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Lack of moral courage may lead to moral stress for 
healthcare personnel and to unethical behavior or 
adverse events for patients. Hospital operating room 
(OR) teams include surgeons, OR nurses, Certified 
Registered Nurse Anesthetists (CRNAs), anesthesi-
ologists, and student registered nurse anesthetists 
(SRNAs). Due to the multidisciplinary work in a stress-
ful, high-technology and high-risk environment, the 
OR is the context for most of the unethical behavior 
reported in hospitals. The purpose of this study was 
to explore SRNA experiences of moral courage in 
the OR. We used a critical incident technique , utiliz-
ing 40 SRNA narratives of situations including moral 
courage/lack of moral courage. The narratives were 
analyzed using thematic analysis. Findings indicate 

that unethical behavior potentially leading to patient 
safety or work environment issues could be avoided 
when OR personnel showed moral courage by speak-
ing up for patients or for colleagues. Lack of moral 
courage was indicated by tacit acceptance of unethical 
behavior or lack of collaboration. SRNAs need not only 
to learn about the CRNAs’ professional obligations and 
tasks but also to develop moral courage to be able to 
respond to unethical behavior or communication in 
the OR. Hence, students should be introduced to such 
issues during their education.
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Nurses often experience ethical dilemmas 
in the workplace.1 If these dilemmas are 
not satisfactorily resolved, this may lead to 
moral distress, which is considered as a chal-
lenge in the nursing profession.2 Moral dis-

tress has been described as “an emotion that is expressed 
when the moral complexity of a situation is not leading 
to a resolution, thereby having the potential to cause 
harm to the individual nurse.”3 Gallagher4 claims that if 
nurses had sufficient moral courage they would not need 
to experience moral distress. Moreover, care situations 
demanding moral courage focus on good and safe patient 
care.5 Hence, lack of moral courage may lead to patients 
experiencing unethical behaviors.

Lachman6 defines moral courage as the ability to rise 
above fear and take action based on one’s ethical beliefs. 
Moral courage can also be seen as a bridge between per-
sonal values and professional obligations, and acting on 
them despite the risk of others’ judgments and possible 
negative reactions.7,8 Moral courage is influenced by a per-
son’s knowledge of the situation, emotional control, man-
agement of risk, and ability to assertively address a moral 
problem.9 It has been reported that nurses who manage to 
demonstrate moral courage are faithful to their commit-
ment to respect patients’ needs and ensure their dignity.10

Many of the unethical behaviors reported in health-
care services take place in hospital operating rooms 
(OR).11 The surgical team most commonly consists 

of OR nurses, Certified Registered Nurse Anesthetists 
(CRNAs), anesthesiologists, and surgeons. In the OR, 
the provision of care can be negatively affected by time-
consuming technical procedures, putting healthcare per-
sonnel under excessive pressure.12 Moreover, the multi-
disciplinary surgical team’s exposure to a high level of 
stress in a high-technology, high-risk environment may 
lead to ethical distress and unethical behavior.13

The way in which nurses respond to ethical dilemmas 
depends on their previous experiences with unethical 
behavior, their individual personality traits, and their 
ethical values, as well as their knowledge of ethical 
principles.8 Hence, student registered nurse anesthetists 
(SRNAs) are assumed to not only learn about the CRNAs’ 
professional obligations and tasks, but also to develop 
ethical competence to be able to respond to ethical dilem-
mas in the OR setting.14

Research focusing directly on moral courage in 
nursing is generally scarce,15,16 and the relationship 
between moral courage and nurses’ actions in specific 
situations has not been studied.5 Being CRNAs and SRNA 
educators, we have not been able to identify research 
specifically focusing on CRNAs or SRNA perspectives on 
moral courage in the OR. Consequently, the aim of this 
study was to explore SRNA experiences of moral courage 
or lack of moral courage in the OR, that may lead to pa-
tients experiencing unethical behaviors by the healthcare 
providers caring for that specific patient.
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Materials and Methods
• Research Design. We used a qualitative, critical inci-
dent technique 17 to explore situations involving moral 
courage or lack of moral courage in the OR from the per-
spective of SRNAs. The critical incident technique is sys-
tematic and open-ended and involves analyzing specific 
situations to determine which communicative actions or 
behaviors would lead to the best possible outcome of a 
given situation.17,18

