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Abstract
BACKGROUND: The ethical dilemmas that residents experience throughout their training have not

been explored qualitatively from surgical residents’ perspectives.
METHODS: Grounded theory methodology was used. All University of Toronto surgical, otolaryn-

gology, and obstetrics and gynecology residents were invited to participate. Twenty-eight face-to-face
interviews were conducted. Interviews were transcribed and analyzed by 3 reviewers.

RESULTS: Five encompassing themes emerged: (1) residents prefer operating with another resident
while the staff watches; (2) residents felt that patients were rarely well informed about their role; (3)
residents develop good relationships with patients; (4) residents felt ethically obliged to disclose
intraoperative errors; and (5) residents experience ethical distress in certain teaching circumstances.

CONCLUSIONS: Residents encounter ethical dilemmas leading to moral angst during their surgical
training and need to feel safe to discuss these openly. Staff and residents should work together to
establish optimal communication and teaching situations.
© 2010 Elsevier Inc. All rights reserved.
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The resident–patient relationship is immensely important
o the dynamics of teaching hospitals. Although staff phy-
icians are responsible for the patients’ care overall, it is the
esidents who primarily care for patients. Patients often see
he residents more than they see their staff surgeon. Fur-
hermore, it is the residents who are called first at all hours
f the day and night to care for emergencies. If the case is
eyond their level of expertise they call the staff physician.
his is the structure of care on the wards, designed to give

esidents autonomy under supervision such that they can
volve into capable independent physicians.

In the surgical world, this dynamic extends into the
perating room. To forge skilled surgeons, residents must
ave hands-on experience. Consequently, it is common
ractice for surgeons to allow residents to perform portions
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f surgical cases depending on their level of training. Al-
hough this system is designed to forge competent surgeons,
t may also place trainees in situations of stress and perhaps
ven moral distress.

Other areas of medicine such as nursing are replete with
tudies examining the level of comfort and decision-making
kills of trainees versus experienced nurses.1–5 Such studies
ave confirmed that trainees, due to their lack of experience,
eport more moral angst in difficult situations and they rely
n didactic teachings rather than experiential judgment in
oral decision-making.
In other nonmedical professions, such as firefighting, law en-

orcement, and commercial piloting, graded responsibility also
xists.6 In all of these fields, trainees are exposed to distressing
ituations in a controlled environment with supervision before
xposure to real-life situations alone. Despite the controlled envi-
onments, such trainees may still experience trepidation and hes-
tation in ethically distressing situations.7

Such ethical matters have not been explored in the surgical
iterature, especially not from the perspective of the trainees

hemselves. The purpose of this study was to explore
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thical concerns and distress that surgical residents may
ncounter as a result of their being “on-the-job trainees.”

ethods

esign

This was a qualitative study using grounded theory methodol-
gy to explore ethical issues with surgery residents. An e-mail was
ent to all University of Toronto surgery, otolaryngology, and
bstetrics and gynecology residents by the office of their respec-
ive departments. Residents responded directly and privately to the
nterviewer (A.G.) if they desired to participate.
Figure 1 Structured interview guide used d
etting, participants, and sample size

Potential participants were all surgery, otolaryngology,
r obstetrics and gynecology residents at the University of
oronto (approximately 300). We intended to complete
pproximately 30 interviews as this is usually well beyond
he number where “saturation” is reached in qualitative
tudies. Saturation is the point at which information begins
o be repetitive with each additional subject.8

ata collection

Face-to-face interviews were conducted with residents
ho responded to the e-mail requesting their participation in

he study. Interviews were based on a study guide (Figure 1).
hemes not outlined on the guide were explored when
uring the interviews with the residents.
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573E. Knifed et al. Moral angst for surgical residents
esidents brought them up. All interviews were audiotaped
nd transcribed. Demographic information was collected for
ach participant.

ata analysis

All interview transcriptions were analyzed by 3 review-
rs. Modified thematic analysis was conducted in which
verarching themes were extracted from the interviews.

esearch ethics

The study was approved by the Research Ethics Board at
niversity Health Network, and written informed consent
as obtained from each participant. Participation was com-
letely voluntary and did not impact the participants’ resi-
ency in any way. To thank residents for taking time out of
heir busy schedules to participate, participants were en-
olled in a draw for a single resident to receive $2,000.00 to
eimburse the costs of attending an academic conference.

