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FOREWORD

The major problem surrounding the evaluation of medical
ethics teaching has been too little interaction between
ethics instructors and educational evaluators in working out
appropriate strategies for evaluatiing instruction; they go
their separate ways, each having little idea about the
nature of the others' activity. To remedy this problem,
this dissertation is aimed at both groups. Although this a
reasonable goal, anyone who has ever been involved in
interdisciplinary activities knows they create problems of
their own. In this dissertation, the attempt to speak to
both audiences periodically engenders the difficulty that
the same arguments which may appear too simplistic to one
group may appear too technical to the other. Though by no
means a total solution to the problem, I have tried to
lessen it by a liberal use of notes to amplify some points
and familiarize readers with others.

The arguments and findings of this dissertation have
broader applicablity than its title suggests. It is couched
in terms of medical ethics teaching rather than applied
ethics teaching in general for fortuitous reasons. Medical

and nursing ethics are where most of the activity has been
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and are the areas in which I have done empirical research.
Medical and nursing ethics, however, are just two instances
of the more general field of applied and professional
ethics. This connection is made explicit in the concluding

chapter.



TABLE OF CONTENTS

CHAPTER I. INTRODUCTION...;.............................1

The Setting..eieeeeeeseeeseseescscossnccososacssonnsal
The TasKeeeeoeooooooosoeoooossossseosossssscosscsssecnsnssl
Structure of the Dissertation..cceceecceecccccocanasd
Development of the ArgumentsS.....ceeeeeecsccsvesescad

NOTES..000.‘00000‘000.0'.00000.0.0000.00000.000000000000010

CHAPTER II. EXPLICATING THE GOALS OF MEDICAL ETHICS
TEACHING: LAYING THE FOUNDATION FOR
CREDIBLE EVALUATION.....ceeeteececnsncsessasll

Specifying the GOalsS..eieeesesosessececosccsosossnnnssaasselld

Competence in Medical Ethics: Wilson's Components
Of the "Morally Educated“'......‘....'00000000000000013

Accomodating Moral and Practical Constraints:
Distinguishing Direct and Indirect GoalS.eeeeeeeeeeesl?

The Wilson+1 Goals: Seven Goals for Medical
Ethics Teaching Described..cicceeeeeerececaccccccceesll

Direct GO8lSieeceeesesssseoccsosssassssssssssssoccsell
Imparting Knowledge
Improving Reasoning
Instilling Appreciation
Indirect GoalsS.eeeeeeseocososecossascooosccnssssneeslll
Stimulating Moral Regard
Eliciting Empathy
Reinforcing Interpersonal Skills
Promoting Courage

Representativeness of the Wilson+1 Goals..eceeeesess.28
Advantages of the Wilson+1 Goa@lS.:eeeeeeessscecassseeell

Controversies and Misconceptions...cceeceeeecascssscsceesell

vi



Controversies.......0000.00.0.00000000000.000!’0000.’3“

Moral Behavior as @ Go@l..ceeeeececcososcoonssseess3l
Eschewing a Behavioristic Criterion
Moral Behavior is an Ulitmate Goal but not
a Proximate Goal
Appreciation as a Direct Goal..eeeeeececeoocceoessl9
Medical Ethics Teaching and "Formalism"....eo000..42
Medical Ethics Teaching and Ethical Theorye.eeo....44

MisconCeptionSooo.o.o.oo0100000000000000000 oooooo to.oq7

Ethics is Subsumed by the Social Sciences.........H47
Ethics is Just Interpersonal SkKillS...eeeeeceeess.l48
Ethical Codes are Sufficient..iececececccecsceses ltB
Legal Considerations Preclude Ethical Ones........51
Ethics Teaching Conflicts with Religious Belief...51
Ethics Teaching is Indoctrinating....¢ceeeeceeeees .5l
Formal Education has no Role to Play

in Moral Development...ceeeeseeooscccecccccoscccsasasdll

conclusionooa......lo.o.ooooo ooooo ® e 0 0 0 00 0 0 0 0.5000000.00055
NOTES oooooooo aoo-.c"oc.'o.o.oooo'l000000000000000000001057