• Sample and Participants. All SRNAs in Norway 
have more than 2 years of nursing experience before 
starting their CRNA education. The CRNA education 
lasts between 1.5 (90 ECTS, European Credit Transfer 
and Accumulation System) and 2 years (120 ECTS) 
depending on whether the student completes a master’s 
degree or not. Clinical placement consists of 45 ECTS, 
distributed over three periods of perioperative practice. 
Participants in this study were 40 SRNAs partaking in 
their first perioperative practice period at five hospitals 
in the eastern part of Norway. The SRNAs were asked to 
write down their narratives about a situation in the OR 
where they had observed or experienced moral courage 
or lack thereof, during their clinical placement.

• Procedure. Before their clinical placement, all SRNAs 
participated in lectures on ethical issues and quality as-
surance, in which the concept of moral courage was 
discussed. The goal of the lectures was to prepare the 
SRNAs for ethical issues that they might encounter 
during their first clinical placement period. The authors 
then used critical incident technique as a narrative tech-
nique for self-reporting, based on incidents experienced 
by the SRNAs and not consisting of a rigid set of rules.17 
The SRNAs were asked to observe and describe a situa-
tion and the context in which moral courage or lack of 
moral courage occurred. Further, they were instructed 
to describe the verbal and non-verbal communication 
between the persons involved. Lastly, they were asked to 
write down a narrative of what happened, including their 
own thoughts and how they acted. The SRNAs wrote 
their narratives at home and submitted them digitally as 
written tasks. After submission, the narratives were also 
discussed in class, where students reflected on possible 
alternative actions and reasons why the situations turned 
out as they did.

Analysis
Thematic analysis was used to analyze the narratives, in 
line with recommendations from Braun and Clarke.19 
First, the narratives were read and re-read by all authors 
to get an overall impression of the situations, contexts, 
actions and communication the SRNAs had described 
(familiarization). Then the narratives were coded induc-
tively by each one of the authors and then compared 
until agreement was reached (generating initial codes). 
The codes were then grouped into categories and initial 

themes (searching for the themes). The authors continu-
ally went back to the raw data through the whole process 
to reflect on our analysis to ensure that the categories 
and themes were well grounded, representative and con-
sistent with the data. Finally, all authors reviewed and 
named the themes. Any disagreements that arose during 
this process were discussed until consensus was reached.

• Ethics. The SRNAs gave their informed, written 
consent to participate in the study. Approval was given 
by the university management. In Norway, the Regional 
Committees for Medical and Health Research Ethics (REC) 
are responsible for approving medical and health-related 
research projects. When patient data are not involved, ap-
proval from REC is not needed to perform a study.

Results
Analysis of the SRNA narratives identified 18 situations 
involving lack of moral courage, 20 situations includ-
ing moral courage, and two situations including both. 
All SRNAs had experienced situations that made them 
feel uncomfortable, using expressions like “unpleasant,” 
“shocking,” or “I was put out.” In most of these situations, 
the SRNA, as a member of the team, had been involved. 
Moreover, most situations focused on the CRNAs’/
supervisors’ response to other OR personnel’s actions. 
Thirteen of the SRNAs emphasized that the student role 
felt difficult and insecure as they were dependent on the 
supervisor and not familiar with the others in the team, 
or with the team dynamics, routines or procedures. Most 
of the SRNAs described that they had to discuss the situ-
ation with their supervisor afterwards.

The outcome of the situation depended on the persons 
involved and their communicative actions and behaviors, 
or lack thereof, including moral courage. The authors 
identified two main themes focusing on “best possible 
outcome” in line with CIT, namely 1) Keeping the patient 
safe, with subthemes a) speaking up for the patient and 
b) tacit acceptance, and 2) Establishing a constructive 
work environment, with subthemes a) speaking up for 
colleagues and b) lack of collaboration. The narratives 
are numbered 1-40.

• Keeping the Patient Safe. For the SRNAs, the 
optimal outcome of any situation in the OR was that the 
patient was safe and comfortable. When persons involved 
in the situation were able to take action while showing 
moral courage, this encouraged patient safety. In con-
trast, when moral courage was lacking, patients were 
potentially exposed to adverse events.

