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Abstract

Professionalsin the educational and health services -- like teachers, psychologists, social
workers, nurses, and medical doctors -- are especially prone to encounter moral dilemmasin
their everyday decision-making, and thus depend especially on the development of their
judgment competence. They should neither rigidly apply their standards and values without
regard for particular needs, nor should they be swayed totally by their feeling of compassion
without regard for the principles of fairness.

In this paper we will review correlational and experimental studies which show that
the ability to make moral judgmentsis not confined to the balancing of principles and situ-
ational demands, but that it may be also facilitate responsibility, norm conformity, helping
behavior, democratic engagement, academic learning, and making swift decisions under
pressure. We will also summarize a) studies showing alow and sometimes even negative
impact of medical education on students’ moral development, and b) studies showing how the
use of dilemma methods can effectively promote moral competencies and thus contribute to a

progressive reform of medical education.
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Introduction

To act professionally means both upholding professional standards and human values, as well
as making decisions which do justice to particular circumstances. Thus professionals must
continuously make moral judgments, as Lawrence Kohlberg has described them, doing
"justice both to what the self believes and yet meet the situation.” (1958, p. 129). Thisis not
an easy task. The solution of amoral dilemma, "is difficult in the sense ... of doing justice to
all the values which the self believes are true and important,” and anyone confronted with
moral dilemmas needs high moral judgment competence to find ajust solution.

Professionalsin the educational and health services — like teachers, psychologists,
social workers, nurses, and medical doctors — are especially prone to encounter moral dilem-
mas in their everyday decision-making, and thus depend especially on the devel opment of
their judgment competence. They should neither rigidly apply their standards and values
without regard for particular needs, nor should they be swayed totally by their feeling of
compassion without regard for the principles of fairness. More specifically, "high levels of
moral reasoning serve to guard against poor clinical performance.” (Baldwin et a., 1996, p.
481). “A high level of moral reasoning virtually excludes the possibility of being a poor
performer, and, conversely, that alow level of moral reasoning virtually excludes the possi-
bility of performing well.” (Self et a., 1995, p. 151; Sheehan et a., 1980; Sheehan et al.,
1985).

For some reason, many medical professionals seem to believe that either there are no
moral dilemmasinvolved in their work, or that the solution of mora dilemmasis not their
business, or even that moral dilemmas are aready taken care of by ethical specialists and
committees. These beliefs may be traced to various reasons, either, due to low moral judg-
ment competence medical professionals do not see most of the dilemmas that others see, or
they deny the existence of mora dilemmas because they feel that they could not cope with
them if they would admit to be responsible for their solution.

Unfortunately, medical education does not seem to contribute to the development of
moral competence but rather seems to underminesit. Already Becker and Geers (1958) have
observed that during their study medical students loose their idealism. In several studiesit has
been shown that medical students lower their preference for postconventional moral reaso-
ning (Husted, 1978; Sheehan et al., 1981; Self et al., 1988; 1991; 1993; 1996). Medical stu-

dents even loose some of their moral judgment competence as has been shown in studiesin
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the United States (Self et al., 1994), Finnland (Helkama, et al., 2003), Canada (Patenneude et
al., 2003), Czech Republic (S, 1999) and in Germany (Lind, 2000). Lind (2002) reported data
from alongitudinal study in the nineteen-eighties in which German students of medicine
dlightly regress in regard to moral judgment competence while all the other students make
marked progress (see Figure 1). Recently, Schillinger (2006) found in her cross-sectional
study in Germany and Brazil that medical students' moral competencies are till regressing.

Rego (2004) concluded from his study that students enter professional morality in an
uncritical way. They stop behaving critically and adapt to what could be called the “ professio-
nal conformity”. This regression of moral development is very alarming because education
and especialy higher education is considered to be the most powerful factor fostering moral
orientations and moral competencies (Rest 1988; Rest & Thoma, 1985; Lind, 2002).

Recent empirical studiesinto the learning environment of medical students linked
moral regression to the design of medical education (Lind, 2000; Helkama et a., 2003; Schil-
linger, 2006). In Germany, seventy percent of young doctors report that they have had no
ethical training (Sponholz et al., 1995). In their study of importance medical students giveto
various forms of moral reasoning, Self et al. (1996) conclude that “the experience of medical
education appears to inhibit the increase of moral reasoning of medical students that other-
wise would be expected of in young adults of that age and education level.” (p. 446)? “Medi-
cal school provides an exceptionally deficient environment with regard to role-taking oppor-
tunities. [...] Medical education turns students into a ‘rote-learning machine'" (Helkamaet al.,
2003; p. 10 - 11). Fox, Arnold and Brody report that “ ethnographic observations of medical
trainees have generated concerns about the 'dehumanizing' effects of medical education” (p.
762).

