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Abstract

Introduction: This study aimed to assess perceptions of duty
to work among health care providers during the coronavirus dis-
ease 2019 response and to identify factors that may influence
their perceptions.

Methods: This was a cross-sectional study conducted from
April 1, 2020, to April 20, 2020, using an online survey distrib-
uted to health care providers in Jordan. Descriptive statistics
were used, as well as chi-square test for independence to
assess relationships between variables.

Results: A total of 302 questionnaires were included. Commit-
ment to serve the community was the primary reason for coming
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to work (36%), followed by commitment to faith (29.6%). The ma-
jor perceived barriers for coming to work were lack of appropriate
personal protective equipment and appropriate training (62.6%
and 53.5%, respectively). Males perceived higher work obliga-
tions than females in all potential barriers (P < .05), except for
the lack of appropriate training. Nurses perceived higher work ob-
ligations than other health care providers despite the lack of
appropriate training (x2¼ 11.83, P¼ .005), lack of effective vac-
cine or treatment (x2 ¼ 21.76, P < .001), or reported infection
among coworkers (x2 ¼ 10.18, P ¼ .03).

Discussion: While the majority of health care providers
perceive an obligation to work during the coronavirus disease
2019 pandemic, specific conditions, mainly lack of protective
gear and training, may significantly alter their perception of
work obligation. Providing training and proper personal protec-
tive equipment are among the vital measures that could
improve the work environment and work obligation during
pandemic conditions.
Key words: COVID-19; Health personnel; Health workforce;
Ethics-medical

Introduction

Countries around the world struggled to respond to the surge
of patients with COVID-19 caused by the SARS-CoV-2,
which overwhelmed many well-developed health care sys-
tems. During disasters and public health emergencies, health
care providers (HCPs) were on the front lines, risking their
lives to provide care for patients in need. Here, we define
HCPs as health professionals who provide direct or indirect
care to patients in hospital or prehospital settings. It is ex-
pected that HCPs have a clear work obligation during
VOLUME 48 � ISSUE 5 September 2022
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pandemics and health disasters, which is based on the code of
conduct that governs their practice.1 While HCPs recognize
an obligation to work, they also expect to maintain their own
health and well-being in order to provide care for patients.2

During pandemic disasters, while the need for HCPs is
exacerbated because of the dramatic increase in work volume,
a significant proportion of HCPs become infected themselves
and are unable to provide care, leading to a staff shortage.3-8

This shortage in staff, along with increasing demand, puts
HCPs at a higher risk of infection, making matters worse.9

As a result, some HCPs may become unwilling to report to
work because of the risk of infection to themselves or their
families. This can dramatically overwhelm hospitals and
stretch staff resources thin, rendering them unable to provide
the services that are needed the most during such situations.

The willingness of HCPs to report to work is one of the
most important factors in the face of surge capacity limita-
tions in response to the COVID-19 pandemic. HCPs are
less willing to report for duty during disease outbreaks.10,11

There are 2 positions with respect to the ethical obligation to
work during disasters.1 On one hand, some argue that
HCPs are obligated to maintain their health in order to be
able to care for others and not to be victims. In addition,
they believe that it is not reasonable that HCPs threaten
their own lives and the lives of their families to care for
others.1 A study performed by Damery et al1 found that
about 30% of nurses, 25% of hospital doctors, and 18%
of general practitioners believe that they do not have to
report for duty if doing so would risk themselves and/or
their families. In contrast, others believe that HCPs should
have limited self-regard and should accept potential harm in
performing their job.12 For instance, a study performed by
Koh et al12 assessed the impact of SARS on HCPs in
Singapore. While the majority (76%) of participants felt
at great risk of exposure to SARS, more than two-thirds
(69.5%) accepted the risk of potentially contracting the dis-
ease as part of their job.

The COVID-19 pandemic has reintroduced the issue of
role conflict and role abandonment among HCPs. The risk of
infection to oneself and family has led some workers to abstain
from their work. For instance, in an elderly-care home in
Australia, after cases of COVID-19 among residents were re-
ported,most of theworkers didnot report towork as scheduled
because they felt in danger of infecting their familymembers.13

