up and down. I am disappointed to see that a lot of people still don't wear 

masks, and I guess I'm just disappointed in the idea of someone not considering 

the person next to them. I'm just shocked. Even months in, we're more than 

halfway through the year and we still have to have this conversation and remind 

people, ‘Put your mask on,’ or, ‘Do you have a mask?’ or, ‘I'm not wearing a 

mask. I don't have it. Well, sometimes you don't know if you have it. And even if 

you don't have it, you could get it. And just the lack of consideration for the 

individual, the common person next to you, is just what I'm kinda disappointed 

in.” (HCWP2) 

Frustration with community responses and backlash adds to an already increasingly 

stressful and precarious position. The fear associated with the risk of exposure and the stress of 

the changing conditions within the broader community and the community responses to nurses 

were compounded by difficult and unpredictable work environments. 

Changing Work Configurations and Work Relationships 

Many of the nurses noted an increased workload (ref = 74) and lack of choice in 

assignments to COVID patients (ref = 10). One travel nurse spoke about the lack of choice they 

had in their assignment to work on the COVID floor: 

“In this particular case, because COVID was so new to everyone, I was hired as I 

said, for the Med-Surg Short Stay, and that was what the contract was. And then 

when they switched it over to COVID, I really didn't have any input, it was just 

expected of me. But when they extended it, they did ask, ‘Are you okay with it?’ 
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[laughter] So yeah, by that time, I had already been there a while and I was okay 

with it. [laughter]” (HCWP11) 

In addition to feeling like they did not have agency in determining their work 

responsibilities, they also talked about the overwhelming workload. One nurse explained the 

burden of caring for so many critically ill patients at one time: 

“The other problem I see is that at the beginning, we only had two patients per 

shift, or it was a two-to-one ratio, and now it can be four-to-one. And it's really 

tough having that many seriously ill patients and having to gown-in and gown-out 

and make sure that you're safe between rooms. And in the meantime, we also 

had an employee outbreak. So everyone was scared over that as well. So it's 

been a journey.” (HCWP11) 

The changing and increasing responsibilities, the lack of choice in assignment, the fear 

of exposure, and the concern for the well-being of others greatly contributed to nurses’ suffering 

mental health challenges. Institutional directions primarily dictated the added responsibilities to 

nurses (as has been done historically). Nurses, because of a host of factors including economic 

necessity but also a subjectivity shaped by care work, keep them in the labor market that they 

know negatively impacts their mental well-being. Yet, it is a “sacrifice” many are willing to make. 

Another nurse also noted the deep emotional impact of caring for dying patients while 

navigating constantly changing work protocols that created more labor, risk, fear, and stress: 

“The emotional aspect of it that I deal with are way worse. It's like... Because we 

are having quite a few people dying now, and you carry that and you think about 

those people and you try not to bring it home, but you are the last thing these 

people see. They don't get to see or touch their family. And that's hard. Some 

people don't understand what that's like and can't imagine what that's like, but 



24  

these people are dying alone, or we're the last people in there holding their hand 

dying. And that makes you feel some type of way…But CDC guidelines keep 

changing and changing. Literally, they keep giving us more room to play with as 

time goes on. It changes every single time I go back. If I work three shifts, I'm off 

two days and I go back, something has changed every time I go back.” 

(HCWP18) 

The nurses exemplify the interpersonal experience of suffering and how these 

experiences further impacted their mental health. Many of the interviewed nurses indirectly 

pointed out neoliberal structures which contributed to their frustrations (ref=22). One nurse 

described how their administrators avoided protective measures for an aversion to paperwork 

and added work: 

“They were there long enough that you know that was hospital acquired, it can't 

be they came in with it and it just went... 'Cause you get all those negative tests 

and they're like, "No, they developed pneumonia and they were... " They don't 

wanna admit it, like administrators don't wanna go through the paperwork, 'cause 

I know my director said for when there was an outbreak of six nurses who got 

COVID, he said it took 30 hours to do the contact tracing, over six people. And 

when you have... It's just a lot of work. And administration is just like, "We don't 

have the time to do this." But I think as far as unionization, they're like, just 

because you don't want the time and money or the publicity, you need to be more 

protective of your care workers instead of thinking, "Oh, that was a false positive, 

we don't need to do all that."” (HCWP13) 

The unwillingness of administrators to address nurse safety shows how nurses are seen 

as a scapegoat of hospitals and have their physical well-being dismissed out of a desire to avoid 
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extra bureaucratic labor. Nurses also commented on their frustration with other staff’s 

unwillingness to aid in COVID patient care which resulted in them taking on the greater share of 

work in their units (ref = 30) and further expressed a sense of being undervalued (ref = 21). One 

nurse vented on many of the ways in which tasks continually fell onto their shoulders as other 

staff refused or were unable to perform their responsibilities: 

“And then in our COVID unit, housekeepers weren't coming up for a while… we 

were given buckets and expected to mop the floors and use a cleaning... 'Cause 

there was no housekeeper… We can't do it all. They recently just made us do all 

the phlebotomy blood draws, 'cause Phlebotomy used to do them… Then when 

COVID hit, they said, ‘Oh, you can't hire anyone.’ And people left… And now 

they're just really short and behind with staff. And so their solution is the ICUs 

and the step-down nurses will do the blood draws.” (HCWP13) 

Further, a travel nurse described being overwhelmed as they were assigned treatments, 

therapies, and lab draws on top of their regular duties: 

