
SOURCES OF ROLE CONFLICT: A CRITICAL EVALUATION 

OF EMERGENCY MEDICAL SERVICE WORK-FAMILY 

CONFLICT DURING THE COVID-19 PANDEMIC  

   By 

      RAWAN TAWALBEH 

   Bachelor of Science in Nursing  

   Jordan University of Science and Technology 

   Irbid, Jordan 

   2008 

 

   Master of Science in Emergency Health Services  

   University of Maryland, Baltimore County 

   Baltimore, Maryland 

   2012 

 

 

 

 

 

 

 

   Submitted to the Faculty of the 

   Graduate College of the 

   Oklahoma State University 

   in partial fulfillment of 

   the requirements for 

   the Degree of 

   DOCTOR OF PHILOSOPHY  

   May, 2021



 

ii 

 

ROLE CONFLICT AMONG EMS PERSONNEL AND 

THEIR WILLINGNESS TO REPORT TO DUTY 

DURING DISASTERS 

 

 

   Dissertation Approved: 

 

 

   Dr. Ray Chang 

 

  Dissertation Adviser 

 

   Dr. Haley Murphy 

 

  

 Dr. Alex Greer 

 

 

Dr. Tony McAleavy 

 
 

   Dr. Anil Kaul 
 



iii 
Acknowledgements reflect the views of the author and are not endorsed by committee members or 

Oklahoma State University. 

ACKNOWLEDGEMENTS  

 

 

I would like to acknowledge the people who have touched my life throughout this 

journey.  

 

First, I would like to express my gratitude and appreciation to my advisor, Dr. Ray 

Chang, for his guidance, encouragement and patience for the past years. I deeply appreciate the 

time and energy that he invested in my education. During this journey, Dr. Chang has taught me 

more than I ever expected to learn. He has shown me, leading by example, what a good 

researcher should be. It was an honor to work with you! 

 

I am also appreciative to each of the members of my dissertation committee: Dr. Haley 

Murphy, Dr. Alex Greer, Dr. Tony McAleavy, and Dr. Anil Kaul, for all of their invaluable 

expertise, comments, and suggestions that provided me with the required information to 

complete and refine my dissertation. Dr. Alex, I would never forget how you supported me and 

always encouraged me through this journey. Your comments and feedback during my course 

study made me a better writer. Dr. Murphy, your kindness, great support and guidance during 

this long journey is greatly appreciative. In spite of being busy and holding the burden of all the 

students, you were always there for us. Thank you all from my deep heart! 

 

Deep gratitude to my former advisor during my master’s degree Dr. Richard Bissell, and 

my former professor Dr. Mike Taigman for their continuous support. 

 

This dissertation is dedicated to my family. To my father Ali Tawalbeh and my mother 

Najat Tawalbeh. Thank you for showing an unwavering interest in all I do. You both encouraged 

me to chase my dreams and selflessly supported me over the years. You taught me to never give 

up. You gave me wings to fly! Thank you, a million times! 

 

To my brilliant, caring, and understanding husband, Mahmoud Altawalbih, who stood by 

my side through all the past years. You remained patient and provided encouragement when I 

would become stressed and overwhelmed. You always pushed me to do my best. You believed 

in me and that is all that I needed to finish! Thank you does not feel enough. However, thank you 

for holding me up and encouraging me, and for taking the brunt of the household stress, because 

you sensed I could not. Thank you for loving and care, and just knowing I could do it. I could not 

have made it through these last years without you by my side. You are my heart and my rock.  

 

I would never forget to acknowledge my little baby, Mira, who made this journey harder, 

but for sure it would be tasteless without her! Thank you for being patient when I could not play 

with you or take care of you. Thank you for understanding and telling your father “hush mama is 

studying!”. You have enriched my life in ways I couldn’t have imagined. Thank you, my love! 



 iv 
Acknowledgements reflect the views of the author and are not endorsed by committee members or 

Oklahoma State University. 

A special thank you to my sisters Farah, Razan, and Marwah. I can’t thank you enough for 

believing in me and occasionally reminding me that I can get here. Thank you to my brothers 

Odai (and his wife Hiba) and Mohammad Alsedeeq (and his wife and my sister Ghaida). Your 

love, support, and encouragement has made this endeavor possible.  

 

Thank you to all my friends– especially, Doaa, Maha and Samah for their continuous 

encouragement and prayers. 

 

Thank you to my colleagues and friends Mellena, Ben, Dominic, and all others for 

providing support and feedback, listening to my frustrations, and sharing in my excitement. 

 

Finally, although this is my research project, it is not only mine. Without the gracious 30 

individuals who provided me with their precious time, I would never been able to accomplish 

this study. In this project, I represent their thoughts and experiences as they openly shared their 

stories with me. I am truly grateful and feel honored to have met each one of them. 

 

Thank you all, a million times! Without you all, there wouldn’t be Dr. Rawan Tawalbeh! 

 

 

 

 

 

 

 

 

 

 

 

 



v 

Name: RAWAN TAWALBEH   

 

Date of Degree: MAY, 2021 

  

Title of Study: ROLE CONFLICT AMONG EMS PERSONNEL AND THEIR 

WILLINGNESS TO REPORT TO DUTY DURING DISASTERS 

Major Field: FIRE AND EMERGENCY MANAGEMENT ADMINISTRATION 

 

Abstract: COVID-19 pandemic has brought unprecedented strain on the health care 

system around the world and challenged it like never before in the recent history. The 

impacts of disasters including pandemics are not limited to the headlines and news 

reports of number of affected people and costs. The short and long-term effects of 

disasters on Emergency Medical Services (EMS) providers are often overlooked. The 

needs and concerns of EMS providers are usually neglected. A rich data exists in the 

literature regarding disasters including pandemics. Yet, a significant gap related to EMS 

providers working during pandemics was revealed through the literature. Few studies 

have addressed the personal and professional impacts of role conflict on EMS providers’ 

and their willingness to respond. 

This qualitative constructivist study provides important insights invaluable as to 

the work-family conflict phenomena amongst EMS providers during one of the worst 

pandemics in modern history. Specifically, the purpose of this study was to critically 

evaluate the sources of work-family conflict among EMS providers who responded 

during COVID-19 pandemic. Role theory with the work-family conflict pressure model 

were used to advance the study. The research questions that guided this study was What 

are the sources of work-family conflict among EMS providers during COVID-19?  In-

depth semi-structured interviews carried out with 30 EMS providers from 20 different 

states within the United States. Moreover, the ATLAS.ti qualitative analysis software was 

used during analysis to code data and develop themes and subthemes.  

The findings demonstrated several unique challenges and concerns for EMS 

providers during COVID-19. The analysis revealed three major themes with their 

subthemes of work-family conflict sources of: 1) strain-based conflict with subthemes 
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overtime 2.3) decreased time spent with family , and 3) behavior-based conflict with 

subtheme included: 3.1) implement excessive precautionary measures, 3.2) obsessive 

behaviors, 3.3) negative emotions, and 3.4) limited interaction with family members.   

The knowledge gained from this study will inform EMS education, research, and 

practice, as well as health policy related to the care of responders and their loved ones 

and create balance between work and family before, during, and after disasters. Hence, 

enhance the development of disaster response plans and policies and the effectiveness of 
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CHAPTER I 

 

 

INTRODUCTION 

Disasters occur almost daily around the world and affect a wide range of the population. In 

2016, it is estimated that more than 300 million people were affected by disasters globally 

(CRED, 2016). There are various proposed definitions for disasters; however, there is a general 

agreement that they are an inherently social phenomenon that causes disruption of an organized 

human social system (Chaffee, 2009; Perry, 2006) and the normal function of the natural 

environment (DiMaggio et al., 2005). 

The healthcare system plays an integral role in emergency preparedness, response, and 

recovery efforts for all types of disasters, including natural or human-induced disasters, 

pandemic outbreaks, or terrorist attacks. It plays a direct role in assisting victims’ survival and 

their ability to recover from physical injuries or illnesses. Moreover, it helps both individuals and 

communities regain control over their lives by utilizing available resources to accomplish the 

tasks of reconstruction and recovery (Bissell & Kirsch, 2013). As a result, the availability of 

health care workers is essential to accommodate the surge in demand for providing care during 

disasters. In the United States (US), the healthcare system generally works near its “full 

capacity” during everyday conditions (Bissell & Kirsch, 2013). As a result, disasters can easily 

overwhelm the healthcare system, causing a sudden and massive demand on the system 

(Alexander, 2002). This can affect the surge capacity or response which is defined as “the ability 
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of a health care facility or system to rapidly expand its operations to safely treat an abnormally 

large influx of patients in response to an incident” (Chaffee, 2009, p. 42). According to Kaji et 

al., (2006) there are three important elements that can affect the surge capacity: personnel, 

equipment and supplies, and structure (facilities and organization). While all these elements are 

important, the availability of adequate personnel who can provide care for victims is essential to 

achieve a successful response. 

Pandemics are considered amongst the most significant public health disasters as they can 

cause significant economic, social, and political disruption (Madhav et al., 2017). The US 

Centers for Disease Control and Prevention (CDC, 2015) defines a pandemic as “the occurrence 

of more cases of disease than expected in a given area or among a specific group of people over 

a particular period of time.” The severe acute respiratory syndrome of COVID-19 is considered a 

pandemic as it started in Wuhan, China, and then spread around the world.  

On December 31, 2019, a cluster of patients with pneumonia of an unknown cause were 

linked to a seafood wholesale market in Wuhan, China (Deepak et al., 2020). On February 11, 

2020, this epidemic - a disease that affects a large number of people within a community, 

population, or region - was officially named COVID-19 and acknowledged as an infectious 

disease, resulting in a public health emergency, that quickly spread worldwide (Bashir et al., 

2020). In the US, the first COVID-19 case was reported in Washington State on January 15, 

2020. Shortly thereafter, the virus quickly spread throughout the country as the US became the 

epicenter of the world – with the greatest number of cases and most deaths (Bashir et al., 2020). 

Till now, over 31 million people are confirmed to be infected with this disease in the United 

States, with a death toll of over 567,000 (World Health Organization, 2021). COVID-19 has 

resulted in major disruptions of business, education, transportation, and every aspect of daily life 
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(Bauchner & Sharfstein, 2020; Fontanarosa & Bauchner, 2020). Moreover, this pandemic has 

brought unprecedented strain on the health care systems around the world and challenged them 

like never before in recent history (Fontanarosa & Bauchner, 2020; Walensky & del Rio, 2020). 

Many research studies found that disasters including pandemics can influence the willingness of 

health care providers to report to duty because of varied factors which can degrade the surge 

response (Dimaggio et al., 2005; Draper et al., 2008; Qureshi et al., 2005). The rapidly changing 

state related to COVID-19, the unpredictable prehospital setting, and the difficulty in gaining 

access to up-to-date information for health care providers constitute unique challenges to the 

response (Buick et al., 2020).  

As a result, it is essential to understand the possible challenges caused by a disaster that can 

affect the ability and willingness of healthcare personnel to report to duty. Several research 

studies examine “role conflict issue” among health care workers and how it affects their ability 

and willingness to respond to different disasters including pandemics (Allen, 2000; Friedman; 

1986; O’Sullivan et al., 2009; Trainor & Barsky, 2011 Rogers, 1984). However, the Emergency 

Medical Services (EMS) are currently understudied in relation to pandemics. To better 

understand the unique role of EMS personnel in responding to disasters, the following section 

discusses the nature, definition, and history of the EMS system, and information about its unique 

system.  

Definition and History of the EMS System 

There are numerous documented forms of emergency care throughout recorded history. It 

started as a “Good Samaritan” where victims of trauma or illness were cared for by a passing 

Samaritan. The beginning of the modern era of organized emergency response was marked by 

the development of the national and international Red Cross organizations in 1863 (Genes, 
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2005). Historically, it was the result of the consequences of human-induced calamity of wars 

where there was a call to create national relief societies to provide help in case of emergencies. 

After that, a significant development in emergency response occurred with the first designation 

of trained response personnel as first responders in emergencies. This concept evolved to become 

the modern EMS system. World wars resulted in more advances in military EMS, but the main 

civilian development did not occur until the 1950s, when two civilian physicians established a 

first aid program for the Chicago Fire Department which became the first basic emergency 

medical technician training program in the United States (Genes, 2005). In 1966, the National 

Academy of Sciences published a paper titled, “Accidental Death and Disability: The Neglected 

Disease of Modern Society.” This led to a significant development in the EMS system as the 

federal government responded by creating an organized EMS and trauma system that became 

more improved when the U.S. Department of Transportation started developing a basic 

emergency medical technician training curriculum (Genes, 2005). 

EMS personnel are considered part of a larger team composed of numerous medical and 

public healthcare professionals who are all held to high standards to participate in actions to 

promote, protect, or improve the health of the population (Dal Poz et al., 2007; Chapleau et al., 

2009; WHO, 2006). EMS personnel are defined as healthcare specialists “with particular skills 

and knowledge in pre-hospital emergency medicine” (Ayers, 2013, p. 19). Throughout the US, 

there are over 200,000 registered EMS providers who are considered a crucial element during 

disaster response (Phelps, 2007). Ayers (2013) and Hill (2008) both indicate that EMS providers 

have a critical and challenging role in disaster response, as they are responsible for on-scene 

disaster triage, treatment, and transport to definitive care facilities. This role was highlighted 
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during incidents such as the September 11, 2001 terrorist attacks and anthrax release and, 

Hurricane Katrina in 2005.  

EMS personnel typically provide out-of-hospital treatment for illnesses and injuries that 

require an urgent medical response. According to the National Highway Traffic Safety 

Administration (NHTSA, 2020), EMS is a system that provides emergency medical care during 

everyday incidents and any kind of emergency. It involves a coordinated response and 

emergency medical care between multiple individuals and agencies. Generally, EMS is provided 

by a diverse population of emergency responders who have different levels of credentials in the 

EMS profession. In the 1970s, the National Registry of Emergency Medical Technicians 

(NREMT) began service to the EMS profession by providing a nationally recognized method of 

credentialing all levels of EMT by developing testing instruments (NREMT, 2020; Chapleau, 

2009). The amount of training received identifies the level of EMS personnel. There are four 

identified levels in the US, Emergency Medical Response (EMR), Emergency Medical 

Technician (EMT), Advanced Emergency Medical Technician (AEMT), and Paramedic. These 

levels represent two categories of care which are the basic life support (BLS), and advanced life 

support (ALS). According to the current scope of practice, the EMR and EMT levels of 

providers are BLS, and the AEMT and paramedic are ALS.  

EMS Role in Disaster Preparedness and Response  

EMS first responders, including EMTs and paramedics, typically make up the initial 

formal medical response. EMS professionals have a strong history in managing disasters since its 

development over 30 years ago. EMS participate within disaster preparedness planning, 

coordinated communications, triage assessment, patient transport and care, resource 

management, and hazardous material response (Blackwell et al., 2009; Bogucki & DeAtley, 
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2009; Lerner et al., 2009; McGovern, 2009). EMS providers receive comprehensive training in 

consequences. Key EMS preparedness strategies include adoption of the Incident Command 

System (ICS) and emergency operations plans (EOPs), development of integrated 

communication systems between EMS, hospitals, fire, law enforcement, public safety, and public 

health (Augustine & McGinnis, 2009; Catlett et al., 2011). EMS also has a key role in training 

providers through coordinating exercises and drills, and then evaluating the responses to improve 

existing protocols (FEMA, 2019). EMS are vital during all response activities which are: 

recognition of an event, notification, mobilization, response, and demobilization. They serve a 

major role in “mass-casualty triage, on-scene treatment, communication, evacuation, 

coordination of patient transport, and patient tracking” (Catlett et al., 2011, p. 422). 

EMS providers are among the first to respond in the immediate period after the onset of a 

disaster event. As a result, they have the responsibility of performing initial and ongoing triage 

for survivors to identify which patients will most likely benefit from acute medical care (Hogan 

& Lairet, 2002; Learner et al., 2010). Moreover, in many jurisdictions, EMS personnel have a 

leadership role during disaster response by being part of the command staff. The U.S. Fire 

Administration’s technical report on the 2007 I-35W bridge collapse in Minneapolis states that, 

“an EMS official should have been part of the Emergency Operations Center (EOC)” 

(Department of Homeland Security U.S. Fire Administration, 2007). Accordingly, EMS should 

be involved within the command structure for managing any incident that requires the provision 

of medical services and care for victims.  

During disasters, fundamental changes in the prehospital care may result. There can be a 

change in the scope of practice for the EMS providers (Courtney et al., 2010). This allows the 

providers to perform tasks where they receive just-in-time training such as the administration of 
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vaccines. Moreover, during disasters, EMS providers can be asked to function in shelters, clinics 

and free-standing medical units (Courtney et al., 2010). They may also be asked to augment the 

staffing levels for an ambulance and use other modes of transportations. All of these changes can 

place stress one the EMS providers during extreme circumstances. Moreover, working within the 

out-of-hospital settings adds further stress and challenges for the EMS providers putting them at 

higher risk during disaster response. The following section discusses how EMS is a unique and 

distinct system that is differ from the other health care professions.  

EMS as a Unique and Distinct System  

Although EMS is a part of the healthcare profession that shares many similarities with the 

overall healthcare system, it is considered a distinct and unique system. EMS personnel share the 

responsibility of providing medical care to patients during emergencies in conjunction with other 

healthcare professionals, such as physicians and nurses (Chapleau et al., 2009). They all 

collaborate to provide the best medical care.  

The primary role of EMS personnel is to provide emergency care to patients outside of 

the hospital setting (NHTSA, 2020). EMS personnel work in the out-of-hospital environment 

where it is demanding and unpredictable. During disasters, EMS personnel are selflessly called 

on to fully devote themselves to the public good. They are expected to respond and provide 

medical services during these chaotic times, even if they are affected by a subsequent disaster 

themselves. Unlike other healthcare professionals who work in a controlled in-hospital 

environment, the call to duty during disasters is not new as many EMS personnel risk their lives 

on a regular basis (Trainor & Barsky, 2011). They may respond to a severe collision on the high-

speed freeway or may run into burning and/or collapsed buildings to save lives alongside 

firefighter colleagues. Moreover, the working environment for most health care workers is stable 
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and predictable with the availability of most required equipment and resources (Teter, Millin, & 

Bissell, 2014). EMS personnel usually respond to new scenes that are unpredictable where they 

must provide medical care on scene or in the ambulance where they have limited equipment and 

resources.  

EMS responders usually deliver medical care in unique and dangerous environment. 

They often provide care to mobile populations who have a higher likelihood of having infectious 

or emerging disease. This situation can be intensified during public health disasters such as 

pandemics. While EMS system is an essential part of the continuum of health care, it has some 

unique challenges that put the EMS providers at more risks adding stressors that can emerge 

during disaster response. EMS providers work in collaboration with in-hospital staff such as 

physicians and nurses to provide a quality of care during crisis. However, they are not eligible to 

access to the patients’ electronic health records (EHR) (Pfister, Ingargiola, & Ickowicz, 2014). 

When responding to public health disasters such as infectious outbreaks, this limited access to 

(EHR) can inhibit the ability of EMS providers to assess the likelihood of the patient of being 

exposed. This can increase the risk of infectious exposure for EMS providers and hence, their 

families to the infection. 

Although all health care providers are involved whenever a disaster occurs, EMS 

personnel are among the first to respond in such events. Despite this crucial role, EMS providers 

are the least prepared component of community response teams. Few EMS personnel have 

received disaster response training for terrorist attacks, natural disasters, or other public health 

emergencies, and they do not receive adequate funding for disaster preparedness (Board et al., 

2007; Hill, 2008).  
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Most EMS providers are hired through non hospital-based agencies. Therefore, they 

might have a different level of knowledge, training, and education on how to respond to disasters 

especially pandemics. They might receive a limited, low quality training and education about the 

importance of infection prevention (Woodside, 2013). In addition to have a difficulty in finding 

infection prevention resources that already changed or become out of date, Most EMS agencies 

face the challenge of lack of funding and limited staffing. This increases the likelihood of EMS 

providers exposure during pandemics.  

Disaster training is crucial for EMS providers, as it will increase their self-confidence to 

respond appropriately and adequately during a disaster (Alrazeeni, 2015; Reilly, Markenson, & 

DiMaggio, 2007). Keinan (1988) argued that individuals that are well-trained prior to an event 

are more confident and can focus on their tasks, rather than focusing on the underlying danger. It 

is important to be familiar with a situation before it occurs, as this will reduce uncertainty and 

anxiety, and increase self-confidence for individuals who may exposed to a given situation. 

The ability of a health system to respond effectively to a disaster depends on the people 

who work within the system. However, it is not realistic to expect that all healthcare workers will 

report to duty during disasters (Trainor & Barsky, 2011). Disasters can challenge the ability of 

emergency responders to respond to the needs of the communities they serve. As frontline 

responders to disasters, absenteeism among EMS personnel can affect the ability of the health 

system to effectively function during such critical times (Trainor & Barsky, 2011). 

While research shows most healthcare workers feel obligated to respond to disasters, 

healthcare workers might be reluctant to report to work during catastrophic events, especially 

those involving a weapon of mass destruction or infectious disease outbreaks (Koh et al., 2005; 

Qureshi et al., 2005; Stangeland, 2010). A recent article titled, “Healthcare workers’ willingness 
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to work during an influenza pandemic,” suggested that especially after a pandemic, large 

numbers of healthcare responders might not be willing or able to report to duty and would 

instead stay home with immediate family members (Aoyagi et al., 2015). This reluctance may 

negatively impact the healthcare system’s ability to meet “surge capacity needs” (Koh et al., 

2005; Qureshi et al., 2005; Stangeland, 2010). As a result, emergency managers are asking, "Will 

our people show up when we need them most?" (Trainor & Barsky, 2011, p. 6). One key issue 

that might affect the willingness of healthcare workers (including EMS) to report to duty during 

a disaster is “role conflict.”  

Disaster-related role conflict is an acute issue for healthcare workers, particularly for EMS 

personnel as they are the frontline responders (Friedman, 1986). Although EMS personnel are 

expected to lead the response action during disaster, their duties and responsibilities as family 

members and community members must also be met. During normal conditions, several roles 

can be carried out without any obligation to make a choice between conflicting responsibilities, 

but in the time of crisis, individuals may find it is impossible to fulfill two roles and accomplish 

their requirements (Killian 1952, p. 314). 

Several quantitative studies have explored the role conflict issue during disasters (Allen, 

2000; Friedman, 1986; O’Sullivan et al., 2009; Rogers, 1984; Trainor & Barsky, 2011). Many 

quantitative studies discussed the factors that might affect the willingness to report to duty 

without addressing the work-family conflict issue. Factors that may affect willingness to report 

to duty without addressing the work-family conflict issue include personal safety, concerns about 

family responsibilities, working conditions, and training. As yet, there are no behavioral 

qualitative studies that addresses the work-family conflict for EMS personnel during an actual 

disaster or pandemic. Most of the available research studies are conceptual examining factors 
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that affect the willingness to respond to a hypothetical disaster. One qualitative research study 

discussed the risk perception and willingness of Australian Paramedics to respond during 

disasters. It addresses the paramedics’ concerns of their family during a crisis without discussing 

the work-family conflict issues among them. Different forms of role conflict exist such as inter-

role conflict and work-family conflict. For the purpose of this study, only the impact of work-

family conflict will be explored to evaluate how this pandemic caused a conflict in personal and 

professional roles of the EMS providers.  

This study contributes to the growing body of literature on role conflict during disasters. 

Since this study was conducted at the time of the COVID-19 emergence, it uses the COVID-19 

pandemic as the type of disaster to discuss. The specific focus of this paper is to explore the 

nature of work-family role conflict among EMS workers. This study has important policy 

implications. To effectively prepare and plan for disaster response, it is imperative to accurately 

understand how individuals respond to disasters (Dynes et al., 1972). For instance, if individuals 

experience role conflict between their emergency roles and their family roles or other roles, a 

hindered organizational response will result.  

This qualitative study provides important insights into the effects of role conflict on EMS 

providers during one of the worst pandemics in modern history. Specifically, the purpose of this 

study is to critically evaluate the sources of work-family conflict among EMS providers who 

responded during COVID-19 pandemic. Role theory with the work-family conflict pressure 

model were used to advance the study. The role conflict theory aids in analyzing the definitions 

of role and role conflict, the different approaches to role, and how the context of disaster has 

implications on role. Different forms of role conflict are discussed: inter-role conflict (two-hat 

syndrome), loyalty conflict, and work-family conflict. For the purpose of this study, only work-
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family conflict will be used to direct this study. The work-family conflict pressure model helps in 

identifying the sources of work-family conflict among EMS providers, such as: time-based 

conflict, strain-based conflict, and behavior-based conflict.  

This study examines the influence of COVID-19 on EMS providers and their professional 

and personal lives during the pandemic. Doing so can improve understanding of EMS provider 

behaviors during extreme crises such as COVID-19 pandemic and improve the preparedness, 

mitigation, response, and recovery policies of EMS providers and emergency managers more 

broadly. When referring to the literature, there is a dearth on studying the challenges faced by 

EMS providers during disasters. Very little attention is given to assessing these challenges and 

their influence on both personal and professional dimensions. The impact of disasters are often 

limited to news reports on the number of affected people and costs. However, there are more 

short and long-term effects of disasters on EMS providers that are often overlooked. The needs 

and concerns of EMS providers are usually neglected in the literature. A rich data exists in the 

literature regarding disasters including pandemics. Yet, a significant gap related to EMS 

providers working during pandemics were revealed through the literature. Few studies have 

addressed the impact of role conflict on EMS providers’ willingness to respond or how 

responding to disasters may affect them personally and professionally. Since this study relies on 

timely insights from EMS providers who responded during a significant pandemic, it will 

contribute significantly to the field of disaster management. Advancing the understanding of 

EMS provider behaviors during disasters can assist policy makers, planners and emergency 

managers to improve the future disaster planning, response, mitigation, and recovery phases. 
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Statement of the Research Questions 

Given the gaps in existing literature, this study focuses on investigating the sources of 

work-family conflict that can affect the willingness of EMS providers to report to duty during the 

COVID-19 pandemic. The research question that guides this study is: What are the sources of 

work-family conflict among EMS providers during COVID-19? 

Addressing the Gap 

 Rich information exists in the literature regarding emergencies and disasters. Yet, a 

significant gap related to EMS providers working during disasters remains. Few studies have 

addressed the impact of role conflict on EMS providers’ willingness to respond during disasters. 