Another case of role abandonment occurred in a residential
home in Spain that resulted in mortality for elderly people
amid the COVID-19 response.14 It is, therefore, of primary
importance to understand the perceived duty to work among
HCPs during pandemic disasters. This is crucial to maintain
staffing, maintain good quality patient care, and keep the
health care system functional in such situations.
September 2022 VOLUME 48 � ISSUE 5
Disaster preparedness of health care facilities is para-
mount to ensure effective and efficient response to public
health emergencies such as the COVID-19 pandemic. To
achieve optimal disaster preparedness, the training of
HCPs should adopt an all-hazards approach that utilizes
generic basic principles for disaster scenarios.15 The work
of McCabe et al16 provides a framework for evaluating
the disaster preparedness of health care systems. The
“ready, willing, and able” (RWA) framework can be
applied to health care delivery systems at the individual,
organizational, and governmental levels. Based on the
RWA framework, the maximum overlap between the 3 do-
mains, 'ready,'ness 'willing,' and 'able,' provides the
maximum quality preparedness and response to public
health emergencies. In this context, “ability” refers to the
“actual operational power of an individual to perform a
task”; “willingness” refers to the “state of being favorably
predisposed in mind toward specific responses”; and “read-
iness” to respond means that an individual is “available for
prompt reaction, service, or duty.”16 Therefore, the
perceived duty to work can be explored within the context
of the RWA framework.

In Jordan, the governmenthas implemented1of the strict-
est lockdown policies in the world.17 This resulted in keeping
the number of cases of COVID-19 under control and within
the managing capacity of the Jordanian health care system.
However, early in June 2020, Jordan, along with many other
countries, started to relax the strictmeasures of social distancing
to support its struggling economy. This resulted in a spike of
cases of COVID-19, which put HCPs at high risk of contract-
ing the disease and spreading it to their families. During the
period from January 2021 until the end of March 2021, the
spread of the pandemic was among the highest in the world,
stressing the already limited health care resources.18 In this
climate of uncertainty, the following questions are highlighted:
(1) Are HCPs obligated to work in conditions that put them
and their families at higher risk than day-to-day conditions?
(2) Are there conditions where HCPs become no longer obli-
gated to provide care for the sick? This study, therefore, aimed
to assess the perceptions of duty to work among HCPs during
the COVID-19 response and to explore factors that may influ-
ence their perceptions.
Methods

DESIGN

This was a cross-sectional descriptive study using an online
questionnaire using a convenience sampling method with
HCPs in Jordan.
WWW.JENONLINE.ORG 591
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MEASURES

The questionnaire was developed by an expert panel of
HCPs and researchers (4 PhD holders in the fields of
nursing and paramedicine) (Supplementary Appendix).
The questionnaire items were also based on previous
pandemic-related research,1,19,20 as no standardized tool
was found to assess the perception of duty to work during
a pandemic. The questionnaire included 14 items address-
ing 3 domains: demographics (7 items), 1 major reason for
coming to work, and potential barriers for coming to work
(6 items). The potential barrier statements take into
consideration the RWA framework.16

The first section included information about sex, age,
marital status, presence of children, education, job, and
work experience. In the second section, participants were
asked about the main reason for reporting to work during
the COVID-19 response. Options that participants could
select included: commitment to the community being
served, commitment to faith, commitment to workplace
and job, avoidance of penalties, and choice not to work in
such situations. These options assumed that the participant
was able to work. The third section included questions using
a 6-point Likert-type scale to determine their barriers to
work during COVID-19. Participants were asked to choose
from 1 (not at all obligated) to 6 (strongly obligated). The
questionnaire was pilot tested for readability and under-
standing of all terminologies by 10 participants and then
modified according to participants’ feedback. The final
version of the questionnaire was then approved by the expert
panel. The internal consistency using the Cronbach alpha
coefficient was 0.84 for the barrier to work items, indicating
good reliability. Google forms (Web application, Google)
were used to develop the online questionnaire and the
disseminated link.
SETTING

The survey took place in the country of Jordan. The major-
ity of the health care workforce in Jordanian hospitals are
nurses (44%) and physicians (25%).21 The majority of
nurses are females whereas the majority of physicians are
males.22 In the prehospital setting, emergency medical ser-
vice (EMS) providers number approximately 2000, with
males being the majority.23 During the time of data collec-
tion, the number of cases of COVID-19 increased incre-
mentally, as patients were in hospital isolation, and
exposed people were quarantined. On the last day of data
collection, there was a cumulative total of 425 cases and 7
deaths,18 and the health care system in the country was
592 JOURNAL OF EMERGENCY NURSING
not overwhelmed with patients with COVID-19
(Figure 1). However, there were reported cases of infection
among HCPs working at the 3 hospitals in Jordan that were
designated as primary inpatient centers for patients with
COVID-19. These hospitals were excluded from sampling.
The Raosoft online software (Raosoft, Inc., 2004) was used
to estimate the required sample size with a confidence level
of 95% and 5% margin of error. This requires 323 partici-
pants to carry out this study, given that the targeted HCPs
are about 2000.24
PARTICIPANTS