esults

articipant information

Twenty-eight residents were interviewed from June 2008
o September 2008. The residents were from the depart-
ents of surgery, otolaryngology, and obstetrics and gyne-

ology (Table 1).

hematic analysis

Analysis of the 28 interview transcripts yielded 5 themes.
he themes are described below and are illustrated with
erbatim quotes from the participants.

esidents preferred the teaching scenario in which they
perate with another resident while the staff looks on
nd guides them. Residents experienced a variety of teach-
ng scenarios, the most common being operating with the
taff. However, they preferred operating with another resi-
ent while the staff surgeon observed them and gave guid-
nce and advice.

I think that’s the most educational experience . . . because
ou have at the same time the so called freedom of actually
oing the technical part of the case but at the same time
ou’re not overwhelmed by the fear that something might go
rong because the staff surgeon is not available some-
here.”
I enjoy operating and getting hands-on experience, but I
till feel that I need the security of having a staff person

resent, to give advice and help out in times of trouble.” s
Residents also reported being left alone with another
esident to operate. This occurred at the opening and closing
f the case, and when the staff surgeon had sufficient knowl-
dge of and confidence in the operating residents.

esidents felt that patients were rarely well informed
bout their role. Most residents felt that there was a lack of
wareness in the patient population regarding the exact role
f residents in patient care. They felt that patients were
ware that there were other people on the surgical team but
hat they did not understand the extent of resident involve-
ent in their care.

I think it’s a problem of education in the public. I think
ost patients just assume you’re a doctor. They see your
adge. They see that you’re a doctor and they kind of see
ou every morning. They know you’re part of the team. They
ave some concept that you’re below in a level of priority.
don’t think fully . . . they know we graduated med school,
ut they don’t understand the different realms like what’s a
ellow, what’s a junior resident, what’s a senior resident.”

Some residents noted that this lack of knowledge of
etail was the natural consequence of elective patients deal-
ng most with the staff surgeon until the day of their oper-
tion when residents are present.

They automatically assume the relationship they’ve made
ith the staff surgeon, who’s talked to them about the
peration, explained it to them, obtained their consent is the
elationship that he or she is doing the operation. So it
oesn’t occur to them that the resident will be doing a

Table 1 Demographics data of interviewed residents

ge (y)
Median � 29
Range � 25–43

ex
Male � 18
Female � 10

GY
One � 1
Two � 8
Three � 11
Four � 4
Five � 2
Six � 2

peciality
Neurosurgery � 6
Plastics � 4
General Surgery � 6
Orthopedics � 2
Cardiac � 3
Urology � 2
Otolaryngology � 2
Obstetrics & Gynecology � 3

PGY indicates postgraduate year.
ignificant part of the case”
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Some residents did point out that there is a difference in
he patients’ knowledge of residents between elective and
mergency patients. For the most part, residents rarely met
lective patients they were operating on in the clinic, but
hey generally met almost all emergency patients as they
ere the ones called to the emergency room for the consult.
herefore, for emergency patients, residents were generally

he ones who explained the operation and obtained consent.

esidents develop good relationships with patients.
ost residents indicated that they made an effort to meet

atients preoperatively, regardless of whether or not the
taff surgeon expected them to do so. They generally intro-
uce themselves and explain a little but about their position.

I always mention that I will be assisting Dr. X in the
urgery . . . I would say ‘I’m a senior resident on Dr. X’s
eam and I will be assisting him during the operation.’”

Despite their efforts many residents admitted that they
ften do not get to meet elective patients outside of the
perating room. As an integral part of their training, surgery
esidents are routinely scheduled to the staff’s outpatient
linics but they would only meet a small minority of pa-
ients they subsequently operate on.

So for elective cases, patients would come in and they’ve
een seen in clinic . . . we often times don’t have a chance
o meet them before we actually end up doing the operation.
o I’d day 90% of the time for elective cases we do not
eet the patients before. But for patients we admit, that

ome through the emergency service, invariably we ob-
iously will meet the patient and actually get the consent
urselves.”

Despite this delay in meeting elective patients, most
esidents reported that patients generally are very accepting
nce they find out that residents were involved in their
peration.