CHAPTER III. BEYOND SCIENTISTIC EVALUATION:
DEFENDING A FUNCTIONAL APPROACH........... ..60

The Fact=Value DistinctioN.ceeeeceeesesccocccases S ¢ ¥

The Positivistic Justification for

the Fact-Value Distinction..eeeeeeeeeeeceeeeenessobb
Avoiding BiaS.ieeeeeeeoeeroerocsscconnscnnas ceeeees 08
CONClUSION. et eeeescessosssscoscscsssscscosscosssccossell

The Quantitative-Qualitative Distinction....cceeceeececeeol?

Qualitative and Quantitative Data...cceeec.. ceeeesslH
Scientific INferencCe.eeeeeceeeeesceceecccsssoccsesssd0
Inference in Physical Science '
Inference in Social Research
CONClUSION.eeeeeeeeocossscosssccosssocscsssscccsosssdl

An Illustrative Exampleonoooooooooootooontoooc0000-00000085

The Presumed Superiority of the
Criteria and Measures Moral PsychClogy.eeeeeeeeecceceeesad0

Behaviorismeeececeoceooeoceoscesccsosssnccccsensscssdl
Fallibility of Attributing Intentions
Intentions as Theoretical Constructs
Conclusion

vii



Kohlberg's Theoryeeeeeceeeeeecsoccssossosnccassecesssl00
Insensitivity to Instructional Effects
Lack of Interpretability
Implicit Moral Hegemony

COncluSion'...'......000.‘...00........0....0'....0....‘103

NOTES...Q"'...'.........0.'..00'.0..0......'.'.0..'.".107

CHAPTER IV. EVALUATING MEDICAL ETHICS TEACHING.........111

A Basic Functional Model for
the Evaluation of Medical Ethics Courses..cececeececececesecall

MethOdS.ceeeeeeeceeesesscsosooossosososossocsososssscsssssssslll
Data CollectiONeeeeeeeeeeeeccccccscccssscsssansaslll
Tests
Direct Observation
Questionnaires
Interviews
0 - ¢ T I

Three Course EvaluationNS.cececeecceccessccccsscsssssccssslll

Example 1: Ethics in Nursing (1980)...ccvceecececes..122
Course DescriptioN.ececcscecccsescsccccescsccscsaccecsscselll
Evaluation PurposesS.cccceccecsececcccssccscsccesnselll
Evaluation Desighieeeeeceeeesccrsocseosscannsasesslll

Data Collection
The Design and its Logic
Evaluation ResUltS.ceeeeeeecrcoscssccoscoscsenseselldd
Knowledge and Reasoning
Appreciation
Evaluation Impact.eceeeseeseecosccscocsansanseseaseaessl38
ConcluSiON.eeeeeesessessssssssassassscssnssssssasslll

Example 2: Focal Problems (1982)..ccceeeccccaceeescstilil

Course DescriptioNiecececececeoscsescceccosnsssscceaselll
Evaluation Purposes..cceececesccescsccccscccossscnssselli3
Evaluation Desigheieeeceseeeceoccscescasseanceasscesllb
Evaluation ResultsS..eeeececcesccccesccoosocscnsee U7

Appreciation

Knowledge and Reasoning

Indirect Goals
Evaluation Impacteceeeeeeerocsccsescssosocecsesseasld8
CONClUSiONeeeeeeesocessssosssscossscossssccssscssseslb0

Example 3: Focal Problems (1983)..cieeecececaccecseaalb2
Course DescriptioNeeceeeeescecscsscsoscssoscesnaeslb2

