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The purpose of this exploratory, descriptive study was 
to determine if moral distress levels differed between 
certified registered nurse anesthetists (CRNAs) work-
ing in medically supervised versus independent prac-
tice in California. A 63-question survey was adminis-
tered to 1,190 California CRNAs. Moral distress was 
measured by the included Ethics Stress Scale. The 
response rate was 14.7%, yielding demographic and 
Ethics Stress scores for 175 respondents. Sixty-five 
participants answered an open-ended question about 
moral distress yielding qualitative data. Medically 
supervised CRNAs had a lower mean moral distress 
scores (176.8) versus independent practice CRNAs 
(187.8) (p = .002). Lower scores on the ESS indicate 
higher moral distress. Qualitative data demonstrated 

that CRNAs experienced moral distress in the follow-
ing situations: when pressured to give anesthesia 
to unoptimized patients, when differences of opin-
ion regarding anesthetic plans occurred, in dealing 
with end-of-life issues, when working with incompe-
tent providers, and during interprofessional struggles 
between CRNAs and anesthesiologists. In order to 
reduce moral distress among CRNAs, implications 
for practice include increased administrative support, 
increased communication and reciprocated collegial 
respect between anesthesiologists and CRNAs, and 
CRNA representation on ethics committees.
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C
ertified registered nurse anesthetists (CRNAs) 
have been practicing anesthesia for over 150 
years and are considered the first advanced 
practice nursing specialty.1 Over 45,000 
CRNAs actively practice anesthesia nation-

wide, with 1,190 in California. Since 2009, when inde-
pendent practice was authorized by the state legislature, 
CRNAs in California have been able to administer anes-
thesia with varying levels of supervision. These range 
from medically directed practice to complete indepen-
dence without physician supervision. 

Moral distress is defined as pain or anguish in relation 
to circumstances where an individual understands and is 
aware of a moral or ethical dilemma, but due to perceived 
constraints acts in a manner that is morally wrong even 
though s/he acknowledges what is morally right.2 In the 
work environment, moral/ethical distress can profoundly 
affect not only the mind but the body as well, providing 
a sense of despair, disequilibrium, and even hostility that 
can compromise patient care and nurse satisfaction.3 Due 
to this threat to patient care, understanding correlates 
of moral distress is critically important; CRNAs provide 
a demanding service that requires optimal mental and 
physical fitness.

Many studies address moral or ethical distress in 
nursing, but only three specifically address these types of 
distress among CRNAs.4,5,6 No study compared the type 
of practice (independent versus supervised and medically 
directed) and its effect on CRNA moral distress. In her 
study of CRNAs and moral distress, Radzvin5 found that 
CRNAs do experience moral distress; in fact, a minority 
of CRNAs experience high levels while most report mod-
erate levels of moral distress. Age and levels of moral dis-
tress were found to have an inverse relationship such that 
older CRNAs had lower levels of moral distress than did 
younger.5 The reason for this is unclear. It is possible that 
with greater levels of experience, CRNAs develop coping 
mechanisms that allow them to experience less moral dis-
tress. It is also possible that CRNAs become accustomed 
to being constantly bombarded with moral dilemmas.5 
It could also simply be that having less knowledge and 
experience leads to greater levels of moral distress.7

Radzvin5 as well as Mauleon and colleagues4 found 
that CRNAs experienced frustration, anger, guilt, help-
lessness, despair, powerlessness, and physical symptoms 
(headaches and stomachaches) in response to ethical 
dilemmas. Also reported by CRNAs was a fear of losing 
one’s job, status, and financial security. De Veer and col-
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leagues8 found a moderate negative correlation between 
job satisfaction and moral distress among registered 
nurses. Registered nurses (RNs) who were less satisfied 
with their jobs had higher levels of moral distress. Maluwa 
and colleagues3 found that frustration and burnout were 
common results of moral distress among RNs.