“We do all the work… We got more of the respirator hoods, we had a limited 

supply of hoods. And so the doctors wouldn't go in without one, and they weren't 

going in, they weren't even coming up to the floor. But this month, we got a 

supply of hoods in, and now the physicians are going into the rooms, finally. At 

the beginning, we were taught how to do… respiratory therapy treatments 

because the respiratory therapist wouldn't come in the rooms. We were told, 

‘There was no need for physical therapy because it was too dangerous for the 

physical therapist to come in.’ And in some cases, these patients who were 

coming to us post-ICU were de-conditioned and they absolutely needed physical 

therapy, but they weren't coming in and doing it. We were told... We were taught 
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how to do lab draws because Laboratory wouldn't come in the rooms. Yeah, it 

was ridiculous. So yeah, nurses are... We're doing it all.” (HCWP11) 

This quote reveals the discriminatory nature of these hospitals towards their healthcare 

workers where nurses have little-to-no choice in their assignment, are given a greater share of 

responsibilities and risk, and are left to take on extra care work when other hospital workers 

refuse to do their own. Taking the brunt of the care work, many of the nurses described feelings 

of exhaustion and a desire to leave the profession. A nurse educator expressed feeling burned 

out as such: 

“I'm burned out, I'm honestly thinking about leaving the nursing profession. I'm to 

that point… I was putting in 60 hours a week at the beginning, and it's taken its 

toll, and things are still changing. They're not changing as rapidly, but there's 

emails going around today about convalescent plasma, and are we getting the 

right consents and things like that? So, you roll something out you get the staff all 

on board. I've been rounding one-on-one with nurses, checking in with each 

person almost every day and answering their questions. But when things keep 

changing, and sometimes we're not as organized as we should be at the 

corporate level or the administration level, or I don't have support from managers 

like, I need it... Some of my managers are very supportive, some of them aren't.” 

(HCWP14) 

Nurses are being overwhelmed by systemic issues and workloads which otherwise 

would have been mediated by other healthcare workers, thus leading to a widespread 

experience of “burnout.” This pattern of being assigned not only the majority of care-related 

tasks but also taking on greater exposure and risk reveals an overt devaluation of nurses as 

healthcare workers as well as some level of disregard for their well-being and safety. 
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Insufficient Compensation and Limited Work-Place Benefits and Support  

As a way to address stress and employ coping strategies, nurses spoke on some of the 

workplace-provided benefits they had been offered (or not offered) (ref = 36) and some of the 

self-care activities they desired or had attempted to employ (ref = 22). One nurse, when asked 

about employer-provided COVID-related benefits, reported: 

“Nothing. [laughter] As a matter of fact, here's a fun fact. I was hired in February 

for a Short Stay unit at a certain amount of money. The nurses that they brought 

in, the travel nurses that they brought in for COVID contracts are getting twice as 

much as I'm getting. I don't even know how to... I'm really speechless, but I don't 

really even know how to process that fact.” (HCWP11) 

 Another nurse described how the benefits they were provided were ineffective: 

“So they have an employee assistance hotline, but nurses are notorious for not 

wanting to get care. So why am I gonna call somebody else up and tell them 

about my problems, that's not related to me at all, and that works for my same 

workplace? I would rather go to the mountains, I would rather go to the beach, I 

would rather go to an art museum and stare at old paintings for a day to offload 

my stress, than talk to somebody else about it.” (HCWP2) 

The poor compensation and ineffective care benefits provided to nurses reveal how the 

neoliberal approaches to caring for workers are ineffective at addressing nurse well-being. In 

providing only services which place the responsibility of self-care and management onto nurses, 

and not addressing structural concerns that create the struggles in the first place, such as 

appropriate compensation, agency in assignment, sufficient PPE, child care, and equitable 

responsibilities, these institutions instead perpetuate nurses’ struggles. The pandemic further 

exacerbates these struggles by restricting the available self-care activities to nurses.  
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One nurse cited a bureaucratic change when discussing the lack of compensation for 

her work: 

"And they [the hospital]  gave pandemic pay for nurses to stay home, which kind 

of frustrated me 'cause I'm like, "I'd like pandemic pay. I'd like to stay home." But 

no, I'm taking care of COVID patients and the people on the heart tower are 

getting paid 75% to stay home, while as I don't get a day off, and I'm taking care 

of these COVID patients. Which I found frustrating, that we're not getting hazard 

pay but yet they were helping to pay other people that weren't taking these 

patients, to stay home.” (HCWP13) 

Another nurse described feeling generally ignored by management and the support they 

received as insufficient: 

“We've had a psychiatrist who's only doing tele visits with his patients, and I think 

that's very hard, especially as far as mental health goes, to get people to talk to 

you via computer. But our upper level management completely ignored the fact 

that we’re stressed, and didn't even make an effort to check on us. We had 

outside organizations sending us food all the time, which was really nice, but as 

far as our upper level management, they would kind of... Ignored us until we 

started saying, ‘Hey, this sucks. We're not getting any kind of support. We're all 

stressed out…’ I feel like we should probably get some sort of hazard pay even 

just for our regular shifts if we're taking care of COVID patients, just for the extra 

burden. Give us something for performing our housekeeping duties, for our lab... 