HCPs in Jordan were invited to voluntarily participant in
the study. Potential participants included physicians,
nurses, and allied health professionals (ie, laboratory and
radiology technicians). EMS providers encompassing emer-
gency medical technicians, intermediates, and paramedics
from the prehospital setting were also invited to be part of
the study.
DATA COLLECTION PROCESS

The online questionnaire link was shared with potential par-
ticipants over social media, mainly through closed What-
sApp groups of HCPs. Responses were collected from
April 1, 2020, to April 20, 2020. On April 10, 2020, the
questionnaire link was reshared with the groups as a
reminder for potential participants. No internet protocol
(IP) addresses were collected.
DATA ANALYSIS

The online data were exported into the Statistical Package
for the Social Sciences (SPSS), version 25, (Chicago, IL)
for analysis. Continuous variables were reported as means
and SDs, whereas categorical variables were reported as
frequencies and percentages. Missing data were excluded,
and valid percentages were used. The 6-point Likert-type
questions were dichotomized for simplicity and ease of
interpretation.25 To score the responses, the first 3 choices
were merged and labeled as “not obligated,” whereas the
last 3 choices were labeled as “obligated.” A chi-square
test for independence was used to assess relationships be-
tween demographics and potential barriers for duty to
work with a P value < .05 to determine statistical signifi-
cance. Bonferroni correction was used to adjust P value.
An adjusted standardized residuals test was performed to
identify between-group differences with 1.96 as a cut
point for significance.
VOLUME 48 � ISSUE 5 September 2022
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FIGURE 1

A: Total number of cases reported in Jordan, B: Total number of cases reported during the lockdown period.
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ETHICAL APPROVAL

This study was approved by the Institutional Review Board
at Jordan University of Science and Technology (204/
2020).
Results

DEMOGRAPHICS

Of the 306 questionnaires received online, 302 (98.6%)
were complete and eligible for further analyses. Table 1
shows that the majority of participants are males
(55.0%), married (69.8%), have children (65.3%),
have a bachelor’s degree or higher (74.8%), and work
September 2022 VOLUME 48 � ISSUE 5
as nurses (51.9%). Participants have a mean age of
34.3 (SD ¼ 8.1) years and a mean experience of
11.1 (SD ¼ 7.9) years.
MAIN REASONS FOR REPORTING TO WORK

Participants were asked about the main reasons they re-
ported to work during the COVID-19 pandemic. Table 2
demonstrates that 'commitment to the community being
served' was the main factor for reporting to work
(36.0%), whereas 'commitment to faith' was the second,
and 'commitment to the workplace and job' was the third
(29.7% and 26.7%, respectively). The least important
reason for reporting to work was 'avoiding a disciplinary
penalty,' which was represented by only 4.0% of
WWW.JENONLINE.ORG 593
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TABLE 1
Demographics of the study participants (N [ 302)

Variable n* %

Sex
Male 164 55.0
Female 134 45.0

Age
Mean (SD) 34.3 8.1
Median 33
25% and 75% quartile 28-40

Marital status
Single 78 26.2
Married 208 69.8
Others (not specified) 12 4.0

Have children
Yes 194 65.3
No 103 34.7

Education
High school 7 2.3
Diploma 68 22.8
Bachelors or higher 223 74.8

Job title
Physician 28 9.4
Nurse 154 51.9
EMS providers 51 17.2
Other allied (not specified) 64 21.5

Work experience
Mean (SD) 11.1 7.9
Median 10
25% and 75% quartile 4-17

EMS, emergency medical services.
* Missing participants were not included, and valid percentages were used.

INTERNATIONAL NURSING/Alwidyan et al
participants. Only 3.7% of participants indicated that they
'would not report to work under such conditions.' The
Table also demonstrates that commitment to the served com-
munity was selected most frequently for all types of jobs,
whereas avoiding penalty and not reporting to work were
selected most frequently by the other allied health group
(9.5% and 11.1%, respectively, x2 ¼ 28.68, P ¼ .004)
WORK OBLIGATION BARRIERS

Participants were asked about their perceived work obligation
during the COVID-19 crisis under certain conditions as po-
tential barriers for reporting to work. Table 3 demonstrates
594 JOURNAL OF EMERGENCY NURSING
the dichotomized responses to perceived work obligation un-
der such conditions. The lack of availability of appropriate
personal protective equipment (PPE) is the greatest barrier
for the obligation to report to work (62.6%), followed by
the lack of appropriate training (53.5%). While the lack of
vaccine or treatment for the COVID-19 infection was the
weakest barrier for the obligation to work, it was selected
by more than one-third (39.6%) of participants. In a situa-
tion where coworkers become infected with COVID-19,
just under half of the study sample (47.2%) perceived an
obligation to report to work. Similarly, if the participant
mistrusted information supplied by the employer, just under
half of the participants (47.3%) perceived a work obligation.
However, if there was a need to take care of a sick family
member, over half of the participants (52.3%) still perceived
an obligation to report to work.