Other studies among RNs did not link moral dis-
tress and professional experience. McAndrew and col-
leagues9 concluded that there is no significant asso-
ciation between nursing experience and level of moral 
distress. Of the research conducted on RNs (not CRNAs), 
the most common reason documented for moral distress 
was caring for patients at the end of life.10 

According to one qualitative study, CRNAs felt like 
they failed themselves and questioned external directives 
from other health care professionals and organizations 
when ethical dilemmas arose. CRNAs indicated that they 
had to suffer personally for the judgments they made 
even when correct.4 Another study showed that CRNAs 
reported conflicts with surgeons and anesthesiologists 
regarding the best anesthetic plan.6 Among RNs, reasons 
identified for moral distress included: a) institutional 
barriers and constraints; (b) communication problems; 
(c) futile actions, malpractice, and medical care errors; 
and (d) inappropriate allocation of responsibilities, re-
sources, and care worker competencies.11 

It is clear that RNs and CRNAs experience moral 
distress. The distress experienced by CRNAs may be dis-
similar from that experienced by other advanced practice 
nurses (APNs) or by non-advanced practice RNs. It is 
unknown if independent practice as a CRNA impacts 
moral distress. This exploratory study aimed to under-
stand the differences in moral distress between CRNAs in 
independent practice and CRNAs in physician/anesthesi-
ologist medically supervised practice within California. 
In addition to the Ethics Stress Scale, qualitative data 
was elicited to determine which situations caused moral 
distress among CRNAs in this study.

Materials and Methods
• Design. This descriptive, exploratory study used a 
survey design that incorporated the Ethics Stress Scale 
(ESS) originally developed by Raines12 during her un-
published dissertation research and a demographic 
survey. The ESS has subsequently been validated and 
used among CRNAs.5 The demographic survey gathered 
data concerning age; ethnicity; marital status; gender; 
highest educational degree; current employment setting; 
employment status; years of practice as a CRNA; years 
with current employers; and current practice as super-
vised, independent, or both (participants with more than 
one work setting). A power analysis was not performed 
as this was an exploratory study. 

• Ethics Stress Scale (ESS). The ESS12 was originally 
developed to determine the effect that making ethical de-

cisions had on RNs. To date, no tool has been developed 
specifically for APNs and, hence, this tool was used as a 
surrogate until further research on APNs reveals a more 
specific tool. We used 52 questions of the Ethics Stress 
Scale rated on a Likert type scale from 1 (strongly agree) 
to 5 (strongly disagree). Four ESS questions that required 
other than Likert-scale responses were not used in the 
current study. 

Content validity of the ESS was established with the 
use of a 4-option Content Validity Index (CVI) rating 
scale  by a group of APNs who were exposed regularly 
to ethical dilemmas.12 The practice types of the APNs 
were not defined. The CVI was calculated to be 0.89, p < 
0.05. Content reliability was established using test-retest 
methodology, with a coefficient of r = 0.82, p < 0.005. 
Cronbach’s alpha was 0.87, indicating adequate internal 
consistency.12 This scale was subsequently used in a 
sample of CRNAs where face validity was determined 
by a group of nurse educators.5 The method of grouping 
scores into low, moderate and high distress categories 
has been previously described, with median scores in-
cluded in the moderate distress category.5

• Sample. The sample was obtained from the American 
Association of Nurse Anesthetists (AANA) registry and 
included active members who were certified and recerti-
fied registered nurse anesthetists residing in California. 
Students and graduate registered nurse anesthetists were 
excluded. In the ESS, participants are asked to consider 
each question in relation to their work environment 
within the last year; students and recent graduate nurse 
anesthetists would not have attained this experience. The 
final eligible sample was 1,190 certified and recertified 
registered nurse anesthetists in California.

Out of 1,190 surveys distributed to the CRNAs 
throughout California, 207 responses were received: 113 
from those in medically supervised practice, 60 from in-
dependent practice, 23 practicing at multiple sites (both 
supervised and unsupervised), and 11 gave no designa-
tion. Thirty-two participants skipped greater than 10% 
of survey questions and were excluded from further 
analyses. Of the 175 remaining surveys, 18 respondents 
had some missing demographic or ESS data, but included 
answers to the open-ended question. These respondents 
and others (n = 65) who included examples of situations 
that caused ethical or moral distress in their CRNA prac-
tice were included in the qualitative analysis. Analyses 
involving total ESS scores included only respondents 
with complete ESS scores (n = 157). The overall response 
rate for this sample was 14.7% which is low. 