We have a lot of extra work that we're carrying out and... Yeah, it's... Yeah. I'm 

upset by it but..” (HCWP19) 



29  

Adding to the stress of many nurses was the lack of assistance in dealing with COVID-

related circumstances that made their work and home life stressful. In particular, many of these 

nurses had children who were no longer going to school because they had shifted to online 

learning. Nurses were deemed essential and mandated to work but the necessary support 

services were just not provided or were inadequate. One nurse acknowledged that their 

employers did not make childcare support available, especially in the early days of the 

pandemic explaining: : 

“I think with childcare is a big issue right now because of COVID, and I think 

having some type of child care availability for staff is number one. That child care 

affect your staffing numbers greatly, because if your baby doesn't have a place to 

go, you can't come to work and that just... It just the bottom line. “ (HCWP2) 

With the limits in support and coping mechanisms, the changing policies and impact of 

the pandemic, and the changes in their workplace, nurses’ abilities to manage their stress and 

practice effective “work-life balance” was diminished and their mental health took a toll. These 

narratives exemplify the impracticality of the artificial separation of a “work” self and a “life” self 

and reveal how neoliberal approaches to self-care were insufficient and harmful to nurse mental 

health during the COVID-19 pandemic. 

Efforts in Maintaining Mental Health and Work-Life Balance 

The increased workload has intensified stress and burnout, but managing their mental 

health among the increased stress is difficult for nurses, especially in the midst of the pandemic. 

Following, the “work-life balance” is invoked as a formation of this self-care. However, the 

maintenance of this “balance” is described as seemingly insurmountable (ref=22). The 

structures which have increased stress for nurses are also decreasing their opportunities for 
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coping. A nursing director commented on attempting to maintain a “work-life balance” using a 

vacation: 

“And I'm trying to find a work-life balance, so I have a two-week vacation coming 

up, I'm totally disconnecting from the hospital, I'm not even... I'm leaving my 

phone on my desk and my computer charging on my desk, I'm not even taking it 

home. So I'm looking forward to that.” (HCWP5) 

 However, disconnecting may not be such an easy task when the activities one might try 

are limited by COVID-related measures as one nurse educator showed: 

“It's emotional and it's taking a toll, and not even just at work. The pandemic as a 

whole takes a toll on, I think, everyone. You can't go listen to music, we used to 

love going to concerts. Well, I haven't been at a concert since last year. Things 

like that, where even on your time off, when you're trying to get away from work 

and get away from COVID, it's still there. I refuse to eat inside a restaurant, that 

just freaks me out. I'll eat outside, at the picnic table, but I will not go in a 

restaurant and sit down, take my mask off. It's not just work, it's life too, that's just 

taking a toll for sure.” (HCWP14) 

 Of concern here is the idea of a “work-life balance.” As employed above, this notion 

provides that there is a necessary and artificial separation between the self at “work” and the 

self at “life” and that these boundaries are and should be maintained by the individual. The 

individual may tend to this separation by manipulating circumstances towards a healthy living 

context, but one’s “work” is often conceptualized as out of the control of the individual. 

Therefore, the maintenance of this “work-life balance” usually falls within changing 

circumstances outside of the nurses’ work in order to accommodate the stress and demands of 

the work. The nursing director shows this in presenting what “work-life balance” is to him in that 
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those things associated with his work are being left behind in pursuit of an act of self-care, 

though we see how this idea is problematic for many nurses with the nurse educator’s 

statements following. Because of their status as nurses and because of the pandemic, many 

nurses are unable to escape the impact of their work on their lives outside of their hospitals 

where many of the activities are unavailable or dangerous during the pandemic. This 

neoliberalization is further capitulated within the subject formation that nurses articulate in their 

narratives in that, when identifying oneself within their profession, the separation of that work-

self and a life-self dissolves. Another nurse described an extensive self-care routine oriented 

towards managing the stress of her work: 

“But at the end of day, I don't believe we have the ultimate control. And I work 

out, I love to work out. I spend a lot of time outdoors taking in the fresh air 

because I'm shut in for so many hours. I do that on my days off. On top of my 

faith, staying active, taking care of myself, treating myself well. When I became a 

nurse, I started reflecting on what I do for myself, because I'm sitting here 

preaching to my patients, educating my patients, and I'm going to McDonald's 

and eating garbage, but I'm telling them they have to be on a cardiac diet. And 

I'm like, ‘I'm gonna be on a cardiac diet eating like this.’ So really, practicing what 

I preach and taking care of myself is the best thing I can do. Weightlifting really 

helps me mentally, but going out and staying in the fresh air and enjoying life and 

accepting life for what it is, for the people that can't do that in these situations, 

that's really where I find my peace the most, being grateful. That's the way I stay 

sane” (HCWP18) 

 Although this routine is spoken of positively, it accompanies a great deal of commitment 

and effort on the part of the nurse which may not be generally practical and further fails to 
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address the underlying causes of her increased stress. Another nurse noted a focus on limiting 

working hours (by not taking extra shifts) as a form of self-care: 

“I normally would pick up extra hours, I'm not doing that, because I don't wanna 

get burnt out. So the things that I would normally do at work, like pick up an extra 

shift here or there, it's not something that I'm interested in doing right now. I 

probably could do more, more self-care but there's not anything in particular that I 

have been doing besides talking it out.” (HCWP6) 

However, not every nurse has the opportunity to reduce their hours or their workload in 

response to the increased pressures and fears. In addition, when examining the nature of 

nurses' subjectivities, many feel they have to continue during stressful times to make up for the 

hours others drop or for the increased patient load. Another nurse exclaimed a lack of 

opportunity to practice self-care and how this compounded their exhaustion: 

“I think that people are also just so emotionally burnt out because they can't... 