In Schillinger’s (2006) study, students of medicine report low involvement with the
role-taking and guided reflection activities. The fact that 76% of the Brazilian-Portuguese and
German-speaking medical students report that teachers give priority to memorization and
reproduction of the learning content adds more evidence to the fact that they are under the
influence of atraditional curriculum, where they have mostly a passive role. In addition, only
16% of the medical undergraduates report that their teachers' methods foster communication,
discussion and critical abilities’ (Schillinger, 2006, p. 110). Thistype of teacher centered
learning at medical schools has aso been reported from Finland (Helkama et & ., 2003) and

2 One should note, however, that the initial SRM scores of the students (359 out of 400) were already
very high and that the increase of only 11 SRM -points may be de to ceiling effect.
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Brazil (Rego, 2004)

Self et al.’s (1993) found that the test scoresin the MCAT correlates positively (r =
-0,30) with aloss on amoral development scale score (the DIT). Thisfinding may indicate
that admission policies based on medica school entrance tests may also add to the regression
of moral development. Those who pass the tests seem to be more prone to the regressive
influence of medical education.

In this paper we will review correlational and experimental studies which show that
the ability to make moral judgmentsis not confined to the balancing of principles and situ-
ational demands, but that it may also facilitate norm conformity, helping behavior, democratic
engagement, even academic learning, and making swift decisions under pressure. Therefore,
we conclude that medical education should no longer regard fostering moral judgment
competence as an extravagant add-on to its general goals but as akey god. If professionals
are enabled to find sustainable solutions to daily dilemmas — rather than avoiding them or
referring them to 'ethical speciaists — they also will become better professionalsin regard to

medica and civic standards.

Medica Professionals Mora Dilemmas

At the beginning of her internship, Dr. Paul didn’t need to be told that it wasillegal to re-
move organs or tissues from a dead person without permission from the family. Asa Chris-
tian it would also violate her faith. However, she soon learned that there was a great shor-
tage of transplant tissues for persons suffering fromthird degree burns. Their life can only be
saved if their skinisreplaced by skin from cadavers.

One day her bosstells her that they have again run out of suitable skin for grafts and they
were in immediate need. There was an emergency operation scheduled for that same day. He
told her to go to the morgue and quietly collect skin to be used for graftsin the surgery later
that day. She should not talk to anyone about this.

For while she did not know what to do. But then she decided to go and get the skin.

Why did she fedl that “she did not know what to do”? Obviously, her conscience was deve-

loped enough to feel adilemma and she hesitated and did not immediately do what her boss

wanted her to do. We do not know what kind of dilemma she perceived. It could have been
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that she remembered from her Christian faith which forbids her to take away something from
ahuman cadaver, or that she worried about violating the law.

What do medical students say when they hear about this case?® Suzanne’, a twenty-
three year old female medical student, who said that she agrees with Dr. Paul’s decision
writes: “In this instance the need for the skin grafts (personal property) to save a life was
greater than the need to keep the legality of not removing them. There are a couple of obstac-
les: a) violating her faith is very serious, but within her own faith (which holds life as the
highest of values in some instances for example abortion) there could be ways to justify her
action. b) She did not voice concernsto her boss about the moral and legal obstacles, and
gives the impression of yielding to authority and not acting of her own, according to her ethi-
cal judgement - could she be just ‘passing’ the buck?” Joe, a male students who strongly op-
poses her decision writes: “I do not believe she does have the right to remove organs, tissues,
etc. without the consent of the Patient. (from before he/she died) nor hig/her family mem-
bers.” Brian, another student argues: “She violates a law; she risked the reputation of both
herself and the hospital; although one patient may benefit now, may others may suffer if the
hospital is penalized for this action; she violated the rights of the family; she went against
her religious beliefs.” Joshua brings up yet other arguments against Dr. Paul’ s decision: “The
violation of the cadaver is a big problem, prohibited by the fact that is wasn't her right to
take the skin; I’ m unsure, because the person needing surging would benefit more from the
skin than the cadaver; envelops the principle of not taking the skin the permission should be
avoiding - respect for the rights of living and dead is necessary for a healthy functioning.”