• Data Collection. This study was approved by the 
California State University, Fullerton, Institutional Review 
Board to assure human research subject protection. The 
AANA electronically mailed a survey package to CRNAs 
in California that included: (a) a cover letter with implied 
consent, (b) the demographic survey, and (c) the ESS. 



www.aana.com/aanajournalonline AANA Journal  June 2015  Vol. 83, No. 3 205

To improve the response rates, a follow-up reminder was 
emailed 2 weeks later to each eligible CRNA.

• Quantitative Analysis Plan. Responses to the ESS 
and demographic survey were described using descrip-
tive statistics. Differences between CRNAs in indepen-
dent vs. medically supervised practice were analyzed 
using chi-square test of independence (for demographic 
and professional categorical variables) and independent 
samples t tests (for total ESS scores). Quantitative analy-
ses were conducted using the Statistical Package for the 
Social Sciences version 20 (IBM, Armonk, New York).

• Qualitative Analysis Plan. To help substantiate the 
findings of the ESS, one open-ended question requested 
participants to provide examples of situations that cause 
moral distress in their practice as a CRNA. The respon-
dents were free to write as much or as little as they pre-
ferred. These narrative responses were analyzed using 
conventional content analysis13 which uses the respon-
dents’ own words to define qualitative themes.

Results 
• Sample Description. When comparing demographics 
for respondents by practice type, there were no statisti-
cally significant differences in terms of age, ethnicity, 
marital status, education, length of employment, employ-
ment status, and years as a CRNA. However, there were 
statistically significant differences in terms of gender and 
practice location, with 53.6% of males in independent 
practice as compared to 35.9% of female respondents. In 
supervised practice, 64.1% of respondents were female, 
while 46.4% were male (p = .016). The majority (64.3%) 
of respondents worked in medically supervised practices 
within hospitals. More CRNAs working in independent 
practice were employed at ambulatory surgery centers, 
while more CRNAs in medical supervised practice were 
employed by hospitals (p < .001). Of the total sample, 
only a minority worked in multiple practice settings.

• Quantitative Results. One hundred and seventy-five 
participants had complete or nearly completed surveys 
used for demographic comparison. However, only par-
ticipants (n = 157) with complete ESS data were used 
for analyses with total ESS scores. The original creators 
of the ESS did not address the method used to calculate 
total scores. Radzvin’s unpublished dissertation study14 
demonstrated a range of total ESS scores from 130 to 238, 
with a median score of 188. Lower ESS scores indicate 
higher levels of moral distress. Scores of 161 or below 
indicate high moral distress, scores between 162 and 
188 (the median) indicate moderate moral distress, and 
scores above 189 indicate low levels of moral distress.5, 14

In this study, total ESS scores ranged from a low score 
of 117 to a high score of 232. The mean ESS score was 
181.3 (SD = 22.9), with a median of 182.0, indicating no 
significant outliers within the data gathered. 

Table 1 displays demographic variables based on 

ESS scores. A chi-square test of independence analysis 
was used and demonstrated no significant differences 
were found between ESS scores and most demographic 
variables. There were differences with marital status and 
practice setting. Unmarried CRNAs were more likely 
to report high levels of moral distress in their practice 
versus those who were married or divorced/separated/
widowed (p = .022). Of note, the high proportion of high 
distress seen among single CRNAs may be a result of 
their overall low reporting of low distress. 

CRNAs in supervised practice showed an overall 
higher level of moral distress (p = .034) than did those 
in independent practice. Nineteen CRNAs in supervised 
practice displayed high levels of moral distress, while 
only 11 in independent practice or working at multiple 
sites with multiple levels of practice displayed high levels 
of moral distress. Almost 48.9% (n = 43) of participants 
in supervised practice had moderate moral distress 
scores, while 35.3% (n = 24) of participants in indepen-
dent practice or working at multiple sites with multiple 
levels of supervision had moderate moral distress scores.