You can't take breaks. You can't really go out to dinner and relax, you can't really 

take your vacation time and do anything with it, and I think that I've noticed that 

I've had a lot more, I guess, counseling sessions with my employees about 

what's going on that's impacting their work than I think I normally would. I think 

that we're just at a point where everybody is just very emotionally burnt out just 

by being. Just by existing in this sort of time where things are very uncertain, 

things keep changing. It's hard to... I don't know, bond with people with the 

masks and the eye protection, and even something as simple as just walking 

past someone in the hall and smiling at them as you pass by, that's... I still do 

it…” (HCWP8) 
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Here, nurses are being overwhelmed by systemic issues and workloads which otherwise 

would have been mediated by other healthcare workers. 

Gender, Nursing, and Care 

Nursing as a profession has always been gendered, and some nurses spoke on gender 

directly as they discussed their experiences. One nurse commented on the assumptions about 

nurses and doctors as gendered subjects: 

“And it makes it funny because the doctors are wearing them, everyone's 

wearing the green scrubs. And there's a physical therapist on the floor and she 

was talking to this doctor, thinking it was the nurse. I'm like, ‘That's Dr. McKay, 

she doesn't... You need to talk to me.’ [chuckle] Which I guess is one of those 

biases, she just saw a female and assumed it was the nurse and I was like, ‘Oh 

no, no.’” (HCWP13) 

The same nurse also described an awareness of the gendered nature of the nursing 

profession and how that has impacted compensation, taboo around pay discussions, and other 

expectations: 

“Nurses are getting hired that have less experience than me, but come as an 

experienced nurse. There's new hires and then if you have some experience, 

and they're getting paid about the same as me. I know someone who's come, 

'cause she came just two years and she's like, ‘Yeah, this person who has the 

same amount of nursing experience as me is getting paid more than me because 

she started somewhere else and then came here.’ And she's like, ‘Why are we 

just preventing…’ We feel like they don't want us to talk about pay when we really 

should be talking about pay and saying, ‘Hey, this is not fair.’ And I think that's 

part of the union push. But you get nurses who've been nursing for 10 years or 



34  

one of my NUSs is like, ‘Well, when I started nursing, my pay was $18 an hour.’ 

And I'm like, Well, who cares? It's 2020. That's irrelevant what your pay was 

when you started. The point is, What is your pay today compared to everyone 

else's pay? And are you being appreciated for your skills? And I used to be a 

teacher, and there's a profession, once again, female-dominated, where pay has 

been pushed down. They always say, ‘Well, you're not a teacher for the pay.’ 

And I'm like, ‘But you got bills.’ 'Cause my first career was education. So I think 

there are some people that you've just been taught not to talk about pay and we 

haven't been trained to talk about pay and we've been told it's a taboo, it's crass, 

it's not nice to talk about money. But at the same time, we're hurting females 

because somehow in the male culture, they're allowed to talk about it, they're 

allowed to do something. But in female predominant jobs and women, we're not 

allowed to advocate for our pay. I don't know if you've noticed that? Maybe it's 

something being older, I noticed this.” (HCWP13) 

The gendered nature of the profession draws further attention given the circumstances 

which nurses describe as taking on more of the care responsibilities during the pandemic as 

well as greater risk. This historical association of women with care work further problematizes 

the discriminatory practices of hospitals towards nurses as being gender-based. Nursing as a 

profession has also been associated with care work and many interviewed nurses expressed 

care attitudes (ref=25). One travel nurse described the staff they work with as reason for 

remaining in the profession: 

“The COVID floor has been fabulous. We have... The teamwork is amazing. It is 

amazing. If you walk into a patient's room and you need a med that you don't 

have, you get on your phone and you call another nurse to bring you that med, 

and they don't hesitate. Nobody says, "Oh, wah, wah, wah." No one gripes. 
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They'll bring you what you need. Everyone knows that when you're all suited up 

in the room, you don't wanna come out and un-suit and go to the med room. 

Everyone supports. It has been amazing. I'm one of the... I'm probably the oldest 

nurse there. When the unit was put together... As I said, I was hired for this unit. 

It was a brand new unit on the floor, and they had hired a whole bunch of new 

nurses to man this unit. I may be the oldest nurse there. I know, on any shift, I'm 

always the oldest one, and I'm kind of the mom. And I've held hands, I've held 

nurses' hands, I've comforted the nurses, and they'll come to me when they have 

questions.” (HCWP11) 

Another nurse described great appreciation for the support they received from the other 

COVID nursing staff: 

“But I think this fall, because starting clinicals and that, I have really great co-

workers who... We don't care. We give each other hugs. We give each other 

support. I think that helps 'cause nursing has always been stressful, so it's not 

like it's... There's new stresses, but in some ways, there was a break with these 

patients who can go to the bathroom, take care of themselves, and I wasn't used 

to it 'cause I had very high... Most of my days before, I was just exhausted. And 

all of a sudden it's like, ’Oh, this is a little bit easier.’ But then there were other 

things that were just crazy and ridiculous, like lack of housekeepers or other 

problems, but we just go. You just roll with the punches and it's two 12-hour shifts 

is the thing that gets you through.” (HCWP13) 

This focus on others as a motive for remaining in the profession reflects an intrinsic 

motivation and solidarity that is associated with care work and deeply embedded in nurse 
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subjectivities. Another nurse described their commitment to their oath and to helping their 

patients as reasons for remaining in the profession: 

“Because I took an oath. When we graduate we take an oath. And that's saying, 

‘I'm compassionate about this. This is what I really want.’ And I feel like it all 

reflects back to my faith honestly. I feel like we're... I'm called to serve people. 