The mora sensitivity of the young medical studentsis nicely exemplified by two other
responses. Glenda, female student: “ She saved a life by taking the skin but went against her
faith; she disobeyed the law; a person’s body istheir personal property should not be viola-
ted; she compromised her own beliefs; she violated the autonomy of the deceased individual
to decide their fate: respect for the person’s wishes; thereis no guarantee for the graft taken
to work without error.” Jim: “ She blindly consented to authority; she violated her own prin-
ciples; sheviolated the individual’ s autonomy; she didn’t look into other opinions.”

At the end of the discussion, one of the participants asked: “Professor, did you make

up this story for our discussion? | cannot believe that such things could really ever happen.”

3 The first author (Georg Lind) uses this case in classroom discussions with high school and university
students. The following statements were recorded in a discussion let by him at North Western University,
Chicago in March 1996 in the medical ethics class of Dr. Michael Gross.

* We have changed the names.
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Of course, things like this happen and they happen more often than outsiders might think.
How do medical professionals cope with such dilemmas? Do they |earn how to cope with
them in the same way as the young medical students did in my course? Do they fedl respon-
sibly to find a good solution? Or do they refer to “ethical specialists’ for a solution or, even
more likely, do they deny the dilemmato exist?

If the latter isthe case, that is, if medical professionals deny responsibility or even the
existence of adilemma, why isit? Severa possible reasons come to mind: the time pressure
in the every-day life of amedical doctor, the seductive service of ethical specialists, economic
reasons, concern for one' s career, Hippocratic oath etc.

Moral dilemmas sometimes surface in spectacular instances as in the case of Dr. Paul
and they happen continuously in every-day life decision-making as in the case of the doctor
who bills an injection which he never gave the patient, or in medical research. Recent reports
show that deceit and corruption in the medical services has become a huge problem affecting
the health of many people and al so the economy (Fischer, 1994; Polke-M g ewski, 2006).
Highly reputed medical researchers, who played down the dangers of passive smoking for
many years and have such caused many thousands deaths, have received funding from the
cigarette industry (Stiddeutsche Zeitung, 1998; Bornhauser et al., 2006).> Although moral
competence may only be one of many factors involved in corruption and deceit, the ubiquity
of this phenomenon in the medical service may indicate that there is a widespread lack of
moral competencies. Asthe dilemmais ‘in the eye of the beholder’ (and does not exist
without a human mind perceiving it), for many people the scale of the problem may remain

largely hidden.

Research on the Relationship Between Moral Judgment Competence and
Behavior

Research on the relationship between moral judgment competence and behavior has brought
about many new insights which may help us to understand the reasons why moral judgment

competence is so important for the medical profession and why we should be concerned

5 “Probably the most important health authority allied with the tobacco industry from the 1980s
onwards was Karl Uberla, President of the German Federal Health Office until 1985 and simultaneously head of
a private research institute, the GIS, in Munich. In 1982 the Verband contracted with Uberla’s GIS for a study
on ‘passive smoking and lung cancer.” “ (Bornhduser at al., 2006).
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about the much observed stagnation or even regression of this competence during medical
education.

However, this relationship has been blurred by conceptual confusion and inappro-
priate ways to depict this relationship. Some of the confusion has been created by confoun-
ding moral orientations and moral (judgment) competencies. Both aspects of mora behavior
can be clearly distinguished though they cannot be separated like components.® In studies
assessing moral orientations (like the preference for principled moral reasoning, or theim-
portance of other stage reasoning), only low or zero correlations were found between moral
orientations and behavior. Secondly, confusion has also been created by the use of intentions
to behave or of self-reports on one' s behavior as indicators for real behavior. Asthe experi-
mental study by McNamee (1977) on helping behavior shows, actual behavior can be more
closely related to moral competencies than behavioral intentions. Thirdly, confusion has been
created by using only tests of statistical significance and correlational coefficients asindica
tors for the relationship between moral competence and behavior. Statistical significanceis
not a measure of association but of precision, and correlational coefficients are inappropriate
to model uni-directional relationships (especialy if the dependent variable is categorical
rather than continuous). In his review of the research literature, Blasi (1980) reports a
moderate correlation of moral judgment with behavior (especially with criminal behavior).

Y et the relationship seems to be much bigger if one looks at the percentage of transgressors
on various levels of moral development (see below).