Among this sample of 157 CRNAs in California, there 
was a statistically significant difference in the mean 
moral distress scores of medically supervised CRNAs 
(176.8) and independent practice CRNAs (187.8), t(157) 

= 3.10, p = .002. This indicates that medically supervised 
CRNAs had a higher total moral distress scores than 
those in independent practice, although both scores still 
ranked in the moderate distress range.  

• Qualitative Results. Sixty five (37.1%) of 175 re-
spondents provided examples of a situation that caused 
ethical or moral distress in their CRNA practice. Table 2 
displays themes identified through conventional content 
analysis and percentages of occurrence among respon-
dents in supervised and independent practices.

• Lack of Optimization. The strongest and most perva-
sive theme was CRNAs being pressured to give anesthe-
sia to patients who are not appropriately optimized (by 
anesthesiologists, surgeons, and even patients; n = 22, 
33.8%). A quotation illustrating this theme is:

 “I am frequently pressured to [administer] anesthesia 
on patients that I have classified as too sick [for outpatient 
surgery]. I am chastised for cancelling cases and then pres-
sured by physicians to do their case.”

A related theme noted was when other providers ma-
nipulated the CRNA anesthetic plan and management 
technique to one that the CRNA deemed as less than 
optimal (n = 18, 27.7%).  

• End-of-life Care. CRNAs reported feeling distress 
when providing seemingly unnecessary surgeries to 
prolong patients’ already poor quality of life (n = 14, 
21.5%). This theme had the greatest number of strong 
examplars. The most powerful follows: 

“It is so frustrating to wipe out the supply of blood in the 
community on the 90 year old ruptured AAA only to struggle 
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to find blood an hour later for a post-partum hemorrhage.”
• CRNA/MD Dynamics. CRNAs discussed the frustra-

tion they felt about the double standard held between 
themselves as APNs versus anesthesiologists as physi-
cians. This theme was shown by multiple comments (n = 
9, 13.8%) suggesting that CRNAs and their education are 
devalued by anesthesiologists, reflecting an overall lack 

of collegial respect. In the following quote, one partici-
pant stated a negative experience relating to this theme.

“When the anesthesiologist intentionally tries to devalue 
the CRNAs practice and not treat them as colleagues.”

Similarly, CRNAs discussed that physicians appear 
able to make mistakes and not be held accountable 
for them and that CRNAs are used as the scapegoats. 

Table 1.  Moral Distress Scores by Sample Demographic Characteristics 
a Other educational categories were removed from analysis due to small sample size.
- Indicates no participants in that category.

  ESS total score 
 Low distress moderate distress High distress χ² Test of 
 (> 189) (188-162)  (< 161) independence 
 n (%) n (%) n (%) p-value

Gender       .210

Male 28 (45.2) 25 (40.3) 9 (14.5) 

Female 31 (32.6) 42 (44.2) 22 (23.2) 

Age       .227

24-30 4 (33.3) 7 (58.3) 1 (8.3) 

31-40 10 (25.0) 19 (47.5) 11 (27.5) 

41-50 16 (41.0) 16 (41.0) 7 (17.9) 

51-60 17 (37.0) 18 (39.1) 11 (23.9) 

61+ 12 (60.0) 7 (35.0) 1 (5.0) 

Ethnicity       .112

African American 1 (100.0) -  - 

Asian 6 (30.0) 8 (40.0) 6 (30.0) 

Caucasian 49 (39.2) 51 (40.8) 25 (20.0) 

Hispanic 3 (60.0) 2 (40.0) - 

Other -  6 (100.0) - 

Marital Status       .022

Single 5 (19.2) 12 (46.2) 9 (34.6) 

Married 48 (43.2) 48 (43.2) 15 (13.5) 

Divorced/Separated/Widowed 6 (30.0) 7 (35.0) 7 (35.0) 

Educationa       .899

BS/BSN 4 (40.0) 5 (50.0) 1 (10.0) 

MS/MSN 47 (37.3) 53 (42.1) 26 (20.6) 