We're supposed to love one another, and that is what I do. I believe I'll be 

protected. If something happens, then it happens, but I would like to know that I 

was doing what was in someone's best interest, and I was protecting people and 

doing what I agreed to do. I knew when I went in this profession that there would 

be things like that.” (HCWP18) 

This commitment to an “oath” further exemplifies the intrinsic motivations which nurses 

hold for remaining within their profession despite the discriminations and struggles they 

experience. Nurses also described how the increased workload affected their ability to care for 

patients such as this travel nurse represents: 

“They keep on adding on to your tasks. So now you do this, oh now you need to 

do this plus this, but you still work with the same amount of shifts and it's sad 

because the time that you have to spend with the patient, and sometimes not just 

to go over there and give 'em medication or push something in the IV, hang a 

new antibiotic, but to spend with a patient, talk to the patient, hear, learn. 

Sometimes it's getting smaller and smaller because they're piling on more tasks 

and more charting.” (HCWP3) 

In this case, and others, an overwhelming workload is preventing nurses from 

connecting emotionally with patients which they consider an important part of the care 

experience. They are concerned for the quality of care for their patients but are prevented from 
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providing the needed care by the tasks which overload them. These care attitudes and the 

community of nurses as these narratives present also connect to how nurses establish their 

identity within their profession. 

Part 2: Subjectivity 

Nurses describe their concerns about “work-life balance,” but also reveal how their work 

and identity as nurses affects their lives directly. The following includes both full quotes and a 

more detailed linguistic analysis of the interview data to better understand how these 

interviewed nurses identified themselves within their profession by establishing their subjectivity 

as nurses.  

(HCWP18), a nurse who lives with their elderly grandmother, described anxiety about 

bringing the contagion home and the potential spread to family: 

“I was very nervous. Everywhere I went, I was just nervous. What if I'm just 

young and strong and I have a great immune system and I'm carrying it? What if I 

infect somebody else?...That's my biggest fear is bringing it home to her.” 

(HCWP18) 

Here, a personal connection to disease based in the condition of being a 

nurse/healthcare worker is connected to the risk this nurse poses to others. Another nurse 

frustratedly explained feeling disparaged and ignored: 

“We never asked to be called heroes, because I don't think we are... This is not 

what we signed up for, by the way. Nobody signed up to nurse during a global 

pandemic. But it is part of our job, so we do it because we're caregivers, and 

that's what we do, is we care. But nobody is caring for us, and throughout the 

whole pandemic, really, it feels like no one's been caring for us because we're 
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the ones that nobody wants to see, because we're the plague rats. We're the 

ones that don't have the outlets that we need to offload our stress, and so it piles 

and piles and piles and piles, and you get nurses that are like, ‘Screw it, I'm 

leaving.’” (HCWP9) 

Exemplified here and in other quotes presented in this data, nurses present their identity 

within their profession (their subjectivity). Many nurses like HCWP18 expressed a fear of acting 

as carriers of COVID-19 and bringing illness to their family. This fear connected directly to their 

status as nurses though many felt they either did not have a choice but to work with COVID-19 

or held a moral obligation as care workers. 

Many interviewees also expressed frustration with their position and identified 

themselves in their subjectivity when expressing their disparaged position such as HCWP9 with 

statements like “we do it because we're caregivers, and that's what we do.” This formation of 

themselves as nurses and as care workers reveals the pervasion of their profession into their 

lives as they connect their identity as nurses to many of the struggles which they experience. 

This phenomenon is discussed in more detail in a linguistic analysis of 2 interviewees below. 

The data below originates from selected recorded and transcribed interviews. The first 

nurse in question will be referred to with the pseudonym “Nurse Jackie” and other identifying 

information may be changed for confidentiality. 

This interaction concerned Nurse Jackie’s experiences during the COVID-19 pandemic, 

her thoughts and opinions, and changes she witnessed. The following quotes come from a 

particular segment concerning end-of-life care, training, and community attitudes. Being asked 

about her own experiences and concerns with her work and community, Nurse Jackie 

expresses her frustrations about mask-wearing in public and other protective measures: 
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Transcript 1 

1.      I get frustrated, 

2.      I come up I'm... 

3.      Look I’m- 

4.      people call me Gestapo. 

5.      I will go to people in that 

6.      grocery store and I'll say to them 

7.      "You need to be wearing your mask." 

8.      People go or I'll call the manager and says 

9.      "You have a sign in the door that says people need to wear a mask and there are people 

here without a mask." "Oh who?" And I said you need to stop people at the door and say 

"Here's a mask for you and provide a mask if they don't have one." 

10.   And if they wanna come in they need to wear a mask. 

  

Nurse Jackie shows her concern and frustration as a nurse and how that comes out 

when not at her workplace (at local stores, online, etc).  Further, her expression is shown in the 

expanded line 9 without pause and the formation of a non-specific figurative speech subject to 

which she responds with lines 7 through 9. Her concern is directed towards the actions of others 

about the safety of others and she presents herself as a moral authority here, but in the context 

of this interview is also connecting such authority to her nurse subjectivity. This subjectivity 

becomes apparent as Nurse Jackie presents her thoughts on further care and prevention during 

the COVID-19 pandemic: 

Transcript 2 

1.      As a healthcare worker 
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2.      I tell you one thing that's frustrating... 

3.      When people don't believe 

4.      that this is spreading 

5.      and they don't understand 

6.      that 

7.      we're trying to help other people stay safe because 

8.      we cannot 

9.      saturate 

10.   the hospital... 