Table 3 also shows the comparisons between partici-
pants’ perceived work obligation based on their sex differ-
ences. As shown in the Table, except for the lack of
appropriate COVID-19 training, male participants showed
significantly higher perceived work obligation than female
participants in all potential barriers including lack of appro-
priate PPE (males 47.6% and females 24.6%, x2¼ 16.59, P
< .001); presence of COVID-19 infection among co-
workers (males 54.6% and females 39.6%, x2 ¼ 6.67,
P ¼ .02); mistrust of information from employer (males
54.3% and females 40.2%, x2¼ 5.83, P¼ .03); lack of vac-
cine or effective treatment (males 67.3% and females
52.3%, x2 ¼ 6.86, P ¼ .02); and a need to take care of a
sick family member (males 59.5% and females 43.5%,
x2 ¼ 7.45, P ¼ .01).

Table 4 shows the relationships between participants’
perceived work obligation and their profession. Chi-square
test with an adjusted standardized residuals test was
performed to identify between-group differences. If some
coworkers become infected, nurses are more likely to
perceive an obligation to work, whereas other allied HCPs
are less likely to perceive an obligation to work (physician
51.9%, nurses 54.5%, EMS providers 39.2%, and others
32.8%, x2 ¼ 10.18, P ¼ .03). In addition, if there is a
lack of an effective vaccine or treatment for COVID-19,
nurses are more likely to perceive an obligation to work,
whereas other allied HCPs are less likely to perceive an obli-
gation to work (physician 57.1%, nurses 71.7%, EMS pro-
viders 56.0%, and others 38.1%, x2¼ 21.76, P< .001). In
the case of a lack of appropriate training on COVID-19,
nurses are more likely to perceive an obligation to work,
whereas EMS providers are less likely to perceive an obliga-
tion to work (physician 42.9%, nurses 55.6%, EMS pro-
viders 30.0%, and others 39.7%, x2 ¼ 11.83, P ¼ .005).
There was no significant relationship between job type
VOLUME 48 � ISSUE 5 September 2022



TABLE 2
Participant responses regarding main reason for coming to work

Participant response All groups Physician Nurse EMS provider Other allied

n %* n % n % n % n %

Commitment to served community 106 36.0 14 50.0 56 36.4 16 31.4 21 33.3
Commitment to faith 89 29.7 7 25.0 54 35.1 15 29.4 12 19.0
Commitment to workplace and job 80 26.7 6 21.4 40 26.0 16 31.4 17 27.0
Avoid penalty 12 4.0 1 3.6 3 1.9 2 3.9 6 9.5
Will not report to work in such situations 11 3.7 0 0.0 1 0.6 2 3.9 7 11.1

EMS, emergency medical services.
* Missing participants were not included, and valid percentages were used.

Alwidyan et al/INTERNATIONAL NURSING
and other potential barriers, including lack of appropriate
PPE, mistrusting information from the employer, and the
need to take care of a sick family member. We found no
TABLE 3
Participants’ responses for work obligation variables with comp

Potential barrier Total Ma

n %* n

Lack of appropriate PPE
Not obligated 189 62.6 86
Obligated 113 37.4 78

Some coworkers became infected with
COVID-19

Not obligated 159 52.8 74
Obligated 142 47.2 89

Mistrust information coming from the
employer

Not obligated 158 52.7 75
Obligated 142 47.3 89

Did not receive appropriate training for
COVID-19

Not obligated 160 53.5 77
Obligated 139 46.5 86

No vaccine or effective treatment for COVID-
19

Not obligated 118 39.6 53
Obligated 180 60.4 109

Need to take care of a sick family member
Not obligated 142 47.7 66
Obligated 156 52.3 97

PPE, personal protective equipment.
* Missing participants were not included, and valid percentages were used.
� Chi-square test was used with Bonferroni correction to adjust P- value.