Doctorate 5 (35.7) 7 (50.0) 2 (14.3) 

Primary Place of Employment       .917

Ambulatory surgicenter 8 (40.0) 9 (45.5) 3 (15.0) 

Hospital 48 (38.1) 53 (42.1) 3 (15.0) 

Other 3 (27.3) 5 (45.5) 3 (27.3) 

Practice Type       .034

Independent 26 (54.2) 13 (27.1) 2 (22.2) 

Medical supervised 26 (29.5) 18 (30) 19 (21.6) 

Independent and supervised 7 (35.0) 11 (55.0) 2 (10.0) 

Years as a CRNA       .894

0-5 years 23 (32.9) 32 (45.7) 15 (21.4) 

6-15 years 28 (40.6) 28 (40.6) 13 (18.8) 

16+ years 20 (46.5) 16 (37.2) 7 (16.3) 

Length of Primary Employment       .487

0-5 years 23 (33.8) 29 (42.6) 16 (23.5) 

6-15 years 22 (44.9) 16 (32.7) 11 (22.4) 

16+ years 14 (50.0) 12 (24.9) 2 (7.1)
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Comments from participants included:
“I’ve also seen many CRNA’s thrown under the bus for 

collective decisions that resulted in poor outcomes.”
“Dealing with anesthesia practitioners whose quality of 

care is suspect and who seem to be immune from leadership 
sanctions/terminations.”

“I feel as if my job is on the line because of my reporting 
these issues and others.”

• Differential Care Based on Ability to Pay. A minority 
of participants complained of distress seen in relation to 
monetary incentives (n = 2, 3.1%). This is summed up 
by the statement: Patients who have the ability to pay 
more receive better care. One participant noted having 
experienced patients with insurance offered laparoscopic 
procedures versus those who do not have insurance 
receiving only non-laparoscopic surgeries. Thus, these 
medical decisions are being based upon the insurance 
company’s ability to pay.

• Coworker Incompetence. The theme with the most 
strongly worded comments regarding moral distress was 
related to coworker incompetence and lying (n = 12, 18.5%).

“Working with others (physicians, nurses, and other staff) 

who practice unsafe or unethical behavior towards patients 
(physicians who do cases they are not able to do safely or 
intelligently, poor sterile techniques).”

“Most of my moral distress is around working with “su-
pervising” attending’s who try to cover up bad judgments.”

• Aftermath of High Moral Distress. One participant 
discussed having left the CRNA professions due to high 
moral distress.

“I feel so powerless and unable to truly advocate for my 
patient’s welfare that I’ve returned to school full time for an 
NP certificate. The salary I make as a CRNA isn’t worth 
compromising my personal values and I’m looking forward 
to a career transition that is more aligned with my personal 
belief system.”

Discussion
Overall, this study suggests that CRNAs do experience 
moral distress in their clinical practice, whether working 
in independent practice or supervised practice. The 
majority of CRNAs in this study experienced moderate 
levels of moral distress. Although there were relation-
ships between two variables (marital status and practice 

Table 2.  Qualitative Themes by Category Regarding Moral Distress
Note: Participants with undisclosed practices were removed from the analysis due to small sample size.
- Indicates no participant response in category

 Medically supervised Independent Category responses 
 practice practice by total participants 
Moral distress (n = 31) (n = 34) (n = 65) 
thematic category n (%) n (%) n (%)