Most people are receptive and understanding that at a
eaching hospital residents are there . . . to operate as well.
think often, outcome has a lot to do with people’s reactions.

f there’s a good outcome and everything goes well, then
atients are quite happy. But if there’s a complication, then
hey’re much more interested to know who actually did that
art of the case at that moment of time.”

Finally, most residents thought that they had good work-
ng relationships with the patients under their care. Many
elt that this was a direct result of the amount of time during
he day that the patients saw them.

I think the relationship with the patients under my care is
xcellent. Often patients will see me and the other resident
octors being there. As their primary surgeon, they realize
hat the staff person is the one who is ultimately responsible,
ut because we’re there in the operation, we take part in the

reoperative course as well as postoperative management, e
hey often treat us as if we were their doctor, and we have
ood relationships with them.”

esidents felt ethically obliged to disclose intraoperative
rrors. All residents interviewed felt that any consequential
rrors should be reported; however, they were divided on
ow to go about this. Approximately half of the residents
elt that the error should be reported directly to the patient
ither by themselves or the staff surgeon.

Yes, I would tell the patient. In fact this happened to me
here a complication arose . . . and I saw the patient on the
ostoperative day as I was taking care of them and he
xplicitly asked me who was holding the instrument when
he complication occurred, and I told him straight out that
was because sooner or later the information may come out
nd I think that truth telling is an important part of
edicine.”

The other half stated that they would inform the staff
urgeon about the complication but would then leave it up to
he staff to decide whether or not to inform the patient since
he staff surgeon is ultimately responsible.

I wouldn’t tell the patient without letting the staff know. I
hink it’s the staff’s responsibility to say there was a prob-
em during the surgery, this happened and this happened. I
ould certainly inform the staff of what I’ve done and then
feel it’s the staff’s responsibility to say, ‘Mr. Smith, we’re
orry but such and such happened,’ I wouldn’t go behind
he staff’s knowledge and say I did this.

esidents experience ethical distress in certain teaching
ircumstances. Most residents indicated that at some point
uring their training to date they have been placed in situ-
tions that caused them ethical distress. Most of these situ-
tions involved the residents being given more responsibil-
ty and freedom than they felt they were able to comfortably
andle at that point in their training, like being left to do
arts of procedures that they felt were beyond their skill
evel. Most residents stated that in such situations they
imply called for help.

Occasionally it happens that the staff surgeon overesti-
ates my comfort level or ability. When that happens, I
on’t proceed and let the staff surgeon know. I never op-
rate beyond my comfort level.”

A few residents felt that such ethical dilemmas were
istressing but beneficial to their education.

Things are challenging but you have to be taught like that.
ou have to be left alone to finish off and figure out some-

hing, but not something that’s going to have any morbid
onsequences. Some staff people do that, but very few.”

A minority of residents felt uncomfortable in the situa-
ion of disagreeing with the staff surgeon’s decision. This

lement figured even more strongly in residents’ discomfort
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575E. Knifed et al. Moral angst for surgical residents
hen they imagined their own family member as the pa-
ient.

I mean there are times when you’re operating with staff
nd you disagree with their management or you disagree
ith their approach, and you think they are doing some-

hing not in the patient’s best interest or you know, and it’s
ncomfortable to think that this is happening to this patient
nd there’s not much you can do about it because it’s the
taff’s patient and the staff is going to do what they want.”

Most residents who noted that they do at times find
hemselves thinking that they would not want their family
embers to be in such a situation, do not attribute this

entiment to the fact that a resident is operating.

omments

The present study explored surgical residents’ perspec-
ives on their training, their relationships with their patients,
nd the ethical dilemmas that they face during their training.
he study was inspired by 2 previous studies conducted by

he authors on the subjects of the patients’ level of knowl-
dge about residents, and the staff surgeons’ level of dis-
losure of residents’ involvement to patients.9,10 The au-
hors felt it important to interview the residents themselves
nd explore their experiences in ethical situations encoun-
ered during their training.

This study in unique because (1) it employs open-ended
nterviews to explore ethical issues encountered by resi-
ents; (2) it involves residents from many surgical special-
ties in various years of their training and therefore captures

wide array of experiences; and (3) it examines the resi-
ents’ perspectives themselves instead of the reflection of
ther professionals or patients on them or the outcomes of
heir involvement.