To the knowledge of the researcher, there is no existing research study about work-family 

conflict issue for EMS providers during disasters.  

As EMS providers have an invaluable key role in disaster response efforts, more research 

is needed to validate current findings and elucidate the needs and concerns of EMS providers 

who respond to disasters and other emergencies. There is a paucity of research describing role 

conflict and work-family conflict among EMS providers. EMS providers are expected to be the 

frontline in responding and providing care during the time of disasters when their services can 

greatly reduce human suffering. This creates more challenges for EMS providers, especially, 

when they respond to disasters such as COVID-19 pandemic. During disasters, EMS providers 

are faced with increased workload and overtime where they can devote more time and energy to 

respond to their duties and fail to meet all the expectations of their other familial role. This can 

create more conflict for the providers. It also can influence their willingness to report to their 

duties as they might prefer fulfilling the other familial role of taking care of the loved ones 

during crisis times. While this might be the reality during disasters, the EMS experiences and 
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concerns are lost within the expectation to respond which can personally affect them. The 

literature is still unclear regarding understanding work-family conflict sources, and concerns and 

needs of EMS providers who intend to respond during disasters.  

 The purpose of this study is to critically evaluate the influence of the work-family 

conflict phenomenon on EMS personnel. This study will serve as a resource to assist 

policymakers better understand this complex phenomenon. Achieving this could lead to the 

creation of innovative approaches that address reporting to duty during disasters. Moreover, the 

knowledge gained from this study will inform EMS education, research, and practice, as well as 

health policy related to the care of responders and their loved ones and create balance between 

work and family before, during, and after disasters.  

Simply put, this study examines the available literature on role conflict (including work-

family conflict) and disasters. It suggests new directions for future research to investigate the 

issue of work-family conflict among EMS personnel, not only to determine its scope during a 

pandemic, but also to investigate how EMS providers cope with and attempt to alleviate it. It also 

forwards mechanisms that can be used by employers to resolve conflicts and help balance the 

role between work and family. 
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CHAPTER II 

 

 

REVIEW OF THE LITERATURE 

 

Chapter Introduction 

Disasters occur almost daily; over the past 20 years nearly three million deaths and over 

800 million people have been negatively affected worldwide (Board et al., 2007; CRED, 2016). 

According to the Federal Emergency Management Agency (FEMA), 65 disasters have been 

federally declared annually in the United States (US) since 2001 (Board et al., 2007). Disasters, 

of any kind, can inflict human suffering. They can severely disturb human lives and the normal 

functioning of the natural environment (DiMaggio et al., 2005). In the aftermath of a disaster, the 

public depends on emergency responders to receive adequate medical care and support to 

respond and recover. 

 The term healthcare worker is used to describe all professionals participating in actions 

whose primary intent is to promote, protect, or improve the health of the population (Dal Poz et 

al., 2007; WHO, 2006). EMS personnel, including both Paramedics and EMTs, are considered 

among these healthcare workers who typically provide out-of-hospital medical care to patients 

with urgent needs. During disasters, EMS personnel are selflessly called on to fully devote 

themselves to the public good. They are expected to respond to and provide medical services 

during these chaotic times even if they are affected by disasters themselves. This call to duty is 

not new as many EMS personnel risk their lives on a regular basis (Trainor & Barsky, 2011). 



 16

They may respond to a severe road traffic collision or may run into burning and/or 

collapsed buildings to save lives. The availability of adequate EMS personnel in the immediate 

period of disasters is essential to achieve a successful response. However, disasters can affect the 

willingness of EMS personnel to report to duty for different reasons. A key reason is the 

resulting tension between professional obligations and family duty which is known as “role 

conflict” and specifically work-family conflict as it is difficult to separate a person’s work life 

needs from the family and personal needs (Bailyn & Schein, 1976; Korman & Korman, 1980; 

Schein, 1978).  

The existing literature demonstrates that role conflict can affect the willingness of 

healthcare workers to report for duty (Alwidyan, 2016; Barnett et al., 2010; Qureshi et al., 2005; 

Trainor & Barsky, 2011). However, it is important to consider that willingness is a distinct 

concept that differs from the ability concept. Qureshi et al. (2005) argued that ability refers to 

“the capability” of the individuals to report to work, whereas willingness refers to “personal 

decision” to report to work (Qureshi et al., 2005, p. 379). Moreover, Barnett et al. (2010) 

discussed that willingness to respond is an “attitudinal domain” that deals with the intention and 

decision-making process to report to duty. While ability to respond is a “knowledge and skill-

based domain” that are requirements to be capable to respond. Qureshi et al. (2005) discussed 

that even if individuals are fully capable of responding, they might not be willing to report to 

work for additional reasons, such as concerns about self and family safety.  

The research is currently unclear regarding the difference between willingness and ability 

to respond. The Australian Center for Prehospital Research (2008) shows that most of the 

healthcare workers report inability to work rather than unwillingness. The reason for this is that 

being unable to respond because of illness, for example, is more socially acceptable than being 
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unable to respond due to concerns about self-safety. There remains a gap in the literature 

regarding the effects of role conflict (specifically work-family conflict) on the willingness 

(decision) of EMS providers to report to work when disasters strike. Moreover, despite extensive 

study and debate regarding organizational behaviors, the relationship between work and family 

life is not well understood especially in the case of disasters (Friedman, 1986). For this reason, it 

is important to investigate the issue of work-family conflict among EMS providers during 

disasters. Many researchers indicated that role conflict during emergency periods of disasters is a 

traditional issue that is inherent in disaster studies (Friedman, 1986; Killian, 1952; Rogers, 

1984). Killian (1952) revealed that the occurrence of some disasters where the impact exceeds 

the available resources and ability to manage the crisis can result in the “neutralization” of many 

previous expectations of existing roles. This neutralization could lead to the rise of uncertainty 

and ambiguity where the overlap between previously nonconflicting roles can occur. This issue 

can materialize when discussing the supposed conflict between the role of family member and 

that of a professional one.  

Work-family conflict is a significant source of strain for many workers (Kahn et al., 1964). 

Previous studies showed that work-family conflict is associated with burnout between healthcare 

workers (Allen et al., 2000; Netemeyer et al., 1996). Healthcare workers are more frequently 

confronted with imbalance between work and family life (Pal & Saksvik, 2006; 2008; Simon et 

al., 2004). This can be more intense in times of crisis. During disasters, healthcare workers are 

faced with increased workload and overtime (Maunder et al., 2004). As a result, healthcare 

workers will devote more time and energy to respond to disasters and thus experience more 

work-family conflict (Zhang et al., 2010). Although numerous studies examined the issue of 

work-family conflict among different healthcare professionals such as physicians, nurses, and 
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midwives (Bettina, 2005; Gipson, 2009; Pal, 2012; Mansouri et al., 2016; Wang et al., 2012), no 

studies discuss this issue among EMS personnel.  

This study qualitatively examines this key issue and its impact on EMS providers 

willingness to report to duty during disasters. To further understand the role conflict issue, Role 

Theory is selected as the theoretical framework to guide and design this study.    

Theoretical Framework 

Role Theory 

The concept of role can be traced back to 1900 and it has foramlly existed within 

sociology since the 1930s. A seminal publications on the concept of role was, “The Study of 

Man,” by anthropologist Ralph Linton (1936). The use and utility of role concept quickly spread 

and as its populairty increased within the social sciences (Biddle, 1986). Role is a central concept 

in the social studies and provides a bridge that connects social and psychosocial studies (Dynes, 

1986). Researchers attempts to define role resulted in confusion and different conceptual views 

(Biddle, 1986; Dynes, 1986). Some refer to it as a social position or social status (Linton, 1936; 

Winship & Mandel, 1983). Others refer to a role as a behavior that is associated with a specific 

position (Biddle 1979; Burt 1982), while others view it as the expectations for a behavior that is 

associated with that specific position or status (Bates & Harvey, 1975; Zurcher, 1983). Although 

these different views persist within the current literature, it remains a terminological problem 

rather than substantive. Moreover, there is a general agreement between theorists that role theory 

contains a triad of concepts which are: social behaviors; identities assumed by social 

participants; and expectations for behaviors (Biddle, 1986). The basic idea of role theory is that 

individuals have different roles in life and these roles guide how individuals should behave. As a 
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result, individuals behave in different predictable ways depending on their respective social 

identities and the situation (Biddle, 1986). 

Sociologists identified two different approaches to use role concept within the disaster 

tradition which are structuralist and interactionist (Dynes, 1986; Turner, 1976). Structuralists 

view a role as a set of expectations and behaviors that are determined within the social structure 

where the society places them on individuals (Dynes, 1986). In this case, the social structure 

regulates and defines specific behaviors as appropriate or inappropriate.  

The second approach of interactionist views role as not fixed, but is the result from the 

interaction pattern between actors, as the role can be negotiated between them (Dynes, 1986). In 

this approach, individuals (actors) define and guide this interaction by defining the situation and 

accordingly, they will accept or refuse to fulfill the role. Turner (1976) discussed in this 

approach, behaviors are not fixed and socially predetermined, instead actors’ behaviors are 

purposive, and individuals are involved in determining and modifying their presented roles.   

For the purpose of this study, role is defined as a term that is used to “describe all of the 

expectations placed on a person because of their position in a group or organization” (Trainor & 

Barsky, 2011, p. 9). Each individual has a defined role, but also it is common to have different 

roles at the same time (for example being a paramedic, a father/mother, and a volunteer at the 

same time). Each role has a distinct set of expectations, duties to fulfill, values and norms that 

will define individual behavior and rights. Role conflict is generated when incompatibility occurs 

where fulfilling one role will be perceived as more difficult because of participation in the other 

(Allen & Armstrong, 2006; Greenhaus & Beutell, 1985; Grzywacz et al., 2006).  
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Role Conflict 

Kahn et al. (1964, p. 19) defined role conflict as the “simultaneous occurrence of two (or 

more) sets of pressures such that compliance with one would make more difficult compliance 

with the other.” Many factors, such as time and incompatible behaviors, contribute to the role 

conflict and it challenges an individual to fulfill each role (Grandey & Cropanzano, 1999). 

Killian (1952) compared the effect of multiple-group memberships on individual behavior during 

everyday life and during disasters. Killian (1952) indicated that, most of the time, the majority of 

people manage to function effectively as members of different roles. Newcomb (1950) also 

mentioned how being a member of different groups is relatively “nonconflicting” most of the 

time. The majority of people will fulfill different roles in different groups without undue conflict. 

This is because people are unaware and do not recognize the “cross pressures” between multiple 

roles (Sherif, 1948).  

Moreover, during disasters, people are confronted with conflicting group loyalties. 

Killian (1952) indicated that during disasters, people will have conflicting loyalties and 

contradictory roles. When a disaster strikes, some individuals will not be able to manage the 

different roles effectively and they will find themselves faced with the dilemma of making an 

immediate choice to fulfill one role in favor of the other. As a result of this conflict, a shift and 

change in expectations occurs to make adjustment and adaptation to the different roles (Trainor 

& Barsky, 2011; Webb et al., 1999). Individuals might compartmentalize by delegating some 

responsibilities. Furthermore, they might develop a hierarchy of obligations across the different 

roles they are involved in, or turn to others to develop mutual support (Dynes, 1974; Friedman, 

1986). Response to stress and tension during disasters vary from one person to another (Trainor 
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& Barsky, 2011). Some people will adapt and do fine and others will not be able to effectively 

fulfill their duties. 

As EMS personnel are part of the frontline providers who immediately respond during 

disasters, they are faced with the additional dilemma of making a timely decision to report to 

duty or to fulfill their other role of being a family member. Many studies discuss that EMS 

provider’s primary concern when responding to a disaster is their family (Alwidyan, 2016; 

Barnett et al., 2010; DiMaggio et al., 2005; Mackler et al., 2007; Qureshi et al., 2005; Rogers, 

1984; Smith, 2007). These studies discuss general factors that affect the willingness of providers 

to respond including family safety concerns, but no study to date has specifically discussed the 

impact of work-family conflict on the willingness of EMS providers to report to duty during 

disasters. Consequently, the current study examines the impact of work-family conflict on the 

willingness of EMS providers to report to duty during disasters.  

 The following section discusses the two forms of role conflict which are inter-role conflict (the 

two-hat syndrome) and the work-family conflict. For the purpose of this study, the work-family 

conflict will be discussed in detail and the work-family pressure model will be used to examine 

how this conflict impacts the willingness to report during disasters.  

Role Conflict Forms 

1- Inter-Role Conflict (Two-Hat Syndrome) 

One form of role conflict is inter-role conflict or in some literature referred to as “two-hat 

syndrome” which is related to professionals that hold multiple positions (Trainor & Barsky, 

2011, p.11) where there is a set of opposing pressure resulting from the participation in different 

roles. The role pressure associated with the membership in one organization conflicts with the 

pressure arising from participation in another organizations (Kahn et al., 1964). 
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The literature indicates that EMS personnel are subject to considerable role conflict 

resulting in psychological stress (Quarantelli, 2008). Many EMS personnel work in two different 

stations or volunteer in their spare time. Demands from one role may conflict with the pressure 

of serving in another role. According to NHTSA (2014), one third of states rely on volunteers to 

respond to 911 emergency calls. Most of these volunteers have full-time or other paid jobs. 

During disasters, consequently, these volunteers might have a conflict between their paid and 

volunteer positions. In this case, these volunteers might have difficulties to participate in another 

role (Greenhaus & Beutell, 1985, p. 77).  

Moreover, many firefighters also hold paramedic certifications, and usually, they use 

these certifications to work for other public safety agencies, hospitals, or private ambulance 

companies (Denlinger & Gonzenbach, 2002). One study indicated that 22.2% of fire and rescue 

department personnel in Atlanta also work for at least one other public safety agency (Black et 

al., 2002). During large-scale disasters, these firefighters with part-time EMS positions would 

face considerable difficulties fulfilling two positions.  

Another form of role conflict is the work-family conflict. To clearly understand this form, 

the following section describes Killian’s (1952) typology of role conflict and how individuals 

may face a conflict of loyalty within various groups during disasters. 

2- Role Conflict Typology 

Killian (1952) discussed a widely recognized sociological phenomenon of multiple-group 

memberships where, in each group, the member has specific expectations of how to behave 

within that group. Although being a member of different groups can create dilemmas and 

conflict, most people adapt to function efficiently as a member of different groups because most 

of them are “often being only vaguely aware of contradictions in their various roles” (Killian, 
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1952, p. 310). At the time of a disaster, a conflict of loyalty may arise within the various group 

memberships and individuals may be faced with the dilemma of making immediate choices 

between different roles. This conflict might create serious consequences that might affect the 

community and its ability to bounce back to normal. 

Killian (1952) consequently developed a typology identifying four types of role conflicts.  

The first and most common type of role conflict is the choice between the family and other 

groups, primarily the employment or occupational group. In this type, Killian (1952) described 

how most individuals will resolve this conflict in favor of loyalty to family groups. On one hand, 

disaster responders are among those who have a conflict in disaster time between initiating the 

disaster response and assisting in the rescue and relief efforts. On the other hand, assuring the 

safety of their loved ones. This conflict can cause costly delay in disaster response effort and 

may affect the quality of response efforts (Friedman, 1986; Killian, 1952; Rogers, 1984). In 

some cases where the disaster responders’ families are not involved in the disaster or they are 

ascertained to be safe and stable, disaster responders will report to duty to fulfill their job 

obligations. In other cases where their family is involved in a disaster, disaster responders may 

encounter and resolve community needs while they are responding to their family needs and in 

this case, the family loyalty responded to the benefit of community (Dynes, 1969; Dynes & 

Quarantelli, 1984). 

The second and less common type of role conflict is the conflict between performing 

heroic roles of emergency and rescue workers, and playing occupational roles. In this type, first 

responders were compelled to be sympathetic and respond to community needs and provide help 

to the injured as loyal members of the community. On the other hand, they were obligated to 



 24

respond as they were called on to fulfill their duties as members in a specific occupational group 

(Killian, 1952).  

  The third type is the conflict between the loyalty to the employer and the loyalty to fellow 

employees as friends. Killian (1952) proposed that this conflict results essentially between 

concerns of life and concerns of property. He discussed that individuals who were more oriented 

and familiar with their fellow employees were more loyal to them. On the other hand, when there 

was no such familiarity, the loyalty was in favor of the organization.  

The fourth and final type is the conflict between loyalty to the community and loyalty to 

other extra-community groups (Dynes 1969; Dynes & Quarantelli, 1984). In each of these types, 

Killian (1952) suggested the choices made between conflicting demands can cause serious 

consequences for response and recovery efforts. As a result, it is important to study and 

understand how these choices are made to enhance the effectiveness of disaster response. Killian 

(1952) argued the loyalty to primary groups (family and close friends) stands first in the 

hierarchy of group loyalties. The current study, therefore, aims to explore the first type of 

conflict in Killian’s (1952) Typology (work-family conflict) and how it influences EMS 

providers’ performances, specifically how it influences their willingness to report to duty when 

disaster strikes. The following section discusses the work-family conflict in detail and examines 

the sources of this conflict using the work-family pressure model. 

3- Work-Family Conflict 

Based on role theory, when people must fulfill their duty with a fixed number of 

resources, such as time and energy, conflict between work and family is generated and thus will 

influence their performance (Burke, 2004; Evans & Bartolomé, 1984; Zedeck & Mosier, 1990). 

Compressed time and energy can be applied during disasters, where immediate decisions are 
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needed, and limited resources are available to respond to disasters. According to Killian’s (1952) 

Typology, the resulting conflict, most of the time, is resolved in favor of family. This conflict is 

related to work-family conflict and is defined as “a form of inter-role conflict in which the role 

pressures from the work and family domains are mutually incompatible in some respect” (Kahn 

et al., 1964; Greenhaus & Beutell, 1985, p. 77). Balancing the work and family conflict is 

difficult. Research shows this work-family conflict generates pressure on the individual and 

eventually deteriorate their performances in either the work or family domain (Ford et al., 2007; 

Michel, 2009). This work-family conflict can negatively impact the satisfaction within the family 

(Netemeyer et al., 1996) and negatively affect employees’ attitudes toward work (Greenhaus & 

Beutell, 1985; Rogers, 1984). Numerous studies have examined the work-family conflict during 

disasters for various professions such as nurses, teachers, and engineers (Bullock & Waugh, 

2004; Fu & Shaffer, 2001). One study examines the role conflict among healthcare workers 

during the severe acute respiratory syndrome (SARS) outbreak of 2002-2004 finds most of the 

nurses reported conflict between their willingness to report to work and their obligation to take 

care of their children. Saakvitne (2002) describes the huge conflicts for her to report to duty 

immediately after the 9/11 attack or taking care of her children. Rosser (2008) reports she can 

only provide emergency help to those impacted only after she knows her family was safe from 

the disastrous situation. Moreover, (Adams & Anderson, 2019) found emergency personnel who 

experienced role conflict during Hurricane Katrina reported the safety of their loved ones was the 

main concern as they reported to duty during the disaster. The main cause for this concern was 

having little to no information about the status of their families, whether they are in safe 

locations or not. Lack of communication between emergency personnel and family members was 

a major cause for this concern. One of the personnel reported it took him about two to three 
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weeks before he could communicate with his family and ensure their safety. Other participants 

reported familial concerns affected their ability to focus on their professional responsibilities.  

Few studies examine the impact of role conflict on emergency providers. Rogers (1984) 

found role conflict becomes more problematic when emergency personnel are partially united 

with their family. In this case, the response may be compromised because of conflict to respond 

to the need of immediate and extended family, relatives, friends, and even their pets at the time 

of impact. No studies were found to examine role conflict and specifically work-family conflict 

among EMS providers. As a result, this study examines this phenomenon among EMS providers. 

To achieve this, the Work-Family Conflict Pressure Model will be discussed to clearly 

understand the sources of this conflict and how these sources might influence the willingness of 

EMS providers to report to duty during disasters. 

Work-Family Conflict Pressure Model 

Greenhaus & Beutell (1985) developed a work-family conflict pressure model (See 

Figure 1 below). According to this model, there are three major sources of work-family conflict: 

1) time-based conflict such as time commitment at work (e.g., hours worked), 2) strain-based 

conflict (role conflict and ambiguity), and 3) behavior-based conflict such as behavior required 

by an individual’s work (or family) role that might compete with the pressure and expectations 

from an individual’s family (or work) role.  
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Figure 2.1: Work-Family Conflict Pressure Model. Source: (Greenhaus & Beutell 1985) 

Time-Based Conflict  

According to the work-family conflict pressure model, having multiple roles “may 

compete for person’s time” (Greenhaus & Beutell, 1985, p. 77). The degree of time committed to 

fulfill one role can cause a conflict in fulfilling the demands of another (Greenhaus & Beutell, 

1985; Michel et al., 2010). Moreover, time spent fulfilling one role cannot be devoted to 

fulfilling the other role (Ford et al., 2007; Greenhaus & Beutell, 1985; Voydanoff, 1988). This is 

because it is physically impossible to be in two locations (at work or with family) and to perform 

duties associated with both domains (work and family) at the same time.  

This conflict can be intensified during disasters. According to Fritz’s (1962) definition of 

disasters, they are events that are concentrated in time and space in which the community will 

face severe danger with losses to both its members and property. Consequently, a disruption in 

the ability to fulfill one or all the essential roles and functions will be prevented. This can be 
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applied to EMS providers as it is essential to initiate an immediate response when disasters 

strike. Considering the limited time that is available for EMS providers to make decisions 

regarding their demands toward both their profession and their families, a work-family conflict 

will arise.  

Moreover, excessive work time, change in schedule shifts, and overload are consistent 

with time-based conflict (Kahn et al., 1964). In times of disasters, role-responsibilities are 

compressed in a limited time frame, imposed by the disaster agent (Rogers, 1984). During 

disasters, healthcare workers are faced with changes in shift schedules and increased workload 

and overtime (Maunder et al., 2004; Voydanoff, 1988; Zhang et al., 2010). As a result, some 

healthcare workers reported difficulty going home at the end the workday because they feel 

responsible and obligated to assist people during disasters, which resulted in work-family 

conflict (Maunder et al., 2004).  

 Another source of conflict related to family is the amount of time spent on family 

activities (Greenhaus & Beutell, 1985). Married individuals and parents might have more 

responsibilities and duties to fulfill within a family and thus experienced more work-family 

conflict than unmarried and nonparents (Greenhaus & Beutell, 1985; Herman & Gyllstrom, 

1977). Moreover, studies find having children can influence the work-family conflict and affect 

the willingness to report to duty (King & King, 1996; Voydanoff, 1988). Having a large number 

of children and young children is associated with more work-family conflict, as the person will 

be more occupied with childbearing activities and responsibilities (Greenhaus, Kopelman & 

Connolly, 1983; Holahan & Gilbert, 1979; Pleck et al., 1980; Voydanoff, 1988). In the same 

instance, healthcare workers who are married and have children encountered more role conflict 
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to work during a disaster, as they were concerned about the wellbeing and safety of their families 

(Chaffee, 2009; O’Sullivan et al., 2009). 

Strain-Based Conflict 

Role strain occurs when it is difficult to meet the multiple demands of a single role or the 

more serious expectations of a role (Greenhaus & Beutell, 1985; Trainor & Barsky, 2011). 

According to the model illustrated in Figure 1, any work or family role characteristic that 

produces strain can contribute to work-family conflict (Greenhaus & Beutell, 1985).  

Ambiguity, overload, and conflict an individual faces within the work role, and low level 

of employer’s support and interaction, are positively related to work-family conflict (Carlson & 

Perrewé, 1999; Greenhaus & Beutell, 1985; Jones & Butler, 1980; Kopelman et al. 1983). 

Killian’s (1952) statement about role conflict in disasters is consistent with the previous model. 

The occurrence of a disaster with an impact exceeding the available resources and mechanisms 

to manage it will result in neutralization of expectations of specific roles. This will result in the 

rise of an ambiguous state where there is an overlap in role expectation and thus more work-

family conflict (Killian, 1952). 

Available studies about the willingness to report to duty during disasters examined the 

sources of role strain that can hinder willingness to respond to disasters. The absence of accurate 

and timely information, a reduced belief in organizational continuity, and a perception that 

expectations about what should be accomplished are unreasonable or unclear can cause increased 

work-family conflict and hinder the willingness of healthcare workers to respond (Trainor & 

Barsky, 2011. P. 10). Moreover, Brodie et al., (2006) and Stangeland (2010) found that feelings 

of abandonment by leadership and lack of appropriate communication and information correlate 

with more role ambiguity, and thus more work-family conflict and decreased willingness to 
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report to duty (Brodie et al., 2006; Stangeland, 2010). Gerald et al., (2010) indicated the lack of 

information provided to emergency responders during the H1N1 pandemic resulted in a level of 

mistrust in the leadership. Lack of confidence in the employer to maintain employee safety 

during a disaster may also increase conflict and hinder the decision to report to duty (Arbon et 

al., 2013; Tippett et al., 2010). Some EMS personnel have identified inadequate or inappropriate 

personal protective equipment as a key factor to decrease their willingness to respond to 

catastrophic events (Ives et al., 2009; Reilly, 2007).  

Role strain can also be influenced by fear for personal health and safety (Qureshi et al., 

2005; Trainor & Barsky, 2011). Fear of being injured, fear of death, or fear of encountering an 

infectious disease in a pandemic can hinder the decision to report to duty (Cowden et al., 2010; 

Hsin & Macer, 2004; Martin, 2011). Studies show during a pandemic, many emergency 

responders fear being exposed to the illness and subsequently becoming ill themselves (Cowden 

et al., 2010; Damery et al., 2009; Masterson, et al., 2009). The decision to report to duty will be 

enhanced if the pathogen that causes the pandemic is understood and can be prevented and 

treated, and if there are available prophylaxis and appropriate infection control measures 

(Considine & Mitchell, 2008; Masterson, et al., 2009).  

While many first responders will report feeling role conflict during disaster response, 

some of them will not. During face-to-face interviews with the first responders in Hurricane 

Katrina, some responders indicated role conflict was not an issue for them as they were able to 

focus on their professional roles because they already knew their family members were in a safe 

place (e.g., a shelter or a hospital) or they did not have family inside the disaster zone. Moreover, 

these providers had a sense that their families supported them by understanding their 

professional duties so they could have clear priorities (Adams & Anderson, 2019). Other 
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responders indicated feeling committed to their profession overrides their family responsibilities 

and causes no conflict issues for them. On the other hand, some responders experienced the 

opposite as they did not face role conflict because their professional duties did not take 

precedence over their familial responsibilities and some of them “stole time” to fulfill the family 

duty first (Adams & Anderson, 2019). 