• Speaking up for the Patient. Fifteen of the SRNAs 
described situations where personnel took action and 
acted as “the patients’ advocate.” In many situations, 
patients were under general anesthesia and totally depen-
dent on the vigilance of OR personnel. For example, N19 
described a situation where the patient had a massive 
hemorrhage during surgery:
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The nurse anesthetist and the surgeon had an open dialogue 
throughout the procedure… The bleeding stopped, and the sur-
gical procedure was continued. Nevertheless, vital parameters 
were not optimal… The surgeon kept on, but then the CRNA 
clearly raised her voice and told him he had to stop until we 
were able to stabilize the patient.

In N38, an SRNA described a situation where the 
patient was emerging from anesthesia:

Personnel walked in and out of the operating room... There was 
talking, laughter… The patient’s bed was taken into the room 
and bumped into the table… Then, CRNA said that everyone 
not involved directly in the care of the patient had to leave the 
room, and that everyone needed to be quiet so the patient could 
get a calm wakening

Speaking up for the patient also included situations 
where patients were awake and exposed to pain during 
placement of nerve blocks or peripheral vein cannulas, 
or suboptimal analgesia and the CRNA or even the SRNA 
(n=2) took action.

Another situation shows a lack of informed consent 
from the patient. N44 described a situation where the 
surgeon and anesthesiologist wanted to try out some 
new equipment. Neither the patient nor the other team 
members were informed beforehand. The patient was 
awake and received local anesthesia. The patient was very 
uncomfortable, and the SRNA supervisor asked if she 
could administer more sedation, but the anesthesiologist 
wanted the patient to be fully awake. The patient was still 
awake when the airway was secured by tracheostomy and 
they tested out the jet ventilation. During the whole pro-
cedure, the CRNA supervisor and SRNA were told to film 
the patient using a mobile phone. She asked if the patient 
had given his consent. The anesthesiologist didn’t answer 
and told her to continue. The SRNA wrote:

I thought that this was an unethical situation for the patient. 
We were not aware beforehand that the patient would be awake 
during the procedure and were not able to support the patient 
properly… Further, the patient was filmed without consent.

Neither the CRNA supervisor nor the SRNA had the 
courage to stand up for the patient in this situation and 
stop the unethical behavior.

• Tacit Acceptance. In 14 of the narratives, personnel 
involved in the situation tacitly accepted unethical or 
unprofessional behavior instead of speaking up. In N1, 
an SRNA wrote,

When the anesthesiologist arrived in the operating room, he 
just wanted to start the induction of anesthesia. He showed little 
willingness to communicate… Target controlled infusion was 
started, and he gave muscle relaxants at the same time, so it was 
flushed in with the anesthetic drugs….I held the mask and tried 
to keep calm, talking calmly to the patient. The nurse anesthetist 
increased the target, and fortunately the patient fell asleep.

This was an unpleasant experience for the SRNA, as 
she was worried that the muscle relaxants would work 
before the patient fell asleep, knowing that being awake 
with muscles relaxed could be very unpleasant for the 
patient. The SRNA also wrote, “I thought this was a 
breach of routine, and so did my supervisor, but at the 

same time I got the impression that the anesthesiologist’s 
behavior was accepted.”

In N16, an SRNA described a situation where an in-
experienced physician in anesthesia training was going 
to place a spinal block in a patient undergoing cesarean 
section. The SRNA wrote, “she struggled, and stuck the 
patient eight times before she asked for help. I reacted 
after three attempts. I felt sorry for the patient, and tried 
to comfort her….I did not say anything, and neither did 
my supervisor.”

The SRNA had subsequently discussed the situation 
with the supervisor, and they agreed that the physician 
should have asked for help earlier and also that they 
should have stopped her from trying so many times.

• Establishing a Constructive Work Environment. 
Twenty-six of the SRNAs emphasized a constructive work 
environment as a positive outcome and something that 
could be established through mutual respect and ethical 
behavior. When they spoke up for colleagues or them-
selves, the situation turned out positively. When nobody 
acted in response to unethical behavior or negative com-
munication, this led to a “strained atmosphere” in the OR 
and decreased the possibility of constructive teamwork.