September 2022 VOLUME 48 � ISSUE 5
significant relationship between perceived work obligation
and marital status or between perceived work obligation
and having children.
arison by male versus female sex

le Female Chi-square df Adjusted
P value�% n %

52.4 101 75.4 16.59 1 < .001
47.6 33 24.6

45.4 81 60.4 6.67 1 .02
54.6 53 39.6

45.7 79 59.8 5.83 1 .03
54.3 53 40.2

47.2 79 59.8 4.65 1 .06
52.8 53 40.2

32.7 63 47.7 6.86 1 .02
67.3 69 52.3

40.5 74 56.5 7.45 1 .01
59.5 57 43.5
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TABLE 4
Participants’ responses to work obligation variables with type of job comparison

Potential barrier Physician Nurse EMS provider Other allied Chi-square df Adjusted
P value�n %* n % n % n %

Lack of appropriate PPE
Not obligated 18 64.3 91 59.1 36 70.6 41 64.1 2.29 3 .76
Obligated 10 35.7 63 40.9 15 29.4 23 35.9

Some coworkers became infected with
COVID-19

Not obligated 13 48.1 70 45.5 31 60.8 43 67.2 10.18 3 .03
Obligated 14 51.9 84 54.5 20 39.2 21 32.8

Mistrust information coming from
employer

Not obligated 14 50.0 70 45.8 32 62.7 39 61.9 7.24 3 .06
Obligated 14 50.0 83 54.2 19 37.3 24 38.1

Did not receive appropriate training for
COVID-19

Not obligated 16 57.1 68 44.4 35 70.0 38 60.3 11.83 3 .005
Obligated 12 42.9 85 55.6 15 30.0 25 39.7

No vaccine or effective treatment for
COVID-19

Not obligated 12 42.9 43 28.3 22 44.0 39 61.9 21.76 3 < .001
Obligated 16 57.1 109 71.7 28 56.0 24 38.1

Need to take care of a sick family member
Not obligated 14 50.0 67 44.1 23 46.0 35 55.6 2.46 3 .57
Obligated 14 50.0 85 55.9 27 54.0 28 44.4

EMS, emergency medical services; PPE, personal protective equipment.
* Missing participants were not included, and valid percentages were used.
� Chi-square test was used with Bonferroni correction to adjust P- value.
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Discussion

Our study findings show that commitment to the served
community was the main reason for reporting to work in
the early phase of the COVID-19 pandemic in Jordan.
The study also indicated that the lack of availability of
appropriate PPE and the lack of appropriate training were
the greatest barriers to the perceived obligation to report
to work, whereas lack of vaccine or treatment for
COVID-19 was found to be the weakest barrier. Males
perceived higher work obligation than females, and nurses
perceived a higher work obligation than other HCPs.

We found that commitment to the served community
was the major stimulus for all types of HCPs to report to
work despite the increased risk. To explain this, there is a
need to put the findings in context. During the data collec-
tion period, the media was very active in highlighting the
crucial role of the frontline HCPs in serving the community
596 JOURNAL OF EMERGENCY NURSING
and saving lives in the pandemic. This was clear when the
country was on strict lockdown and under curfew except
for those HCPs who could move freely through check-
points with high respect. These situations may have helped
make the commitment to serve the community the optimal
reason for coming to work. In addition, the finding that
those who were not willing to report to work or would
report only to avoid penalties were mainly among the other
allied health group of professionals, is in congruence with
the previous studies indicating that physicians and nurses
have a higher willingness to work than others.26,27 It should
be noted here that HCPs in Jordanian hospitals are full-
time workers. Those who do not report to work as sched-
uled are subject to some form of penalty. In the prehospital
setting, EMS providers work in a quasi-military system (un-
der the umbrella of the Civil Defense) and may therefore be
subject to more severe forms of penalty in cases of work
absenteeism.
VOLUME 48 � ISSUE 5 September 2022
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The findings of our study also showed a high willingness
of HCPs to work during the COVID-19 pandemic, which is
in congruence with the recent studies in this field.26,28,29

Willingness of HCPs to work during influenza pandemics
was examined in previous studies, and results were varied.
A systematic review found that willingness to work during
influenza pandemics ranged from 23.1% to 95.8%, depend-
ing on the context and scenario of the study.27 The review
also found that being male, a physician, or a nurse was asso-
ciated with willingness to work. Recent studies on the
COVID-19 pandemic found varied results as well. For
instance, a recent study in Jordan found that while 96.4%
of participants (physicians, nurses, and EMS providers)
were willing to report to work during the pandemic, fewer
than two-thirds (64.7%) were willing to provide direct care
to patients with COVID-19.28 Other studies found that
the willingness of HCPs was 77.1% in China,30 69% in
Bangladesh,29 and 75% in Palestine.26 Being male, working
in the emergency department, having received appropriate
training, and having low work-related stress levels and long
experience were associated with willingness to work,26,28,29

whereas concern for family and lack of safety measures
were the major barriers to willingness to work.28,29
BARRIERS TOWARD PERCEIVED WORK OBLIGATION