Behavior-based conflict 

The work-family model illustrated in figure 1 proposed specific patterns of behavior 

within one role may be incompatible with the expectations of behavior in another role. At work, 

an individual is expected to be self-reliant, have emotional stability, and objectivity (Schein, 

1973). While fulfilling family roles, individuals are expected to be “warm, nurturant, emotional, 

and vulnerable in his or her interactions with them” (Greenhaus & Beutell, 1985, p. 82). Failing 

to adjust behavior to comply with the expectations of both roles will result in a work-family 

conflict.  

Personality is considered an essential element in analyzing role conflict (Adams & 

Anderson, 2019). The main differences in behavior result from the interaction between different 

personality structures and the role expectations. Different personality structures will lead to 

different coping mechanisms to alternate a role behavior. When there is inconsistency between 

individual’s attitudes and behaviors, stress and psychological discomfort will result. According 

to Festinger (1957), most individuals will follow the instructions at work because of three 

factors: 1) they receive a justification of actions from an authority figure; 2) they internally 

explain the actions as even this is not what they want to do, but it is a part of the job; 3) they will 

assess the future rewards as worth the cost of compromising one’s beliefs. Despite most people 

developing mechanisms to cope with their psychological discomfort, the effects of resulting role 
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conflict will lead to negative behavior. When individuals are unable to cope, they often engage in 

maladaptive behavior (Adams & Anderson, 2019). These behaviors can manifest as increased 

absenteeism from work, withdrawal or disengagement from work-related activities, diminished 

job performance, and inappropriate behavior in the workplace (Adams & Anderson, 2019). 

At work, for EMS providers to be self-reliant, they need to be well-trained on how to 

effectively respond to disasters. Keinan (1988) argued individuals that are well-trained prior to 

an event are more confident and have the ability to focus on their tasks, rather than focusing on 

the underlying danger. It is important to be familiar with the situation before it occurs, as this 

will reduce role ambiguity, uncertainty, and anxiety, and increase self-confidence for individuals 

who are exposed to the situation. 

Concerns of lack of capability to respond enhances the work-family conflict and affects 

the willingness to respond. Emergency responders need appropriate knowledge and training in 

disaster response so they can make informed decisions about working during disasters. One 

study conducted for Australian state-registered paramedics showed recent “training” and high 

perceived “personal reliance” were the factors associated with the highest willingness to respond 

(Stevens et al., 2010). DiMaggio et al. (2005) conducted a quantitative study and surveyed a 

nationally representative sample of 1,919 EMTs and paramedics in the United States in 2003. 

The purpose of the study was to assess the willingness to respond to catastrophic events such as 

terrorist incidents. The results showed EMS personnel who had received continuous medical 

education in the past two years were twice as likely to be willing to respond. Previous studies 

found healthcare providers are poorly prepared to respond to disasters, and they lack the required 

disaster training to respond with self-confidence as a result of lack of knowledge or skills 

(Huahua et al., 2011). Fung et al. (2008) conducted a study to examine the willingness of 
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healthcare workers to respond to a disaster. The results show 94% of the participants felt that 

they are inadequately prepared to respond effectively. This will raise the work-family conflict 

and thus impact the willingness to report for duty during disasters. 

EMS lack both adequate training and the proper equipment for disaster response (Farra, 

Miller, & Hodgson, 2015; Board et al., 2007). To effectively perform their role in disaster 

response, EMS personnel should have the required evidence-based knowledge and skills to 

respond effectively (Alrazeeni, 2015; Longo & Starzl, 2002; Farra, Miller, & Hodgson, 2015).  

Continued work-family conflict with the occurrence of different work stressors 

previously mentioned (increased workload, work ambiguity, decreased self-reliance, etc.) might 

lead to abandoning the work role in favor of family. According to the previously mentioned 

Killian’s (1952) typology of role conflict, most people have dilemmas of loyalty that are 

associated with fulfilling roles of work and family. Majority of people “…resolved them 

[dilemmas] in favor of loyalty to the family or, in some cases, to friendship groups” (p. 311). 

This can have a major consequence on disaster response. Moore (1958) found until the family 

was united “…everything else was postponed and often reported to have been significant” (p. 

254). This can be associated with delayed and abandoned behavioral expectations (Barton 1969; 

Mileti, 1985). Role abandonment is further discussed in the following section. 

Role Conflict and Role Abandonment 

The abandonment of one role (work or family) in favor of the other (work or family) is 

the most severe form of role conflict (Quarantelli, 1960). Nevertheless, role abandonment occurs 

when a person dismisses and abandons the responsibilities associated with his or her expected 

role (Greenhaus & Beutell, 1985; Trainor & Barsky, 2011). Mileti (1985) indicated that social 

emergencies such as a disaster create the necessary conditions for work-family conflict among 
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emergency personnel which in turn “elicits the abandonment of emergency roles; when 

emergency roles are abandoned, the community disruption associated with the disaster is 

augmented” (Rogers, 1984, p. 34).  

Research shows role abandonment due to role conflict during a disaster rarely occurs 

(White, 1962; Rogers, 1984; Dynes, 1986; Kushma, 2007; Quarantelli, 2008; Trainor & Barsky, 

2011). Literature demonstrates that during disasters, individuals tend to demonstrate responsible, 

positive, and adaptive behaviors such as compliance, orderliness, and altruism (DiGiovanni, 

2003; Tierney, 2003). Role abandonment was widely examined in the 1950s and 1960s and was 

related to how individuals with disaster-related responsibilities would perform in light of family 

obligations (Chaffee, 2009). Dynes (1986) found that out of a sample of 443 individuals who 

worked for emergency related organizations, there were some reported role conflicts but no 

abandonment of duty responsibilities in favor of family obligations and responsibilities. The 

reason for this is that individuals usually chose to perform the tasks related to the emergency 

situations. The other emergency-irrelevant duties are temporarily suspended or even eliminated 

(Dynes, 1986). Dynes (1986) findings are similar to White (1962), who found 89% of the 

participants from different disaster relevant organizations reported they participated in the 

disaster response efforts without abandoning their duties to be with their families. However, 

White (1962) also found role conflict was an issue between these participants, and it related to 

the type and scope of the emergency situation the individual faces. Adams & Turner (2014) 

found several first responders who served during Hurricane Katrina reported experiencing role 

conflict between fulfilling their duties to respond and their obligations to their families. 

However, some of these responders reported that they coped with filling these multiple roles by 

taking “unauthorized time” from their professional duties to fulfill their personal and familial 
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obligations and responsibilities. Moreover, Dynes & Quarantelli (1977) found no evidence of 

role abandonment after examining 6,000 emergency workers in natural disasters that occurred 

between 1964 and 1974. However, one mass role abandonment was documented among first 

responders during Hurricane Katrina. 240 of 1,450 officers on the New Orleans police force 

apparently never reported for work, and later 51 officers were fired for “abandoning their posts” 

(Kushma, 2007). Quarantelli (2008) reports there is no other documented cases, in American 

disasters and catastrophes, of role abandonment similar to that which occured during Hurricane 

Katrina. Even if there is a clear significance to studying and explaining such mass abandonment, 

it may have little effect on being a consequence of role conflict or role strain as there was 

considerable evidence that the New Orleans department was unprepared and highly 

dysfunctional long before Katrina. It also was unable to carry out its responsibilities in any 

professional way (Quarantelli, 2008, p. 891). 

While previous research studies focus on behavioral responses to disaster events find role 

conflict does not lead to significant numbers of abandoning work responsibilities during 

disasters, but it is considered an issue for first responders. They indicated that even role 

abandonment is rare to occur among emergency personnel during disasters, but it cannot be 

considered a “nonissue” in this field (Trainor & Barsky, 2011). Moreover, Chaffee (2007) 

discussed how role abandonment may now be a valid concern as the previous studies of the 

willingness of the healthcare providers to report to duty during certain disaster situations 

indicated. Moreover, Chaffee (2009) mentioned several factors that emerged and caused some 

questions about the accuracy of the previously supported study findings as the world is changing, 

including new threats and risks. Some of these factors include: 1) the increased vulnerability of 

societies to disasters (Bankoff et al., 2004), 2) the evolution of the nature of disasters to include 
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catastrophic industrial and technological potentials (Perrow, 1984), 3) the emergence of 

terrorism risk (Alexander, 2001; Garwin, 2002), and 4) the direct risks to healthcare personnel in 

biological outbreaks and pandemics such as COVID-19 and SARS (Koh et al., 2005). 

It is important to note most of the previous studies examining role conflict have focused 

on its consequence of role abandonment. As a result, role abandonment has been conflated with 

role conflict. This means that role conflict only exists within the context of role abandonment 

(Adams & Anderson, 2019). However, Getzels & Guba (1954, p. 165) pointed out role conflict 

occurs when situations are so ordered where people are required to simultaneously fill two or 

more roles that are inconsistent, contradictory, or have mutually exclusive expectations. 

Accordingly, people are forced to cope with this conflict by choosing one alternative reaction: 1) 

to abandon one role because they are unable to resolve the conflict; 2) to attempt some 

compromise between roles; or 3) to withdraw either physically or emotionally from the roles 

altogether. During emergency situations, people might not be able to fully meet the expectations 

of all roles and they will experience deep guilt and dissonance, or even while failing to meet the 

expectations, they will be judged as ineffective in the management of one or another role by the 

defining groups (work or family). As role abandonment is rare to occur, individuals who 

experience role conflict and are challenged in resolving it, usually, they will not completely 

abandon their professional responsibilities. Instead, they may fulfill the role but ignore some of 

the role expectations which might lead to guilt. As a result, it is important to understand the 

concept of role conflict is not necessarily associated with actions that lead to role abandonment. 

In the recent COVID-19 epidemic, healthcare workers did not abandon their professional roles, 

but they had complex and conflicting thoughts and feelings about balancing their roles as 

healthcare providers and parents. They had a feeling of obligation toward their professional 
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responsibilities but also, they feared this new disease and felt guilty about potentially exposing 

their families to infection while working during the COVID-19 epidemic (Ramaci et al., 2020). 

There are some factors that might affect the expression of role conflict through role 

abandonment. According to Adams and Anderson (2019) the disaster agent that causes it may 

affect the individual’s decision to respond. This is because some situations such as terrorism 

events and biological outbreaks require a more urgent and immediate response to ensure the 

safety of loved ones (White, 1962). As a result, the type of disaster can affect whether the person 

will be affected by role conflict or not. Hurricane Katrina and the 2010 Chile earthquake and 

tsunami disasters are both considered as high consequence events that caused a massive amount 

of destruction and severely affected the response operations (Adams & Anderson, 2019). When 

interviewing the emergency personnel that participated in these disasters, Adams and Anderson 

(2019) found all of the responders reported to their professional duties without any role 

abandonment. However, with further investigation, half of the participants reported facing role 

conflict between their work and family obligations during disasters. The most common emerging 

theme was a general concern for the whereabouts of loved ones. The other responders who 

reported no role conflict, their shared personal stories showed some degree of role strain when 

prioritizing their multiple roles and responsibilities during disasters. The responders who faced 

role conflict because of family concerns reported dealing with these concerns by putting off 

thoughts about their concerns, seeking permission to leave, or leaving without permission 

(Adams & Anderson, 2019). On the other hand, during disease outbreaks and pandemics, there is 

more noticeable absenteeism among emergency personnel and other healthcare workers. In 

Canada, a high absenteeism was encountered during the H1N1 influenza pandemic in 2009 as 

28% of Canadian healthcare workers reported absent from work due to illness or family care 
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(Young, 2017). Hawryluck et al. (2005) found absenteeism among healthcare workers is 

associated with a surge of extremely sick patients as this will increase the risk of exposure and 

disease among healthcare workers. 

In summary, the literature suggests role abandonment does not exist within emergency 

personnel. The main reason for this is role conflict used to be expressed through role 

abandonment which is exceedingly rare to occur. But the reality is role conflict does not always 

lead to role abandonment. There should be more research to explain this phenomenon according 

to the responder’s perceptions and feelings and how they describe their behavior when feeling 

torn between professional and familial obligations. When role conflict does not lead to role 

abandonment, it can be a complicated issue that can affect the willingness of responders to 

respond to duty during disasters. This study aims to critically evaluate the various sources and 

consequences of work-family conflict among EMS providers while they respond to COVID-19. 

Consequently, the researcher identifies three factors—Time-Based, Strain-Based, and 

Behavior-Based Conflicts—that would generate work-family conflicts for EMS responders. This 

dissertation aims to critically evaluate these three factors to identify the sources of Work-family 

conflict among the responders.   
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CHAPTER III 

 

 

METHODOLOGY 

Introduction 

Chapter three describes this study’s methodology, including the philosophical 

underpinnings, research design, sample, setting, data collection, data analysis, and rigor used to 

address the following research question: What are the sources of work-family conflict among 

EMS providers during COVID-19? The ethical considerations of human subjects are also 

addressed, including a discussion of informed consent.  

 As previously discussed, role conflict can result when “incompatibility” occurs. This 

means that fulfilling one role will be perceived as more difficult because of participation in other 

roles (Greenhaus & Beutell, 1985). This might result in an undesirable state and imbalance 

between work and family domains. As a result, it is important to understand the role conflict and 

specifically the work-family conflict among EMS personnel and how it impacts their willingness 

to report to duty during a disaster.  

Research Design  

 Since the present research aims to gain a deep understanding of a phenomena, the 

researcher consequently selects a qualitative research design in this dissertation. Qualitative 

research has been defined in several ways. Strauss and Corbin (1998, p.10) identified qualitative 

research as “any kind of research that produces findings not arrived at by any means of statistical 

procedures or other means of quantification.” Qualitative research is used when the nature of the 
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research question requires exploration (Stake, 2000). Qualitative study questions often begin 

with “how” or “what,” so the researcher can gain an in-depth understanding of what is going on 

about the topic and capturing the points of view of other people (Patton, 2002; Seidman, 1991). 

According to Patton (2002, p. 20-21), “qualitative findings are longer, more detailed, and 

variable in content… yet, the open-ended responses permit one to understand the world as seen 

by the responders.” By contrast, quantitative measures are succinct, parsimonious, and easily 

aggregated for analysis. 

 Moreover, qualitative methodology allows the researcher to explore phenomena, such as 

lived experiences, behaviors, emotions and thought processes, which are difficult to extract or 

learn about through conventional research methods (Jones et al., 2006; Strauss & Corbin, 1998). 

Qualitative research addresses broad questions related to personal experiences and realities by 

interacting with people in their natural environments, which in turn generates rich data that help 

us to understand a phenomenon thoroughly (Creswell, 2007; Patton, 2002). The main goal of 

qualitative research and, specifically, qualitative disaster research is to collect more in-depth, 

detailed data sets that reveal the lived experiences of participants in a dynamic social setting 

(Phillips, 2016).  

Philosophical Foundation 

 The epistemological framing of this qualitative research is constructivist, also known as 

interpretivist, and focuses on understanding social meaning and interpreting others’ realities and 

social meaning. It is associated with hermeneutic tradition, which seeks a deep understanding by 

interpreting the meaning of interactions, actions, and objects (Hesse-Biber, 2016). 

Constructivism asserts that different people construct meaning in different ways, even when 

experiencing the same event (Bloomberg & Volpe, 2012; Crotty, 1998). As a result, the only 
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way to understand social reality is from those enmeshed with it by reflecting on their everyday 

lives and existence; therefore, researchers working from constructivist traditions, value 

experience and perspective as important sources of knowledge (Hesse-Biber, 2016). Stake 

(1995) defines constructivism as a belief that knowledge is made up largely of social 

interpretations rather than awareness of an external reality.  

This study employs a constructivist paradigm to examine and understand the nature of 

role conflict among EMS personnel who worked during disasters. The study’s participants will 

construct reality based on their individual and shared experiences. This approach will allow EMS 

personnel to share their perspectives as they describe their own experience of deciding to 

respond to a disaster. The nature of role conflict and the process of how participants interacted 

with and made decisions of whether or not to respond to a disaster is complex and requires the 

constructivist epistemology to capture it. The goal of this approach is to describe the essence, or 

meaning, of the phenomenon named “EMS role conflict in disasters.” 

Sampling 

Participation was limited to EMS personnel with experience of working in during 

COVID-19 to participate in the study. According to Merriam (1988, p. 48) the needs of 

qualitative research are best met by non-probability (purposive) sampling since the researcher 

wants to discover, understand, and gain insight into phenomena; therefore “one needs to select a 

sample from which one can learn the most.” Rayan and Bernard (2000) argued that in purposive 

sampling, the researchers decide the purpose they want their informants (participants) to serve, 

and that they, the researchers, have to go out to find appropriate participants. Therefore, a typical 

case sampling method was utilized in the first instance. This sampling method can be helpful in 

providing a qualitative profile of a typical case to describe and identify what is typical to those 
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who are unfamiliar with the setting. It is important to understand that this sampling method is not 

used to make generalized statements about the experiences of all participants; it is illustrative 

rather than definitive thus, suitable for qualitative inquiry (Patton, 2002). A pioneer within in the 

US-based EMS field was contacted through email. This typical case has worked with EMS, Fire, 

and Public Health in 48 of the 50 states, most of the Canadian Provinces, Palestine, Australia, 

and throughout Europe. The purposes of the study were discussed with the questions, and the 

inclusion criteria. He subsequently connected the researcher with different EMS directors 

through different states and the researcher started from that point. A recruitment letter was sent 

to each EMS director. The reply was an approval to help by sending the recruitment letter to the 

emails of the EMS personnel. Once any EMS personnel respond to the email, a follow up email 

was sent to set up an appointment with a copy of the informed consent form. At the end of each 

interview, the interviewee was asked to recommend a coworker or any EMS provider in a 

different state that would like to participate in order to continue with the interview.  

The inclusion criteria for the interviewees include: (a) the ability to read and write in 

English, and (b) EMS personnel (who are certified by the National Registry as either EMT, 

Advanced EMT, or Paramedic) who worked during COVID-19. Moreover, according to the 

previous literature, work-family conflict can affect the willingness to respond to a disaster. The 

perceived danger to the self and the responsibility for caring for family are the key barriers to 

willingness and ability to report to work during a disaster (Shapira et al., 1991; French et al., 

2002; Qureshi et al., 2005). Since this research explores work-family conflict, other types of 

conflicts (Two-Hat Syndrome and loyalty conflict) mentioned previously was not included. 

Consequently, participants who work as a full time EMS provider who live with their families 

(spouse, children, or parents) and who do not hold positions in any other EMS relevant agencies 
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were recruited. The participants were recruited from different EMS agencies with different 

employment titles such as EMT, Advanced EMT, or paramedic. These different titles have 

different scopes of practice, different training, and education levels. This variation helps in 

understanding the different perspectives regarding role conflict and the factors that might 

influence the conflict. This would also help in gathering contradictory or overlapping perceptions 

and nuanced understandings different individuals hold (Rubin & Rubin, 2005, p. 67). 

Since there is a variation in the number of COVID-19 cases and deaths between the 

states, I categorized these states according to the number of cases per 1,000,000 population. The 

latest CDC data concerning US COVID cases, by states in the last seven days as of July 6, 2020 

to recruit participants (CDC, 2020) as shown in the following figure 3.1, were utlized. The states 

were then divided into the following two categories with the low reported cases and the high 

reported cases.  

1. Number of COVID-19 cases per 1,000,000 population is between 0-10,000 cases (e.g., 

New Mexico, Colorado, Nebraska, North Dakota, South Dakota, Montana, Wyoming, 

Kentucky, New Jersey, West Virginia, New Hampshire, Maine, Vermont, Delaware, 

Maryland, Connecticut, and Oregon) 

2. Number of COVID-19 cases per 1,000,000 population is between 10,001- more than 

40,001 (e.g., California, Nevada, Florida, Tennessee, Mississippi, Alabama, Louisiana, 

Georgia, South Carolina, North Carolina, Arizona, Oklahoma, Washington, Idaho, Utah, 

Wisconsin, Ohio, Virginia, New York, Pennsylvania, Arkansas, Texas, and Illinois) 

 

 

 



 44

Figure 3.1: United States COVID-19 Cases as of July 6, 2020. 

 

Saturation and redundancy were achieved with 15 interviews from each category when new 

interviews started to add nothing to the existing data and codes (Merriam, 2009).  
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The variations of the participants’ positions and states are represented in Table 3.1 below.  

Table: 3.1. INFORMATION OF THE INTERVIEW SAMPLE 

Participant code EMS Job Title State Category 

P1 Paramedic Texas 2 

P2 Paramedic New York 2 

P3 EMT Washington 2 

P4 EMT Maryland  1 

P5 EMT Maryland 1 

P6 Paramedic Texas 2 

P7 Paramedic Colorado 1 

P8 EMT Maryland  1 

P9 Paramedic Delaware 1 

P10 EMT Colorado 1 

P11 EMT Pennsylvania 2 

P12 Paramedic New York 2 

P13 EMT West Virginia 1 

P14 Paramedic Wisconsin 1 

P15 Paramedic Maryland  1 

P16 Paramedic  Missouri  2 

P17 Paramedic  Wisconsin  1 

P18 EMT North Carolina  2 

P19 Paramedic New Jersey 1 

P20 Flight Paramedic Texas 2 

P21 EMT Colorado 1 

P22 Paramedic North Dakota 1 

P23 Paramedic Oregon 1 

P24 Paramedic Alabama  2 

P25 Paramedic  Washington 2 

P26 Paramedic Illinois  2 

P27 EMT Connecticut 1 

P28 Paramedic California 2 

P29 EMT Georgia 2 

P30 EMT Oklahoma 2 

 

The reason for choosing participants from these different categories is to make sure that 

the selected participants and settings are sufficient to provide the information needed for a full 

understanding of the work-family conflict and how it influences the willingness to report to duty 

during disasters (Moser & Korstjens, 2018). In qualitative research, the sampling plan enables 

the researcher to include a variety of settings and situations and a variety of participants, 
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including extreme cases to obtain rich data (Kruger & Casey, 2015; Moser & Korstjens, 2018). 

That is why the researcher chose to interview participants from different states across the US. It 

is important to study the variation in response between different states to understand the variation 

in perspectives between the participants who respond within the highly affected states with 

COVID-19 and other states. 

To find participants for this study, the researcher utilized the snowball sampling method. 

Snowballing is a type of purposive sampling that allows participants to use their professional and 

social networks to refer participants who could contribute to the study to the researcher (Hesse-

Biber, 2016). This method is helpful in locating information-rich key informants or participants. 

Consequently, at the end of every interview, the researcher requested that the interviewee 

identify the next candidate for interviewing in this research. 

 For the purpose of this study, the exclusion criteria were the inability to speak or read 

English and EMS personnel who did not previously respond to a disaster. There was no 

exclusion criteria based on gender, age, race, or ethnicity. The researcher conducted this study at 

the time of the COVID-19 epidemic. As a result, the type of disaster that the participant 

responded to will be controlled to be the COVID-19 epidemic.  

Sample Size 

In qualitative studies, there are no strict criteria for determining sample size (Lincoln & 

Guba, 1985; Patton, 2002). Marshall (1996) indicated that the appropriate sample size for a 

qualitative study is one that adequately answers the research question. It is difficult to specify the 

sample size before starting the data collection process. In practice, the number of required 

participants will be identified as the study progresses when both data “saturation” and 

“redundancy” occur (Marshall, 1996; Lincoln & Guba, 1985). Data saturation was reached when 
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no new themes, categories, or explanations emerge from the data, while data redundancy reaches 

when themes start to repeat themselves (Merriam, 2009). As a result, the sample size for this 

study is thirty participants where both saturation and redundancy were achieved. 

Data Collection 

Before beginning with data collection, Institutional Review Board (IRB) approval from 

Oklahoma State University was requested, as shown in appendix I. Participants were contacted 

through e-mail with an IRB approved recruitment letter as shown in appendix II. Once the 

participant responded to the invitation letter, an IRB approved follow up email was sent (see 

appendix III) to make arrangements to meet using zoom. The study was explained, any questions 

were answered, and signed informed consent obtained from each participant. A copy of the IRB 

approved consent form was provided to each participant as shown in appendix IV.  

In-Depth, Semi-Structured Interviews 

Qualitative interviews result in thick descriptions of the subject being studied that enable 

readers to make decisions about transferability of study results (Merriam, 2002). Interviews are 

used to reveal someone’s perspective when we cannot observe it. The purpose of conducting this 

qualitative interview is to gain qualitative data that demonstrate how work-family conflict the 

willingness of EMS personnel to report to duty during disasters. A semi-structured interview 

approach used with a set of open-ended questions to encourage the participant to respond freely 

and openly to questions (See Appendix V for the IRB approved semi-structured interview 

questions). 

Each interview lasted between 40 to 60 minutes. I guided the interviews to the extent that 

each topic of interest is included. Interview questions were modified to relate to the research 

question. Hesse-Biber (2016) suggested the interview guide should employ prompts or probes to 
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give structure to the interview and allow the participants to use their own voice in telling their 

stories. A probe is an effective way of getting a participant “to continue on with what he or she is 

talking about, to go further or to explain more, perhaps by virtue of an illustrative example” 

(Hesse-Biber, 2016).  

Interviews were audio-recorded with participants’ approval, and handwritten notes taken 

during each interview to track key points to return to later in the interview or to highlight 

important ideas. Before starting with each interview, I provided some information about myself 

to establish rapport with participants and gain their trust. Each participant was reminded of the 

purpose of the study, research procedure, his/her right to withdraw from the study at any time 

he/she wants, expected benefits, and protection of confidentiality.  

Each interview was transcribed verbatim by listening to the audiotapes; the resultant 

transcripts were then presented to each participant for their review further to ensure accuracy. To 

protect the participants’ identities, each one was assigned a pseudonym, and all study materials 

including the transcripts were coded with identification letters known only to the researcher. 