Evaluation PUrpoSeS.eciceceescessoccosacsscoseosaeslb3
Evaluation Design....'......0'..0'.0.'.I.......‘.165

viii






Evaluation ResuUltS..ccececesceseccccccosssacesssslbd?
Analysis of Pre-Post Testing
Distinguishing Knowledge and
Reasoning in Terms of Testing
Inter-Rater Reliability
Usefulness of Measures of Knowledge
and Reasoning
Evaluation Impact.ecciceeeeeecececooesssssasseaneellT
CONCLUSION. cececessoeeeoceacasoseeaososasssoseseesell8

Conclusiono0000o00000000'0'0000000.00000‘000000000000'00181
NOTES..00000oooooooooovoooooo.oo.oo'o0000000000000000000185

CHAPTER V. BUTTRESSING AND EXTENDING
THE FINDINGS AND ARGUMENTS.......e0veeeee..186

Buttressing the b10de100.000.00.0..0...0'0000000.000"00018'7
Misconceptions and Controversies Revisited.......... 187

CoNtrovVerSieSeeeessesesasseossceonnscens ceseceeessl 187
Moral Behavior as a Goal
Appreciation as a Direct Goal
Medical Ethics Teaching as Formal
Medical Ethics Teaching Incorrectly
Downplays Ethical Theory
MisSCONCEPLiONS.eeeeeeeeseesossscossoncososossoecsesesl89

Reducing Fallibility Without Scientism...veeceee.....190

The Fact-Value Distinction....cccveeieveeennnnn 190
1. Cognitive Standards in Ethics
2. The Behavior of Faculty and Students
The Quantitative-Qualitative Distinction.........192
Measurement Grounded in Moral Psychology.........194
1. Sensitivity to Questions of Interest
2. Interpretability
3. Practicability

Extending the Model.............. ceceenans R K 1<)

Extending the Model Within Medical Education.....196
Extending the Model to Applied Ethics Generally..198

Disclaimers'...‘ ....... ® o & o o ¢ o ® 6 &6 &6 0 & & 0 & 0 & 0 0 0 0o 0 ® o & o o o o o 0 o 199
Closing Remarks.....ceeee.. Ceeeaeaean Ceeeseteanans ceeeeeal02
REFEREFJCES.. ......... ® @ 0 © & ® & & o ° 0o o 0o o ® © & o o o @ o 0o ° o o * & o @ o ..‘20“

ix



APPENDICES. ittt iereeeeeneeneoesossessosssssssosnnsessealll
APPENDIX A. ETHICS IN NURSING INSTRUMENTS
APPENDIX B. FOCAL PROBLEMS (1982) INSTRUMENTS
APPENDIX C. FOCAL PROBLEMS (1983) INSTRUMENTS



az =




Table

Table

Table

Table

LIST OF TABLES

Selected Results From Ethics in Nursing
Mailed Course Evaluation Form.....ccc0cceeeeeesa135

Comparison of Two Groups on Fixed-Response
and Essay Tests.'....0.0....00.......'.’..0.0000170

Reliabilities of Preceptors-Pairs!
Essay Grading....'..‘0.'....0..0‘..0......00...017”

Pre-Post Difficulties of Selected Items.........175

xi



Figure

Figure

Figure

Figure

Figure

Figure

LIST OF FIGURES

A Comparison of the Callahan and
Wilson"‘1 GoalSOOOOOQ..00..00‘0000.0000000'.0.'030

A Comparison of the DeCamp Group
and Wilson""‘ Goals..‘...‘.'O'O.C....Q'..0...0..31

The Relationships Among Data Collection
Techniques and Constructs in the Basic
Functional Model'.0.0..0..0.0"...0..000.00000117

Relationships Among Data Collection
Techniques and Constructs for the
Ethics in Nursing Evaluation.....ceceeeceeesaa125

The Relationships Among Data Collection
Techniques and Constructs for
Focal Problems (1983).ceeecrecececscsccacsasesllb

The Relationships Among Data Collection

Techniques and Constructs for
Focal PrOblems (1983)000000.00000.0.0.00'0000.169

xii



CHAPTER I
INTRODUCTION

Ihe Setting

Moral problems have been part and parcel of health care
since the time of Hippocrates. But due in large measure to
the emergence of specialized hospital care and strides in
medical knowledge and technology, the frequency and
complexity of such problems has steadily increased over the
past several decades (Hunt and Aras, 1977). The general
phenomena of growing pluralism, litigiousness, and
consumerism have no doubt also been instrumental (Toulmin,
1981; Starr, 1982).