11.   The hospital has so many beds 

12.   and if everybody gets sick 

13.   and we don't have enough beds 

14.   What are we gonna do? 

  

In Transcript 1, Nurse Jackie uses the subject pronoun “I” to indicate personal 

experience and responsibility in the narrative, however in Transcript 2, Nurse Jackie begins to 

use the pronoun “we” to indicate not only communality of experience within the presented 

narrative but also a connection to the subjectivity of the “healthcare worker.” This identity 

formation here (also happening in line 1 with self-identification) points to the subject position 

from which Nurse Jackie presents herself (such as with HCWP9 above). Each nurse 

interviewed used the pronoun “we” in a similar fashion in an average of 200 instances per 

interview. Nurse Jackie makes the connection to nursing more explicit: 

Transcript 3 

1.      Let me tell you 
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2.      as a nurse 

3.      and I talk to a lot 

4.      of coworkers 

5.      it's very frustrating to see people with no medical insurance who are 

6.      not denied 

7.      medical care 

8.      I believe in that 

9.      but 

10.   I don't believe that you keep on coming back 

11.   when you're not doing your part 

12.   when we release you… 

13.   You know? 

14.   So 

15.   if we tell you 

16.   you can't eat food with salt 

17.   you can't drink too much water 

18.   you can't do this 

19.   you need to take your medication 

20.   you need to watch your blood pressure you need to watch your sugar 

21.   and you go home and you do nothing and You come back again... 

22.   That's very frustrating for us… 

23.   We're not here to just fix you and fit you 

24.   It's not like a car. 

25.   You take it to the mechanic 
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26.   mechanic fix 

27.   you go back and you ride again 

28.   No you have to do your part 

29.   to maintain your health 

30.   We're not just gonna keep on fixing every time you get sick 

31.   send you home and 

32.   then you come back again. 

  

Nurse Jackie establishes her viewpoint in lines 1 and 2 of Transcript 3 with “Let me tell 

you as a nurse” and goes on to detail her frustrations with patients using “we” pronouns and 

indirect reported speech which further tie her profession to her identity (establishing her 

subjectivity within nursing). The “you” pronoun use is used here to refer to the figurative patient 

and the “we” denotes herself and other nurses. 

These narratives show how nurse subject-formation occurs throughout the life of Nurse 

Jackie and how she negotiates this during a complex health emergency. She recognizes herself 

as an identity subject “nurse” beyond simply as a profession. 

Another interviewee, here dubbed “Nurse Espinosa,” demonstrates this plainly in their 

narrative. Nurse Espinosa identifies themself in their profession and connects it directly to their 

personhood, their care attitudes, and their reasoning for remaining in the profession: 

Transcript 4 

1. Um… 

2. In m-my role as a nurse  

3. I mean that’s that’s just 



43  

4. A no-brainer, um… 

5. I think I committed to take care of 

6. to taking care of patients.. 

7. no matter what.. um 

8. And the day I had to put  

9. that PPE on  

10. and go into that first room 

11. I paused.. 

12. And, I… (sighing) 

13. I made a decision to do this and  

14. if I don't  

15. who will? (Tearing up) 

16. So 

17. my role as a nurse  

18. And, and 

19. my role as a human being..  

20. those are my main decisions.  

21. Those.those are my factors to stay  

22. because if I don't stay  

23. others won't stay.  

24. And, I have to be a role model for that  

25. and I have to go to sleep at night  

26. knowing that I did everything that I can do to the best of my knowledge  

27. and..  

28. if I abandoned that  

29. I don't think I'd be able to live with myself. 
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Nurse Espinosa presents themself “as a nurse” establishing their subjectivity in lines 2 

and 17 and also connecting this to their humanity in line 19. In connecting themself to their work 

and the importance it held for them, Nurse Espinosa is emotively showing a sense of personal 

importance in their identity as a nurse. Their subjectivity as a nurse is further exemplified in lines 

5, 6, and 24 through 29 where they connect their care attitudes with their identification within 

their profession and further make a value statement about their role as a model for others in 

remaining not only within that identity, but centered within a care-oriented value system. 
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CHAPTER V: DISCUSSION 

Neoliberalized “Work-Life Balance” and Burnout  

These nurses exemplified in their narratives many of the ways their experiences have 

been shaped by neoliberalized concepts and structures. The COVID-19 pandemic brought on 

many struggles which they faced under the changing provisions set out by organizations which 

are revealed to hold private interests and which prioritize self-enterprise and personal 

responsibility over corporate or systemic responsibilities and policies.  

These narratives exemplify the challenges and adversity which nurses experienced and 

how these issues were inflamed by the effects of the COVID-19 pandemic. Increased workloads 

and responsibilities, community ostracization and ignorance, and a lack of appropriate 

resources or recognition have contributed to the disparaging experiences which these nurses 

display. 

One idea of concern here is that of a “work-life balance.” The concept of “work-life 

balance” necessitates this artificial separation of the self at one’s “work” and the self within one’s 

“life” and stipulates that such boundaries, the associated self-care, and the balancing act 

invoked within are (and should be) maintained by the self-empowered individual (in this case, 

the nurse). Such an artificial separation suggests that the worker becomes separated from all 

experiences and intrusions of their job upon entering the “life” context and exempts the 

employer from responsibility in the experience of burnout or intrusive stress resulting from 

improper “work-life balance.” The individual may tend to this separation by manipulating 

circumstances towards a healthy living context (such as with self-care and “work-life balance”), 

but one’s “work” is often conceptualized as out of the control of the individual. Therefore, the 

maintenance of this “work-life balance” usually falls within changing circumstances outside of 

the nurses’ work in order to accommodate the stress and demands of the work.  
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The narratives of these nurses reveal the artificiality of this separation and problematize 

its usefulness as a conceptual framework. They described stress associated with work involving 

patients, resource limitations, and colleague relations. They also described stress associated 

with family/friend connections, community attitudes and reactions, and mental health struggles. 