Data Analysis 

Data analysis in qualitative research is “intellectual craftsmanship” that should be done 

artfully with a great amount of methodological knowledge and intellectual competence to 

transform data into findings (Hesse-Biber, 2016, Paton, 2014). No formula exists for that 

transformation and there is no single way to accomplish it and thus, data analysis is a creative 

process, not a mechanical one (Denzin & Lincoln, 2003). Qualitative research studies involve a 

continuous interplay between data collection and data analysis as they are both iterative 

processes and work interactively (Hesse-Biber, 2016; Strauss & Corbin, 1998). As a result, 

“There is no particular moment when data analysis begins. Analysis essentially means taking 
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something a part” (Stake, 1995, p. 71). Which in this case, not only means understanding how 

work-family conflict influences the willingness of EMS personnel to report to duty during 

disasters, but also identifying and defining the patterns emerged from work-family conflict and 

the decision-making process. Qualitative data analysis, then, gives meaning to first impressions 

and final compilations. It is an analysis that tells the story EMS personnel experienced during 

disasters and how it is affected by work-family conflict. It also gives a clearer picture of their 

intentions to make (and their results from making) decisions whether or not to attend work 

during a disaster. 

The purpose of data analysis is to answer the research question and to understand the 

participant’s perspectives. Marshall & Rossman (2006) defined qualitative analysis in terms of 

organizing and attributing meaning to the data. To accomplish these tasks, the researcher will 

follow the three-phase procedure described by Hesse-Biber (2016) which includes: (a) data 

preparation, (b) data exploration, and (c) specification and reduction of data. 

Data Preparation 

This phase involves immersion into the data and “getting intimate with the data” 

(Esterberg, 2002, p. 157). That will be accomplished by transcribing all interviews verbatim and 

reading and re-reading all transcriptions. The main objective of immersing oneself in interview 

transcripts is to “load up your memory” with the collected data (Esterberg, 2002. p. 157). After 

transcribing each interview, I spent time in reading and rereading the transcript until I heard the 

participant’s voice while I read through his/her experience. While reading through each 

transcript, the interesting statements and quotes that can form a code or theme were highlighted 

for further analysis (Saldana, 2013). During this stage, the focus was on understanding how the 

participants viewed their experiences of role conflict during the Covid-19 pandemic. 
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After the transcribing and “precoding” of each interview completed, each transcript was 

uploaded into ATLAS.ti for further analysis and coding. Using this software enable the 

researcher to save time by avoiding having lots of paper prints and highlights. This software acts 

like a “container” that keeps all the data that related to this project in one place. Manual analysis 

usually required a lot of clerical tasks that consumes time and also required a lot of concentration 

and care in order not to mix parts of transcriptions. ATLAS.ti software enabled the researcher to 

deal with this large amount of qualitative data. It offers a variety of tools that provide the 

flexibility to “manage, extract, compare and explore the data within the text which has a meaning 

for the analysis” (Chikondi & Mkwinda, 2013. P. 3). Although, this software organized the 

transcribed data for analysis it was not used to analyze the data, this was conducted by the 

researcher (Chikondi & Mkwinda, 2013). Consequently, once the transcribed interviews were 

uploaded into ATLAS.ti, I the analysis steps of preparation, exploration, specification and 

reduction of the data were conducted as discussed below. 

Data Exploration 

During this phase metaphors about what could be going on in the collected data were 

created by comparing two interviews and then cluster interviews that are similar or different and 

ask about ideas or factors that are similar or different among the participants (Hesse-Biber, 

2016). The exploration phase involved a technique that is described as the “first run through the 

data” technique which is accomplished by creating a memo (Hesse-Biber, 2016). Memos are 

“sites of conversation with ourselves about our data” (Clarke, 2005, p. 202). Thus, memos were 

created to aid in the brain dumbing process and mark up the transcripts by highlighting what was 

determined to be important.  
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Ideas were written down during the reading of the interview transcripts. The process of 

writing memos is an analytic process and not just data recording. It helped the researcher to 

reflect on the data and engage with it (Holloway & Galvin, 2016).Analytical memos were used 

to note down ideas and thoughts about the data as well as the reasons for grouping them in a 

particular way. These Memos were stored on the researcher’s computer to help go back and forth 

between the data. 

Specification and Reduction of Data 

After gaining more familiarity with the data through multiple reviews and writing a brief 

memo containing impressions about the participant and the interview, the data was then coded. 

Coding is assigning meaning to a chunk of text, which can be a word, several words, or full 

paragraphs (Hesse-Biber, 2016). Coding is achieved by creating sections of data and assigning 

labels or names to proceed toward the development of categories, themes, or major constructs to 

break the data into manageable sections (Halloway & Galvin, 2016). Saldaña (2009, p. 45) 

discussed the reverberative nature of coding as “comparing data to data, data to code, code to 

code, code to category, category to category, category back to data, etc.,” the qualitative analytic 

is “cyclical rather than linear.” There are two main sections for coding methods that were used in 

this study: First Cycle and Second Cycle coding methods.  

First Cycle Coding Methods 

First cycle coding occurs during the initial coding process and is simple and direct 

(Saldaña, 2009). There are several subcategories for the first cycle coding, but it is not necessary 

to use all of them in the analysis. Since each “qualitative study is unique, the analytical approach 

used will be unique” (Patton, 2014, p. 433), The chosen coding method(s) that is/are appropriate 

to the nature and goals to this study. No researcher can “claim final on the ‘best’ way to code 
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qualitative data” (Saldaña, 2009, p. 47). This study analysis used different types of coding during 

the first cycle coding. Elemental coding methods of initial, in vivo, descriptive, and process 

coding used in this study, in addition to, affective coding methods that include emotion coding.  

Initial coding 

This line-by-line coding helps identify information that both participants and researcher 

consider important (Halloway & Galvin, 2016). Initial coding gives a name to specific pieces of 

data. The codes may be words, expressions, or other chunks of data. The goal of initial coding is 

to remain open to all possible directions indicated by readings of the data (Charmaz, 2006, p. 

46). This coding method was used as an opportunity to reflect deeply on the contents of the data 

and to begin taking ownership of them. It is truly open-ended for a researcher's first review of the 

corpus and can incorporate in vivo coding or process coding or other selected methods (Saldaña, 

2009, p.66).  

In Vivo Coding 

In vivo code refers to a word or short phrase from the actual language found in the 

qualitative data record, "the terms used by [participants] themselves" (Strauss, 1987, p. 33). In 

vivo coding is applicable for this study because it addresses the research question from the 

perspective of the participants. In vivo codes were used to single out words or phrases used by 

participants to prevent imposing the researcher’s own framework and ideas on the data. In the 

initial stages of coding, line-by-line and in vivo coding helped me to prioritize and honor the 

participant’s voice (Saldaña, 2009, p.74). Using in vivo codes as the sole coding method for the 

first cycle data analysis may limit the researcher’s perspective on the data, a perspective that 

“can contribute to more conceptual and theoretical views about the phenomenon or process” 

(Saldaña, 2009, p. 76). For this reason, descriptive coding was also used. 
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Descriptive Coding 

Descriptive coding summarizes a word or short phrase the basic topic of a passage of 

qualitative data (Saldaña, 2009, p. 70). It is a straightforward method for qualitative research. It 

categorizes data at a basic level to provide the researcher an “organizational grasp of the study” 

(Saldaña, 2009, p. 73) and it is essential groundwork for Second Cycle coding and further 

analysis and interpretation (Wolcott, 1994, p. 55). This coding method is applicable for this study 

since it includes passages from different participants who discuss the same topic from different 

perspectives. 

Emotion Coding 

Since this study deals with sensitive traumatic experience for EMS personnel, 

encountering a great deal of emotions throughout the study was anticipated. For this reason, 

emotion coding is particularly applicable for this study because it explores interpersonal 

participant experiences and actions. Corbin & Strauss (2008, p. 7) indicated that individuals 

cannot separate their emotions from their actions; emotions are “part of the same flow of events, 

one leading into the other.” Thus, it is important to code emotion since they are “universal 

human experience and they provide deep insight into the participants’ perspectives, worldviews, 

and life conditions” (Saldaña, 2009, p. 86). 

After a few interviews were coded, the same codes reoccured. This decreased the number 

of the new developed codes. A table was developed to identify the developed code with a 

possible theme and an example quote. This helped in keep tracking of these codes and using 

them for more quotation when analyzing more transcriptions. Sometimes, the code name had to 

be edited it in order to appropriately fit the context. After the first cycle coding, a total of 86 

codes were developed. The codes were then reviewed and similar codes were merged together. 



 54

This reduced the number of codes to 68 codes which ensured that no codes had similar or close 

contents. After identifying the codes for all of the transcribed interviews, the second cycle coding 

was initiated as discussed in the following section.  

Second Cycle Coding Methods 

Second cycle coding methods are advanced ways of organizing and reanalyzing data 

coded through first cycle methods (Saldaña, 2009, p. 149). These methods require fitting 

categories one with another to develop a coherent synthesis of the data corpus (Morse, 1994). 

The primary goal for the second cycle coding is to develop a sense of categorical, thematic, 

conceptual, and/or theoretical organization from the First Cycle coded data. For this study, 

Focused Coding was used to categorize the data based on thematic or conceptual similarities.  

Theming the Data  

A theme is an outcome of coding, categorization, and analytical reflection, and it is 

defined as “an abstract entity that brings meaning and identity to a recurrent [patterned] 

experience and its variant manifestations. As such, a theme captures and unifies the nature or 

basis of the experience into a meaningful whole” (DeSantis &Ugarriza, 2000, p. 362). A theme 

describes and organizes possible observations or interprets aspects of the phenomenon by 

functioning to categorize a set of data into an implicit topic that organizes a group of repeating 

ideas (Boyatzis, 1998; Saldaña, 2009). During this phase, the researcher’s creative abilities were 

used to interpret not only what each participant said but also what each participant truly meant. 

After reading and re-reading all the coded statements, a formulation of meaning for each 

significant statement that extracted from the transcripts was created and carefully assemble them 

into themes that are common to all participants. To achieve this, the codes were classified into 

groups and categories where each one of them contains relevant codes. This is known as a group 
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coding within the ATLAS.ti software. After that, themes were developed from the views and 

perceptions of the participants using the notes and memos already recorded after each interview. 

It was anticipated that the themes would be distinctive, but with statements that have common 

characteristics. Paragraphs and tables were used to introduce each of the identified themes and 

sub-themes. Each sub-theme supported by exemplar significant statements made by the 

participants during the interview along with the formulated meaning supported by the findings 

from the related literature introduced throughout the interpretations. 

Once analysis of the 14 interviews was completed, the transcriptions and the developed 

codes were reviewed in conjunction with the advisor. A gap in collected information was noticed 

with some topics being not fully covered and validated. More probes to the interview questions 

guide were added to make the questions more focused and more specific to collect a directly 

related data to the themes. At this stage, the already developed codes are more obvious and the 

new collected data validated the developed themes and provide more evidence to their 

trustworthiness. These codes were refined and ammended and new ones created. Once, the 

researcher felt that the data analysis was not adding any new idea to the developed themes, the 

interview analysis was determined to have reached saturation with 30 interviews meaning that no 

further interviews were needed. 

Methods to Ensure Data Quality 

To ensure the data quality and increase the trustworthiness of the study, strategies 

recommended by renowned qualitative researchers were employed. There are several strategies 

to increase the trustworthiness of the research such as (a) credibility, (b) transferability, (c) 

dependability, and (d) confirmability (Lincoln & Guba, 1985). A description of each of these 

concepts is included in the following sections. 
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Credibility 

Credibility in qualitative research means the degree of confidence in the truth value of the 

study findings and the accurate interpretation of the data (Whittemore et al., 2001). Member 

checking is one of the strategies that can be used to achieve credibility by verifying the data and 

the interpretation of the data (Lincoln & Guba, 1985; Merriam, 2002). After developing the 

themes, the participants were provided with an opportunity to discuss the interpretation of the 

data. Some of the participants mentioned that they expected to see these findings. This is an 

indication that the findings remained faithful to the participants’ perceptions and views. 

Credibility was also achieved by triangulation of the data. According to Lincoln and Guba 

(1985), triangulation is the corroboration of results with alternative sources of data. Triangulation 

was accomplished by validating data against a second source such as journals and memos. 

Moreover, consultation with an expert in the field was utilized as an alternate data source. A peer 

debriefing mechanism was also utilized to ensure credibility by meeting regularly with the 

advisor and contacting the dissertation committee members to review the interview guide before 

conducting the study and to discuss the findings.  

Transferability 

Transferability seeks to determine if the results relate to other contexts and can be 

transferred to other contexts (Lincoln & Guba, 1985; Miles & Huberman, 1994). In this study, 

transferability was enhanced by providing a thick, rich description of the contexts, perspectives, 

and findings that surrounded participants’ experiences. By providing adequate detail to draw a 

well-defined context, readers were provided with the opportunity to determine the extent to 

which their situation matches the research context and whether the results are transferable to 
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other circumstances or not (Merriam, 2002, p. 31). To further increase the likelihood of 

transferability, field notes were composed directly after completing every interview.  

Dependability 

Dependability refers to whether or not the results of the study are consistent over time 

and across researchers (Lincoln & Guba, 1985; Miles & Huberman, 1994). To address 

dependability in this study consultation with a peer debriefer was utilized. Triangulation 

occurred through consultation with the dissertation advisor, committee members, and peer 

reviewers. They were asked to comment on all aspects of the study, particularly data collection, 

analysis, and results to determine if the conclusions were similar to mine. They were also asked 

to comment on the clarity of the research plan and its potential for consistency over time and 

across researchers. This peer debriefing limited the extent to which own beliefs and prejudices 

might, unintentionally, affect and inform the data interpretation.  

Confirmability 

Confirmability assumes the findings are reflective of the participants’ perspectives as 

evidenced in the data, rather than reflecting the researcher’s own perceptions or bias. In 

qualitative studies, the researcher takes an active role in the collection and interpretation of 

others’ meaning (Stake, 1995). As a result, the qualitative researcher must be good and 

trustworthy. It is important to avoid narrow thinking in a qualitative study. Researchers should 

learn to understand their research as their participants do, rather than impose their own 

assumptions (Stake, 1995, p.109). to achieve confirmability in this study, a detailed data 

collection process, data analysis, and interpretation was provided. The researcher also wrote 

down their thoughts about coding, the reasons for merging codes together, and an explanation of 

the meanings of each theme. Moreover, to ensure the trustworthiness of this study, the researcher 



 58

assessed how thier background and position could influence the research process. I a journal was 

kept to reflect on the research process with regard to the researcher’s values and interests.   

Methods to Protect Confidentiality 

Individuals may only be willing to participate in a study and share information for 

research purposes with an understanding that the information will remain protected from 

disclosure outside of the research setting or to unauthorized persons. The need to protect 

confidentiality by handling, storing, and sharing research data in a way that avoids improperly 

divulging information was clear. Confidentiality was protected by storing all collected data on an 

encrypted, password protected and secured external hard drive that remained only in possession 

of the principal investigator. In addition, files containing electronic data were closed when a 

computer left unattended. Only the principal investigator or individuals working directly on the 

research had access to the stored data. The participants’ names were changed to conceal their 

identity. Each participant assigned to a number such as participant 1, participant 2, and so on. All 

demographic information and transcriptions were numerically coded. This ensured that 

participants’ identities will not be associated with any part of the written report of the research 

including data analysis.  
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CHAPTER IV 

 

 

FINDINGS AND DISCUSSION 

The resulting qualitative data provided further insight into the EMS providers’ 

experiences of work-family conflict during the COVID-19 pandemic. In analyzing the data to 

this prompt, patterns and themes that emerged from the data were identified. Because of the large 

amount of data per theme, relevant subthemes and categories that existed within each theme 

were also identified, when applicable. The resulting themes, subthemes and categories are 

presented below. Along with  sample quotes from a specific theme or category. The reason for 

choosing these quotes was because they were representative of the other quotes within the 

category and they also served to illustrate the wide range of content that existed within the 

responses. To add more emphasis to the participants voices and perspectives, all quotations are 

italicized. In the following section, the sources of work-family conflict were identified according 

to the Work-Family Pressure Model by Greenhaus and Beutell (1985). According to this model, 

there are three major sources for work-family conflict, 1) time-based conflict, 2) strain-based 

conflict, 3) behavior-based conflict. These three major sources will be the main themes for the 

findings of this study. All the subthemes emerged from voices, views, perspectives, experiences, 

and opinions of the research participants while answering the interview questions. 

The Sources of Work-Family Conflict 

Interviews began by asking the participants about their concerns while responding to 

COVID-19 pandemic. This was done to investigate the sources of strain-based conflict that are 
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related to different factors that are related to work stressors. Different prompt questions were 

also used to probe, investigate and understand these sources. Time-based conflict is related to the 

inability to fulfill the tasks in one role as expected because of having to devote more time in the 

other role. , In order to assess the factors that are related to time-based conflict, participants were 

asked how responding to this pandemic affected their schedule, workload, and overtime. They 

were also asked them how responding to COVID-19 affected the time they usually spent with 

their family member. Finally, to investigate the behavior-based conflict sources, participants 

were asked how this pandemic affected their interaction and connection with their family 

members? And what behavioral change they noticed this pandemic caused? The following 

sections discuss the emerged themes of these three conflict sources and the different subthemes 

for each one of them.  

4.1- Strain-based Conflict 

This form of conflict involves role-produced strain and occurs when the strain or the 

stress in one role limits one’s ability to complete responsibility in the other role. Most of the 

participants shared the same concerns and fears regarding to responding to this pandemic. The 

following figure shows the major subthemes that emerged as the strain-based conflict sources.  
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Figure 4-1: Strain-Based Conflict Sources 

The following subthemes discuss the major strain-based conflict for the EMS providers 

during responding to COVID-19.  

4.1.1- Fears and Concerns 

COVID-19 is a large-scale pandemic that poses unique challenges for EMS providers. The 

occupational risk of becoming infected or potentially exposing family and friend to infection 

caused a lot of concerns. Most of the participants became emotional about their fears of infecting 

their family members including children, spouses, dependent elderly parents, or other family 

members as a result of their own occupational exposure to this virulent disease. Moreover, most 

of the participants expressed their concerns regarding to getting the virus and then passing it to 

their coworkers or partners as they spent a long time with them in the back of the ambulance or 

at the station. This section discusses these different fears that EMS providers have during 
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responding to COVID-19. These fears include personal concerns, family concerns, and 

coworkers’ concerns. 

4.1.1.1- Personal and Family Safety Concern 

Most of the participants of this study did not show a major concern about their own safety 

and wellbeing. But instead they were worried that they will contract the virus and then pass it to 

their families. 

P13: “[My concern is] getting the virus and passing it to my family.”  

P23: “My main concerns probably, I guess my safety like as it relates, you know, coming home 

after a shift to my family. That’s like my biggest concern.”  

The reason to show less personal concern is the inherent risky job nature for the EMS 

providers. They expressed how they are used to work in high risk environment and how they are 

ready to respond whether it was an accident, a fire, earthquake or infectious outbreak.  

P19: “The concerns that I would normally have for myself and my own safety, I think are 

inherent in the job that we do. So, regardless of what it is that I'm responding to, whether it's a 

national crisis, you know, a pandemic or fires, I think it's inherent in the job, too.”  

While the personal risk seemed to be of a less concern, all of the participants expressed a 

concern regarding to family members and loved ones. Nearly all of the participants who 

referenced to their own safety, they justified it with the reference of their family. They expressed 

how fear of passing this disease to the family members is on the back of their heads all the time. 

Concerns about family safety created a work-family conflict for the providers. It created a lot of 

stress for them as they felt guilty to bring the virus home after finishing a shift. They felt the fear 

of infecting their family members as being a potential carrier. An interviewee (P7), for example, 

reported:  
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“My main concern would be bringing it home back to my family […] my husband is also 

a paramedic. He comes home as well too. We’re worried about him bringing stuff home 

[…] I am worried about them. On top of that, I’m always worried also about my 

parents.” 

These concerns are also relevant to the vulnerable family members who have more risk 

factors to become critically ill if they get infected. This created more distress for the participants 

as they felt the responsibility of protecting their family members. An interviewee (P13) described 

concerns as:  

“My wife has asthma and my parents are older, now in their sixties. My sister who has 

diabetes, and other friends and family members, who have pre-existing conditions. So, my 

primary concern would obviously be getting the virus and then passing it on to family 

members who have medical problems.”  

The family concern, although not directly derived from the virus, created psychological 

burdens for the EMS providers and affected their morale in responding to their duties during this 

pandemic. The participants mentioned some of the consequences that might rise up in case one 

of the family members get infected and become severely ill. They expressed the need to take 

time off as sick leave or even to quit their jobs if they have no other option, in order to take care 

of the sick family member. An interviewee (P7), for instance, expressed concerns in a case one 

family member was infected by COVID-19:  

“I'm worried about my parents. I know if they get sick, I gotta take care of them. My dad 

who lives a good five hours away from here. He's being tested today because his 

girlfriend tested positive, so, if he gets severely ill, I'm gonna have to possibly drop 

everything here and go take care of him.”  
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Another case scenario that would create psychological burden for the participants was in 

case they got infected and have to be quarantined. The participants expressed concerns about the 

lack of the primary care provider of the family, because of having to be quarantined and being 

unable to fulfill the role within the family. If a family member is infected and thus, he or she 

must be quarantined, it would also generate some financial concerns and burdens. An EMS 

responder (P23) reported:  

“[My partner] had to stay home and she did not get reimbursed for those missed days. So, 

she was very stressed out like she told me that she had to go and call her mom and her 

mom was gonna have to help her pay her rent and all of her accessory bills and 

everything.”  

Moreover, some of the workplaces did not offer quarantine accommodation settings for 

the EMS providers. As a result, for the providers who do not have appropriate places within their 

houses to quarantine themselves, they must pay for hotel rooms out of pocket to eliminate the 

risk of exposure to their family members. This adds further financial burden to them.  

4.1.1.2- Co-Workers Safety Concern and Being A Burden  

The concerns and fears during responding to this pandemic were not limited only to the 

family members and other loved ones. The participants also expressed their concerns toward 

their co-workers too. EMS providers usually works in teams of two. Every team spend a long 

time with each other in the same shift, in the station and the back of ambulance. They also work 

in an uncontrolled, unpredictable environment, which adds to their risk of exposure. As a result, 

participants expressed their fears of being infected and expose their co-workers.  
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P23: “Just making sure that the best precautions that I can… just, so I don't spread it not just to 

my family, but also co-workers. Since we are on so, you know, a kind of close whether we're just 

sitting in the ambulance or at the station. I just don't want it affect others, I guess.”  

Moreover, the guilt feeling emerged from having a concern of being sick and absent from 

work. In this case, they will be a burden on the already exhausted system. Exposure and infection 

of many of EMS providers caused staff shortage. This is because the guidelines at the beginning 

of this pandemic, recommended to quarantine any provider who is exposed or infected for 7 to 

14 days. This will add more burden on the available providers as they have to work more in 

order to cover for the absent co-workers. This adds more guilt feeling for the providers as they 

expressed that with absenteeism, they let their co-workers down. Moreover, they felt obligated to 

their workplace to respond and take care of their patients who need help and rely on them to 

provide care.  

P19: “You don’t want to be a burden on the system. So, if I get sick, my partner will get sick too, 

and we have to take a day off. Then somebody else has to work for us and then also, my sickness 

could affect another people of my station. So then, if you become kind of a nucleus of sickness, 

you know, our staffing might be affected. I don’t want to let anyone down.”  

4.1.2- Role Ambiguity 

When the participants were asked about their major concern to respond during the 

COVID-19 pandemic, most of their concerns are relevant to “role ambiguity.” Role ambiguity 

occurs when the EMS providers are unclear about their work functions and tasks they are 

required to accomplish. The participants described the sources of role ambiguity related to failure 

of the employer or the supervisor to provide clear, proper, and understandable strategies and 

protocols to the EMS providers, which ultimately led toward ambiguity about what the EMS 
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providers are supposed to do. Another source of role ambiguity is the lack of organized 

information regarding this pandemic which leads to uncertainty of how to deal with it and how to 

protect oneself and others from exposure. The following subthemes further discuss these 

emerged sources of role ambiguity according to the views and perspectives of the participants. 

4.1.2.1- Uncertainty  

One source of role ambiguity during the COVID-19 pandemic is the uncertainty and the 

unknown dimensions about this disease, especially at the beginning of this pandemic when there 

was no treatment or vaccine. Most of the participants described how they were stressed and 

confused by not having enough information about the COVID-19 virus, and how to deal with it. 

Uncertainty is a work stressor that can be considered as a source of strain-based conflict. This 

type of conflict was clearly reflected by the participants in the direction of work to family. The 

participants reported having some resulting mental strain of being stressed, confused, 

apprehensive, and anxious.  

P26: “At the beginning I was very concerned, like I said, there was a lot of unknown. I would say 

like anxiety was a lot higher.” 

P11: “When all this started, it was awful, a lot of unknown, and also, a lot of really poor 

information that was just circulating around.” 

P20: “It was a lot of uncertainty. I would say it was a lot of apprehension about doing the things 

that we would normally do.” 

Some participants described how this disease has a different nature than previous 

infectious outbreaks which caused them anxiety and confusion. Moreover, they described how 

the initial information about this disease was inadequate and lacked the appropriate interpretation 

about its morbidity and mortality. An interviewee (P19) reports: “Initially, the thought was, 
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you're going to have to go and wear some sort of, like decontamination suit, like you're going on 

a hazardous materials call, because this virus is so deadly that anybody that comes in contact 

with it will die.” 

 Moreover, the interviewees revealed that there was not enough information regarding the 

signs and symptoms of the disease, the virus transmission, and the appropriate protective gear to 

wear while responding to possible infected patients. An interviewee (P13), for instance, reported 

having to prepare their own individual protective gear to minimize the impact of this pandemic: 

“For a while there, I was wearing my own personal N95 respiratory protection, because when 

this [the pandemic] first started, we didn't have enough of that at work, and they were still trying 

to understand the, I guess how the disease works and the recommendations on how to wear 

PPE.” Since EMS providers respond to calls without knowing the full medical history of the 

patients, many interviewees described their concerns of having inadequate information about the 

possible infected patients as they will receive the alerts from the dispatcher only. This caused 

them confusion and apprehension on how to respond to this pandemic. An EMS provider (P6) 

told me:  

“I guess the main thing; you never know what you would walk into. Because how we deal 

with it out there, is our dispatch role [to] ask the caller questions, basically, just [about] 

symptoms of COVID-19. So, sometimes we get a call out and we get a positive PPE alert, 

we wear full suits, N95 masks, goggles, gloves. So, sometimes when it comes to an 

unknown PPE alert, it is up to the judgement call of whether we want to risk walking in 

with just a mask and gloves and possibly getting exposed.” 
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4.1.2.2- Changing Standard Operation Plans (SOPs) 

Another source for role ambiguity emerged among the participants. Having to deal with 

the continuously changing SOPs and guidelines to respond caused a lot of confusion for the 

providers. Moreover, there were no clear guidelines on how to deal with this pandemic and how 

to protect EMS providers. The instructions were not easy to follow too, which caused them to 

feel more concerned about their risk of being exposed or being safe at work. An interviewee 

(P19) says: “Guidelines seemed to change almost daily in the very beginning, because of the 

many unknowns, there were a lot more concerns about exposure risk and the safety of being at 

work.”  