Although one might join McIntyre (1980) in lamenting the
need to "rediscover" ethics, a burgeoning interest has
occurred over the last decade and a half and has resulted in
a significant rise in the number of individuals and
institutions formally engaged in teaching medical ethics1
(Clouser, 1980). Related to this, the American Association
of Medical Colleges has recently moved to alter the course
medical education has taken since Flexner, calling for
major shifts of emphases in medical school curricula (1984),

One of the three broad areas of curricula it recognizes,

"Personal Qualities, Values, and Attitudes", is related to






ethics in an intimate way.

In light of these developments, it is unfortunate that
no very satisfactory ways of evaluating medical ethics
teaching have been devised. Few researchers publish
empirical studies or develop instruments relevant to the
evaluation of medical ethics teachingz. This paucity of
research reinforces one source of resistance by administra-
tors and students to medical ethics, namely, doubt about
whether there are appropriate means for evaluating ethics
instruction (Hastings Center, 1980). Skepticism about
evaluation is in turn rooted in a set of beliefs about
ethics itself. As enumerated by Callahan (1978), these
beliefs include the notions that ethics is soft, subjective,
unscientific, indoctrinating, pedantic hair-splitting,
irrelevant to the real world, and unteachable.

Resistance by ethics instructors to evaluation, it
seems, can only strengthen the very views they spend much of
their time trying to undermine. Evaluation of innovative
educational programs has become a fact of life.3 If
proponents of medical ethics teaching wish to hold their
present ground and to make further inroads in already
crowded medical and nursing school curricula, then they need
to develop means of assessing their curricula and demon-
strating its value. Less prudentially, well-conceived
evaluation can serve to enhance the quality of instruction.
Because evaluation is essentially systematic and informed

criticism, properly done, it can help locate successful and






3
unsuccessful modes of instruction and prompt needed
improvements.
Ihe Task

The general aim of this dissertation is to develop a
defensible strategy for evaluating medical ethics teaching.
This will require satisfying demands and meeting criticisms
from two quite different perspectives. On the one hand, the
strategy must incorporate methods and criteria which ethics
instructors can endorse. On the other hand, the methods and
criteria must be anchored in a defensible position on
applied social research. To date, meeting one set of
demands has precluded meeting the other, rendering eval-
uation of medical ethics teaching trivial, impressionistiec,
or both.

Evaluation is a complex and controversial task under the
best of circumstances. Evaluating medical ethics teaching
is especially problematic because evaluators and medical
ethics teachers clash over the proper means (or over the
very possibility) of evaluating ethics teaching.

Those engaged in medical ethics teaching have found
evaluation strategies ill-conceived for a variety of
reasons. Criticisms have been advanced both from those
whose projects have been evaluated (Ruddick, 1981) and from
others attempting to forestall the use of questionable
criteria (e.g., Clouser, 1973 and 1980; Callahan, 1980; and
Goodpastor, 1982). These critics share the belief that

evaluation is often far removed from the specific concerns






y
and goals of medical ethics teaching. They have urged that
attempts to produce changes on measures borrowed from moral
psychology can actually undermine ethics teaching and that
attempts to produce changes in moral behavior can themselves
be morally objectionable.

According to Caplan (1980), resistance to evaluation is
pervasive among ethics instructors, and such resistance is
at least partially justified given evaluation's track
record. But part of the problem may be attributed to ethics
instructors' sometimes strident rejection of the methods of
evaluation. For example, Clouser quips, "An evaluation too
simple and mundane to be of interest to the statistician,
but of tremendous help to the teacher of the course, is the
evaluation form filled out by the student at the conclusion
of the course" (1980, p. 32). Clouser's remark is naive;
student evaiuations are taken seriously by educational
evaluators ("statisticians") and a fair amount of research
has been conducted in this areau.