These concerns were understood to be resulting from organizational structures, bureaucracy, 

and a lack of proper support (from community, government, or personal relationships), but were 

often accompanied by a framework that allied a lack of personal ability to address their issues. 

These data suggest that the nurses have been indoctrinated with the “work-life balance” 

narrative, speaking on it in their experiences, but also giving details on how the stress from their 

work, their status as nurses, and the commitments required for their work would impact their 

lives.  

This “work-life balance” was referenced in their narratives while indicating a lack of 

personal efficacy to address the issues which they had associated with superficial structures. 

This concept is problematic in that its construction (and thus strategies employed to maintain it) 

takes a neoliberal approach by employing that the lack thereof is something which comes from 

a personal lack of coping ability and personal management (highlighting personal agency and 

detracting from systemic issues) and which must be addressed by proper self-care and personal 

responsibility. Such a neoliberal formation places the responsibility for managing stressors 

associated with the workload and the pandemic onto these nurses (thus drawing attention away 

from structural change). Because of their status as nurses and because of the pandemic, many 

nurses are unable to escape the impact of their work on their lives outside of their hospitals 

where many of the activities are unavailable or dangerous during the pandemic.  

Understanding the neoliberalized “work-life balance” concept also requires 

understanding the effects of this concept on its subjects (here, frontline COVID-19 nurses). 

Research has found that healthcare workers experiencing burnout can suffer long-term mental 
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health issues that can negatively impact patient care (Bridgeman, Bridgeman, and Barone 

2018). This burnout concept comes under scrutiny, though, by Hoffarth (2017) in its reframing 

towards a discourse of self-care and self-management. There is a limited, but growing body of 

literature that critiques burnout as attributed to neoliberalism (Mueller and Morley 2020) and 

which can be identified in the historical framing by Hoffarth (2017) and the narratives found 

among healthcare workers during COVID-19 (San Juan et al. 2021; Vizheh et al. 2020). Here, 

burnout is framed as an experience of the individual resulting from excessive work or otherwise 

a lack of “work-life balance.” This framing institutes a neoliberalized understanding of the 

experience of burnout by labeling it as individually focused and therefore the responsibility of the 

individual to address. Further, this burnout concept has been scrutinized for its confinement to 

the workplace context or as something which exists only in relation to work and without 

consideration for circumstances, influence, or other stressors from outside of the workplace 

(Bianchi, Schonfeld, and Laurent 2019; Gauche, de Beer, and Brink 2017). As these nurses 

express burnout, many situate the burnout within their workplace but do not connect their 

narrative about stressors outside of the workplace directly to their experience of burnout. The 

narratives from COVID nurses reveal the interplay between their work and non-work activities 

as well as how these lines become blurred through their identity as “nurses” and through their 

expressions of their experiences involving interloping aspects of their lives.  

Through these neoliberal constructions of burnout and “work-life balance,” the resources 

provided to nurses for coping with the stress associated with the pandemic and the work they 

perform are intrinsic representations of the personal responsibility to address said burnout and 

maintain said “balance.” Such constructions lead to a lack of attention to structural and 

organizational issues which underlie the issues confronted by nurses during the pandemic. 

Such issues include ineffective intercommunication between stages of hospital hierarchy, the 

systemic devaluation of nursing and nurses, the impact of identification as nurses on the social 
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lives of nurses, the emotional trauma associated with primary care work, and a lack of cultural 

understanding of the hospital and its structures/history.  

Neoliberal language and structures allow for this ignorance and lead to perpetuated and 

even worsened experiences of burnout and stress. Throughout the pandemic, these 

experiences have become amplified and brought forth a need for attention to the underlying 

causes of these disparate experiences and burnout narrativized by frontline COVID-19 nurses. 

This neoliberalization is further capitulated within the subject formation that nurses present in 

their narratives in that, when identifying oneself within their profession, the separation of that 

work-self and a life-self dissolves. 

Subjectivity, Performativity, and Gender 

Nurses also experienced significant stress and complications because of their 

subjectivity (their identification with their profession) which complicated their lives outside of the 

workplace (within the conceptual “life”) and were unavoidable. This subjectivity pervades the 

lives of these nurses in identifying them not only to the community as nurses, but also to 

themselves as this identity, and leads to stressors such as those associated with community 

rejection, the ability to connect with family/friends, and their self-conceptions in the context of 

the pandemic. The lived experience of being a “nurse” brings with it concerns around the spread 

of disease which limits contact with others and entering public spaces. This also further 

challenges the concept of a “work-life balance” whereby the very identity of nurses with their 

work directly affects their conceptualized “lives.” This disconnect from dominant narratives 

creates a contention that further impacts the lived experiences of nurses and especially their 

ability to maintain coping mechanisms. 

 The pandemic brought on many fears for these nurses for their own personal safety and 

well-being, that of their personal social circles, as well as for their patients and coworkers. They 

exemplified in these narratives intrinsic care attitudes and personal moral concerns for the care 
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of others. They exemplified both a willingness to commit self-sacrifice as well as frustration with 

lack of autonomy to choose risk. These characteristics bear a resemblance to gendered 

constructions of women as self-sacrificing, subservient (to patriarchal or neoliberal/capitalist 

systems), passive, sensitive to the experiences of others, and nurturing. I argue here that this 

identification of nurses within their professions is closely interrelated with the experience of 

gender performativity as Judith Butler theorizes (1990).  