P 10: “The first couple of weeks like every couple of hours, we’d get a new SOP [Standard 

Operation Procedures] and it would override the Previous one, and every time you come to work 

there would be a stack of what we have to read through. It was constantly updating, almost to the 

point like every hour.” 

As a result, the lack of a comprehensive plan with clear SOPs and guidelines to respond 

and deal with this pandemic generates more concerns and possible role conflicts between EMS 

providers. Part of the reasons for this lack of planning might be the unexpected large magnitude 

of this pandemic and the unknowing around this new COVID-19. The participants worry about 

their family members safety and wish to gain more information from their coworkers or 

supervisors, but it seems difficult to obtain a plan or specific measures to deal with this situation. 

An EMS provider (P5) told me:  

“I have a big concern…at least with my employer. We don't really have any sort of policy 

for things like a quarantine and what to do if we have an exposure. I ended up… my partner 

came down with COVID, and I found out from him maybe three days later. And it was kind 
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of up to me to decide if I wanted to get tested or not, and they were pretty much like if you 

don't have symptoms there is nothing to worry about. So, we are having some issues with 

what to do.”   

The ambiguity of the response policies is also linked to the lack of appropriate information and 

communication, which will be discussed in the next section. 

4.1.2.3- Lack of Appropriate Information Communication 

Lack of appropriate information and communication is another source of role ambiguity 

that increases the confusion of the EMS providers. Although many news reports, webpages, and 

technical reports provided rich coverage of this pandemic, this unorganized information (or at 

least not proofed by the Center for Disease Control, CDC) generates huge confusions for EMS 

providers. The production of information about this pandemic is rapidly growing in a way that 

leads to a situation of information overload which created more strain-based conflict for the 

participants. While the data communicated during any disaster should be clear, understandable, 

organized, and uniformed; the participants expressed a sense of overwhelming information influx 

during this pandemic. The rate of influx of this information was fast and from multiple sources 

such as the CDC, WHO, stations administration, coworkers, social media, family, and friends. 

The participants described this influx as hectic, overwhelming, frustrating, dizzying, and 

confusing. An interviewee (P18) said:  

“It was dizzying, because you get an email one day this and this. And an email next day 

never mind, and email the following is a never mind, and then they say, you know, we're 

going to put in the safety measure and then they realized operationally they couldn't do the 

safety measure because they had a problem with where do you get the supplies from or 

something like that. So, at the beginning, sometimes, it seems like two to three times a day, 
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you get an email, and it might contradict the previous email. So, I would say from like 

March to the end of April was a very confusing time.”  

P19: “There was a lot of information that was new and maybe not grounded in any sort of 

basis. So, it was a lot of do this, don't do that, do this, don't do that…I know I felt the 

stress of it… I mean, documents were coming out every day from our own administration, 

from the city itself, from the health and human services in San Diego, and then any 

associated education or side job that you had, and then the news media…It was 

overwhelming and almost too much information to filter because it didn't feel reserved 

and put out in an organized fashion.” 

P26: “[Communication was] poor just because a lot was very frustrating. You know 

everyone is confused, like I was just told this policy that's beginning of a shift, and then 

they changed it, and then trying to tell the next shift, and then when I came back two or 

three days later, you know, what’s the policy now?…It was like confusion. I'd say there's 

a lot of miscommunication on where it was because you asked the manager and 

supervisor and two of them had different answers.” 

P20: “I would describe it [information communication] like information overload, but 

also light and not enough. We're getting inundated with information but from different 

people and from different resources. So, we're getting a lot of information, but we're still 

confused, basically so frustrated.” 

Because of this information overload with the influx, it seems like the EMS 

administrators were unable to transfer and arrange the COVID-19 relevant information and facts 

into clear guidelines and policies of operations to tell the EMS providers. Many participants 
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expressed how unsatisfied they were with the information communication process, especially, at 

the beginning of this pandemic. An interviewee (P10) expressed their frustration as:  

“The communication was hectic because it seemed in the first couple of weeks like every 

couple of hours, we’d get a new SOP [Standard Operating Procedures] and it would 

override the previous one, and every time you come to work there would be a stack of what 

we have to read through. Because the guidelines are constantly changing in which county 

is running it and with the CDC [Center of Disease Control and Prevention] and with the 

army. It was constantly updating, almost to the point like every hour.” 

Other participants complained of how they felt the stress of information influx as it was 

not evidenced based and continuously changing and coming from multiple sources. An 

interviewee (P20) says: “I would describe it [information communication] like information 

overload, but also light and not enough. We're getting inundated with information but from 

different people and from different resources.”  

Another concern for the participants was the failure of the communication between EMS 

agencies and the hospitals. Some participants expressed how the communication failed between 

the hospital and the station itself in alerting them about patients who tested positive to COVID-

19 and to alert them on what PPE needed for specific patients. There was a lack of 

communication cooperation in responding to this pandemic between different agencies and 

hospitals. These participants described this information failure as frustrating, scary, and not great 

which caused them to be more confused and stressed. 

P1: “I do think that communication kind of failed as far as alerting us to 

when we interacted with patients come back positive for COVID. I don't 

necessarily see that as fault in our system, but rather that fault in our 
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communication between the hospitals and the system. There is sometimes when 

we transport people with low suspicion of COVID, and later on, found out from 

the hospital that they are positive.” 

P18: “[My concern is] continuity of care [and] effective communication in 

between multiple levels. A lot of times with what I'm seeing is, you know, the 

sending hospital says one thing, the people that sent us to go get the patient 

sometimes say something else. And then I'm finding out something complete 

different when I get to the main hospital. A lot of times of breakdowns in 

communication, as far as, what needs to be provided and what safety measures 

are in place…[Communication] was not great.” 

P5: “[We responded to] nursing homes and they have whole floors now dedicated 

to COVID, and sometimes they're not telling us which patients have it or not. It's 

just strange that there are places that tests that won't give us that information… 

Some places are treating it like it’s protected patient information… It’s a little 

scary.” 

P22: “It [reporting exposure] was frustrating, you know, it took so long. We were 

still going home to our families and we won’t know for 14 days later that we were 

exposed. I think it is reporting problem or logistical problem to get information to 

who needed to get it.” 

4.1.3- Lack of Confidence in The Employer 

Confidence in the leader or employer is an issue that emerged through the interviews as a 

source of work stressor. Leadership trust can affect the willingness to respond for the EMS 

providers as it can motivate the providers to effectively participate in the response phase. 
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Usually, lack of trust in the employer can lead to noncompliance with the guidelines and 

instructions. One participant described how leadership trust is important to respond. He indicated 

that even when having inadequate training or unclear guidelines to respond, if the providers trust 

their leaders, they will be able to follow their guidelines and to respond more comfortably and 

effectively.   

(P19): “Trust in the leadership that you have above and around you, you know, you could 

have 100 people that have never had any training before, but if they trust… if you were 

my leader, and I trust you, regardless of what you say, I’m going to follow your 

guidelines if you’re calm in the process of the exposure, of the response. I also, should be 

calm, knowing that you have the education and training to empower, to direct me to be 

safe.” 

Another issue that is related to employer trust was the lack of support. The participants felt 

that their employers were not supportive and not serious in protecting their own safety and their 

families too. Flexibility was also assured as being an important factor to motivate the providers 

to respond effectively, especially when it comes to family safety. The leaders should know how 

to give the providers the opportunity to be able to balance between their work and family life  

P11: “It is important that the employer make it conscious about making sure that 

he knows that our family is very important. So consequently… there's no question 

as to whether I can do those things to the very liberal with regards to letting me 

take the time to be with my family and do the things I need to do.”  

Moreover, the participants discussed how important for the employer to be transparent and 

trustworthy in communicating information regarding to possible exposures. Some participants 

complained of lack of leadership and lack of transparency in providing adequate information that 
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is required to protect their safety. They described how their employers where not prepared on 

how to protect them or what to do in case the EMS providers got infected.  

P23: “I’ve never yet been notified, like hey, you’re exposed to a patient… 

Even when my coworker tested positive, the only way that I probably found out 

about is if I hadn’t been trying to plan like a girls dinner that she was invited to… 

the supervisor would have never contacted me and said you were in contact with 

this person within these amount of days, so, I advise you to go and get tested on. 

I’ve never been contacted about any of that. So, I mean, it’s kind of scary.”  

This same participant also viewed that her supervisor was not able to protect them and to 

be an advocate for their safety. P23: “I feel like there’s a lack of leadership going on, like I 

understand that I have a really good relationship with the supervisors and staff, but I feel like 

there’s no advocation for their employees, or letting them know like, hey, your coworker has this, 

and you should probably go get tested.” She continued to describe how her supervisors didn’t 

know the protocols on how to deal with the exposure cases. P23: “I called two supervisors 

[regarding me getting exposed to my partner who tested positive to COVID] and it was like, they 

just didn’t know what to do, I feel like there is no protocol set in place, if this happens, this is 

what we’re gonna do. There is none of that. It was just very informal and they [my supervisors] 

asked me over the phone, they’re like, well, are you showing signs and symptoms? There was no 

sense of direction. He [my supervisor] was like well just I don’t know but call HR [Human 

Resources] and see what they got to say... Sometimes they’re in the dark about things, and I 

don’t know that’s just the lack of communication or lack of leadership.”  
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Another participant also described the lack of support she faced at work during this 

pandemic. P5: “I don't really feel like my job really is prepared to deal with [COVID-19]. Kind 

of feels like you don't get a lot of support in a lot of ways.” 

Another participant expressed how the company she worked with didn’t deal with the 

pandemic seriously. P7: “They’ve [the company I worked for] been pushing things. They haven’t 

been really super serious about all of this…it’s not been consistent on.” 

4.1.4- Lack of resources 

This section discusses how the lack of resources including lack of personal protection gear 

and inadequate education and training affected the psychological status of the EMS providers 

causing them more stress.  

4.1.4.1- Lack of Protective Gear (PPE) 

At the beginning of this pandemic the news reported a lack in the protective gears for the 

medical field in general including EMS. Most of the participants reported that they had a 

shortage in PPEs for some time, especially at the beginning of this pandemic. Most of them 

expressed being concerned because of this shortage. Some of them also expressed feelings of 

being anxious, worried, scared, angry and stressed because of this shortage.  

P19: “There was a concern regarding the shortage of PPEs…[My wife was] 

trying to ask too many questions…She would see something on the media and ask 

almost of a validation of its truthfulness or the impact of us versus the global, that 

the media was portrayed.” 

P28: “There was a few weeks where that [lack of PPE] was very, very tenuous. It 

was really stressful for personnel because we didn't have enough for them. We 
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needed to save what we had for going into infectious patients’ homes and so we 

didn't have the liberty to just wear them any time.” 

Other concern regarding to the PPE shortage was the requirement of reusing them, 

especially the N95 masks. The participants shared their feelings of being anxious and distressed 

because they had to reuse the same PPEs. This also caused them to feel unsafe in their workplace 

as they were not sure how to protect themselves and their family members if they can’t change 

the PPE and prevent the contamination. Moreover, the participants felt angry as they are having 

only one N95 mask that is available for the whole shift.  

P20: “We [EMS providers] were concerned about it [shortage of PPEs], 

especially because my department did see it…our stockpile was pretty much 

depleted in a month. So, we’re having to reuse N 95. We definitely had a 

shortage which caused some concern for us.” 

P23: “It [lack of PPEs] was kind of scary… just knowing, like, Oh, technically, I 

need to switch my mask out because we were in contact with this person, but we 

can't because we don't have any. That was stressful…We just didn't know what to 

do at that point, because like, how do I disinfect this [N95 mask]? So, we didn't 

know what to do.” 

P12: “We were actually worried…There Was a decrease in morale…You can see 

a lot of anger in the people [EMS providers] because they were told, you know, 

this is your mask for the shift and we don’t care if you have a COVID patient or 

not…One mask per shift…There was a lot of justifiable anger over them.” 

Lack of resources in the workplace caused a lot of tension and stress for the providers. 

While the EMS providers know all the risks that are associated with this job, they also need to 
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feel that they are safe and protected at their workplace. They need to feel comfortable and safe 

when entering their homes after a shift, that they will not expose their family members. 

Workplace support is essential for the providers’ morale as they need to feel that their workplace 

is an advocate for their safety. An interviewee (P28) who faced a lack of PPE during this 

pandemic expressed how they felt angry and mad because they felt unprotected.   

“There were a few weeks where that [lack of PPE] was very, very tenuous. It was 

really stressful for personnel because we didn't have enough for them. We needed 

to save what we had for going into infectious patients’ homes and so we didn't have 

the liberty to just wear them any time. Some people thought that it was ridiculous. 

And there were some people that were mad because they had to wear masks and 

they didn't. So, they think that this was a hoax.” 

The shortage of PPEs during COVID-19 was not a surprise. The unexpected large 

magnitude of this pandemic made it difficult to ensure the appropriate number of PPEs around 

the world. This pandemic hit almost all of the world’s countries and caused closures in airports 

between countries. This stopped the import and export process around the world countries and 

made more difficult to have a new source of PPEs. This shortage is an indication that the health 

care system is not well prepared to respond to a pandemic. It also suggests that it might be 

difficult to follow the previously established procedures and guidelines regarding the use and the 

adherence of protective gears. The organization has to add how to find extra sources of 

protective gears into the comprehensive plan.  

Shortage of PPE during COVID-19 pandemic was not the only challenge for the 

participants. The stress that was associated with the usage of PPE also emerged in the interviews. 

Some participants reported how having to wear the whole set of protective gears when 
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responding to a patient caused them a lot of stress and anxiety. Especially, when they have to 

respond to the patients calls during hot summer. The new guidelines recommend that the EMS 

providers should respond outside of the patient’s house to decrease the chance of exposure. They 

were weighed down by the PPE, their movement was difficult, and their protective goggles 

became blurred quickly, which made the work much more difficult. Moreover, having to stand 

next to the ambulance by the hot engines in the already hot summer caused the providers to 

sweat and to feel uncomfortable and sometimes anxious.  

P18: “The Issues become occasionally if you have to do any procedure with all 

the material on [protective gears], like goggles fog up hard time seeing, its hot, 

you're sweating.” 

P19: “It's it [wearing PPE] is stressful. I mean, it is this if not a conscious stress, a 

subconscious stress that weighs on people.” 

P1: “A lot of things that we're doing right now are stressing me. Like 100 degrees 

outside I mean, you know, we're showing up in PPEs and it's very distressing and 

frustrating and anxiety producing.” 

4.1.4.2- Inadequate Training and Education 

Responding to a pandemic requires the EMS providers to have a specific training and 

education that targets the safe way to wear the protective gear without contamination and to use 

the appropriate infection control measures. The previous training and education of the 

participants included basic understanding about infectious diseases. However, the unexpected 

magnitude of this pandemic and the unknown virus caused the providers to feel uncomfortable 

with their training and education level. An interviewee (P4) expressed their concern as:  
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“So, our training before this pandemic did include things, like infectious diseases 

and how to deal with them. But, obviously COVID is very different from other 

infectious diseases we learned about […] it [previous training] gives you a basic 

understanding of the seriousness of the situation. But obviously you have to have 

COVID specific training to deal with the pandemic now.”  

P13: “Our training was not enough, we've dealt with pandemics and infectious 

diseases before, but not of this magnitude.”  

Inadequate training caused the participants to feel nervous and uncomfortable to respond 

during this pandemic. They were worried to expose themselves and their families as they were 

not confident on how to use the disinfectant machines or to don (put on) or doff (take off) their 

PPE safely without contaminating themselves.  

P23: “Before COVID-19 I didn't know how to use PPEs, or how to use a 

disinfecting fogger machine. My knowledge was very limited. So, I guess after this 

pandemic initially started, I actually had to figure out how to use the proper PPE 

and how to don and doff them and everything in between… It [training] was very 

limited, very.” 

Another challenge that faced the participants was being unfamiliar with the previous 

training courses and context as these were provided a long time ago. The participants indicated 

that pandemic policies usually have a low usage and there should be more orientation for the 

providers to be familiar with them whenever they need. Moreover, they indicated that even 

though they have had a previous pandemic targeted training in the past years, but they were not 

able to recall it as they never used the training in real life.  
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P13: “I personally don't recall working during the Ebola outbreak. I think we 

have policies in place, but because it was low usage policy and it wasn't 

something that everyone goes familiar with.” 

This is an indication of the importance of offering more targeted education on how to 

deal with infectious outbreaks and pandemics. Moreover, one of the participants reported 

that “you don’t use it, you lose it.” This is an indication that the continuous education that 

the providers usually receive did not indicate the required information about how to 

respond to pandemics. These kind of training and education should be included in the 

comprehensive plan. This will make sure the providers are ready and able to respond 

effectively in the future.   

4.2- Time-Based Conflict 

EMS providers who are already working in a stressful field are susceptible to all three 

types of work-family conflict including time-based conflict. During COVID-19 pandemic, some 

EMS providers are facing extra mandatory shifts with longer working hours and increased 

working loads. This can disrupt home and family life and contribute to time-based conflict which 

can lead to a decreased quality of life and can lead to frustration at work. The interviews revealed 

some time-based conflict sources where the EMS provider has to devote more time at work with 

more workload. This increased time spent at work and increased work demands resulted in some 

conflict where it decreased the time spent with family members. This section discusses all the 

emergent subthemes about the sources of time-based conflict for the participants as shown in the 

following figure (4-2).  
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Figure 4-2: Time-Based Conflict Sources 

4.2.1- Increased Workload and Mandatory Overtime 

During the COVID-19 pandemic, some EMS providers faced extra mandatory shifts with 

longer working hours and increased workloads. This can disrupt home and family life and 

contribute to time-based conflict. This section discusses the views of the participants about how 

this pandemic changed their schedule, workload, and time spent with family, and how these 

changes created a conflict between their roles as providers and as family members. 

As mentioned previously, the COVID-19 pandemic created risks and burdens for EMS 

providers. In addition to the uncertainties, as I discussed previously, participants expressed how 

they were asked to work longer shifts in a more stressful environment where they had to wear the 

uncomfortable PPE and to take additional disinfection measures.  

P13: “Everything that happened at work, there was a lot of frustration, there was 

a lot of tiring, running calls, wearing the extra stuff, and going through all the 

extra steps.”  
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The additional work shifts forced EMS providers to spend more time on the stations and 

thus spend less time to meet the demands of the family member role. This created a conflict and 

inhibited their ability to achieve work-family life balance. Moreover, exposure and getting 

infected resulted in many EMS providers to be self-quarantined and absent from work for 7 to 14 

days. This caused increased pressure on the available providers as they had to spend more hours 

at work or cover for the absent ones and to do extra mandatory shifts. The total working hours 

increased because of the shortage staff. The available providers have to work more hours as they 

have to wait for other providers from other stations to arrive and cover for them to be able to 

leave work. Moreover, the providers were not allowed to take any time off, especially at the 

beginning of this pandemic, as they have to keep showing up and cover for the absent EMS 

providers.  

P1: “Initially, there was some change [to our schedule] because of the fact that we 

have some exposures and some portion of our workforce just taken out…We have 

certain policies enacted and one of those policies was that we weren't allowed to 

take any time off because we have the highest rate of people out of our 

workforce… This was kind of frustrating.” 

P5: “I guess our situation is a little unique, because we have so many people who 

are off sick now. We have… we call them relief trains. So, like a person coming to 

relief me, is coming from this fire house, and he is getting relieved by guy coming 

from this firehouse, who is getting relief by this other guy from the other firehouse. 

I'm gonna held over Two hours, three hours a day, because I waited for all these 

people to kind of start this train of relieves so it’s been terrible. We have so few 
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people now. So, we're working extra all the time, and then we have so many people 

off.” 

P22: “It [workload] increased, especially in the beginning. We had so many crews 

that were being sent home and quarantined. We had to work a lot of overtime. A lot 

of mandatory overtime. So, we would work our shift and then we would find out we 

are not allowed to go home […] We wouldn’t be allowed to leave.” 

All these extra shifts and overload created a conflict for the participants between their 

roles as EMS providers and their roles as family members. They have difficulties meeting the 

family life demands such as taking care of kids and parents and maintaining the home. They 

have less available time to fulfill these demands during this pandemic. As a result, an 

interviewee (P22) expressed how this caused them to be upset, stressed, frustrated, and 

overwhelmed:  

“It was really bad for morale. Everybody was really upset because people still had to get 

to their kids who were home by themselves. They had to go home and take care of kids 

and old ones, their grandparents or parents. Or they had other jobs they needed to get to, 

but they were told, they are not allowed to leave.”  

P27: “So I work every third day, So I go to work. and then I'm supposed to get off 

the next morning at 7 A.M. but, if we didn't have enough people signed up for 

overtime, then we were not allowed to leave, even if we have childcare or other 

jobs. They wouldn't let you leave work, so you're stuck there. You’re obligated to 

stay; you didn’t have a choice.” 

Another EMS provider (P1) expressed his frustration as:  
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“The workload impacting my ability to see friends and family[...] So, believe me, 

[my day off] totally be taken off as just rest. Right then you have one day off […] 

just adding more stress on your day to day life.” 

Spending extra time at work can affect the time that usually spent with family causing 

decreased connection and interaction with family members. the following section discusses the 

subtheme of decreasing time spent with family during this pandemic and the perspectives of the 

providers about this concern. 

4.2.2- Decreased Time Spent with Family 

The participants were asked how the increased workload and overtime affected the time 

they usually spent with their families? Most of them responded that having to devote more time 

at work affected their quality time with their family. They expressed their frustration and 

disappointment of having to stay at work and losing time that they usually spend with family. 

This group mainly includes the participants who were obligated to do mandatory overtime. 

P5: “That can be frustrating, like my boyfriend who work as a police officer did 

this [overtime] as well. So, there are times, you know, he [my boyfriend] works 

the night shift, and I won't see him because I got a hold over.” 

P22: “I guess it [mandatory overtime] make it more difficult with less time to 

spend with my wife. I’ve been looking for other jobs because of it too. Definitely 

changed the way I look at the job.” 

P1: “The workload impacted my ability to see friends and family, but to be honest, 

our work schedule that's kind of does not really facilitate a lot of time off. So, 

believe me, [my day off] totally be taken off as just rest. Right Then you have one 

day off…just adding more stress on your day to day life.” 
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 Decreased family time in addition to the stressors at work caused the EMS providers to 

change their lifestyle in order to adjust to the new expectations. These changes are considered 

among the behavior-based sources of conflict which is discussed in the following section.  

4.3- Behavior-Based Conflict 

 
Figure 4-3: Behavior-Based Conflict Sources 

4.3.1- Implement Excessive Precautionary Measures 

This pandemic added some new practices and changes to the lifestyle for EMS providers. 

They became more vigilant and more precautious not to get the virus to their homes. All of the 

participants reported that they changed their initial interaction with their family members once 

they are back home. They would not interact immediately with them as they usually do. All of 

the participants reported that they changed clothes or uniforms first and then took a shower 

before interacting with the family members, in order to limit their risk of exposure.  

P18: “I think since this all started, I would get my home late at night, take off my 

uniform in the garage. Laundry room is right there and walk right to the shower 
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where I would not normally prior to the COVID, and maybe not be as aggressive 

with that. Now, I would be more aggressive, you know, especially if I knew I 

transported COVID patient. Even if I didn't transport COVID patient for the day, 

I might shut down the garage anyway, because you know who knows what clung 

to me on the way home.” 

Having to deal with this pandemic and all the behavioral changes that followed, added 

more burden on the EMS providers and affect their social lives, personal behaviors and 

interpersonal relationships. One participant reported that some of his coworkers showed some 

unexpected overly cautious behaviors of furtherly isolating and separating themselves away from 

other workers as they were anxious to be exposed.  

P20: “I’ve seen some interesting adaptations…There have been a few people who 

have relegated in cells to like a completely separate area, like greater than the 6 

feet distance. We’re cooking together at the station, but there was a gentleman 

who would bring his own meals instead. It was another gentleman who would 

spend much all day out in his car. Another one would stay in the engine because 

he became very apprehensive about patient care.” 

4.3.2- Limit Interactions with Family Members 

Another behavioral adjustment to this pandemic was limiting the direct interaction with 

family members. This caused emotional distress as they were not able to greet their children once 

they are home as usual. The participants described how they had to limit their direct interactions 

with their family members in order to limit their risk of exposure. They had to change their usual 

behavior and practices in order to protect them.  
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P23: “When I would come home from shift in the morning, usually before the 

pandemic, I would come in and kind of say hi to everyone, have coffee trying to 

get my day started. But now it's like I come home and do like straight to the 

shower and backup all my clothes. I had like a checklist of things like, washing 

clothes, taking off and wiping down my boots… once that's done, then I like start 

my day.” 

P2: “I was by myself with very little interaction with kids. I take my clothes off and put 

them in a bag, go straight to shower. It was my shower, nobody else will use it. No 

immediate contact with them. It was pretty much as quarantine situations.” 

The main cause for these practices is the unknown and the uncertainty of the mode of 

transmission for COVID-19 virus. Moreover, not having enough information about how to 

effectively treat this virus caused the providers to be more concerned. As a result, they started to 

change their usual behaviors in order to mollify the effect of these concerns. Avoiding close 

contact with others, excessive using of disinfectants and sanitizers, and isolate self when being 

exposed or sick were among these behaviors. All of these changes in the lifestyle caused a work-

family conflict for the providers. They were trying to change their behaviors to meet the 

expectation of having the responsibility to protect family members by avoiding direct interaction 

with them.  

  



 88

4.3.3- Obsessive Behaviors 

Due to the highly contagious nature of COVID-19 virus and the uncertainty and the 

limited information about its transmission, EMS providers felt a constant fear of becoming 

infected and then expose others. Although the providers reported their compliance and adherence 

to the required PPE and infection control measures, they were in a constant fear and stress to 

expose themselves unintentionally at workplace and transmit the virus to others. As a result, the 

providers showed some obsessive behaviors where they consider everything and everywhere as 

contaminated. This situation led to continuous stress, anxiety, and panic among the providers. It 

also caused them to be continuously worried about their exposure. As a result, they had to do 

some adjustments to their usual lifestyle to protect themselves and their family. One of these 

adjustments is excessive disinfection and taking all the possible infection control measures.  

