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Abstract

identify the influencing factors.

Background Despite the increased demand for nurses worldwide, discussion of nurses’duty to care is lacking.
This study aimed to examine nurses duty to care during the coronavirus disease 2019 (COVID-19) pandemic and to

Methods This was a cross-sectional descriptive research study that used a structured online questionnaire.
Registered Korean nurses answered a demographic questionnaire and the Nash Duty to Care Scale.

Results Age and employment at tertiary hospitals increased nurses'duty to care. Male sex, a highly educated status,
and employment at tertiary hospitals increased the perceived risk. Male sex and employment at tertiary or general
hospitals increased confidence in the employer, while a high level of education and a longer total clinical career
decreased the same. Age and a higher monthly wage increased perceived obligation. Age, lack of religious beliefs,
and clinical experience of 3—-7 years increased professional preparedness.

Conclusion Without enough nursing manpower, the disaster response system could prove to be inefficient.
Considering that adequate nurse staffing is essential in disaster management, it is crucial to ensure that nurses have a
will to provide care in the case of disaster. In the future, a more active discussion on nurses’'duty to care and additional
research on factors that may hinder and facilitate the same are needed.
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Background

The coronavirus disease 2019 (COVID-19) pandemic has
highlighted an ethical issue concerning healthcare work-
ers. Between February 12, 2020, and April 9, 2020, 19% of
315,531 confirmed COVID-19 cases were among health-
care workers [1]. A study in the UK and the US reported
that the positive rate of COVID-19 frontline workers
increased 12 times compared with that in the general
community [2].
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Frontline healthcare workers at the forefront of disas-
ter situations take various risks in a highly strained envi-
ronment to provide care to patients [3]. Due to its global
shortage from the early stages of COVID-19, inadequate
reuse of personal protective equipment (PPE) still poses
a threat of infection among healthcare workers and to
the stability of the healthcare system [4—6]. Moreover,
healthcare workers are suffering from constant psy-
chological stress and severe burnout due to the rapidly
increasing workload, fatigue and fear from co-workers’
COVID-19 infections, and concerns about loved ones
getting infected [7, 8]. Healthcare workers are often stig-
matized as a source of infection by the community, ostra-
cized, or even attacked [9, 10]. These various difficulties
decrease the will to work among medical personnel [11]
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and increase their intention to leave their organizations
[12]. This suggests that medical personnel are faced
with various ethical conflicts during disasters, and social
attention is needed for them.

The concept of duty to care encompasses ethical
aspects of providing care to patients even in situations
where healthcare providers might be at risk themselves
[13]. In the past, a social contract model was used to
define duty to care [14]. This implied that healthcare
workers take a certain degree of personal risk because
they may have certain privileges (such as financial
rewards or the respect of society) in return for their roles.
However, this view raises the ethical issue of how much
healthcare workers must make sacrifices to provide care.
Sokol emphasized the necessity of discussing the limits of
duty to care and argued that it cannot be enforced in situ-
ations beyond the limits drawn through social consensus
[15]. In modern times, the limits of the duty to care have
been discussed [16—18].

Nurses are the largest expert group of healthcare work-
ers [19]. As a front-line group, they should respond
to disaster victims who need medical services [20].
Although the demand for nursing care in disaster situa-
tions has also grown due to the swell of disasters world-
wide, there is a lack of discussion on nurses’ duty to care
in disasters to date.

Previous research has focused on the construct of “duty
to treat, which encompasses all medical, healthcare,
and first-aid workers. Moreover, studies on duty to treat
confirmed medical personnel’s’ “willingness to work” by
focusing on the availability of the medical system rather
than on duty to treat itself. Most research on nurses’
duty to care has been limited to confirming the concept
through literature reviews or examining the perceptions
of medical personnel who provide nursing and medical
care in disaster situations through qualitative research.

Therefore, this study aims to bridge this gap by quanti-
tatively analyzing the level of clinical nurses’ duty to care
during the COVID-19 crisis using the Nash Duty to Care
Scale (NDCS) and to identify the factors influencing the
same.