To clarify some of the conceptual confusion, our paper is strictly based on Kohlberg's
(1964) origina definition of moral judgment competence as “the capacity to make decisions
and judgments which are moral (i.e., based on internal principles) and to act in accordance
with such judgments® (p. 425). This construct is measured by the Moral Judgment Interview
(MJI, Colby, Kohlberg et al., 1987) and the Moral Judgment Test (MJT) by Lind (1989; in
press). While the MJI is a mixed measure of moral competencies — including also moral
orientation, Lind’s MJT provides a pure measure of moral judgment competence, the so-
called C-score. Most other instruments measure only moral attitudes or orientations like the
preference for principled moral reasoning or the subjective importance of Stage 1 to 4 moral

reasoning.” The distinction between competencies and attitudes isimportant and can be easily

® See Lind (2002) for adiscussion of the difference between aspects and components.

" For a more detailed discussion on these methodological issues see Pittel and M endelsohn (1966) and
Lind (1989; in press).
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made. While competencies cannot be faked upward, attitudes can usually be ssimulated in any
direction.

This paper reviews only studies which focus on moral competencies, that is, which
use either Kohlberg'sMJl or Lind’s MJT for assessing a participant’s level of moral-cogni-
tive development. Only studies are included which report observed behavior (rather than self-
reported or intended behavior). To illustrate the relevance of moral competence for the deci-
sion-making behavior of medical professionals and medical personnel, we will review studies
on four areas. ascribing responsibility, rule transgression, pro-social behavior, decision-
making competence, and learning competence.

Unfortunately, we did not find any experimental studies which include medical stu-
dents or medical personnel. Yet if we can presume that people follow similar psychological
laws regardless of their professional career, we can safely generalize these studies to medical

professionals.

Ascribing responsibility

Ascribing responsibility seems to depend to alarge degree on people’ s moral judgment com-
petence. This hypothesisis supported by a study by Helkama (1981), who interviewed stu-
dents of psychology about Kohlberg's (1958) famous Heinz-story to assess their level of
moral-cognitive development. The story is constructed in such away that only Heinz can save
her by stealing an expensive drug. Heinz' wife suffers from cancer and he is the only one who
can help her by getting that drug. Because this drug was very expensive and his health insu-
rance would not cover the costs, he has to stedl it. When Helkama (1981) asked the subjects
whether Heinz was responsible for saving his wife, 77% of the respondents with low moral
judgment competence (Stage 3) said ‘No’. Only when respondents had a high level of moral
judgment competence, amajority said ‘ Yes (see Figure 2). So it seems that moral judgment
competence is a prerequisite for perceiving the responsibility of the actor in this hypothetical
story. We believe that we can transfer this finding to medical professionals. Doctors with low
moral judgment competence may not be aware of their own responsibility when they should
be.
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Temptation to transgress social rules

If tempted to transgress a social rule, most people seem to not hesitate to do so. Y et, not all
people do so and again it seems to be the level of mora judgment competence which makes
the difference. Of the participants scored at Stage 1 to 3 on Kohlberg's Moral Stage scale, 60
% to 80% cheat on tests, behave dishonestly, fail to send back a questionnaire or remain quiet
in asituation in which they should blow the whistle (see Figure 3). People on Stage 4 (kee-
ping law and order) a smaller percentage of people, but still many break the rules. Only
among people on the level of principled moral judgment competence, a minority, if any,
break the rules if not policed by an authority. Viewing Figure 3, it is very impressive how big
the differences are. They are bigger than a coefficient of correlation of about r = 0,30 would

indicate.

Pro-social and pro-constitutional behavior

How important moral judgment competence seemsto be for pro-socia and pro-constitutional
behavior, is shown in Figure 4 . In the helping experiment by McNamee (1977; cited by
Sprinthall et al., 1994, p. 192), undergraduate students who agreed to be interviewed by a
research psychologist were led to atesting room. As they were entering the room they were
observing another participant seeking help from the experimenter because he had just taken
drugs and was having a bad time. The experimenter denied to help him because she had no
experience with drugs. The drug-user slowly left the room. The subject was faced with the
choice of whether to remain uninvolved or whether to intervene. The findings show that there
was alinear relationship between helping and mora judgment competence. On the lowest
level only 9% helped, on the highest three quarters helped (Figure 4). Interestingly, most
others also thought they should help but failed to do so. The lower the level of moral judg-
ment competence the bigger was the discrepancy between the personal feelings of obligation
and the actual performance. The study on arrested civil protesters makes clear that almost
only people with high moral judgment competence take action to defend the constitution, in
this case the right to express one’ s opinion in the public. Finally, Kohlberg' s experiment with
subjects who agreed to participate in a so-called Milgram-experiment shows that resistance to

immoral authority is not just a matter of will but of moral judgment competence. While

Lind & Schillinger: Moral competence 9of 25



among lower stage subjects (on Stages 1 to 4) only 13 % refused to give other subjects elec-
tric shocks in an alleged | earning experiment, among Stage 5-subjects 75 % broke up the ex-
periment before it was completed. None of the subjects had to fear any persona disadvan-
tages but were only told that completion of the task (giving electric shocks to a subject for his
mistakes in the learning experiment) was of high importance for scientific research. It can be
easily imagined, how often medical doctors get into similar situations, in which they witness
people in distress or take the orders of some medical authority without knowing how to act

responsibly.