• Speaking Up for Colleagues. Several of the SRNAs 
described situations where personnel acted unethically or 
uncollegially towards others on the OR team and where 
the CRNA (n=6), the scrub nurse (n=2) or others spoke 
up for their colleague. For example, N29 described a situ-
ation where the patient was emerging from anesthesia. 
The surgeon told the CRNA to wake the patient and was 
very impatient. The SRNA wrote,

The surgeon said that if this had been a private hospital, the 
patient would have been woken up when the surgeon requested 
it. The atmosphere in the operating room became very tense. The 
ward manager, randomly dropped by and observed the situation. 
She said politely that you cannot just decide when the patient 
should wake up, and sometimes the patient needs to be more 
deeply sedated, even if the surgical procedure is nearly finished.

The ward manager’s, who was a CRNA, comment 
changed the atmosphere and the CRNA got approval 
from the rest of the team.

Other situations described included experienced sur-
geons or anesthesiologists talking rudely to a less ex-
perienced colleague. In these cases, SRNAs used terms 
such as “constantly yelling,” “being rude,” “being un-
comfortable,” or “being self-centered.” In only two such 
situations did the persons being exposed to this behavior 
stand up for themselves; otherwise other colleagues stood 
up for them.

• Lack of Collaboration. Seventeen of the narratives 
emphasized the operation room hierarchy. SRNAs de-
scribed themselves as being “at the bottom” while the 
surgeon or the anesthesiologist was at the top. The hi-
erarchical structure of the team resulted in several situ-
ations where a lack of respect was evident, as well as a 
lack of acceptance of other team members’ competence 
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and judgement. N17 referred to an anesthesiologist with 
a very labile mood and a bad temper, which did not 
promote collaboration. Nevertheless, no one took action 
or spoke up. N13 supported this impression, describing 
a member of the anesthesia team who was known for his 
rude and disrespectful behavior. After a situation where 
he was condescending towards the SRNA, the supervisor 
told the SRNA that his behavior was well known. The 
supervisor downplayed the situation and told the SRNA, 
“don’t take it to heart, it is his usual way.” This situation 
shows that the CRNA supervisor disclaimed the respon-
sibility for creating a good working environment.

In N13 the SRNA did not have the courage to respond 
to a situation where the anesthesiologist did not cooper-
ate with the team and acted as though he were alone. 
The anesthesiologist entered the room and administered 
a potent analgesic to the patient without communicat-
ing with the other anesthesia team providers, and the 
patients’ breathing was compromised. The patient was 
still awake and seemed very uncomfortable. The anesthe-
siologist started to insert an arterial cannula, even though 
the SRNA was not able to ventilate the patient in a secure 
manner. The SRNA asked the anesthesiologist if they 
should proceed with the induction of anesthesia since 
the patient was obviously uncomfortable. He looked at 
her and asked, “are you not undergoing training?” She 
nodded and he replied, “I am in charge of the anesthesia 
and you have nothing to say in this matter.” The SRNA 
described that she was totally put off in this situation.

Moreover, in N26, the SRNA described a situation 
where the surgeon had placed an intracervical block and 
the patient was going to be operated on with sedation only:

…the patient clearly indicated that she was in pain. I titrated 
more drugs, and told the surgeon that the patient felt pain. 
Nevertheless, the surgeon did not stop…. My impression was 
that the surgeon did not catch that the block did not have the 
desired effect.

The SRNA experienced that both she and her super-
visor tried to tell the surgeon that the block had not 
worked, but that he did not listen. To the SRNA, this 
implied a lack of respect, both for the patient and for 
other team members.

Discussion
The findings show that, from the perspective of the 
SRNAs, many situations in the OR involved unethical 
behavior and/or communication. To them, moral courage 
promoted patient safety and a constructive work environ-
ment. The context in which moral courage was present 
or lacking represented a challenge to the SRNAs, who felt 
they were both at the bottom of the OR hierarchy and 
dependent on their supervisor to take action.

In the narratives, moral courage was acknowledged 
when OR personnel, mostly CRNA supervisors, spoke 
up for the patient or for colleagues. Due to the highly 

technical, high-risk, interdisciplinary nature of the work 
performed in the OR and the occurrence of unethical 
behaviour,11 it is essential that OR personnel build moral 
courage to prevent such situations. The fact that most 
patients are not able to speak up for themselves while 
under general anesthesia underlines the importance of 
moral courage. Our findings are supported by Kleemola 
et al,5 who claim that moral courage is required to 
ensure patient safety. From the SRNA perspective, moral 
courage was lacking when OR personnel tacitly accepted 
unethical behavior or lack of collaboration.