Objective

The aims of the present study were to identify the fol-
lowing with regard to nurses’ duty to care during the
COVID-19 pandemic: (a) the extent of the overall and
four subscales of duty to care and (b) the differences in
and influence of nurses’ demographic characteristics on
duty to care.
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Methods
Design
This cross-sectional descriptive research study was

conducted in 2021 and was reported according to the
STROBE checklist.

Research participants and data collection

Convenience sampling was used to recruit participants.
Participants were registered Korean nurses currently
working at a clinical nursing practice. Those who had
resigned, took a leave of absence, or did not work in clini-
cal nursing were excluded. In this study, due to the lack
of previous studies, the effect size was set according to a
rule of thumb and Cohen’s comment, and the power was
set according to Spurlock’s recommendation [21, 22].
Using the G-power version 3.1.9.7 program and apply-
ing ANOVA with significance level (a) of 0.05, a power
(1-B) of 0.95, and an effect size (r) of 0.25, [21, 22] the
sample size was anticipated to be at least 280. Although
measuring slightly different concepts, we considered a
dropout rate of 20% with reference to similar studies [23];
therefore, 336 participants were targeted. After receiving
approval from the Institutional Review Board of Chung-
Ang University (1041078-202103-HRBM-080-01), an
online survey was conducted from May 11, 2021, to May
16, 2021. Participants were recruited using the conve-
nience sampling method; a link was posted in a banner
advertisement on Nursescape (https://www.nurscape.
net), which has a subscriber count of more than 330,000
Korean nurses. The purpose and method of the study
were described in detail before the survey. Only those
who voluntarily agreed to participate in the study com-
pleted the self-report questionnaire. A total of 336 nurses
were recruited during the survey period. In the case of
any omission of response, the questionnaire was dis-
carded. After excluding 16 questionnaires with missing
data, data from 320 nurses were analyzed.

Data analysis

The collected data were analyzed using SPSS Statistics
25.0. The demographic characteristics of the participants
were analyzed using descriptive statistics such as fre-
quencies, percentages, means, and standard deviations.
The nurses’ duty to care was analyzed using descriptive
statistics such as means, standard deviations, and maxi-
mum and minimum values. Nurses’ duty to care accord-
ing to demographic characteristics was analyzed by an
independent t-test and one-way ANOVA, followed by a
post hoc Duncan test. Stepwise multiple regression anal-
ysis was used to identify factors affecting nurses’ duty to
care.
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Instruments
Nurses’ duty to care was measured using the NDCS [24].
The NDCS [24] includes 19 items across four subscales:
perceived risk (seven items, Cronbach’s a of 0.91), con-
fidence in employer (three items, Cronbach’s a of 0.81),
perceived obligation (five items, Cronbach’s a of 0.83),
and professional preparedness (four items, Cronbach’s
a of 0.85). Participants responded on a five-point Likert
scale (1=strongly disagree; 5=strongly agree). Nega-
tively written items were calculated by converting them
into inverse scores. The possible scores ranged from 19
to 95, with higher scores indicating higher willingness
to respond in a disaster situation. Two nursing profes-
sors, one English professor, and two nurses, including
researchers who are bilingual speakers fluent in Korean
and English, translated the NDCS [24] into Korean and
revised it. The original developer of the NDCS ensured
that the translated scale retained its original meaning.
Several parts of the translated version were modified
based on the developer’s direction. The final version of
this scale was used in this study after approval.
Participants responded to questions regarding sociode-
mographic characteristics such as age, sex, education,
marital status, religion, total clinical career, job posi-
tion, work unit, monthly wage, and type of hospital
(size of hospital, type of department, severity of patients
treated). These demographic characteristics were based
on previous studies [25—27]. The total clinical career was
classified into four stages based on the revised and sup-
plemented Benner’s [28] model [29].