The ability to reach a decision

We would think that people who have a high moral judgment competence are not only able to
find a good solution to a socio-moral problem but they also do so in afaster way. In other
words, we hypothesize that moral judgment competence is related with decision-making
capability and that it is a more important factor than, lets say, any motivation variable, be-
cause if we do not know how to solve a problem we cannot substitute this lack of knowledge
by trying harder or being more optimistic. In fact, in Mansbart’ s (2001) experiment this
hypothesis was tested and well-supported (Figure 5). While none of the assessed motivation
variables correlated higher than r = 0,10 with the speed of decision-making in moral dilemma
situations, moral judgment competence correlated r = 0,36 with the speed of the subject’s

decision.

Learning behavior

New experimental studies suggest that moral judgment competence also has a great impact on
learning behavior in general, not only in the moral domain. It seems that people who lack the
capacity to solve socio-moral conflicts efficiently are so absorbed from struggling with the
conflicts that they have little processing capacity left for solving academic tasks. First support
for this hypothesis was found in alearning experiment by Heidbrink (1985). He showed 9"
graders a short video on organ transplantation and gave them a before and after video test to

see how much they knew aready before the video and how much knowledge about the topic

Lind & Schillinger: Moral competence 10 of 25



they learned from the film. When he correlated the gained knowledge with the participants
moral judgment competence, he found a quite remarkable correlation of r = 0,22 between the
two variables. In a study by Lind (2003) with 15 teachers who participated in a continuing
education program, this correlation was supported: Participants with high moral judgment
competence got more out of the course, and reported they applied pedagogical knowledge to
their classroom practice more often. It seems that teachers who lacked judgment competence
felt this disadvantage and were afraid that applying new methods of teaching would trigger
dilemmas which they would not be able to cope with. So, as a consequence, they remained
content with the traditional teaching methods that they knew well.

Analogously, medical students may learn more effectively and apply what they have

learned more frequently if they have acquired high moral judgment competence.

Conclusion: What can be done?

Lind (2000) concluded that “there is no doubt anymore that present medical education failsto
foster, or even obstructs, the development of moral competencies that medical doctors will
need [in order] to become good physicians.” (p. 30). Asour review of research literature
shows, this still seemsto be true athough there are now many attempts to reform medical
education. Our review of research also reinforces the significance of moral competencies for
upholding legal and professional rules, for exhibiting pro-socia and pro-constitutional be-
havior, for swift decision-making, and for effective learning and putting new knowledge to
practice. What can and should be done to make medical education respond to this finding?
Asfar aswe know, four proposal have been made and have also partly been tried out
already: establishing ethics committees, offering lectures on medical ethics, convening semi-
nars in which ethical cases can be presented and discussed, and moral dilemma discussions as

part of the general medical curriculum. We will briefly discuss these proposal in turn.

Ethics committees

Ethics committees can support medical doctors in providing general guidelines for ethical

decision-making but they cannot solve all the problems which medical personnel encounters
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on a day-by-day basis. Sometimes, even they are overwhelmed by the intricacy of the moral
dilemmas or by the task of reaching a consensus on a highly controversial matter. Conse-
guently, it seems, "ethics committee meetings routinely degenerate into unfocused debates. ...
As aresult, participants often speak to hear their own voice rather than confront the argu-
ments raised by others. No effort is made to critically evaluate competing arguments and
reach substantive conclusions. ... [Students] are often left to see that ethics can justify any-
thing (or nothing)" (Gross, 2001, p. 390).

Lectures on ethics

One of the most frequent recommendations seems to be to add |lectures on general and medi-
cal ethicsto the curriculum of medical education (Wissenschaftsrat, 1992; Roebert-Bosch-
Stiftung, 1995). We have not seen any numbers, but it seems that thisis the most widely prac-
ticed reform measure. Unfortunately, research studies do not support this. From a study in
Israel, Gross (1999) concludes: “Moral development was not affected by formal moral edu-
cation” (p. 336). In the United States, Self et al. (1989) even found a slight regression when
comparing pretest and posttest scores of students who attended an ethics lecture. Self et al.
(1994) found increases of moral development scores after awhole year of ethics courses but

they were very small (see Table 2).