A review of the literature shows that teamwork plays 
an important role in the causation and prevention of 
adverse events.20 Moreover, healthcare personnel’s per-
ceptions of teamwork are related to the quality and safety 
of patient care, as well as to staff well-being, which again 
may impact their ability to provide safe patient care. 
Bakhtiari et al13 state that the safety and well-being of 
a patient should not be undermined by “power play” 
or turf wars between team members. Hence, when OR 
personnel lack moral courage, this may not only directly 
lead to adverse events but may also have negative conse-
quences for teamwork and colleagues.

Only two of the SRNAs reported having shown moral 
courage themselves. Several studies of undergraduate 
nursing students have shown that the majority of students 
choose to remain silent when facing unethical behav-
ior.9,21,22 Reasons for this include a fear of potential con-
sequences and fear of reprisals, including being failed.23-25 
This could lead to moral distress and thereby have a nega-
tive impact on students’ professional development.26

SRNAs in our study experienced the student role as 
challenging due to witnessing or feeling compelled to 
participate in unethical practices. This has also been 
identified in a study of undergraduate nursing stu-
dents.27 Here, students also emphasized the importance 
of knowing one’s own moral code. Bickhoff et al27 also 
emphasized how important it is for nursing students to 
understand their own moral code before clinical place-
ment. Ellison28 states that “professionalism must rest 
on a solid base of education, experience and skill and 
must encompass real respect for other professionals as 
well as patients.” Hence, including students in the criti-
cal incident technique to examine situations involving 
unethical behavior and moral courage could make them 
more aware of their own moral standpoint. Moreover, 
this could increase their ethical competence.8

A recently published review29 claims that the major 
attributes of moral courage in nursing practice include 
true presence, moral integrity, responsibility, honesty, 
advocacy, commitment and perseverance, and personal 
risk. According to Lachmann,9 nurses must find ways 
to preserve their professional integrity by demonstrating 
the moral courage needed to present their point of view. 
Nurses who are able to confront people about incompe-
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tence, poor teamwork, and disrespect seem to observe 
better patient outcomes and to be more satisfied with 
their work. Moreover, they are more likely to remain 
working in their unit or hospital.30 Student courage has 
been linked to attributes like persistence, bravery, over-
coming fear, and self-advocacy.25 Consequently, these 
attributes most be cultivated in SRNAs through training 
to achieve a higher level of ethical competence and moral 
courage to meet future challenges.

• Strengths and Limitations. The strength of the criti-
cal incident technique methodology is that it helps focus 
and limit narratives to be relevant to the topic, in this 
case moral courage. A further strength of this study was 
that it included 40 narratives, increasing our chances 
of reaching data saturation, meaning that we would not 
expect to identify further themes with more material. The 
internal validity of the study was supported by the inter-
active process between the researchers, including discus-
sion until consensus was reached. Moreover, the SRNAs 
participated in lectures that clarified the terminology 
relevant to the study purpose. In addition, our findings 
seem to have external validity because SRNAs had clini-
cal placements in different hospitals and also represented 
variation in terms of gender, age, and years of nursing 
experience. A limitation could be that the SRNAs were 
in their first clinical placement and unexperienced in 
the OR environment. Moreover, interviews might have 
provided more in-depth information about the situations 
and the contexts.

Conclusions
Moral courage is important for ensuring patient safety and 
a constructive work environment in the OR. Moreover, it 
is an attribute that SRNAs should learn about during 
their education to be able to address unethical behavior 
in the OR effectively. In addition, CRNAs should be 
encouraged to speak up in situations including unethi-
cal behavior. Using the critical incident technique may 
increase students’ knowledge of ethical principles and 
challenges in the OR and even help them develop moral 
courage to respond to such challenges.

It would be interesting to explore SRNAs’ descriptions 
of similar situations at a later stage of their education, 
or even the perspectives of CRNAs on moral courage. 
Moreover, it would be interesting to explore how SRNAs 
experienced the lectures and whether they found them 
useful in any way when facing unethical behavior in a 
clinical setting.
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