The findings of our study highlight the importance of
exploring and managing the main barriers that may influ-
ence the decision of HCPs to report for duty during pan-
demics. In this study, while the overwhelming majority of
participants indicated a willingness to work during
COVID-19, only about half of them perceived an obliga-
tion to report to work in the presence of any of the afore-
mentioned barriers. Previous studies indicated that
emergency responders face difficulties in balancing their
safety and duty to work during disasters and public health
emergencies, which could result in a significant shortage
of HCPs.10,31 Previous studies also indicated that the
perception of duty to work has a major influence on report-
ing for duty.1,32

PPE are of prime importance to keep HCPs safe from
contracting infections. During disease outbreaks, there
might be a need for additional PPE and training to protect
workers. In the United Kingdom, during the heat of the
COVID-19 response in March 2020, HCPs threatened to
quit their work if they were not provided with appropriate
PPE, as they felt that working without enough PPE would
have exposed them to unacceptable risks.20 In addition, for
the COVID-19 response, McConnell9 indicated that in the
case of a PPE shortage, the risk of infection increases, and
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the chance of fatal infection reaches approximately 1/200.
In such a case, the author believes that HCPs are not obli-
gated to work.9 Our findings are in congruence with these
previous studies. That is, lack of proper PPE was found to
be the major barrier to perceived work obligation, as about
two-thirds of participants indicated that they did not feel
obligated to report to work during the COVID-19
pandemic if there was a lack of PPE.

Our study indicated that in the case of inappropriate
training, more than half of the participants perceived no
obligation to work, making it the second major barrier to
working during the COVID-19 response. Our findings
were in congruence with previous studies, as knowledge
and training on infectious diseases and infection control
practices are among the most important contributing factors
to motivating HCPs and enhancing their intention to work
during public health emergencies.24,32-35 A study by
Weingarten et al36 found that HCPs and families of infected
patients were at the highest risk of infection with COVID-
19. In the middle of the COVID-19 response, a study in
China found that 64.6% of participants received specific
COVID-19 training at hospitals.30 The study also showed
that 77.1% of participants were willing to provide care for
patients with COVID-19 infection.

Although vaccine availability is important in protecting
responders, prompt availability of vaccination in the early
stages of disease outbreaks is unlikely because of the long
process of its development and distribution. However,
research studies have indicated that vaccine availability
might influence the decision on reporting to work.23,37

For instance, a study found that lack of effective PPE, along
with the absence of self and family vaccination, were re-
ported to dramatically decrease willingness to report for
duty from 91% to 4%.37 In our study, however, the avail-
ability of effective vaccines and treatments was least indi-
cated by participants as a barrier for duty to treat. Their
response can be explained by the observation that HCPs,
in general, acknowledge that the development of a vaccine
may require many months before it becomes available to re-
sponders, and that with proper PPE, they can be safe. In
addition, the COVID-19 cases were under control during
the period of data collection, which could have made
HCPs less concerned about not being vaccinated.
SEX DIFFERENCES

Our study indicates that male participants perceive higher
work obligation than female participants in the presence
of all potential barriers. This might be due to the stereotypes
concerning the role expectations of males and females in the
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society of Jordan. In Jordan, females are generally assumed
to be the primary caretakers of dependents in the house-
holds.38 This unequally socially imposed role indicates
that the exposure of female HCPs to the COVID-19 infec-
tion in the workplace could put their dependent family
members at higher risk, which might be the main factor
for their lower perception of work obligation compared
with the males. In addition, a recent report on discrimina-
tion in Jordan found that women are still being viewed as
mothers and wives, which may undermine their social sta-
tus, economic status, and profession.38 Our study findings
are also in congruence with previous studies indicating
that the male sex is a factor associated with willingness to
work.27,32,39,40
OCCUPATIONAL DIFFERENCES

There are occupational differences in perceptions of work-
ing during pandemics. According Malm et al41 and
McConnell,9 the benefits one gains from their job,
including social prestige, determine the level of duty to
work. That is, HCPs such as physicians and nurses experi-
ence a stronger sense of duty to treat patients than social
care workers owing to the greater benefits they acquire
from the job.9 Although all HCPs are needed to keep
health agencies functioning during normal times, some
jobs are needed more than others during public health
emergencies. For instance, nurses are most essential during
pandemics, and they are at the highest risk of contracting
infection due to frequent and long duration of contact with
patients.41 While historical social and power dynamics
have granted nurses fewer benefits and social prestige
compared with physicians, our study found that nurses
perceive higher work obligation than other HCPs,
including physicians, in situations where they lack appro-
priate training, lack effective vaccine or treatment, or there
is a reported infection among coworkers. Previous studies
showed that physicians and nurses have a higher willing-
ness to work than others,26,27 with physicians being the
most likely to be willing to work.27 Furthermore, after
the Fukushima nuclear disaster in Japan in 2011, a study
found that only 47% of HCPs reported to work in their
hospitals (within the impacted zone).42 Second to the
clerks (38% reported to work), only 48% of nurses re-
ported to work. This fact was explained by suggesting
that clerks and nurses were mostly women who had evac-
uated from the impacted area due to the concern of radia-
tion exposure to their children. In our study, lower
concerns about the impact to children from COVID-19
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infection may explain the higher perceived work obligation
among nurses than others.
EFFECT OF HAVING CHILDREN