Case studies and discussions

Case-study seminars are another attempt to foster moral competenciesin medical education.
In these seminars real ethical dilemmas encountered in medical practice are discussed in order
to find a solution. Thus, these seminars require the participants to apply existing moral know-
ledge rather than to *invent’ new moral knowledge from the participants point of view. This
may be the reason why Self et al. (1989) found only small increase in moral development as
measured by an moral attitude test (Table 2). Gommel and Kessler (personal communication;
see also 2006) made a similar experience with case-study seminars in a German medical

school assessing moral development with the MJT, a competence test.
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Moral dilemma discussions

Derek Bok (1976), the former president of Harvard University, wrote already some time ago:
"If other sources of ethical values have declined in influence, educators have a responsibility
to contribute in any way they can to the moral development of their students. [...] More atten-
tion needs to be given to problem-oriented courses in ethics. These classes are built around a
series of contemporary moral dilemmas. [...] They will less be concerned with presenting
solutions than with carrying on effort to encourage studentsto perceive ethical issues, wrestle
with the competing arguments, discover the weaknesses in their own position, and ultimately
reach thoughtfully reasoned conclusions. [...] Many individuals who are disposed to act
morally will often fail to do so because they are ssmply unaware of the ethical problems that
lie hidden in the situation they confront. [...] Moral issues can be discussed as rigorously as
many other problems considered in the classroom. [...] Students will benefit from the oppor-
tunity to grapple with moral issues in a setting where no serious personal consequences are at
stake." (p. 26-28).

With the Konstanz Method of Dilemma Discussion (KMDD), amethod is now at
availableto effectively foster moral judgment competencies. A Thai group of researchers,
Lerkiatbundit et al. (in press) have tested the method in a randomized experiment with nur-
sing students and students of pharmacy technology. Their findings show that the KMDD is
highly effective (Table 2; Figure 6). The moral judgment competence of studentsin the treat-
ment group increased by 14 points within a six-week-period while the control group remained
unchanged. Moreover, the gains of the treatment group were sustained over a period of six
months. This study supported prior findings by the first author with psychology students and
student teacher who also gained very much from the KMDD and from seminars using modi-
fied methods based on the same didactical principles asthe KMDD (called here “similar
method”; see Table 2; Figure 7). In terms of relative effect size, the KMDD now reaches
effect size levels abover = 0.70, which is far above the effect size typically found in applied
sciences such as education, medicine, psychotherapy or workplace improvement (see Figure
9). It isaso significantly higher than the effect sizes of the Blatt-K ohlberg method of dilem-
ma discussion (Lind, 2002).

As one of thefirst medical schools, the Instituto Tecnologico y Educacion Superior de
Monterrey (ITESM) has provided training for their professorsin the KMDD and successfully
adopted it to medical education (Hernandez & Medina, 2005). It should be noted, however,
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that the method of dilemma discussion, if it isto be effective, must be led by well-trained
teachers. Self-training is possible as the case Lerkiatbundit et al. (in press) shows. Yet, asa
rule, about 100 hours of integrated practical and theoretical training by an experienced in-

structor seems necessary (Lind, 2003; see also the KMDD web-site: http://www.uni-

konstanz.de/ag-moral/ ).

However, as we have seen, the investment into good quality education pays well. The
research studies reviewed in this paper show that mora competence seemsto be akey ability
not only for ethical decisions but also for medical learning and practice in general. We believe
that the introduction of methods like dilemma discussion will make the study of medicine
more effective and less expensive, and will also enhance the medical profession as awhole by

reducing malpractice and corruption.
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students]

No |Author(s) Y ear of [Coun- N Instrument | Years [Initial [ Final | Change
publ. try of ed. | score | score |per year®
Change of Moral Orientations

1 |Husted 1978 us 488 DIT /P-score |2 50,2 50,6 0,3

2. |Sheehanetal., 1981 us 52 DIT /P-score |3 63,0 66,2 11

3 |Self et al. 1993 us DIT /P-score |3 45,1 45,3 0,1
Rest & Thoma [all students] 1985 us 56 DIT /P-score |4 37 50 3,2
Longitudinal