Patient Specific
 End-of-life surgeries/DNR 5 (16.1) 9 (26.5) 14 (21.5)
 Abortions 4 (12.9) 6 (17.6) 10 (15.4)
 Jehovah’s Witnesses and blood transfusions 1 (3.2) 1 (2.9) 2 (3.1)
Workplace Specific
 Pressure to proceed with surgeries before  11 (35.5) 11 (32.4) 22 (33.8) 
  adequate patient optimization
 Anesthesia plan issues 12 (38.8) 6 (17.6) 18 (27.7)
 Working with incompetent providers 5 (16.1) 7 (20.6) 12 (18.5)
 CRNA/MDA dynamics 3 (9.7) 6 (17.6) 9 (13.8)
 Lack of appropriate informed consent 3 (9.7) 6 (14.7) 8 (12.3)
Hospital/Political Specific
 Fraudulent billing practices 2 (6.5) 2 (5.9) 4 (6.2)
 Covering up provider malpractice/ 3 (9.7) 1 (2.9) 4 (6.2) 
  incompetence
Healthcare decisions based on patient’s  -  3 (8.8) 3 (4.6) 
  ability to pay/insurance
 Medical insurance deciding care 1 (3.2) 1 (2.9) 2 (3.1)
 Firing of employees due to political issues -  2 (5.9) 2 (3.1)
Support Systems
 Lack of support from supervisors -  1 (2.9) 1 (1.5)
 Fear of retaliation/job loss for reporting  1 (3.2) -  1 (1.5) 
  medical errors
No Moral Distress
 No distress 4 (12.9) 3 (8.8) 7 (10.8)
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setting) and the total moral distress scores, this study 
did not validate Radzvin’s5,14 findings regarding moral 
distress and age. However, a relationship between being 
single and having a higher level of moral distress is sug-
gested. The reason for this is likely multifactorial. The 
sample of single CRNAs was relatively small so a larger 
sample might yield different results.  Additionally, while 
we did not formally compare the mean in this study to 
the mean in Radvin’s5,14 study via a formal hypothesis 
test, the observation that both the range of scores and 
median scores of the present study were lower than those 
reported by Radzin5,14 is noted. Future research into 
ESS differences by geography and other factors may be 
warranted to determine the clinical significance of differ-
ences in ESS scores. 

Study findings suggest that there are differences in 
moral distress levels between independent versus medi-
cally supervised CRNAs. Those who work in independent 
practice experience less moral distress as compared to 
those who work under supervision by an anesthesiolo-
gist. Once again, the reasons for this could be multifacto-
rial. A likely reason is practice setting. Among respon-
dents in this study, more independent practice CRNAs 
worked for ambulatory surgery centers, while more su-
pervised CRNAs worked at hospitals or medical centers. 
It is likely that CRNAs working at larger facilities with 
sicker patients have higher levels of moral distress due to 
differences in patient and provider experiences. This is a 
potential explanation of why CRNAs who are medically 
supervised have higher levels of moral distress. However, 
in contrast, the qualitative data showed that more inde-
pendent practice CRNAs (n = 9, 26.5%) reported specific 
concerns regarding end-of-life surgeries and ethical di-
lemmas than did supervised CRNAs (n = 5, 16.1%). This 
may be due to supervised CRNAs relinquishing ethical 
responsibility by allowing the physician anesthesiolo-
gists to determine the appropriate course of action. An 
alternate explanation is the higher level of autonomy in 
independent practice practices allows these CRNAs to 
practice according to their personal standards regardless 
of collegial discontent.

Study findings support three of the four themes identi-
fied by Atashzadeh and colleagues11 in non-APNs. Those 
found similar were institutional barriers and constraints; 
futile actions, malpractice, and medical/care errors; and 
inappropriate allocation of responsibilities, resources, 
and care worker competencies. This supports similar 
moral distress experiences among between CRNAs and 
other RNs.  

Qualitative study findings also mirror disturbing ethical 
issues found in earlier studies. These include difficulties 
working with incompetent or impaired colleagues,6,15 
prolonging suffering or the dying process,6,15,16  CRNA-
physician conflicts6 substandard healthcare,16 making 
decisions for vulnerable patients (ie, consent issues),16 

and communication breakdown for nurses who wished 
to report ethical concerns.16

Several CRNAs in this study reported that their jobs 
might be in jeopardy for reporting issues with coworkers. 
This is similar to findings of Mauleon and colleagues4 
and Maluwa and colleagues3 where both CRNAs and RNs 
felt they had to suffer personally by being mistreated by 
colleagues and supervisors for the judgments they made 
even when correct. This sense of suffering and vulner-
ability resulted in frustration and burnout.