 P5: “I was more cautious, and that became anxiety […] I just remember the first 

couple of times with COVID people coughing or being sick […] I need to shower; 

I need to change my clothes […] There is no way to get rid of this panic completely 

[…] It looked kind of permeated the day where you kind of have, like a level of 

anxiousness.”  

P1: “I’m always worried. I got a sore throat one day being outside and I have an 

allergy, so I start thinking it is COVID, you know, so you start to just like comparing 

every little thing into being something worse […] That’s a lot of stress, like your 

time at work, obviously, because you have to treat everybody like they have it and 

am I following the protocol, but then your time off, did I get it?” 
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Another participant talked about how applying these extra precautions at work are for mental 

reasons more than for physical as most of her coworkers are getting more anxious of being 

infected.  

P7: “I'm doing it [precautionary measures] for everybody else too, because I 

know even outside of work, people are thinking about it and people are judging 

you and they get concerned…for me it’s mentally and it's really gotten to me. It's 

got everybody we've all gone crazy, really, and super obsessive about this and it's 

hard on everybody and I get it. I think mental, even mentally, that makes 

everybody better. It's not just the physical illness that we could possibly get. It's 

also I mean, mentally debilitating. I get too pressed about an anxiety about it.” 

The continuous stress from being exposed to the disease and then passing it to family 

members created a situation As this pandemic caused EMS providers to be more stressed, 

anxious, and overwhelmed, the organizations should not ignore this issue and should implement 

some measures in order to prevent this stress to become a diagnosed psychological illness. Some 

of these measures are discussed in the recommendation section. 

4.3.4- Negative Emotions 

Beside the uncertainty around this virus, the participants were mainly concerned about 

exposing their family members and brining this virus home with them. This caused them a 

continues stress that will continue even when they are home as some participants describe that 

the feeling of anxiety and fear is setting in the back of their heads all the time. This continuous 

stress and fear of exposing others negatively affected some of the participants familial 

relationships. Stress spillover to family domain was described by various negative emotions such 
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as stressful, fatigued, angry, isolated, harm, damage, mad, and defensive. The following 

subthemes of feeling socially isolated and increased familiar fights are furtherly discussed. 

4.3.4.1- Feeling of Being Socially Isolated 

Having this continuous stress about exposing others created a feeling of being socially 

isolated. The providers felt that they had to stay home in their time off so they will not expose 

other family members and friends. An interviewee (P5), for instance, said:  

“I feel like I am at risk to get it in a way […] I mean, I know I wear PPE, but I worry […] 

I feel like I have to curtail what I do, and there are times like I want to go out and see my 

friends and stuff and I feel like It would be irresponsible. So, in a lot of ways, I feel 

isolated at times.” 

From the other hand, some of the participants needed to be socially isolated for some time in 

order to alleviate some of the stress that they faced during responding to this pandemic. 

P17: “[When I got home after deployment], I slept for fifteen hours the day that I got home and 

the next day. To be honest, the first 48 hours I was kind of disaffected, I needed to regroup 

myself, I have time alone, and it’s just time to unwind, to try to process everything that I’ve just 

been through in the last couple of weeks.” 

Moreover, the providers needed their own private space to process what they have to deal 

with at work in order to meet the behavioral expectations when dealing with family members.  

P17: “I have to say that I'm happy to be home, But I found myself, because of the 

intensity of deployment…I was very mentally fatigued. I needed to get home and 

needed to not [be] deployed for a while. The single biggest thing that I need was 

time away just to be able to mentally unwind to process for things that I would 

think they were issues in different hospitals in which we worked.” 
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EMS personnel as healthcare workers must deal with these lifestyle changes at both work 

and personal life. This added more burden on them as frontline providers and had a critical 

impact not only on their social lives, but also on personal behavior and interpersonal 

relationships. Some of the providers showed unexpected overly cautious behavior. They isolated 

and separated themselves away from other coworkers as they were anxious to be exposed.  

P20: “I’ve seen some interesting adaptations […] There have been a few people 

who have relegated in cells to like a completely separate area, like greater than the 

6 feet distance. We’re cooking together at the station, but there was a gentleman 

who would bring his own meals instead. It was another gentleman who would spend 

much of the day out in his car. Another one would stay in the engine because he 

became very apprehensive about patient care.” 

4.3.4.2- Affected Familial Relationships 

Responding to COVID-19 had affected the EMS providers relationships with their 

families too. Some of them reported increased fights with their family members since the 

beginning of this pandemic as they are feeling more stressed than before. The main cause for 

these fights was related to concerns about getting exposed to COVID-19.   

P7: “It’s [responding to COVID-19] affecting my husband and I. Because he’s more particular. 

He is always like constant crying, crying, crying. And it’s on my head. Then it affects me here 

affects our relationship and we get mad at each other and affects the kids at home. When he 

starts talking to me about it [COVID] and bringing it up, I get defensive, and the kids see that.” 

P21: “I would say we were more stressed. and had times where we get angry at each other’s.  
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At times, there were disagreements. Also, sometimes there were arguments, we would end up 

fighting…One time, I came home and tried to go straight to bed, my mom ended up yelling at me. 

We had a heated discussion until I ended up showering and then I was able to go to bed.” 

P7: “…He [my husband] drove me bonkers and he still drive me bonkers, because he'll 

constantly look at articles, which is fine, he's researching. He wants to know about COVID. He 

wants to know anything about it. But when he starts talking to me about it and bringing it up, I 

get defensive and the kids see that.” 

P9: “You go home with this heavy weight on your shoulders of a stressful day, and then you're 

taking it out on your family, or you shut down. You shut down from talking to your family, 

shutting down from the kids. It's not just the illness itself like I said, it's not just like, ooh, I'm 

afraid I'm going to bring it home…A lot of it is also just mentally, do a lot of harm and a lot of 

damage, it could do a lot of damage to your family.” 

P5: “I used to live pretty close to my parents. So, we meet pretty weekly. Now I'm not 

going over there out of obviously safety concerns. My brother lives out a state, obviously, but we 

communicated pretty regularly and now I would say honestly, I didn't talk to my brother. 

Probably for almost two months. He had made a comment about something like I went out with 

my mother to ocean city or something, and he was like what? Will catch COVID and kill 

grandma…So like you know…Our relationship was better before this.”  
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Chapter Summary 

 

This chapter summarizes and conveys the words of study participants regarding the 

sources of work-family conflict while responding to the COVID-19 pandemic. One research 

question was used to guide this research study: What are the sources of work-family conflict 

among EMS providers during COVID-19? The specific study population was 30 certified EMS 

providers from 20 different states around the United States. EMS providers who were eligible 

and interviewed for the study were currently working as an EMS provider and responded during 

COVID-19 pandemic. The purpose of the data analysis process was to unearth themes and 

patterns that describe the sources of work-family conflict among EMS providers. The analysis 

revealed the following major themes: 1) strain-based conflict sources with the subtheme of: fears 

and concerns, role ambiguity, lack of confidence in the employer, lack of resources including 

PPE and inadequate training and education, 2) time-based conflict sources with the subtheme of 

increased workload and mandatory overtime, and decreased time spent with family, 3) Behavior-

based conflict sources with the subthemes of: implementing excessive precautionary measures, 

limiting interaction with family members, obsessive behaviors and negative emotions of feeling 

socially isolated and affected familial relationship. 

The following Chapter interprets and discusses these findings. It relates and connects 

these findings with the available literature. In addition, the following chapter includes limitations 

of the study, conclusions, recommendations to achieve work-family balance, and finally 

recommendations for future studies, and the significance of the findings to leadership.  
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CHAPTER V 

 

 

CONCLUSION 

Introduction  

This study employed qualitative methodology to examine and understand the sources of 

work-family conflict among EMS providers who worked during the COVID-19 pandemic. The 

participants constructed reality based on their shared individual experiences. This approach 

allowed them to share their own perspectives as they described their own experience of how 

work-family conflict affected their decision to report to duty during this pandemic. Analysis of 

the findings explored how the participants’ views and perspectives relate to the current literature 

and if there are any similarities or differences between them.  

Results of this study demonstrated several challenges and concerns for EMS providers 

while responding to the COVID-19 pandemic. These challenges and concerns caused 

participants to be overwhelmed and stressed at work. Work-related stress can spillover into an 

individual’s personal life affecting their physical and emotional interactions with family 

members. This was evident for the participants as they showed heightened levels of stress during 

this pandemic. The heightened stress with the commitment to the organization as EMS providers 

affected the participants’ personal life causing more conflict. As a result, their family life could 

suffer which can affect the life quality and the relationships within a family (Dacey, 2019). 

Moreover, this conflict caused some psychological distress among the participants leading to 

feelings of frustration, being overwhelmed, and stress. These findings are congruent with 
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previous literature on work stress spilling over to family life and jeopardizing familial 

relationships and causing frustration toward work (Lambert et al., 2002; Frone, 2003; Lambert et 

al., 2010; Hall et al., 2010; Shreffler et al., 2011). Inability to manage the work-family conflict 

can influence the decision of EMS providers to report to duty during the pandemic. While all of 

the participants showed their willingness to keep responding during the pandemic, most of them 

expressed being frustrated toward responding. The following sections integrate and discuss the 

major findings in the qualitative analysis and how they relate to the previous literature. 

Sources of Work-Family Conflict 

The idea of work-family conflict is that individuals are stressed at work, and as a result, 

they tend to bring this stress home with them (Frone, 2003). Work-related stress can spillover 

into an individual’s personal life which can affect their physical and emotional interaction with 

their family members or loved ones (Hall et al., 2010). EMS providers are considered among 

healthcare workers who already work in highly stressful fields (Hall et al., 2010; Hartley, 2013). 

Working during a disaster can increase the level of work stressors for EMS providers causing 

more stress spillover into family. This study focuses on how the sources of work family-conflict 

influence the willingness of EMS providers to report to their duty during disasters and 

specifically during COVID-19 pandemic.  

The heightened stress that resulted to responding to this pandemic with the commitment 

to the organization and the role of EMS providers can jeopardize their personal life. As a result, 

the family life could suffer which can affect the relationships within a family and life quality 

(Dacey, 2019). Moreover, this conflict can cause psychological distress among EMS providers 

and can negatively impact the job satisfaction causing frustration towards the job (Lambert et al., 
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2002; Lambert et al., 2010; Shreffler et al., 2011). Inability to manage the work-family conflict, 

can influence the decision of EMS providers to report to duty during this pandemic. 

According to the work-family role pressure incompatibility model by Greenhaus and 

Beutell (1985), there are three major sources for the work-family conflict that were assessed in 

this study, strain-based, time-based, and behavior-based conflicts. The core idea of this model 

that any role characteristic that affects a persons’ time involvement, strain or behavior within a 

role, can produce conflict between this role and the other role. The following sections discuss the 

sources of conflict for this study participants and relate them to the available literature.  

5.1- Strain-Based Conflict Sources 

This form of conflict involves role-produced strain and occurs when the strain or the stress in 

one role limits one’s ability to complete responsibility in the other role (Greenhaus and Beutell, 

1985; Dierdorff and Ellington, 2008). Stress usually includes individuals’ reaction to different 

situations. Work stress is the process of interaction between the individual and the work 

environment which includes accumulation of negative emotions that generated by the work (Tsai 

and Chen, 1996; Kristensen et al., 2005). Physiological and psychological symptoms may result 

if the events in the work environment were evaluated as more that the individuals can bear 

(Lazarus and Folkman, 1984). Some of these symptoms include insomnia, fatigue, anxiety, as 

well as, increased family conflicts, decrease work quality, and interpersonal relationship 

disorders (Reardon et al., 2020; Raines, 2000).  

Work stress is prevalent among healthcare settings such as nursing, emergency medicine and 

EMS (Arora et al., 2013; Adrianssens et al., 2015; Boland et al., 2018). However, the 

occupational environment for paramedics is conducive to stressors such as regular exposure to 

traumatic and emotionally taxing situations (Regehr et al., 2002), uncontrolled, dynamic 
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environments (Maguire et al., 2018), physical fatigue (Maguire et al., 2014), and irregular 

working hours and high workloads (Courtney et al., 2010; Patterson et al., 2010). All of these 

stress factors are becoming more prevalent and heightened since the beginning of COVID-19. 

The major stressors for the healthcare workers during the severe acute respiratory syndrome 

(SARS) were facing more worries from their family members, experiencing fear of the unknown 

disease and also becoming a transmitter of the disease. Moreover, healthcare workers 

experienced more challenges related to their professional skills of personal infection control 

(Hung et al., 2005). As a result of these stressors, most of them experienced fear, exhaustion, and 

stress (Jonas-Simpson, 2003). These stressors were consistent with what the participants of this 

study reported.  

5.1.1- Fears and Concerns 

COVID-19 is a large-scale pandemic that poses unique challenges for EMS providers 

because of the occupational risk of becoming infected or potentially exposing family and friend 

to infection. Most of the participants became emotional about their fears of infecting their family 

members including children, spouses, dependent elderly parents, or other family members as a 

result of their own occupational exposure to this virulent disease. Moreover, most of the 

participants expressed their concerns regarding to getting the virus and then passing it to their 

coworkers or partners as they spent a long time with them in the back of the ambulance or at the 

station. This section discusses these different fears that EMS providers have during responding to 

COVID-19 and relates them to the available literature.  

5.1.1.1- Personal and Family Safety Concern 

Most of the participants of this study did not show a major concern about their own safety and 

wellbeing. but instead they were worried that they will contract the virus and then pass it to their 
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families. These findings are consistent with the literature. In a study that discussed the factors 

that affect the willingness of EMS providers to report during a disease outbreak, Alwidyan 

(2017) found that some of the participants did not show any self-concern to report to duty during 

an outbreak. These participants explained that responding to a pandemic is one of many risks that 

associated to EMS filed. They expressed that they have no concerns to respond as long as they 

practice the appropriate precautionary measures with adequate protective gears. Ives and 

colleagues (2009) found that their study participants were reluctant to express their concerns 

regarding to their safety. However, many of them stressed the importance of having effective 

PPEs.  

While the personal risk seemed to be of less concern, all of the participants expressed a 

concern regarding to family members and loved ones. Nearly all of the participants who 

referenced to their own safety, they justified it with the reference of their family. Damery and 

colleagues (2010) discussed that healthcare workers may be willing to take necessary risks as 

they perform their professional role but were unwilling to endanger their family.  

Family safety concern was the main source of role conflict that was revealed in the 

results.  Almost all of the participants showed that they have some degree of fear and concern 

about passing this virus to their family members and beloved ones. These findings are consistent 

with many previous studies that explored the concerns among healthcare providers to respond to 

disasters and specifically to a disease outbreak (Dimaggio et al., 2005; Mackler et al., 2007; Ives 

et al., 2009; Gershon et al., 2010; Barnett et al., 2010; Alwidyan, 2017; He et al., 2020). Trainor 

and Barsky (2011) reported that the main source of role conflict is uncertainty regarding the 

safety of family members and loved ones and also the feeling that they are obligated to do 

something to help them.  
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In another study that discussed the willingness of EMS providers to respond to duty 

during disasters, DiMaggio (2005) found that concern for family was the most frequently cited 

reason for unwillingness to respond. These results are consistent with both Edeghere and 

colleagues (2015) and French and Colleagues (2002), as they both discussed that the healthcare 

workers in their studies demonstrated more concern about the risk for their family. Ives and 

colleagues (2009) conducted a study for healthcare workers in UK and their response to a 

pandemic influenza, their findings showed that the interviewees demonstrated a great concern for 

their children and dependents. For some healthcare workers, responding to a pandemic caused 

them a lot of struggle to cope with their desire to fulfill obligations at workplace and concerns 

for family during infectious disease outbreaks (O’Sullivan, 2009).  

Most of this study’s participants demonstrated that they mollified these concerns by 

feeling able to mitigate the risk of passing the virus by employing infection control measures or 

minimizing the direct contact with the family members. Ives and colleagues (2009), found that 

their study participants viewed the duty to their family as one of many competing claims. They 

reported that the concern about taking the virus home and infecting one’s was not a barrier to 

their ability to respond. The participants believed that they were in a position to negate the risks 

by implementing adequate precautionary measures for infection control. The deep mutual trust 

and the love that characterize the close relationship with the immediate family members entail 

strong obligations towards them. One of these obligations is to avoid negligently harming each 

other (McConnell, 2020). As a result, healthcare workers ought to take more burdensome 

measures than usual to avoid negligently infecting their loved ones.   

Exposing the family members to the virus was not the only concern for EMS providers. 

Absence of the primary care provider for the family was another concern. Any EMS provider 
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who was exposed or tested positive, had to be quarantined for some time from 7 to 14 days. In a 

recent study that discusses the concerns of healthcare providers during COVID-19, the results 

showed that one concern for healthcare workers during responding to this pandemic was fear of 

getting infected or coming in contact and being isolated or quarantined (Mohindra, 2020). This 

study recommended that the administration should reassure the healthcare workers that the 

family’s needs will be a priority to take care of them.   

5.1.1.2- Coworkers Safety and Being Burden  

While family safety was the main concern among the participants, some of them showed 

a further concern regarding their coworkers. They were afraid to transmit this infection to their 

partners. In a study that was conducted in Canada to understand the concerns of the Healthcare 

workers to respond during the severe acute respiratory syndrome (SARS), some of the 

participants expressed that their concerns were not limited toward family members. They also 

described having feelings of guilt toward their jobs and coworkers too (O’Sullivan, 2009). The 

feeling of guilt was not limited to exposing coworkers, but also to be a burden on the system, in 

general, in case they had to be quarantined and take days off. The concern of being quarantined 

and the resulted understaffing mentioned several times in the literature (Ives et al., 2009; Young, 

2017; Laventhal et al., 2020; Graham, 2020). Ives et al (2009), found that many of their study 

participants had a concern about being sick and being absent from work. They reported that with 

absenteeism, they are letting both patients and colleagues down. This concern can be described 

as a simple work ethic of feeling a sense of loyalty and obligation to workplace. This feeling 

emerged from the participants’ belief that the coworkers depend upon them doing their job, and 

by being sick or absent from work, they will be a burden on their system, and they will let their 

partners down. Moreover, Young (2017) discussed that working in the front line in unpredictable 
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environment, make EMS providers at more risk to be exposed and may result in absence from 

work, which can impact the business continuity by causing shortage in the responding EMS 

providers and increase the burden on the available providers.  

5.1.2- Role Ambiguity 

another source about role ambiguity emerged among most of the participants was role 

ambiguity. The uncertainty and unknowing regarding this pandemic with the lack of appropriate, 

honest communication influenced the role ambiguity for the providers. Work stressors are 

considered as the main sources for role strain. Role ambiguity and conflict are major sources for 

role strain (Greenhaus and Beutell, 1985). All of the participants in this study reported some 

degree of role ambiguity.  

5.1.2.1- Uncertainty  

The participants of this study expressed how there was a significant uncertainty regarding 

how to respond to this pandemic, especially at the beginning. P6: “you never know what you are 

walking into.” It is known that the prehospital setting is unpredictable environment (Young, 

2017; Maguire et al., 2018). The EMS providers usually respond to calls without knowing the 

full medical history of the patients. As a result, they are in an increased exposure to the agent of 

disease which can increase the EMS providers concerns to respond. Watt and colleagues (2010), 

argued that infectious disease knowledge about avian influenza was essential for EMS providers 

to prepare them to be safe by detecting the appropriate protective gears to wear before 

responding. They also found that the more knowledge the EMS providers learn about the 

infectious disease, the less concerned they will be to report to duty. Alwidyan (2017), argued that 

EMS providers do not have enough knowledge about the pathophysiology of diseases, and they 

are not trained on how to diagnose patients on the prehospital settings. As a result, this lack of 
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information about infectious diseases can influence the EMS providers willingness to report to 

duty, especially during an outbreak. All of these findings are consistent with what this study 

participants reported. Many concerns about COVID-19 disease itself raised during the 

interviews. Some of these concerns were regarding to the morbidity and the mortality of this 

disease, how this virus can transfer from person to person, and the appropriate measures and 

policies to deal with this pandemic. In a qualitative study that was conducted to understand the 

paramedics concerns to respond to pandemics, the participants expressed greater concerns about 

the nature of the infection or how the presenting symptoms could affect them (Young, 2017). 

The participants reported that they will be more hesitant to respond to an outbreak if it is a lethal 

one.  

Another source of role ambiguity that emerged through the interviews was the lack of 

consistency in the protocols and guidelines that were provided to the EMS providers to respond 

to this pandemic. While protocols and guidelines are important resources to ensure that the 

healthcare sector is prepared to respond to pandemics (WHO, 2009; CDC, 2014), most of the 

participants reported lack of preparedness plan to respond to this pandemic. This finding was 

consistent with Young (2017) findings as the participants reported that they hoped if a pandemic 

plan existed or if they were aware of its existence.  

Institutions have the obligation of reviewing and revising policies and procedures 

continuously in order to improve patient care and system operations, even in the midst of 

pandemic conditions (Laventhal et al., 2020). This obligation includes thorough, relevant, and 

concise information to healthcare providers in a timely matter. The institution is responsible to 

provide basic medical information about the infectious disease and the guidelines to provide 

patient care. It is also responsible to provide a provision of adequate supplies of PPE, plans for 



 103

alternative workload assignments, schedules. Moreover, it has the responsibility to adhere to and 

to remain up to date with the Center for Disease Control and Prevention recommendations, in 

addition to state and local ordinance (Biddison et al., 2014; Devereaux et al., 2014; Ditcher et al., 

2014; Healthcare workers and employers, 2020). While it is an obligation to keep up to date in 

regard to information about COVID-19, there was a major problem in communicating this 

information. All of the participants expressed how there was an overload in the data they 

received everyday about the new guidelines and protocols. They described how this data will 

change multiple times even in one day. Moreover, some of the participants reported the multiple 

sources of the data they received and how, sometimes, they could not rely on this data as it was 

not evidence based. 

5.1.2.2- Inadequate Information Communication 

Communication strategies in healthcare field are essential to disseminate accurate 

information (Roberts & Bryce, 2015; Smith et al., 2009). The administration communication 

with the EMS providers should be clear and trustworthy in order to prepare them to respond 

during a pandemic and to decrease their concerns while responding (Adini et al., 2014). A 

previous study that was conducted in Australia to examine how paramedics perceived the risk 

during responding to disasters. It showed that some of the participants reported that in order for 

them to be satisfied with the communication process, it should be “decent”, “sufficient”, 

“accurate” and received in a timely manner in order to help them make decisions (Smith et al., 

2009, p. 24).  

Once the World Health Organization (WHO) classified COVID-19 as a pandemic, a 

significant amount of knowledge and information about the disease and its impacts emerged. The 

stream of information has grown immensely with the spread of the disease (Poonia and 
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Rajasekaran, 2020). The rate of influx of this information is fast and from multiple sources such 

as the CDC, WHO, stations administration, coworkers, social media, family, and friends. The 

production of information about this pandemic is rapidly growing in a way that leads to a 

situation of information overload. This can affect all the healthcare workers including EMS and 

also it might impede the adoption of evidence-based practice (Klerings, 2015). The innovation of 

information technology including the recent development in social networking technology aided 

in this information overload situation and increased the access to information leading to the 

complaint that there is “too much information” (Klerings, 2015; Rathore and Farooq, 2020). The 

problem of this information overload is not only the amount of data, but also the constant change 

of data (Poonia and Rajasekaran, 2020). This can be overwhelming and stressful for the EMS 

providers as they try to keep up with the most updated information and even to get access to it. 

All of this can cause role ambiguity as the EMS providers might be unclear about their work 

functions and tasks that they are required to accomplish. The findings herein are consistent with 

the previous literature. In a study that was conducted in Toronto, Maunder et al. (2004) found 

that at the beginning of SARS outbreak, the healthcare workers had to tolerate uncertainty, and 

to face conflicting claims about the virus from many sources which not all of them peer 

reviewed. Moreover, they found that rapidly changing medical information and procedures 

identified as one of the factors that may have contributed to the distress experienced by 

healthcare workers during SARS. The stress level increased especially when the rational for this 

changing is not always immediately apparent. Young (2017) found that the some of the study 

participants confirmed the sense of “drowning in communications” and described the influx of 

information during outbreak as “white noise” (P. 57). 
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Despite that EMS administrations are not the main source of information about this 

pandemic, they are responsible to keep up to date with the information they receive and also to 

keep communicating with the different information resources in order to receive the information 

in a timely manner (Smith et al., 2009). Moreover, they have to deliver this information in a 

clear, understandable way to the EMS providers in order to help them to make decisions during 

responding to outbreaks.  

The participants of this study described their dissatisfaction with the communication 

process between the different responding agencies. This same dissatisfaction with 

communication about the outbreak was reported in a study that examined the concerns for 

paramedics to respond during pandemics (Smith et al., 2009). The participants discussed the 

importance of information communication during an outbreak. One participant described the 

failure of communication as making paramedics “flying blind”. Another participant reported 

being more willing to report to duty if there was sufficient information about the outbreak. 

Young (2017) conducted a qualitative study to examine the concerns of paramedics to 

responding to pandemics in Canada. The study participants expressed inconsistent awareness and 

understanding of the pandemic information communication. Effective, clear, and open 

communication during a pandemic is essential throughout all the pandemic phases to enhance 

staff morale and also their compliance with the directions and guidelines to respond. Robert and 

Bryce (2015), discussed the importance of communication with a focus on transmitting clear and 

robust messages in order to reduce the healthcare workers confusion during a pandemic 

response. Not only a consistent internal communication is important during a pandemic, but also 

collaboration with other agencies such as hospitals is essential to inform the EMS providers to 

respond effectively and safely and to provide a high-quality care to the patients. Young (2017) 
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discussed the importance of collaboration with other healthcare institutions during pandemic in 

order to promote the sense of confidence amongst EMS providers to respond cohesively. 

Collaboration is very important to ensure that EMS providers are highly informed during a 

pandemic as it supports broad consultations and cooperative working relationships. Moreover, 

communication with the responders during a pandemic can enhance their trust with their 

employers. Confidence in employer was a major theme that emerges during the interviews. The 

following section discusses this theme with the different perspectives of the participants and 

relate these views and perspectives to the available literature.  