Results

Participants were registered nurses from Korea with an
average age of 31.87 years. Most participants were female,
unmarried, bachelor’s degree holders, staff nurses, and
not religious (Table 1).

Level of nurses’ duty to care during the COVID-19
pandemic

The nurses’ average score for duty to care was 62.15. The
average scores on the subscales of perceived risk, confi-
dence in employer, perceived obligation, and profession
preparedness were 24.13, 8.62, 18.12 and 11.29, respec-
tively. (Table 2)

Differences in nurses’ duty to care by demographic
characteristics

The results of the t-test and ANOVA indicated that the
perceived risk was higher among nurses with a master’s
degree or higher (F=3.175) than among those who held a
bachelor’s degree (F=0.043). Confidence in the employer
was significantly higher among nurses with less than one
year of experience than among those with 1-7 years of
experience (F=6.093, p<0.001). It was also significantly
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higher among nurses who worked at a tertiary general
hospital than among those who worked at a general hos-
pital or other hospitals (F=9.595, p<0.001; Table 1).

Perceived obligation showed significant differences
based on education, total clinical career, job position,
and monthly wage. Nurses with a master’s degree or
higher demonstrated significantly higher scores on the
confidence in employer dimension than those with an
associate’s or bachelor’s degree (F=4.258, p=0.015). Par-
ticipants with seven or more years of experience had sig-
nificantly higher scores than those with less than one year
of experience (F=3.486, p=0.016). In addition, nurses
with a job position as head nurses or above (F=7.797,
p=0.02) had higher scores than staff nurses (F=7.797,
p=0.02; Table 1).

Professional preparedness showed significant differ-
ences based on total clinical career, job position, work
unit, and type of hospital. Nurses with less than one year
of experience reported lower professional prepared-
ness than those with 3-7 years and seven or more years
of experience (F=9.07, p<0.001). Nurses working in
the internal medicine unit reported higher professional
preparedness than those working in the general surgery
unit (F=5.372, p=0.001). Those working at tertiary hos-
pitals reported lower professional preparedness than
those working in general hospitals and other hospitals
(F=8.200, p<0.001). In the group of nurses with monthly
wages of 3 million won or more, the total score for
duty to care was significantly higher than that of nurses
with montly wages of less than 3 million won (t=2.477,
p=0.014; Table 1).

Multiple regression analysis showing factors influencing
nurses’ duty to care

To verify the factors affecting duty to care, a stepwise
multiple regression analysis was performed by input-
ting demographic characteristics as independent vari-
ables. Duty to care (F=3.514, p=0.002) and its subscales
revealed suitable regression models. There was no auto-
correlation between each independent variable. As a
result of examining the multicollinearity between the
independent variables and the variance inflation factor
(VIF), the values for all variables ranged from a minimum
value of 1.005 to a maximum value of 1.738 to less than
10, indicating that there was no problem with multicol-
linearity between the variables.

Factors influencing perceived risk were being male
(B=0.117, p=0.035), holding a master’s degree or higher
(B=0.155, p=0.04), and working at a tertiary hospi-
tal (B=0.151, p=0.039). Factors affecting confidence in
the employer were older age (f=0.315, p<0.001), edu-
cation status of a master’s degree or higher ($=0.159,
p=0.040), 1-3 years of work experience ($=0.289,
p=0.006), 3-7 years of work experience (=0.367,
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Table 2 Level of nurses'duty to care (N=320)

Variables Min Max M=SD Mean+SD
by item
Total Score 30.00 89.00 62.15+871 320047
Perceived risk 1200 3500 24.13+4.19 345+0.60
Confidence in employer 300 1500 862+273 2874091
Perceived obligation 800 2500 18124328 367+067
Professional preparedness 400 2000 1129+358 282+0.90