4. |Self et al. Longitudinal 1993 us SRM 3 378 397 30

5 |Self et al. 1996 us 30(36) [SRM 3 359 370 11

6. [Self et al. 1989 us 36 SRM 0 344 323 -10,2

Change of Moral Orientation & Competence

7. |Pateneude et al. Longitudinal 2003 Can |54(92) [MJI/WAS 3 348 330 -1,0

8. [Self, Schrader et al. 1993 us 20 MJI /WAS |4 378 397 6,5

9 |Self , Pierce & Shadduck 1994 us 20 MJ /WAS |3 4,1

10. |Helkama et al. Longitudinal 2003 Finnl. |43 MJI / WAS |2 362 342 -10
Colby, Kohlberg, et al. 1987 us 40 MJl / WAS 6 331 423 25
[all students] Longitudinal

Change of Moral Competence

11 [Lind Longitudinal 2000 Ger 104 MJT /C-score |6 46,4 44,6 -0,3
Lind [all students w/o Med] 6 41,6 47 0,9
Long.

12. | schillinger 2006 Brazil 199 MJT /C-score |3 27,8 15,7 -4,0

13. | schillinger 2006 Ger 253 MJT /C-score |3 29,5 24,7 -1,6
Schillinger [Psychology 2006 Ger 71 MJT /C-score |3 36,8 38,4 0,5

Table 1. Change of Scores of Medical Students (grey fields = non-medical comparison groups)

scales often do not report Stage 6 (M JI) or Stage 5 and 6 moral reasoning (SRM) because of lack of subjects

8 MJl-scores (ranging from 100 to 400) and SRM -scores (100 - 400) have been re-scaled to range from
0 to 100 by multiplying both score by 6/10 as both scales refer to a theoretical scale of six stages even though the

with such scores (M JI) or due to theoretical critique (SRM).
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Longitudinal Change of Moral Judgment Competence

German Medical Students, N =592, p <0,14

50
o
S
@
S —&— Medical Students
— @®— - Other Students
40 | | |
1st 5th 9th 13th Source: FORM-Project, Lind, 2000
Semester
Figurel

Medical Education and Moral Judgment Competence

In the Czech Republic
35
30
-
)
: -
o)
3" " \@
O -~
P ~ ~
c W .
20 ~Z
—&— (Czech students Source:
. Slovackova, 1999,
—A—  Foreign students personal communication
15 \ \ \ \ N = 380 medical students
1 2 3 4 5
Year of Study
Figure 2
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Moral Judgment Competence and the Ascription of

Responsibility
Questions: Was Heinz 80
responsible for saving
the life of his wife? 70
Sample: 60
n = 110 psychology
students 50
Source:
Helkama, 1981, p. 152 40
30
20
10
O —
34) 4 (3/4) 5 (4/5)
. Responsible . Not Responsible
Figure3

Resisting the Temptation to Violate a Social Rule

100

81 [80]
ow, =
73 * ‘0/
A *
g 70 0.."‘
3 60 Experiment
2
% 50 —ill— @ Vocabulary test
> —A— ® Language test
e 407 =u:@ == 3 Honesty
§ 30| @ No return of questionnaire
20] ® No whistle blowing
20
[12]
104 Sources

From Sprinthall et al., 1994, p. 190
0 0 Original studies
‘ ‘ ‘ ' @ - ® from Kohlberg & Candee, 1984
1 2 3 4 5 @ Krebs & Rosenwald, 1977
Moral Stage (MJI, Kohlberg) ® Brabeck, 1984
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Helping Behavior and Civic Protest

100 100
80
‘ Ye, **
%— 60 :' Experiment
I 3 B Civic protest (Haan)
) N m
Q g —- = Offer Help (McNamee)
£ 4036 ==«@==: Help. Intention (McNamee)
2 o7 . —= + Milgram-Exp. (Kohlberg)
o 20
Adapted from Candee &
Kohlberg, 1999.
Here Stage 4/5 is depicted as 5.
0 T T T \
2 3 4 5 6
Moral stage (Kohlberg, MJI)
Decision-making Process
0,4
= High moral judgment competence
0,35 | esults in faster decision-making. Task:
Electronically presented
0,3 dilemmas on which the
= S had to decide
.§ 025 Sample:
% n = 104 students
£ 027 <= Slow decision-making results _
o in the feeling of stress. Design:
015 Randomized exp. And
' . — control groups
Indicators for strength of motivation show
0.1 only a low or zero relationshio with speed of Source:
decision-making F.-J. Mansbart (2001)
0,05 0,03 0,03 0,03
0 |
Stress Feeling Optimism Emotion
Mora omp. Importance Strength of Will
Figure 6
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Ability to Learn

Intervention: A 15-minute video on organ
transplantation.