The current study found no significant effect of having chil-
dren on the perceived work obligation, which contradicts
the findings of previous studies.42,43 The reason for the dif-
ference in our findings from other studies is unclear. A
possible explanation is that early in the COVID-19
outbreak, children were the least affected group from
COVID-19 infection. However, our study indicated that
almost half of the participants perceived no obligation to
report to work if they needed to take care of a sick family
member (not necessarily children). This supports the find-
ings of a previous study indicating that 28% of HCPs agree
that it is professionally acceptable to abstain from work to
protect the family during pandemics.44 With regard to the
COVID-19 response, McConnell9 indicated that it is
morally permissible for HCPs to abstain from work when
the risk and burden to self and family outweigh the duty
to treat. This is the case in COVID-19, as the elderly are
at a much higher risk of death from COVID-19 infection
than the young.9 During pandemics, first responders are
more concerned that they could transfer the contagious dis-
ease to their family members.43 During the SARS outbreak,
for instance, many HCPs contracted the disease from their
work, and some of them transmitted the infection to their
family members.2 It was found that 21% of victims of the
SARS outbreak were HCPs.45 The feeling of uncertainty
and the concern for family safety are reported to be the
main sources of role conflict during disasters.46 Another po-
tential reason for the conflicting findings from our study,
compared with previous studies, was that we did not mea-
sure whether the participant was the primary caretaker for
their children; we only measured whether they had children.
RWA FRAMEWORK

This study assessed the perceived duty to work within the
context of the RWA framework. In assessing the readiness
domain, the readiness should be assessed at the individual,
agency, and system levels. That is, at the agency or system
levels, readiness includes “staff, structure, and stuff.” This
means that the presence of barriers (in staff, structure, or
stuff) for reporting for duty may influence the readiness
domain of the framework.16 In our study, the lack of appro-
priate PPE (stuff) was the greatest barrier to the perceived
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obligation to report to work. For the willingness domain, the
willingness of an individual to respond appropriately is influ-
enced by many factors. For instance, training experiences can
provide confidence in the ability to respond, which in turn
affects willingness to respond. Other factors may also influ-
ence the willingness to respond such as risk perception, trust
relationships, and political imperatives.16 Our study found
that the lack of appropriate training and mistrust with the
employer were among the major barriers for perceived work
obligation. For the ability domain, which is the actual ability
of an individual to perform a task, included are knowledge,
competencies, and proficiencies that come from education,
training, and preparatory experiences.16 Our study found
that lack of appropriate training influences the perceived
duty to work, indicating that proper training can improve
both the ability and willingness to respond. In addition, pre-
vious studies found that HCPs trained on disaster situations
are more likely to perform better during actual disasters.15

Therefore, it is plausible that applyingRWAconstructs would
improve the likelihood of coordinated, comprehensive, and
competent responses to public health emergencies. Future
study is needed to test this framework.
Limitations

The inherent nature of cross-sectional designs and the type
of questions may have influenced the way participants
answered the questions. Participants were enrolled mainly
through closed WhatsApp groups of health care profes-
sionals, the most widely used social media tool in Jordan.
Owing to the nature of the online survey, those who were
not using these social media tools or were unavailable during
the data collection period may not have had the chance to
participate, which could limit the representativeness of the
sample. We also could not exclude the possibility of
response bias as the sample did not reflect the exact popula-
tion demographics, given that more EMS providers and less
physicians were represented in the study sample. In addi-
tion, the period of data collection occurred in an early phase
of the pandemic, during lockdown, and with a relatively low
number of COVID-19 cases in Jordan. Had the study been
conducted in a later phase of the pandemic with more pop-
ulation deaths among coworkers and their families, the
study may have produced different results. Finally, limits
to generalizability include nonsystematic sampling and rela-
tively small sample size. Health care specialty was not
measured, nor were the age(s) of children and primary care-
taker status of the participant.
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Implications for Emergency Nurses

Individual clinicians and health care agencies in Jordan
should be proactive in their disaster preparedness for
infectious disease surges. Each organization and trained
professional must assess factors to ensure they are ready,
able, and willing to provide care for patients in pandemic
surge conditions. These preparedness activities may include,
but are not limited to, providing training, proper PPE,
vaccinations, incentives, physiological and psychological
support for staff and their families, and keeping them
informed about the pandemic progress.