p<0.001), seven or more years of work experience
(B=0.255, p=0.008), employment at a tertiary hospital
(B=0.166, p=0.014), and employment at a general hos-
pital (f=0.351, p<0.001). Factors affecting perceived
obligation were older age (p=0.127, p=0.024) and
monthly wage of three million won or more ($=0.151,
p=0.007). Factors influencing professional prepared-
ness were older age ($=0.231, p<0.001), lack of religious
beliefs (3=0.126, p=0.011), 3-7 years of work experi-
ence ($=0.209, p=0.004), employment as a charge nurse
(B=0.155, p=0.008), employment in the general surgery
unit ($=0.194, p=0.005), employment in other units
(B=0.160, p=0.022), and employment at a tertiary hos-
pital (f=0.161, p=0.037). Overall, the factor that influ-
enced duty to care the most was older age ($=0.235,
p<0.001; Table 3).

In this study, the overall reliability of the tool was good,
as indicated by Cronbach’s a of 0.78. A similar pattern
was observed for the reliability of the subscales, with
Cronbach’s a values of 0.73, 0.67, 0.71, and 0.88 for per-
ceived risk, confidence in employer, perceived obgliga-
tion, and professional preparedness, respectively.

Discussion

This study examines Korean nurses’ duty to care dur-
ing the COVID-19 pandemic, the extent of the overall
and four subscales of duty to care, and the influence of
demographic characteristics on duty to care. Participants
reported an average duty to care score of 62.15, which
is lower than that of a study that measured duty to care
among Taiwanese and US nurses [30]. In particular, the
nurses’ scores on the subscales of confidence in employer,
perceived obligation, and professional preparedness
were lower than those of nurses in Taiwan and the US
(Table 2). This may be because nurses in this study were
working, directly or indirectly, for a prolonged period
of the COVID-19 pandemic. At the beginning of the
pandemic, the dedication displayed by nurses in Korea
was lauded as a “heroic act” However, adequate sup-
port was not provided, leading to most nurses working
without education and training in disaster nursing [31].
Therefore, dissatisfaction with insufficient support and
resources may have lowered Korean nurses’ duty to care.
Duty to care increased with older age. This is consistent
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with the literature demonstrating that older nurses had
increased willing to work in disaster situations [32].
Perceived risk measures the willingness to go to work in
disaster situations despite being aware of the risk related
to a disaster. Male nurses showed higher perceived risk
than feamle nurses, which is consistent with the find-
ings of previous studies [11, 33]; however, it is difficult to
generalize this finding. Our study only included 13 male
participants; thus, personal backgrounds such as having
children or joining the military may have impacted the
results. Perceived risk among nurses working in tertiary
hospitals was higher than that among those working in
other hospitals. Small- and medium-sized hospitals in
Korea usually have much lower wages, poorer welfare,
more chronic shortages of nurses, and more additional
tasks such as guidance and supervision of non-profes-
sionals than tertiary hospitals [34]. Given that sufficient
resources increase employers’ sense of calling [35, 36,
37], nurses in relatively affluent tertiary hospitals may be
more inclined to take risks when disaster strikes.
Confidence in the employer measures the degree of
trust in an organization with disaster response capabili-
ties. Nurses’ confidence in the employer increased with
age and with employment at tertiary hospital and showed
a tendency to gradually decrease as their levels of edu-
cation and experience increased. As nurses’ careers and
educational backgrounds flourish, their expectations
about their working environments and organizations
grow. However, most work environments in hospitals
are chronically under-supported, and these gaps can lead
to dissatisfaction with the organization [34]. As support
from an organization is associated with trust [35], dissat-
isfaction with the working environment and organization
may lower confidence in the employer. In particular, a
work experience level of 3—7 years had the greatest effect
on confidence in employers. Nurses with 3-7 years of
work experience are proficient in nursing practice, grow
into professionals, and play the role of a preceptor to nov-
ice nurses [29]. Therefore, to improve duty to care among
nurses, it is necessary to increase confidence in employ-
ers for competent nurses and to develop customized con-
fidence in employer promotion programs by career.
Perceived obligation measures the willingness to go to
work due to ethical and legal obligations, even in times
of disaster. Perceived obligation increased as age and
monthly wage increased. Perceived obligation is a con-
cept similar to sense of calling [38], and sufficient com-
pensation for work can increase job satisfaction and
sense of calling [39-41]. Although there are many types
of compensation, it seems that more detailed research on
financial compensation and nurses’ perceived obligation
is needed.
Professional preparedness measures the degree
to which a person thinks that they have the ability,
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knowledge, and capacity to provide appropriate medical
services in the event of a disaster. Professional prepared-
ness tended to increase with age and work experience of
three to seven years. These results are partially consis-
tent with those of a previous study which state that with
increased age and experience, various clinical careers
can be built, which can have a positive effect on disaster
nursing competency [42]. Nurses working in the general
surgery unit and other units showed lower professional
preparedness than those working in the internal medi-
cine unit. Since COVID-19 is fundamentally a respiratory
disease [43], nurses working in internal medicine units
who are more familiar with respiratory diseases may feel
a relatively high level of professional preparedness. In
addition, charge nurses reported a higher level of pro-
fessional preparedness. Charge nurses are practitioners
in the intermediate stage between head and staff nurses
and are involved in the work of both nursing practice
and nursing management [42]. In the context of COVID-
19, where manpower and resources were scarce, charge
nurses may have been given more empowerment and
autonomy than ever before. Since various studies have
reported the contribution of empowerment and auton-
omy to individual competency and job performance
[44-47], it is possible that the increased empowerment
and autonomy of charge nurses may have resulted in
increased professional preparedness.