Measurement: Knowledge test about organ
transplantation before and aftter the video.

Moderator variable: Moral judgment competence
(MJT, C-score).

Participants: 9th graders
Finding: Correlation between moral judgment
competence and ability to learn (knowledge gain)

r=20,22

Source: Heidbrink, 1985

Figure7

The Effect Size of the KMDD and Similar Methods

KMDD:

Intervention

one discussion plus similar
method, one semester
Sample

n = 19 psychology students
ES r=0,77

Similar.

Intervention

only similar method, one
semester

Group

n = 19 teacher students
ESr=0,75

Measurement

KMDD Similar Methods MJT (Lind)

Source
B Pretest B Posttest Lind, 2002, unpublished study

Figure8
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The Effect Size of the KMDD

40

Intervention:

Six dilemma discussions
(KMDD) witin a six week
period

30

Groups:

n= 38 pharmacy technician
students

n= 45 dental nurse students

20

C-score

Befund:
10 Effect size r = 0.70
Quelle:

Lerkiatbundit et al. (In
press).

Experim. Group Control Group

. Pretest . Posttest
|| After 6 months

Figure9

Source of effect size studies

= @ The effects of the Konstanz-method on moral judgment
competence (Moral Judgment Test, MJT): Unpublished analyses of
pretest-posttest intervention study by Lind; N = 42.

= @ The effects of the Blatt-Kohlberg-method on stage of moral
reasoning (Moral Judgment Interview, MJl): Re-analysis by Lind, G.
(2002). Can morality be taught (in German).

= ® The effects of the Blatt-Kohlberg-method on moral preferences
(Defining-Issues-Test, DIT): Schlafli, A., Rest, J.R. & Thoma, S.J.
(1985). Does moral education improve moral judgment? A meta-
analysis of intervention studies using the Defining Issues Test.
Review of Educational Research, 55, 319-352.

= @ The effects of medical, psychological, educational & vocational
interventions (to the right of the line): Lipsey, M.W. & Wilson, D. B.
(1993). The efficacy of psychological, educational and behavioral
treatment. Confirmation from meta-analysis. American Psychologist,
48, 1181-09.

Figure 10
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The Effect size r of the KMDD in Comparison to Other Methods
and Other Fields

Effect sizes considered “high” in various
0.8~ areas (Lipsey & Wilson, 1993)

0,7

0,6

0,4 o
' 03 0,32 0,32 0,32 029
012 :. I . I 0'14 > .
Eduation Medicine Blatt (DIT-Youth) Blatt (MJI)

Workplace Psychotherapy Medicine (low)  Blatt (DIT-Adult)) KMDD (MJT)

o
|

Figure 1l

Lind & Schillinger: Moral competence 21 of 25



No |Author(s) Y ear of N Instrument Y ears Initial Final Change
Intervention publ. score score per year®

Change of Moral Orientation

1 |Self, Olivarez & Baldwin 1994 20 DIT / P-score 1 42,2 42,7 0,5
One year of ethics course

2. |Self etal. 1989 37 SRM 0 349 346 -1,6
Lecture on medical ethics

3. |Self et al. 1989 46 SRM 0 353 357 2,0
Lecture & case studies

Change of Moral Competence

4. |Lerkiatbundit et al.*° inpress |42 MJT 0,1 21 35 14
Konstanz M ethod of Dilemma
Discussion

5 [Lind™ unpubl. |38 MJIT 0,3 49 64,4 15,4

Konstanz M ethod of Dilemma
Discussion (2002)

Table 2. Intervention Studies

® For better comparison, changes have been standardized on one year. In addition, M JI-scores (ranging
from 100 to 400) and SRM -scores (100 - 400) have been re-scaled to range from 0 to 100 by multiplying both
score by 6/10 as both scales refer to a theoretical scale of six stages even though the scales often do not report
Stage 6 (M JI) or Stage 5 and 6 moral reasoning (SRM) because of lack of subjects with such scores (MJI) or due
to theoretical critique (SRM).

19 This gain was NOT standardized but is based on six weeks of intervention. Standardization would
lead to a gross overestimation of the gains.

1 Unpublished study. This gain was NOT standardized but is based on one dilemma discussion and a
one semester course with similar didactic methods (Lind, 2003; 2005). See footnote 9.
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