This study assessed the perceived work obligation of
HCPs within the context of the RWA framework. Although
the perceived work obligation can be influenced by the
'ready,' 'willing', and 'able' domains, this study focused
mainly on the 'willing' domain at the individual level.
Future studies may use the RWA constructs as a framework
to assess the preparedness of the health care system of Jordan
for quality response to future disasters taking into consider-
ation the 'ready', 'willing', and 'able' domains at system and
organizational levels.

There is a plethora of resources that can be used for
disaster preparedness at individual and organizational
levels.47-49 For instance, the World Health Organization
developed a strategic framework for emergency
preparedness identifying the principles and elements
applied in developing effective emergency preparedness at
all levels.47 In addition, the US Department of Health
andHuman Services developed the Kaiser Permanente Haz-
ard Vulnerability Analysis as a tool that can be used by
health care facilities to analyze hazards using a systematic
approach.50 At the individual and household levels, the So-
ciety for Academic Emergency Medicine and Ready.gov
provide disaster preparedness plans and toolkits.48,49 At
the local level, the health care system in Jordan is ill-
prepared for disaster response and lacks the necessary re-
sources to support professional and organizational readi-
ness.51 However, health officials and decision-makers can
adapt such resources within the context of Jordan to
enhance the response preparedness of the country at the
household, professional, and organizational levels.

Conclusions

During the COVID-19 pandemic, it was clear that the need
for HCPs was never greater. This study assessed the
perceived work obligation of HCPs within the context of
the RWA framework. While the majority of HCPs were
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willing to report to work during pandemics in our study,
many barriers can significantly influence the perceived obli-
gation to report to work. The lack of PPE, along with the
lack of appropriate training, were the major perceived bar-
riers. Males and nurses perceived more obligation to work
than females and other HCPs, respectively. There is an ur-
gent need to provide training, proper PPE, vaccinations, in-
centives, and physiological and psychological support for
staff and their families to motivate HCPs to report to
work during pandemics. Relying on the HCPs’ sense of
commitment to work may not be the best strategy to main-
tain staffing; other practical state, organizational, and indi-
vidual preparedness interventions are recommended.
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Supplementary Appendix

Questionnaire
Dear health care providers,
We are hoping for your valued participation in our

research by completing this survey entitled: Duty to Work
during the COVID-19 Pandemic: Perceptions ofHealth-
care Providers in Jordan. Your feedback is important. This
survey designed to assess the perceivedwork obligation of the
healthcare providers in Jordan during the COVID-19
pandemic, and the factors that may influence their percep-
tion. The survey should take less than 5minutes to complete.

Your participation is strictly voluntary, and responses
will be kept anonymous. You may withdraw your participa-
tion at any time. All information collected from this survey
will be used for research purposes only and will be kept
confidential.

If you have any questions about the research, please
contact the principal investigator, Dr. XXXXXXXXX via
email at XXXXXXXXXXXXX, or by phone at
XXXXXXXXX.

Demographic information

Sex

Male

Female

Age

__________

Marital status

Single

Married

Others

Have children

Yes

No

Education

High school

Diploma
September 2022 VOLUME 48 � ISSUE 5
Bachelors or Higher

Job Title

Physician

Nurse

EMS providers

Other Allied (not specified)

Work Experience ___________year.

Reason for coming to work
The main reason for coming to work during the

COVID-19 response

B Commitment to the community being served
B Commitment to faith
B Commitment to workplace and job
B Avoiding penalties
B Will not come to work in such situations.

Obligation to come to work
Based on the previous scenario, please rate your obliga-

tion to come to work from 1 to 5, with 1¼Not obligated
and 5¼Obligated:

1. There is a lack of the availability of the appropriate
PPE.

1 2 3 4
2. I mistrust the information coming from my
employer regarding the progress of the disease
outbreak.

1 2 3 4
3. I did not receive appropriate training specific to
COVID-19.

1 2 3 4
4. There is no vaccine or effective treatment for
COVID-19.

1 2 3 4
5. I need to take care of a sick family member.

1 2 3 4
6. Some co-workers got infected with COVID-19.

1 2 3 4
Thank you for participating. You may now return the
completed survey to the research assistant.
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