An important finding of this study is the discussion of
esidents’ preferred teaching model. Some surgeons might
e surprised to discover that most residents prefer to operate
ith another resident but like to have the staff surgeon in the
perating room as a “safety net,” in case clarification or
uidance is required. Residents enjoy the relative freedom
f making some decisions but enjoy the security and com-
ort as well as the teaching opportunities that the presence of
he staff surgeon offers. This affirms an earlier study that
oncluded that a fruitful teaching environment in the oper-
ting room results only from the collaboration of the staff
urgeon and the residents in creating a communicative in-
tructional interaction.11 This does not diminish the impor-
ance of the scenarios at the ends of the delegated responsibility
pectrum: a resident operating with the staff scrubbed, and
esidents operating together unsupervised.

It is not surprising that residents felt that many patients
ere not well informed about the role of residents in their

are. Previous studies have demonstrated that for the most

art patients are relatively ignorant of the roles and quali- e
cations of residents.9,12,13 However, it is comforting to
ote that the residents felt that they cultivated good rela-
ionships with the patients under their care and that most of
hem made an effort to speak with the patients before
perating on them. The latter point is one that many patients
ppreciate before undergoing an operation.9

Residents also had a strong sense of ethical obligation
owards the patients under their care. Ethics is an important
art of medical education and training. Sadly, it was lacking
rom medical education at one point but has now become
ntegrated into medical school curricula. In terms of surgical
raining, many centers have adopted a case-based ethics
eaching model that is validated.14 Unfortunately, many
urgical programs still lack a solid ethics curriculum as part
f their regular training.15 However, this does not seem to
ffect residents’ sense of obligation especially towards error
isclosure to patients. Most residents reported that patients
hould be informed about any errors that occurred during
heir operation. A study by White et al also found the same
esult; however, they uncovered that although most trainees
ould like to disclose medical errors to patients, most have
ot been formally taught how to do so properly.16 This is a
ery important area of deficiency in residency programs that
hould be remedied.

In accordance with their strong sense of ethics, many
esidents admitted that they had been in teaching situations
here they had felt ethically distressed or uncomfortable.
his is not an uncommon occurrence in medical training.
ome of the trainees confessed that their ethical distress was

he result of disagreement with the staff surgeon about the
urgical decision and/or approach/methods used on a par-
icular patient. This is not a novel finding in medical edu-
ation. One study, exploring exactly this issue of disagree-
ent between the staff and trainee regarding treatment,

oncluded residents often do not express their views to the
taff and hide their frustrations.17 Another study, discovered
hat most residents were unaware of the ethics consultation
ervices that were available at their institutions.18 Knowl-
dge of such resources could be useful to residents in
avigating through uncomfortable and murky ethical situa-
ions that they may feel are beyond their capabilities and
raining. It could also ease the distress some residents felt
hen put in ethically stressful teaching situations.

imitations of the study

The study was conducted at one large university in Can-
da. The results may vary with different teaching centers
hat might have different policies or in different countries
here the teaching requirements and/or models differ.
Also, despite the use of a semi-structured interview

uide, important questions may have been missed or ave-
ues not brought up and explored. The interesting issues
ncovered in the course of the interviews were arguably not

xamined in as much depth as one would have liked.
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Finally, since participation in the study was voluntary, it
s possible that the residents who participated in the inter-
iews represent a particularly vocal and expressive sub-
ample of the residents at the teaching institution. It is
mpossible to know if the views of the nonresponders would
e reflected in the results of this study so one must recog-
ize the potential of a sampling error. This is a weakness of
ll qualitative (and indeed most quantitative) studies.

onclusions and recommendations

Surgeons and residents should work together and have
pen lines of communication to create the most effective
eaching environment in the operating room. This open
ommunication should be extended to all persons involved
n the training program including program directors, to
nsure an effective educational environment. Surgeons must
e mindful to the skill level of their residents and residents
hould feel safe to speak up if they feel they are working
eyond their competency.

Ethical teaching should be an integrated part of surgical
esidency both formally and practically. In particular, all
esidents should be taught how to properly disclose errors
nd what their obligations are in such a situation. Residents
hould be made aware of ethics consultation services avail-
ble at their centers. Also, services should be readily avail-
ble for residents to discuss any ethically distressing situa-
ions that they have experienced and help in dealing with
hese situations should be offered to all residents.
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