5.1.2.3- Lack of Employer Confidence 

Confidence in the leader is an issue that emerged through the interviews as a source of 

work stressors. Greenhaus and Beutell (1985) reported that low level of leader support and trust 

is considered one important source of work stress. Confidence in the employer is essential as it 

can be a motivator or a demotivator to respond during a pandemic. Ives et al. (2009) stated that 

providing the healthcare workers with clear information, guidance and support seemed to be as 

important motivators for them to respond. The previous literature about leadership trust during 

pandemics discusses the importance of this trust relationship. Goulia and colleagues (2010) 

found that most of the healthcare workers perceived sufficiency of information about H1N1 

influenza prognosis from their employers. They also described that these healthcare workers 

showed reduced levels of stress among other healthcare workers. This was not the case in the 

current study, as most of the participants reported lack of leadership and lack of transparency in 

providing them with appropriate and timely information required to protect them. 

Achieving leadership trust increases the healthcare workers motivation and willingness to 

effectively participate in the response (Jehn et al., 2011). Otherwise, insufficient information 
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may lead to noncompliance with the recommendations that is provided by the supervisors and 

employers (Maltezou, 2010). Moreover, healthcare workers, including EMS providers, are 

considered as essential component of the disaster response (Seale et al., 2012). Therefore, it is 

crucial to support them and understand their perceptions regarding the effectiveness of the 

implemented measures and how these measures will protect them (Seale et al., 2012). This will 

help in enhancing the EMS providers preparedness for pandemics and make them more willing 

to respond. For EMS providers, it is essential to feel that their employers put their well-being and 

personal protection as their priority (Robinson et al., 2009). Some of the participants in the 

current study expressed their feelings of being unprotected and unsupported by their employers. 

Devnani (2012) conducted a systematic review of the literature to assess the factors that 

associated with the healthcare workers willingness to respond during a pandemic. The results 

showed that confidence in employer was one major factor to hinder or to increase the workers 

willingness to report to their duty during a pandemic. In another qualitative study to understand 

the factors that affect the willingness of EMS providers to respond to a hypothetical pandemic, 

Alwidyan (2017), found that most of the participants reported confidence in their employers. 

Some of them, described how their employers are keeping them informed and sharing the most 

up to date and accurate information with them. They also reported that they trust their employers 

not to withhold any information that is important to their safety. EMS providers confidence in 

their employers that they will be supportive and provide them with all they need to protect them 

and their families is essential effect on their willingness to respond (Trainor & Barsky, 2011). 

Most of the available literature includes hypothetical studies that examined the 

facilitators and the barriers to respond to a hypothetical pandemic or high-risk infection (Smith et 

al., 2009; Alwidyan, 2017; Young, 2017). Most of the participants in these studies believed that 
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their employers are doing a good job in protecting and supporting them. Other studies that 

examined this topic after an actual pandemic or infectious outbreak, showed that some healthcare 

workers complained of leadership problems and reported lack of confidence in their employers. 

Seale et al. (2009) conducted a study to explore the healthcare providers attitudes to avian 

influenza. They found that the participants complained of lack of confidence in their employers’ 

preparedness plan. The reason for this seemed to be an actual lack of planning, or lack of the 

healthcare workers awareness of any planning that has been conducted. This is consistent with 

the results of the current study as some of the participants also complained of lack of 

preparedness regarding how to deal with the EMS providers who got infected. Another study 

showed that healthcare worker who worked during H1N1 pandemic in 2009 in Japan complained 

of lack of plans about what they should do or how they would be reimbursed in case they 

become infected (Imai et al., 2010). It is essential for any healthcare provider to feel that their 

well-being and safety are regarded as of paramount importance by their employers. Ives et al. 

(2009) found that their study participants reported lack of information about pandemic influenza. 

Moreover, they did not know what is expected from them during this crisis. All of this gave them 

the impression that their employers did not care about them or take their needs seriously. Which 

is congruent with the findings of this study. The current study participants felt that their 

employers were unserious when it comes to their safety and protection. They felt that their 

employers where not standing as advocate to their employees’ safety. 

5.1.2.4- Lack of resources (PPEs) 

At the beginning of the pandemic the news reported on a lack of protective gear for the 

medical field in general including EMS. Most of the participants reported they had a shortage in 

PPE for some time, especially at the beginning of the pandemic. Most of them expressed being 
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concerned because of this shortage. Some of them also expressed feelings of being anxious, 

worried, scared, angry, and stressed because of this shortage.  

Lack of resources, especially PPEs, is not a surprising challenge for healthcare providers 

during pandemics. However, recent literature (Adams and Wu, 2020; Alwidyan, 2016; Seale et 

al., 2009; Tippett et al., 2010; Watt, 2007) showed that shortage of protective gear was not a 

major concern for the providers. During SARS and Ebola, the availability of supplies was not the 

major challenge to their response. Instead, the main concern was the decreased confidence in the 

effectiveness of the provided protective gear. The current study contradicts these previous 

studies since most of the participants reported the lack of PPE as a major challenge during the 

pandemic. The shortage of the protective gear during COVID-19 might be related to the large 

magnitude of this pandemic and how it affected almost every country around the world. This 

affected the ability of the industry sector to meet the huge requirement of PPEs across the world. 

Moreover, most of the airports were closed between countries which made it difficult to import 

and export PPE around the world, especially at the beginning of this pandemic. This shortage in 

the protective gear indicates that the health care system is not well prepared to respond to a 

pandemic. It also suggests it might be difficult to follow the previously established procedures 

and guidelines regarding the use and the adherence of protective gear. Moreover, it suggests that 

the healthcare system is inadequately resourced and that the used protective equipment, 

procedures and guidelines are not adequate or appropriate to adhere to comfortably. Further 

studies should be conducted to investigate the reasons of this shortage and how to alleviate it.  

One study by Ardebili and colleagues (2020) found that all participants reported shortage 

of the protective devices and difficulty of using them as the main challenges during COVID-19.  

This is also what the participants of the current study reported as they expressed how scared and 
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anxious to have to reuse PPE when responding to calls. In the previous infectious outbreaks such 

as SARS and Ebola, the lack of PPE was not a major challenge for healthcare providers. Other 

issues regarding PPE emerged during these outbreaks. In a national study to investigate the 

Australian paramedic’s perception of risk in relation to pandemic influenza, Watt (2007) and 

Tippett (2007) both found that decreased confidence in the effectiveness of PPE, and strategies 

for protection from exposure were highly associated with higher levels of perceived risk. 

Furthermore, Seale and Colleagues (2009) conducted a study to examine the attitudes and 

intended behavior of healthcare workers during a pandemic. The findings showed that one 

challenge was the lack of confidence in the effectiveness of the protective measures provided. 

Another qualitative study that investigated the factors that influence the EMS providers 

willingness to respond to a pandemic outbreak, found that the participants reported no issue with 

the availability of supplies, but instead, they showed a concern about their confidence in the 

employer to provide appropriate PPE during a pandemic(Alwidyan, 2017). The current study 

contradicts with this last study as most of the participants reported lack of PPE as a major 

challenge during this pandemic. The shortage of the protective gear is an indication that the 

health care system is not well prepared to respond to a pandemic. One of the reasons for this 

shortage is the size of this pandemic as it hits almost all the countries around the world. It also 

suggests that it might be difficult to follow the previously established procedures and guidelines 

regarding the use and the adherence of protective gears.  

The lack of PPE during COVID-19 pandemic was not the only challenge for the 

participants. The stress that was associated with the usage of PPE also emerged in the interviews. 

Some participants reported how having to wear all the protective gears when responding to a 

patient caused them a lot of stress and anxiety. The difficulty of using the protective devices was 
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also reported by other studies (Ardebili et al., 2020; Kuo et al., 2020; Yu et al., 2007; Maunder et 

al., 2003; Kuo et al., 2003). The participants of these studies reported extreme discomfort caused 

by wearing protective equipment for a long period to effectively prevent the exposure to the 

source of infection. The difficulty and the inconvenience of the protective gears caused increased 

level of stress among the healthcare providers. The current study’s participants reported that the 

environmental factors of hot summer and humidity made it more difficult to wear the protective 

gear. When the EMS providers have a possible COVID-19 patient, they have to wear all the 

available PPE such as the full gown, goggles, or face shield, N95 mask, and gloves. All of these 

findings suggest that the healthcare system is inadequately resourced and that the used protective 

equipment, procedures and guidelines are not adequate or appropriate to adhere to comfortably. 

Further studies should be conducted to investigate more about the reasons of this shortage and 

how to alleviate it. Also, a future research is required to understand the effect of difficulty using 

the available PPE on both EMS providers and the patients too.  

5.1.2.5- Inadequate Education and Training 

Education and training are an essential part of pandemic preparedness. All the 

participants in this study raised the importance of education and training. Previous research noted 

their importance to prepare for, and respond to a pandemic, too (Shaban, 2006; Chaput et al., 

2007; Hui et al., 2007; Tippett et al., 2010; Hashim et al., 2012). The participants in the current 

study believed that their training was inadequate. They did not feel comfortable responding to 

this pandemic with their previous training level. Moreover, they were unconfident on how to use 

the PPEs safely to protect themselves and their family members. In general, the knowledge of 

EMS providers about infectious disease mechanisms and control procedures are still poor 
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(Shaban, 2006). With the large magnitude of this disease and the many unknown clinical 

dimensions about it, the participants felt overwhelmed and frustrated with their previous training.  

These results echoed several previous studies in that healthcare providers usually face 

inadequate education and training regarding infectious disease outbreaks (Chow-In Ko et al., 

2004; Gershon et al., 2009; Tippett et al., 2010; Patel et al., 2017; Alwidyan, 2016; Young, 2017; 

Sultan et al., 2020). In a study by Alwidyan (2016), about two thirds of the participating EMS 

providers indicated being satisfied with their skills during everyday events, but not during 

infectious outbreaks. Moreover, only about half of the same participants indicated that they 

received adequate training before the outbreak of Ebola. While the participants of this study 

indicated their current level of education is adequate to respond to everyday incidents 

comfortably, they also reported the need for extra targeted training to respond to this pandemic. 

While EMS providers do not need to be trained on how to diagnose or treat infected patients 

(Bissell et al., 1999), it is important to train them on how to deal and appropriately use the 

specific protective gear that will be used during a highly infectious outbreak like COVID-19. 

The participants also reported being unfamiliar with the previous training courses and context as 

they were provided a long time ago. They also were unable to recall the training as they never 

used it in real life before. This is an indication of the importance of the continuous education and 

how it should target the response to infectious outbreaks including large magnitude ones. Some 

of the participants indicated being trained to respond to Ebola in 2014. They reported how this 

training helped them to respond to COVID-19, but at the same time, they mentioned they never 

repeated this training in the following years after the outbreak. Moreover, as COVID-19 is a 

newly emerged disease that is highly contagious and virulent, the participants felt they were 
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uncomfortable with their previous training as they never experienced an outbreak of this 

magnitude. One participant indicated that, “you don’t use it, you lose it.” 

Disaster preparedness training can positively influence the response of the healthcare 

providers and promote the willingness to report to duty. As a result, it is important to provide a 

disaster specific training to equip the providers to respond effectively.  

5.2- Time-Based Conflict Sources 

EMS providers who are already working in a stressful field are susceptible to all three types 

of work-family conflict including time-based conflict. During COVID-19 pandemic, some EMS 

providers are facing extra mandatory shifts with longer working hours and increased working 

loads. This can disrupt home and family life and contribute to time-based conflict which can lead 

to a decreased quality of life and can lead to frustration at work (Lambert et al., 2002; Lambert et 

al., 2010; Shreffler et al., 2011). The following section discusses the factors of time-based 

conflict that emerged during data analysis, including increased workload and overtime and less 

time spent with family. Moreover, this following section relates these findings with previous 

literature.   

5.2.1- Increased Workload and Overtime 

The participants of this study reported how frustrated they were because this pandemic 

affected their work schedule. Specifically, increased the shift length as they have to spend more 

time in the station or work obligatory overtime as a result of shortage in EMS personnel because 

many of them were sick and quarantining themselves. These findings are consistent with the 

previous literature. In general, work stress can have negative implications on the physical and 

psychological well-being (Mandy and Tinley, 2004). One main source of work stress includes 

excessive workloads, long working hours, and time pressure. COVID-19 pandemic caused a 
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shortage in the healthcare workers in general and in EMS providers in specific. Exposure and 

getting infected resulted in many EMS providers to self-quarantine and being absent from work 

for 10 to 14 days. This caused increased pressure on the available providers as they have to 

spend more hours at work or to cover extra mandatory shifts. Previous studies have shown that 

work overload and high job demands can deplete a worker leading to emotional exhaustion 

(Parasuraman & Alutto, 1984; Adriaenssens, 2015; Schmitt, Den Hartog, & Belschak, 2015). As 

a result, it is not shocking that some of the participants felt upset and frustrated because of 

increased working hours and overload during this pandemic. Pourvakhshoori and colleagues 

(2017) found that participants complained of long working hours after a disaster. They stated that 

long-term work had a negative impact on their physical and psychological conditions. Some of 

these participants had to provide long and continuous health care services. The main reason for 

this extra work load is the lack of staff and the unavailability of relief staff to fill for the worker’s 

shifts so they have to work for a long period of time to provide services, and this is consistent 

with what the current study’s participants faced.  

Again, the type of disaster usually can influence the job stress that is related to increased 

working load. In a study that discussed the factors that affect the willingness of healthcare 

providers to work in hypothetical disasters, it showed that healthcare workers are more willing to 

work extra hours to respond to mass casualty than to an infectious outbreak (Steffen et al., 2004). 

The participants of the current study reported frustration and stress that are related with more 

workload and less time spent with the family. In order to reduce the risk of anxiety that is related 

to increase workload during COVID-19, the organization has to reduce the intensity of work per 

unit of time. This can be achieved by maximizing the number of healthcare workers involved in 

the disaster response and create more flexible schedules (Chen et al., 2020). 
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Spending extra time at work can affect the time that usually spent with family causing 

decreased connection and interaction with family members. The following section discusses the 

discusses this finding and relates it to the available literature.  

5.2.2- Decreased Time Spent with Family 

As mentioned in the previous section, increased working overload with mandatory 

overtime is one of the work stressors that can impact the interaction and connection with family 

members as it can decrease the time spent with family (Foster, 2008). In the current study, the 

participants showed how they had a decreased time to spent with their family and how this 

casused them to be more stressed as they have kids and older parents to take care of. All of this 

can result in work-family conflict, as the EMS providers won’t be able to have a work-life 

balance. Work-family conflict usually occurs when work life interferes with family life 

(Grzywacz et al., 2006). During COVID-19 pandemic, some of the participants experienced 

work and family conflict because of competing demands between work and family as a result of 

work overload with increased mandatory overtime. This conflict can result in a stress that 

negatively spills over into the EMS providers personal and professional lives. Reported increased 

workload and decreased time spent with family were also found in studies that discussed the 

psychological impact of COVID-19 on the healthcare workers (Sultana et al., 2020; Wallace et 

al., 2020). These factors and others such as high risk of infection, lack of experience in managing 

the disease, and significant lifestyle changes, can increase the incidence of psychological 

problems among healthcare providers such as fear, anxiety, depression and insomnia (Maunder 

et al., 2006; McAlonan et al., 2007). In a study that was conducted in china to explore the risk 

factors for psychological problems among healthcare workers during COVID-19, Chen and 
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colleagues (2020) found that increased workload during the outbreak can increase the occurrence 

of both anxiety and depression.  

Reported increased workload and decreased time spent with family were also found in 

studies that discussed the psychological impact of COVID-19 on the healthcare workers (Sultana 

et al., 2020; Wallace et al., 2020). These factors and others such as high risk of infection, lack of 

experience in managing the disease, and significant lifestyle changes, can increase the incidence 

of psychological problems among healthcare providers such as fear, anxiety, depression, and 

insomnia (Maunder et al., 2006; McAlonan et al., 2007; Chen et al., 2020).  

When the individuals are unable to achieve work-family balance, a failure to adjust 

behavior to comply with the expectations of a specific role occurs. The following section 

discusses the finding of the consequences of the work stressors spillover to the participants’ 

family life. 

5.3- Behavior-Based Conflict Sources 

 The idea behind work-family conflict is that when demands in the work domain conflict 

with demands in the family domain. The competing demands may cause individuals to 

experience constant pressure and internal conflict, because they have to make the choice between 

the needs of the family and commitment to work (Grzywac et al., 2006). Behavior-based conflict 

occurs when individual feels being constantly connected to the workplace while at home (Dacey, 

2019). If individuals are stressed at workplace, they can bring this stress home with them (Frone 

et al., 2003). This will cause individuals to fail to adjust behaviors to comply with expectations. 

When individuals reported that the behaviors at their work were incompatible with their expected 

at home, emotional exhaustion can occur (Dacey, 2019). The participants of this study reported 

stress and exhaustion during this pandemic. The following sections discuss the findings of 
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sources of behavior-based conflict among participants and relate these findings with the available 

research studies. 

5.3.1- Implement Excessive Precautionary Measures 

Number of participants reported being aggressive in implementing excessive disinfection 

control measures in order to limit their family risk of exposure. The main cause for these 

practices is the unknown and the uncertainty of the mode of transmission for COVID-19 

pandemic and the methods of treatment were unknown. The new issue with this pandemic is that 

healthcare workers are not the only ones to apply all these practices, as nearly all the people 

around the world are taking these precautions in order to prevent the transmission of this virus. A 

previous study on SARS reported that the people started to do the same at the beginning of 

SARS outbreak. They started to change their normal behaviors by avoiding close contact with 

others. They also used cleaning detergents and sanitizers all the time, and wear facemasks and 

isolate themselves if they had a fever (Chou et al., 2010). EMS personnel as healthcare workers 

have to deal with these lifestyle changes at both work and personal life. This adds more burden 

on them as frontline providers and can have a critical impact not only on their social lives, but 

also on their personal behaviors and interpersonal relationships. 

5.3.2- Negative Emotions (Feeling of Socially Isolated, Limited Interaction with Family 

Members and Affected Familial Relationships) 

Beside the uncertainty around this virus, the participants were mainly concerned about 

exposing their family members and brining this virus home with them. This caused them a 

continues stress that will continue even when they are home as some participants describe that 

the feeling of anxiety and fear is setting in the back of their heads all the time. This continuous 

stress and fear of exposing others negatively affected some of the participants familial 



 118

relationships. Stress spillover to family domain was described by various negative emotions such 

as stressful, fatigued, angry, isolated, harm, damage, mad, and defensive. These results are in line 

with previous research studies that indicated that the challenge to balance work and family life 

can affect the marital, romantic, and familial relationships (Cowlishaw et al., 2010; Frone, 2000; 

Hall et al., 2010). Some participants described being isolated from family members and friends, 

and others described that they needed their own space to process what they must deal with at 

work and alleviate their stress before interacting with family members. This is in line with what 

Wagner et al. (2014) and Lewis et al. (2017) found. They indicated work-related stress during 

infectious outbreaks can cause individuals to be less motivated to engage with family members 

and negatively impact the family life.  

Most of these participants of the current study described how they carry the burden of 

stressful work they did during this pandemic home with them. The findings of this study are in 

line with the work-family conflict theory in that they support the idea that stress in one domain 

can spill over into another (Lambert et al., 2010). Dealing with COVID-19 pandemic with all the 

uncertainty around it, caused the participants to face daily stress and mixed feelings of being 

obligated to respond and fear for exposure for family members and loved ones. This continuous 

work stress spillover can lead to emotional exhaustion as the previous participants reported that 

the behaviors of their job were incompatible with their expected behaviors at home. Emotional 

exhaustion can lead to decrease the willingness to report for duty for the healthcare providers as 

they can distance themselves emotionally and cognitively from their job (Maslach et al., 2001). 

One study showed that the healthcare providers experienced mixed feelings after responding to a 

disaster. They were in conflict with their emotions due to being unable to provide assistance as 

they have concerns regarding their families and also because of lack of resources 
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(Pourvakhshoori, 2017). A study showed that individuals who experienced the stress of one role 

that interfere with the other role, couple burn out can result (Decay, 2019). Moreover, when the 

behaviors of work are incomputable with the expected behaviors at home, couple burn out can 

result (Greenhaus & Beutell, 1985; Decay, 2019). Pines and Nunes (2003), defined couple burn 

out as physical, emotional, and mental exhaustion as it applies to person’s relationship. Couple 

burnout can happen between married and unmarried individuals and it can lead to compromised 

family relationships. This continuous work stress caused the participants to face tension in their 

familial relationships. Some of the participants reported being angrier which led to increased 

fights with their family members while responding to this pandemic. These findings are in line 

with the previous literature (Pourvakhshoori et al., 2017; Decay, 2019) as it indicated that 

healthcare providers experienced mixed feelings after responding to disasters as they felt the 

obligation to respond and, at the same time, the concerns about family members. These mixed 

emotions caused them to face more tensed familial relationships.  

This pandemic changed the participants’ lifestyles and added some new practices and 

behaviors for EMS providers as they became more vigilant and more precautious not to pass the 

virus to their homes. One cause of the lifestyle changes is the deep mutual trust and the love that 

characterizes the close relationship with immediate family members. This relationship entails 

strong obligations towards family members. One of these obligations is to avoid negligently 

harming each other (McConnell, 2020). As a result, the participants ought to take more 

burdensome measures than usual to avoid negligently infecting their loved ones. All the 

participants reported they changed their initial interaction with their family members once they 

were back home. They would not interact immediately with them as they usually do. Participants 
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all reported that they changed clothes first and then took a shower before interacting with the 

family members, to limit their exposure. 

The main cause for these practices is the unknown clinical dimensions and the 

uncertainty of the mode of transmission for COVID-19 and the unknown methods of treatment. 

A previous study on SARS reported healthcare workers started to do the same at the beginning of 

the SARS outbreak. They started to change their normal behavior by avoiding close contact with 

others. They also used cleaning detergents and sanitizers all the time, and wore facemasks and 

isolate themselves if they had a fever (Chou et al., 2010). EMS personnel as healthcare workers 

must deal with these lifestyle changes at both work and home. This adds more burden on them as 

frontline providers and can have a critical impact not only on their social lives, but also on their 

personal behavior and interpersonal relationships. 

As this pandemic caused EMS providers to be more stressed, anxious, and overwhelmed, 

the organizations should not ignore this issue and should implement some measures to prevent 

this stress from becoming a diagnosed psychological illness. Moreover, the impact of the 

resulting psychological distress can impact the willingness of EMS providers to report to their 

duty during disasters.  

Recommendations 

This section discusses the recommendations that the EMS providers suggested to achieve 

more balance between their roles as EMS Providers and their roles as family members. This 

section includes two parts. The first one includes the strategies that the EMS providers can do to 

achieve this balance and mollify their concerns. The second part includes the strategies that the 

employers can do to mollify the EMS providers concerns. Moreover, this section compares and 

relates each part with the available literature.  
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EMS Providers Strategies to Mollify Concerns 

1. Communication with family members 

The participants showed the importance of the family unit. Most of the participants 

expressed that the support network that comes from the family made them more resilient by 

mollifying their concerns during this pandemic. This is congruent with the previous studies 

during SARS (Hung et al., 2005; Pan et al., 2005; Chen et al., 2006; Chen et al., 2020).  

Most of the participants mentioned that communication with family members to mollify the 

concerns as the main intervention to decrease their stress. Communication with family is 

considered as the core of psychological intervention for healthcare providers during COVID-19 

(Chen et al., 2020).  

This study found concerns about family safety is a key factor for role conflict during the 

pandemic. These concerns can cause many psychological consequences for both the providers 

and their families. A lack of family support and social isolation had negative psychological 

consequences on the providers who chose to isolate themselves away from their families during 

SARS (Chan and Huak, 2004). While some of this study’s participants reported the feeling of 

being isolated and the increased tension in familial relationships, most of them also reported they 

mollify their concerns through active communication with their family members. They reported 

how they kept the family members updated about their safety during work to alleviate some of 

the stress. One participant (P4) expressed how he shared information with his wife to mollify his 

concerns. He stated: “I lessen the concerns by talking with her [my wife] and sharing 

information with her.” Other participants expressed how their partners were supportive to them 

during this pandemic which helped to alleviate their concerns. One participant reported (P27): 

“She's [my wife] been very, very supportive. She knew what I was doing in terms of extra 
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precautions I was taking prior to coming home, which will greatly reduce the potential risk of 

her.”  

This is congruent to what Guo et al. (2005) found about sharing emotional experience 

with significant ones as it decreased the burden and helped with resilience of the healthcare 

workers during a pandemic. 

2. Implementing Extra Precautionary Measures 

Another strategy participants used to mollify their concerns was to take all possible 

precautionary measures, at both work and home, to protect themselves, families, and coworkers. 

These strategies included cleaning the truck before the start of the shift and in between patients, 

wearing appropriate protective gear, washing hands, and thoroughly cleaning the work uniform 

and taking it off before entering the home after shifts. One participant reported that being vigilant 

and taking extra precaution is a part of the safety-minded culture of EMS. This participant (P19) 

reported:  

“I’ll make sure all of my equipment for work stays at work, you know, properly clean 

before coming home, and there's no cross contamination with any stuff. I think it's also 

inherent in our [EMS] own culture to be safety minded. It's the wearing masks, only 

entering a building if we need to with a confirmed case because they do pre-screening 

with our dispatch center.” 

This is congruent with a study conducted by Chou et al. (2010). The healthcare providers 

believed that using all the standard precautionary measures in addition to using protective 

clothing and practicing diligent hand washing can decrease their concerns of contracting the 

virus or bringing it home. 
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3. Maintain Health and Wellbeing 

Pandemics such as COVID-19 can be stressful for people in general and for healthcare 

providers in specific. Having to be on the frontline in taking care of the patients and dealing with 

the unknowns can cause fear and anxiety and can be overwhelming. To some degree, it is 

inevitable to feel exhausted and isolated during the pandemic. Mitigation strategies can have the 

greatest effect in decreasing these fears (Andrew et al., 2009). Coping with this stress in a 

healthy way can result in more resilient EMS providers who are resistant to stress, fatigue, and 

feeling overwhelmed. Maintaining health and wellbeing during the pandemic is essential to 

enhance the immune system for the EMS providers and to cope with the resulting stressors. 