• Limitations. Survey design studies have some weak-
nesses. First, some items/questions and response options 
could be interpreted differently by different respondents.  
Psychometrics were not reassessed for this sample, but 
relied on its validation among APNs12 and its previous 
use among CRNAs.5,14 The ESS ranges for high, moder-
ate, and low moral distress were defined by Radzvin5,14 
and may require further refinement in the future to get 
a truer representation of ranges reflecting moral distress 
levels. Another limitation of this study is that the sample 
was taken from California CRNAs, so this limits the gen-
eralizability of the study. The study title itself inherently 
denotes some bias. It is possible that simply letting par-
ticipants know that the study was exploring differences 
between types of practices and levels of moral distress 
had some effect on the way they answered the questions. 
Another limitation is that the qualitative comments gath-
ered were relatively brief typed narrations of situations 
and the brevity of response may lack contextual richness.

• Implications for Practice. The primary implications 
for practice involve minimizing the moral distress levels 
of CRNAs in both the supervised and independent prac-
tice settings. In this study, approximately 30% of CRNAs 
in both types of practice had moderate moral distress 
scores on the ESS scale and 20% of participating CRNAs 
had high moral distress scores.  While it may be impos-
sible to completely extinguish ethical dilemmas, lowering 
moral distress by providing a therapeutic environment 
should increase one’s sense of self and overall profes-
sional well-being by reducing burnout.3,9,17 Educating 
CRNAs and their leaders on moral distress may help 
increase situational awareness, allowing for proactive 
interventions.9

Study findings suggest further support of CRNA prac-
tice is needed from administrators as part of the thera-
peutic work environment. CRNA participants reported 
that there was a double standard held by administration 
and that they should be held to the same standards as 
other medical professionals, not a higher one. It has 
been suggested that if nurses perceive strong support 
from colleagues of all levels (administration, supervis-
ing anesthesiologists, surgeons, etc.) in terms of ethical 
decision making, then perhaps moral distress can be 
decreased.5,15,18 In return, CRNAs should offer the same 
support to their colleagues as well so that all members 
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of the healthcare team can continue grow and improve 
the quality of patient care by decreasing mental anguish. 
This concept is known as true collaboration, whereby the 
unique qualities, knowledge, and abilities of each profes-
sional are respected so as to maintain safe and quality 
care for patients.9 In addition to a therapeutic work en-
vironment, evidence demonstrates spousal support as a 
strong alleviator of anguish over ethical dilemmas.14

Another practice issue involves CRNAs being assertive 
in nature when it comes to opening a dialogue in regard 
to morally distressing issues.5,16 Improvements in com-
munication skills may help improve collegial relation-
ships and allow for a greater level of discussion regarding 
morally distressing issues and their effects on CRNAs and 
other providers or colleagues. Building team cohesiveness 
that focuses on patient-centered treatment may also be 
of benefit.16 The creation of an ethical climate involving 
ethics committees may be useful by validating CRNA 
reasons for moral distress and looking for ways to reduce 
its occurrence.3,5,15,16,17

Several researchers have suggested that a discussion 
regarding ethics education in departmental in-service 
programs may foster important dialogue between CRNAs 
and physicians.5,16 This, in turn, may increase CRNA 
perceptions of support, which may reduce levels of moral 
distress. Overall, CRNAs need to improve their com-
munication, collaboration, and advocacy capabilities.16 
CRNAs and other healthcare providers are particularly 
vulnerable to moral distress in high-risk situations (eg, 
end-of-life surgeries) and need more ethics education and 
managerial support.16

Conclusion 
Although this study was limited to a single state, the 
results corroborated previous findings regarding moral 
distress among CRNAs. CRNAs do experience moral 
distress and in many cases, due to similar issues causing 
moral distress for non-APNs. Moral distress is a critically 
important concept, especially for CRNAs who provide 
a service that requires optimal conditions both men-
tally and physically in order to perform their jobs safely. 
Further research with a broad sample of CRNAs is nec-
essary in order to validate these findings and to identify 
strategies and resources that can minimize or alleviate 
the moral distress of CRNAs. When morally distressing 
issues do arise, CRNAs need to know what the best route 
to alleviate their mental anguish is and how to go about 
achieving it.
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