Overall, the subdomains of duty to care, confidence
in employer (Adjusted R*=0.112) and professional pre-
paredness (Adjusted R?=0.145) were relatively well
explained by sociodemographic factors. However, per-
ceived risk (Adjusted R*=0.030) and perceived obligation
(Adjusted R*=0.040) were relatively difficult to explain
with demographic factors, suggesting that there are addi-
tional factors that impact these two domains.

This study has some limitations. First, as this study
was conducted through an online survey, there may have
been selection bias of users who use the Internet, thereby
decreasing the generalizability of the findings. Second,
due to the lack of prior research, only sociodemographic
characteristics were analyzed to explain nurses’ duty to
care. Third, the reliability of the subscale of confidence in
employers was low (Cronbach’s a of 0.67). This is thought
to be due to the cultural, social, and medical system dif-
ferences between the US, where the tool was developed,
and Korea.

In general, disaster response systems are built on
the assumption that an adequate number of personnel
will be deployed at the disaster site. If fewer staff mem-
bers participate in disaster response, the safety, quality,
and sustainability of medical services provided will be
at risk [48]. The shortage of medical personnel not only
increases mortality as a result of missing early warn-
ing signs in patients but also causes medical errors due
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to fatigue and increases the spread of infectious diseases
[49]. In particular, since Florence Nightingale, nurses
have been an essential professional group in respond-
ing to disasters and mass accidents [48, 50]. Therefore,
adequate staffing of nurses in disaster situations is a key
issue in disaster management. Furthermore, this study is
the first to quantitatively analyze Korean nurses’ duty to
care, which may be foundational for related studies in the
future. Moreover, this study included nurses practicing in
the clinic during the COVID-19 pandemic. This is mean-
ingful as it served as an opportunity to understand duty
to care among nurses close to the clinical field.

Conclusion

To our knowledge, this is the first cross-sectional study
to measure nurses’ duty to care through a structured
survey and to analyze factors influencing the same dur-
ing the COVID-19 pandemic. Although nurses play an
important role in responding to disaster victims on the
frontlines, they have been facing a large-scale pandemic
without considering their duty to care. This has led to
various ethical issues. Nurses’ willingness and effort to
provide care in disaster situations are important com-
ponents of the disaster response. Therefore, it is crucial
to improve their duty to care through various interven-
tions. These efforts must be as per social norms and pol-
icy, beyond the individual or organizational level. In the
future, a more active discussion of nurses’ duty to care
and additional research on factors that may hinder and
improve the same are needed.
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