Some participants reported that having a healthy lifestyle helps in mollifying concerns regarding 

being exposed to the pandemic. Participant 23 explained how she is trying to stay healthy to 

enhance her immune system. She stated:  

“Keeping me on top of my own health and wellness. I'm taking all my vitamins and trying 

to eat more vegetables and kind of clean up my diet as well, so I can have the optimum 

chance to stay healthy…with this whole pandemic, we [my fiancé and I] both have been 

trying to stay as healthy as we can. I was following my doctor checkups and making sure 

we get our yearly immunizations and trying not to drink excessively or eat all the junk 

food.”  

In a study by Chou et al. (2010) to examine the experience of healthcare workers during 

SARS, the results showed healthcare workers realized the need to maximize their health by 

enhancing their immune system by eating a healthy diet and having supplemental vitamins. They 

also tried to get enough sleep and exercise daily.  
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Some participants reported that working out every day helps relieve some of the stress. 

Participant 28 stated: “I do like to work out, so fortunately, I would come home, and I just work 

out, trying to work out with my wife and my kids and I would be kind of aware to alleviate some 

of the stress.” Shechter et al. (2020) found that exercising was the most commonly used coping 

strategy among 657 American healthcare workers during COVID-19.  

The organizations can have a role in maintaining the health of the EMS providers by 

offering programs that are directed toward healthy lifestyle, diet, and exercise, to provide support 

for the staff, maintain their physical wellbeing, and lower their stress. These programs should 

include access to healthy meals and hydration (Adams and Walls, 2020; Liu et al., 2020; 

Shanafelt et al., 2020), and offering the providers regular breaks to rest (Liu et al., 2020; Kang et 

al., 2020; Ho et al., 2020). The employer also has a responsibility in mollifying the EMS 

providers concerns during responding to pandemics. The following section discusses the 

recommended employer strategies that emerged from the participants’ perspectives.  

Employers Strategies to Mollify Concerns 

In order for the EMS providers to respond safely during the pandemic, they must have a 

safe working environment. This can be achieved through having strong organizational leadership 

that addresses the concerns of its providers, has clear organizational guidelines for safety and 

wellbeing, and creates a consistent communication with the providers. In a recent study by 

Shanafelt et al. (2020) to identify what the healthcare professionals require from their employers 

during COVID-19, five things emerged between them: hear me, protect me, prepare me, support 

me, and care for me. This section discusses recommendations for the employers to mollify their 

providers concerns according to the participants’ perspectives. 
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1. Communication with EMS providers 

When the participants were asked how the employers should mollify their concerns, they 

mentioned the importance of communicating with them. One participant reported (P13) how his 

employers did a good job in communicating the important information with them. He stated: 

“They've [my employers] been very good about having daily briefings at the same 

time every day where they have the sheriff's office and the health department, the 

EMS Department, and the Department of Emergency Management. All this 

briefing will last for 20 minutes every day. They've been disseminating 

information on how to respond.” 

Communication with the employees is essential not only during pandemics but even 

before the beginning of an outbreak. It is important that the employer informs the providers 

about the local arrangements for preparing for an outbreak (Robinson et al., 2009). Informed 

employees are more ready to understand the importance of preparation measures for a pandemic 

such as training on how to effectively and appropriately use the PPE and other infection control 

measures. This will result in more compliance among the providers with more willingness to 

respond during an outbreak with less negative consequences. Communication also ensures the 

dissemination of accurate information among the providers (Gershon et al., 2010; Smith et al., 

2009). The current study participants recognized the importance of organization communication 

with the EMS providers to alleviate their concerns. One participant (P10) explained the need for 

transparent communication to keep them informed about how to protect their safety. He stated: 

“Having leadership who are transparent in communication, that way, everybody is kept informed 

of what's going on with the policies to respond and to make everybody as safe as possible and to 

limit the unnecessary exposure.” 
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Ideally, the organization should establish a trust relationship with the providers even 

before the outbreak situation (Maunder et al., 2006). Increased confidence in the employer can 

cause more adherence to the guidelines and protocols among providers and can mollify the 

concerns to respond. As a result, it is always a good idea that the employer asks the providers 

what type of information they need to know each day in order to mollify their concerns to 

respond. Moreover, the employer should provide accurate and clear information in a timely 

manner for the providers to increase their adherence with the protocols and guidelines. 

The source of information should also be trusted and reliable, as some participants 

complained of having several unreliable unscientific sources for their station information. 

Participant (20) stated the importance of relying on the expertise to disseminate the information 

to the EMS providers. He reported: “I think that would have been better if we rely more on 

experts in the field rather than other people. For example, to rely on the public health officials 

who are epidemiology specialists rather than our medical director who is just an emergency 

physician.” 

 Uncertainty emerged as a major strain that can result in role conflict. Therefore, it is 

important to make sure that the providers are getting the most updated information in a timely 

manner that comes from trusted sources only. This can be achieved by establishing a 

communication line with the formal responsible agency. This aids in disseminating the 

information and provides access to the providers to this line to decrease the possibility of rumors 

and disruptions (Auf der Heide, 2006). 

Moreover, Robinson et al. (2009) suggested that communication during a pandemic 

should be two-way. This means that the providers should always receive up-to-date information, 

but they also need to provide their opinions back to the organization. The role of organization 
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here is to respond to feedback in a timely manner and address the providers’ concerns as much as 

possible. 

Lastly, participants recognized the importance of bridging the gap in information about 

this pandemic. Participant (16) stated: “One main thing is bridging the communication gap 

between the multiple disciplines to get the information out.” Bridging this gap can be achieved 

through establishing a clear communication between the organization itself and other agencies 

(Chan and Huak, 2004). This also can be achieved by expanding the relationship with different 

health care institutions to have the opportunity of broadening the collaboration to achieve a 

cooperative pandemic response.  

2. Implement Safety Practice Guidelines 

This policy includes all the possible guidelines that insure the safety of the EMS 

providers and others and minimize the contamination and transmission of this virus. The 

participants described some of these guidelines. Some of them mentioned the importance of hand 

washing and hygiene as participant (P19) stated: “We have guidelines in order for us to follow 

safe practices, handwashing, good hygiene that reduces exposure. I think they're great and then 

also giving personnel the latitude at the station to be comfortable, you know, not instilling more 

fear.” Others recommended the importance of using decontamination equipment as participant 

(P20) stated: “They spent some money and bought us more equipment that can help us with the 

decontamination process.” Finally, some participants mentioned the strategy of EMS screening 

for possible signs and symptoms as participant (P19) stated:  

“They implemented screening every morning and night and then the next morning, so 

three times a shift. We check our own symptoms and temperatures within our own crew 

and document the information and then anytime anybody has any symptoms, they go get 
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tested. So that gave a little bit more ease for us as far as coming home and for me and for 

her [my wife].” 

Trainor and Barsky (2011) indicated that the EMS organizations are responsible to 

mitigate the risks involved with response to the possible extent. This includes planning for 

vaccination for both the providers and their families and preparing other non-pharmaceutical 

protections such as protective gear of mask, gloves, gowns, etc. Moreover, the employers should 

make sure the measures they implemented are appropriate for the particular pandemic that the 

providers will respond to. Making sure that all the required protective equipment is available is 

not enough. Employers should also make sure all providers are properly educated and trained on 

how to effectively use this equipment.  

3. Educate and Train EMS Providers 

Training and educating the EMS providers will make them more oriented and more 

empowered to make the best decision about how they will respond and protect themselves and 

others. One participant (P19) stated that:  

“Educating properly and giving people good grounded and scientific research based 

studies that we can make good decisions on what we should do, you know, because you 

don't want to be just a simple follower of guidelines or information, but you want to be 

empowered to make the right decision for all of us.” 

Education and training about infectious outbreaks are essential in preparing oriented and 

confident responders. They can help in protecting the safety of the EMS providers from 

contracting the disease (Firew et al., 2020). It is unreasonable for the employer to assume all the 

EMS providers know how to don and doff PPE without contaminating themselves and others. 

There is a need to train all the providers, even the senior ones on how to practice this safely 
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(Robinson et al., 2009). This education and training should be a part of the continuous education 

to make sure the providers continuously update their knowledge about infectious outbreak, as it 

does not occur frequently. 

Establishing regular education and training about infection control measures and the use 

of PPE will help instill confidence in the providers to better prepare them to respond during an 

actual outbreak once it occurs (Robinson et al., 2009). During the SARS outbreak, the healthcare 

providers who received education training were more likely to maintain a positive attitude 

toward providing patient care. They were also more likely to reduce their fear of contracting the 

infection and to reduce the negative feelings they had (Su et al., 2007; Tzeng, 2004).  

One method to support the pandemics training and education of the EMS providers is the 

simulation or drill-based training with the use of hands-on training (Gershon et al., 2009; Young, 

2017). These kinds of training sessions should be conducted on a regular basis and involve EMS 

leaders and other related agencies. They should also discuss all the aspects of infectious outbreak 

preparation such as training on how to safely use the PPE and other infection control measures. 

During the pandemic period, an online education can be offered to EMS providers through 

publishing the relevant guidelines, books, handbooks, manual documents, and others with related 

required information about the pandemic (Vizheh et al., 2020). Online educational videos and 

articles can help to refresh the EMS providers information regarding how to protect themselves 

and others during response.  

Trainor and Barsky (2011) indicated that education and training for EMS providers 

before pandemics can prevent role strain and role conflict from evolving into role abandonment. 

They can ensure the deep sense of responsibility that EMS providers already have by knowing 

what is supposed to be done and how it is supposed to be done (Hope et al., 2010). 
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4. Communication with The Providers’ Families 

One participant who is in an administrative position suggested to communicate with the 

providers’ families because they are the vital support network for them. This participant (P28) 

stated:  

“I can send a message out to the families. I think that we need to be better and not forget 

about how vital that support network is for our personnel, and that we look at each other 

in these uniforms all the time. You forget that when we go home, we take off the uniform 

to be a mom, dad, brother, sister. We need to educate families, to reach out to them or 

make sure that they know that we're taking care of their kids and wives and moms and 

dads.” 

All the participants reported having concerns about the safety of the family members. 

One strategy to alleviate this concern is by establishing a framework to support the providers’ 

family to respond. This can facilitate the family preparedness, address their needs, and provide 

effective communication from and to the family (Trainor and Barsky, 2011; Fritz, 1987; 

Sturdivants, 2009). Communication is essential not only between the providers and their families 

(Friedman, 1986), but also the employers should work on communicating with the families and 

keep them informed with the updates during the pandemic (Smith, 2007). This can alleviate the 

stress and keep providers calm, stable, and more focused on their work (DHHS, 2005).  

5. Prepare a Comprehensive Preparedness Plan 

As mentioned earlier, some of the participants complained that their administration did not have 

any prepared plan for how to deal with the employees’ exposure. Others mentioned how they 

experienced a lack in the pandemic education and training, and the required PPE to use. These 

participants recommended that there should be a more specific prepared plan on how to deal with 
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this pandemic. Participant (P23) reported the importance of having a prepared plan to know how 

to deal with this pandemic. He stated: “Kind of preparing a plan about what we're going to do if 

the whole station or mass amounts of employees catch the virus that we're dealing with. Because 

I guess that not knowing what we're going to do about, that is kind of scary.”  

 This plan should include further education and training sessions about infectious 

outbreaks, effective and adequate stockpiles of PPE to use, and have the required guidelines to 

deal with pandemics (Gershon et al., 2010; Ives et al., 2009; Young, 2017). This would make the 

EMS providers more comfortable and safer to respond during the pandemic. 

Having pre-set protocols and guidelines is important in assisting the healthcare field 

including EMS to respond to pandemics (WHO, 2009; CDC, 2014). There should be a prepared 

pandemic plan in place that detects how to deal with all emergent issues once the pandemic 

occurs. These plans can support the EMS providers and the healthcare system in general and can 

provide awareness on how to keep themselves safe and decrease the risk of exposure (Mitchell et 

al., 2012). EMS managers should not only prepare these plans, but also, they have the 

responsibility of making them available to the EMS providers and make sure they are oriented to 

these plans.  

6. Provide Mental Health Care  

Most of the participants of this study reported the availability of mental health care 

programs. Some participants expressed how helpful it would be if their workplace offered 

programs to take care of the highly stressed EMS providers as participant (P7) stated:  

“Maybe if my company takes it more seriously, if we do need to call out because we are 

stressed. Even if we do have something called CISM which is just something when you 
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have PTSD or something traumatic happens to you, you talk to a counselor, talk to a 

coworker, and then get debriefed. If they maybe offer that more, it would be great.”   

Others mentioned the inconvenience of using mental health services. They described how 

many steps are involved in the process. They also related this inconvenience to the nature of the 

culture among EMS, as seeking mental healthcare is considered a stigma. Participant (P5) stated 

that:  

“There are a bunch of channels that have to go through to activate that [mental health 

programs]. I think a lot of people think either that it's shameful or they just don't wanna 

deal with it, so they don't. We also have the option that there is mental health center in 

the state, we have permission to go to, but we also like I said, we have to get approval on 

these things in time off work to use that. I think people feel like, no I don’t wanna go 

through all that…I think they're probably super underused.” 

This recommendation is in line with what Sultana (2020) indicated about how group-

based counseling or peer-support sessions can be effective measures to address the psychological 

distress among healthcare providers and to improve their mental health during the COVID-19 

pandemic. 

One important responsibility of the employers during a pandemic is to pay full attention 

to the EMS providers response to such a stressful event. They should take all possible efforts to 

offer more social support for the providers and provide them with appropriate and convenient 

resources to help them (Chen et al., 2020; Kisely et al. 2020). EMS managers should be oriented 

and trained on how to detect the signs of distress or psychological injury among the providers 

such as avoidance, mood change, and anxiety (Hu et al., 2020; An et al., 2020; Chen et al., 

2020). 
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Conclusions 

 

Disasters of all types occur almost daily around the world, affecting a wide range of the 

population. An estimated 300 million people were affected by disasters globally in 2016 (CRED, 

2016). Pandemics are considered among the public health disasters that can pose the greatest 

threat to humanity. Several infectious outbreaks have occurred such as the deadly Spanish flu in 

1918, SARS in 2003, and Ebola in 2014. A recent global pandemic of COVID-19 hit the world 

hard in 2020 causing many morbidities and mortalities around the world. These pandemics can 

impose a burden on the healthcare organizations (Hawryluck et al., 2005; Taubenberger & 

Morens, 2010). Frontline staff including EMS providers have an integral role in disastrous events 

response and can be significantly impacted during these events. The major impact is the inability 

to balance between work domain and life domain which can result in a conflict. Several sources 

of this conflict have been identified according to the work-family theory.  

Work-family conflict can be a contributing factor that influences the willingness of the 

EMS providers to respond during this pandemic. Role stress, and work-family conflict are some 

concerns that EMS providers encounter that impact work-life balance. Organizational leaders are 

responsible to formulate strategies to address the work-life conflict concerns among EMS 

providers to ensure an effective response with high quality patient care.  

This study provides a unique opportunity to study the work-family conflict sources 

among EMS providers during responding to the COVID-19 pandemic. Several studies 

investigated the factors that affect the willingness of EMS providers to report to disasters 

(Alwidyan, 2016; Gershon et al., 2010; Smith et al., 2009; Hui et al., 2007). However, to the 

researcher’s knowledge, no study to date has used the work-family conflict theory to investigate 

the sources of conflict among EMS providers. Moreover, this is the first EMS study that 
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investigates this during an actual pandemic. This provided the opportunity to document the 

actual experiences and actions of the participants after responding to an actual disaster. The 

literature review contained studies that assessed factors that inhibit or motivate the willingness to 

respond for a hypothetical disaster case scenario only. However, the gap in the literature 

presented the challenge of describing and understanding the need for the research study. 

This study found that all the sources of the work-family conflict are available among the 

providers and can influence the decision to respond. Strain-based conflict caused a lot of stress 

among the participants, particularly, because of their concerns about the safety of their families 

and loved ones. Almost all the participants reported family safety as their main concern during 

responding to COVID-19. They indicated the fear of transmitting this infection sat in the back of 

their minds all the time causing them a lot of fear and anxiety. Moreover, uncertainty regarding 

this pandemic caused a lot of concerns among all the participants as they indicated that they 

never know what they are walking into through their work. Lack of information regarding this 

pandemic caused significant role ambiguity among the participants. Moreover, lack of 

transparency and appropriate communication also was a major theme among the participants. 

Communication failure between the EMS stations and other related organizations was reported 

too. On the other hand, EMS employers had a great role in affecting the decision of the 

participants to report to duty. Some of the participants reported that their employers failed in 

communicating all the required information to them during this pandemic. They also reported the 

lack of preparedness and the specific guidelines to deal with this pandemic.  

Time-based strain also has different sources that can affect the participants willingness to 

respond and caused them to feel overwhelmed, frustrated and upset. Increased workload and 

mandatory overtime caused a lot of negative emotions among the participants. Regarding 
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behavior-based conflict, there was an obvious failing among some of the participants to comply 

with their expected behavior at work with ones at home. The stress, exhaustion, and anxiety 

caused the participants to show unexpected behavior with their family members. Some of them 

choose to limit the interaction with their family members when back from work until they make 

sure they disinfect themselves.  

Other participants reported that they needed to isolate themselves from the family 

members to unwind what they had experienced during work. Moreover, some participants 

reported affected relationships with their family members because of being stressed and 

overwhelmed during the pandemic. Lack of appropriate protective gear and lack of adequate 

knowledge about pandemics added more stress and negative emotions among the participants. 

Finally, participants offered several recommendations that they can implement to lower 

their concerns to respond. These recommendations include maintaining their health and 

wellbeing, apply extra precautionary measures, and communicate with family members. 

Moreover, the participants reported other strategies that the employers can implement to mollify 

concerns and achieve balance between work and personal life such as educate and train the 

providers before and after pandemics, educate the public to comply with the instructions, prepare 

a comprehensive response plan that includes stocking adequate and effective protective gear, 

offer mental health care, continuously communicate with the EMS providers and their families 

and to implement the required safety guidelines.  

It is important to mention that this study is not necessarily generalizable and there is a 

need for further research. The sample size do not provide a comprehensive pool of experience 

and knowledge of the participants about working during disasters. However, the in-depth, open, 

and honest discussion with this study participants does highlight areas of significance. Despite 



 136

these limitations, this study provided the participants an opportunity to discuss their concerns to 

respond during this pandemic and how these concerns affected their ability to balance between 

their work domain and personal life domain. Further future research is needed to expand these 

results and study these resources more and relating them to different demographic variables such 

as gender, ethnicity, years of experience, age, and others.  

Recommendations for Future Research and Actions 

This study used EMS viewpoints to describe and understand the sources of work-family 

conflict during COVID-19. While this study was a path to understand some of the research 

questions, it also created more. As this study is the first to be performed for the EMS providers, 

it also can form a base to conduct further research in different approaches about this area. The 

scope of this qualitative study was focused on a small group of EMS providers who responded 

during the COVID-19 pandemic. Additional research is needed to validate the themes discovered 

through the in-depth interviews with the 30 providers around the United States. The interviews 

were conducted in August 2020, roughly six months following the declaration of this infectious 

outbreak as a pandemic. One recommendation is to replicate this study in different periods of 

time during this pandemic including the peak times. This can provide more understanding on 

how the EMS providers form their decision to respond under more work situational stress and 

pressure. Moreover, as this study was conducted in several states, it is recommended to conduct 

further studies to compare between the views and perspectives of the EMS providers around the 

states during this pandemic. Sources of work-family conflict depend on the type of disasters. As 

a result, it is recommended to conduct this study with different disaster types such as natural or 

man-made disasters.  
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Future research can be either qualitative or quantitative in approaches. The topic would 

also benefit from future studies using qualitative and quantitative research methods. Qualitative 

studies could be used to explore the EMS providers’ beliefs, values, and motivations regarding 

working during disasters. The information might help organizational leaders understand why 

EMS providers stay in highly stressful work environments and allow them to develop strategies 

to help them cope with work-life balance. Quantitative studies could focus on identifying the 

extent of work-family conflict among EMS providers during this pandemic using a larger sample 

size to be able to generalize the results for the EMS providers population. They can also identify 

the effectiveness of the mentioned strategies in achieving work-life balance. Identifying the 

degree of effectiveness of work-life balance strategies and the extent of work-family conflict that 

exists using a larger sample size to generalize the results to the EMS population. Moreover, 

quantitative research can be used to identify the different factors that affect the work-family 

conflict such as gender, race, age, socioeconomic status, marital status, number of children, years 

of experience, employment settings, status, and others. It can also identify the different 

relationships between these factors. For example, a descriptive comparative study may be 

designed to compare viewpoints of EMS providers with more than 10 years of experience to the 

perspectives of EMS providers with less than five years of experience, which could add rich 

information to the subject area.  

Implications  

Implication for EMS Education 

Based on this study’s findings, EMS educators should be proactive in the planning 

process. They should take the responsibility of developing a targeted education and teaching 

programs that are specific to pandemic response. The teaching and training curriculum should 
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incorporate this study’s findings to enhance the knowledge and skills of EMS providers on how 

to safely use the protective gear and to establish the infection control measures. Classrooms and 

clinical settings are important in understanding the challenges that the EMS providers might face 

during responding to disasters. As a result, it is essential to promote the participation of EMS 

providers in the learning process to benefit from their experiences in developing tailored 

teaching methods to increase participation and learning.  

Implication for Policy 

The current study contributes to the growing body of literature on role conflict during 

disasters. Since this study was conducted at the time of the COVID-19 emergence, it used the 

COVID-19 pandemic as the type of disaster to discuss. The specific focus of this study was to 

explore the nature of work-family role conflict among EMS workers and how it affects the 

willingness to report to duty during COVID-19 pandemic. This study has important policy 

implications. It provides a foundation for EMS providers to become proactive in developing 

disaster response plans and policies. The EMS providers that respond during this pandemic can 

provide useful insights to the emergency managers and policy makers regarding the work-family 

imbalance that resulted during disaster response. Moreover, to effectively prepare and plan for 

disaster response, it is imperative to accurately understand how individuals respond to disasters 

(Dynes, Quarantelli, and Kreps, 1972). For instance, this study provides the organizations with a 

foundation to understand the sources of work-family conflict that influence the willingness of 

EMS providers to respond. As a result, the organization will be able to assess their surge capacity 

and prepare for any future disasters including pandemics. Emergency managers should be able to 

expect the number of the providers who are able and willing to respond during disasters and 

disease outbreaks. Therefore, this study findings also provide a base to understand the required 
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strategies to enhance the willingness of the providers and mollify their concerns when 

responding during disasters.  

Limitations of The Study 

A researcher must recognize that all research methodologies and studies have limitations 

and strengths (Marshall and Rossman, 2006). Several limitations of this study merit discussion. 

A challenge to recruitment was experienced due to the nature of the topic and chosen purposive 

snowball sampling method. Some of the participants refused to participate in the study because 

they were afraid of being recognized even though their anonymity was assured. After initial 

contact, about four participants did not reply to the follow-up emails. Two other participants 

never showed up for the interview and did not reply to my emails. One participant asked if there 

was a survey that she could complete in five minutes as she did not have extra time for the 

interview. Moreover, another limitation was the inability to recruit participants who decided to 

abandon their duty to report during this pandemic. This made it difficult to study and analyze 

how the work-family conflict sources influenced the willingness to respond to this pandemic. 

In qualitative studies, there are no strict criteria for determining sample size (Lincoln and 

Guba, 1985; Patton, 2002). Marshall (1996) indicated that the appropriate sample size for a 

qualitative study is one that adequately answers the research question. In practice, the number of 

required participants will be identified as the study progresses when both data “saturation” and 

“redundancy” occur (Marshall, 1996; Lincoln and Guba, 1985).  

Given the small sample size (n=30) and the constructivist approach adopted, the findings 

cannot be generalized to other EMS populations. Nevertheless, results could be transferred to 

other contexts by enhancing a thick, rich description of the contexts, perspectives, and findings 

surrounding participant’s experiences. Moreover, the purpose of this qualitative research was to 
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critically evaluate the sources of work-family conflict and its influence on the providers’ 

willingness to respond rather than generalize the findings to other populations. However, more 

studies are needed to learn more about work-family conflict during disasters. 

Another limitation to this study may result from the data collection process. Since 

information obtained during the interviews is dependent on what the interviewee is willing to 

share, the nature of their information will be limited to his or her own perspective and 

experiences. This, however, aligns to the constructivist perspective adopted as Patton (2002) 

stated that perceptual data are in the eye of the beholder. Triangulation of data by using multiple 

investigators, sources of data or data collection methods may help to confirm emerging data and 

ensure the accuracy of themes that will result from the interview transcript. 

Using purposive snowball sampling strengthened this study as the participants provided 

rich information about the research topic. In qualitative research, the researcher is considered as 

an instrument that facilitates the study. Since the researcher has a background in the healthcare 

field as a nurse and a paramedic, and was affected directly by this pandemic, a potential for bias 

existed. To avoid this bias, a personal journal was maintained throughout the analysis to remain 

aware of my beliefs, values, and assumptions. Moreover, to increase the credibility, the 

researcher periodically met with the advisor throughout the process to discuss the interpretations 

and avoid bias toward own perspectives.  
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APPENDIX E: IRB Approved Semi-Structured Interview Questions 

1. Would you please briefly introduce yourself, your experience on serving as an EMS 

provider? 

2. What are your main concerns for responding to this pandemic? 

a. How do these concerns affect your willingness to report to duty during this 

pandemic? 

b. Are there any other factors that could affect your willingness to report to duty 

during COVID-19 pandemic? 

c. What are the things your employees can do to mollify these concerns? 

3. How does this pandemic affect your working hours and schedule? 

a. Are there any changes to your shift schedule, increase in the workload (increased 

hours of work) or overtime?  

a) If yes, how did this change affect the time that you usually spend with 

your family? 

b. How do you think the changes in working hours will influence the EMS personnel 

willingness to respond to this pandemic? 

4. At the beginning of this pandemic, the news reported the shortage of protective gear for 

the medical and EMS providers. Do you or your family members worry about your safety 

due to the shortage of protective gear?  

a. If you and your family members do worry about your working safety; what are 

the things you did to mollify these concerns? 
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b. If not, did you observe other EMS providers have similar issues? How did they 

mollify these concerns? 

5. Does your previous training equip you to respond to the COVID-19? 

a. If yes, do you and your family members feel more comfortable to respond to this 

pandemic, why? 

b. If no, how does the lack of previous training affect your willingness to respond to 

this pandemic (You can also discuss possible concerns from your family 

members, if you have). 

6. What are the things that could make you less concerned to report to this pandemic?  

7. Is there any question you think I have to ask, but I did not? 

8. Would you please recommend a coworker for me to continue this interview? 
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