Like with subjectivity, performativity posits that individuals identify themselves within a 

gendered construction, but also actually create that constructed gender in the repeated stylized 

acts which are learned and associated with that gender. Similarly, these nurses are identifying 

within their profession, a socially constructed norm of what it is to experience and be a nurse, 

and in that act are creating that structure. This is capitulated by the ways in which nurses 

identify as care-centric individuals in their professions and identify personal ways in which they 

connect their identity to being a nurse. 

This connection of the narratives here, the characteristics associated with nursing (a 

gendered profession), and socially constructed gender characteristics underscores the 

significance of the social position of these nurses as well as the connection of performative 

gender and the subjectivity claimed by nurses in these narratives. Nursing as a profession has 

been associated with women as long as it has been a profession, but also associated with the 

majority of care work within healthcare settings and historically underpaid. Nurses perform the 

majority of hands-on tasks with patients and day-to-day labor, but are regarded as near the 

lowest level of their workplace hierarchy and receive disproportionately lower compensation or 

dispensation in the case of personal welfare. 
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Gender, Devalued Nurses, and Neoliberal Feminism 

Several nurses here expressed frustration towards colleagues and their administration 

for their disproportionate power in deciding their risk in coming into contact with patients. 

Several narrativized that doctors, therapists, and even maintenance staff held the ability to avert 

COVID-designated rooms and floors before nurses had a say. This attitude reflects a disregard 

for the well-being of nurses as well as a systematized undervaluing of nurses as individuals. As 

administrative practices prioritized the concerns of non-nursing staff and engineered primary 

responsibility, caretaking, and thus risk associated with COVID patients to nursing staff, this 

gave the implicit and understood idea that nurse well-being and safety was of a lower priority. 

The undervaluing of nurses as primary care providers is further capitulated in the addition of 

work to their daily duties and the absence of hazard pay or other relative increases in pay. 

Nurses described performing procedures such as lab draws and therapies outside of their usual 

scope of practice due to the absence of doctors and respiratory therapists on their wards. 

Importantly, some of the interviewed nurses did express that their fellow hospital staff did in fact 

continue to provide care and support them during the outbreak, however, a majority of 

interviewees had experienced otherwise. 

This systematic devaluation of nurses follows a pattern of devaluation of female/women-

dominated fields, contributing to the well-cited gender wage gap as well as other gender-based 

discriminations. The systemic issues associated with the experience of women-identifying 

workers have often been left out of or unregarded by neoliberal feminist conversations (as 

Rottenberg (2014) notes). As neoliberal feminists regard such issues as resolvable by the 

individual through self-care, self-enterprise, and leaning in, as Sheryl Sandberg (2013) purports, 

they simultaneously silence and perpetuate the systemic and bureaucratic structures which 

disparage women in the workplace. This is done by calling attention away from systems that 

devalue women-associated work and education and which disregard inequities in childcare, 
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health-related issues, and implicit/explicit discrimination, and instead placing the responsibility 

for overcoming such inequity on the self-enterprising individual (as neoliberal 

systems/proponents do). 

Nursing as a profession that has been systematically devalued is an effective example of 

how systemic discrimination against women-identifying persons is built into bureaucratic and 

neoliberal systems. Nurses perform the majority of care-related tasks (as women in the US have 

been historically expected to do), yet they receive a significantly lower salary than their 

healthcare counterparts. They are given the greater burden of risk and work (especially during 

health emergencies) and receive little comparable compensation. Their concerns seemingly go 

unaddressed as they have little choice in their assignments and their personal support systems 

are lessened by the pandemic. Further, the nurses interviewed here have been expected to 

manage the difficult circumstances and burnout through their own self-care, perpetuating the 

neoliberalized narrative of practicing effective “work-life balance” and having both be severely 

strained by their status as nurses. They recognize that such ability to overcome their 

circumstances has been systematically taken from them and that they have little other choice, 

often quoting a great care for their patients and coworkers as reason for staying if they do. 

CHAPTER VI: CONCLUSION 

 Narratives of frontline COVID-19 nurses revealed a changing and stressful set of 

circumstances which uniquely impacted nurses. They expressed fears of exposure to the 

pandemic-causing disease, a concern for the welfare of loved ones, coworkers, and patients, 

increased workload, discriminatory hospital practices, frustration with lack of participation of 

other care workers, increased burnout, and a diminished ability to practice self care. These 

narratives also revealed the ways in which conceptions of “burnout” and “work-life balance” 

were situated in a neoliberal formation of self-enterprise and self-care and which became 

problematic for the experiences of these nurses. This is further capitulated in the ways in which 
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nurses establish their subjectivity within their profession and how this subject-identity formation 

is connected to gendered formations of nursing. The neoliberal approaches to mental health for 

this women-dominated field were revealed to perpetuate the systemic issues which create 

disparate and difficult circumstances for these nurses. By creating room for the conversation 

around systemic change and diluting the neoliberal narrative, future nurses might benefit from a 

reformation of the structures, ideas, and institutions which have historically discriminated and 

disparaged their profession and its practitioners. 

This research contributed to understandings of the experiences and struggles which 

nurses face, utilizing narratives during a novel pandemic to show how the issues they face 

worsened in the context of a novel pandemic, and revealing neoliberalized structures/concepts 

and gender-based discriminatory practices and subjectivities which convolute nurses’ lived 

experiences. Future research might expand on this to incorporate cross-hierarchical 

perspectives (such as administrators and doctors), racial and other background/position-based 

disparities, and non-hospital-based nurse perspectives. Questions into the efficacy and impact 

of hospital hierarchies and the potential for structural changes which would counteract the 

neoliberal nature of these institutions should be considered in future research. 
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