On the other hand, part of the problem may be attributed
to evaluators. Many of them employ a pair of Procrustean
distinctions--between facts and values and between
qualitative and quantitative methods--that are obstructive
when evaluating ethics teaching. Facts and quantitative
methods are associated with objectivity and science; values
and qualitative methods, with subjectivity and non-science.
Ethics falls squarely within the subjective, non-scientific,

qualitative domain of values. By implication, ethics






5
instruction is evaluable only in a "soft" sense in which
cataloging changes in values is the major focus. Ethics
instructors rightly reject such a naive construal of the
fact-value distinction and the evaluation approaches which
grow out of it.

Although there is some evidence for the belief that
evaluation research is hopelessly muddled and therefore
bound to distort and trivialize the aims of ethics teaching,
the conclusion that more rigorous and systematic evaluation
is impossible is hasty at best. The shortcomings of past
evaluations result from inappropriate methods, criteria, and
instruments (criticisms by no means confined to ethics
instruction as an object'of evaluation), not from the
attempt to be rigorous and systematic per se. While the
precise nature of ethics is an important consideration in
developing a general evaluation approach, there is nothing
inherent in ethics instruction that precludes systematic
evaluation.

Structure of The Dissertation

The basic framework of the dissertation is as follows:
(1) A set of goals for medical ethics teaching is developed
to serve as the basis for evaluation. (2) A general
methodological approach that emphasizes generating useful
information (instead of emphasizing methodological rigor for
its own sake) is defended against positivist-inspired
criticisms. (3) A model for the evaluation of medical

ethics courses is developed on the basis of the goals and



6
the general methodological approach. (4) Three concrete
examples of course evaluations are used to illustrate and
provide a test of the model. (5) The model is further
examined and suggestions are offered for extending it to
medical education formats besides traditional courses
and for extending it to applied and professional ethics more
generally.

Goals for medical ethics teaching are addressed in
Chapter II. A set of seven goals is developed largely on
the basis of the John Wilson's "components of the morally
educated" (1967). The goals are distinguished into "direct"
and "indirect" varieties, reflecting the respective moral
and practical differences between educational aims such as
imparting knowledge on the one hand and promoting courage on
the other. The goals are then evaluated in terms of their
ability to withstand criticism and in terms of the degree to
which they are representative of the goals of ethics
teaching which experts establish for themselves. Chapter II
emphasizes the importance of clarifying what is to be
evaluated in medical ethics teaching.

Chapter III addresses general issues of methodology
associated with how to evaluate medical ethics teaching.
Because such fundamental issues are involved, the arguments
in Chapter III at times lead far beyond the specific case of
medical ethics teaching evaluation. 1In particular, ethics
has, since the advent of positivism, been relegated to the

"soft" side of the hard-soft dichotomy of knowledge.
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Because the subject itself is viewed as soft, many educa-
tional researchers believe means of evaluating it must also
be soft.

The general aim of Chapter III is to criticize the
hard-soft dichotomy and the notion that social research
might or should be value-free. Sound criticism Qf these
related notions is required to rescue both ethics and
appropriate evaluation methods from unwarranted and
misguided attacks. The fact-value and quantitative-qualitative
distinctions are considered in some detail. The advisability
of appealing to the methods and concepts of moral psychology
is also considered. The chapter shows that the drive to be
rigorous and scientific (i.e., to disparage so-called soft
knowledge) is based on untenable positivistic strictures and
that following these strictures compromises evaluation's
value. Achieving worthwhile purposes, rather than obeisance
to a priori standards of methodological rigor, is the
legitimate criterion for conducting and assessing
evaluation.

These general methodological considerations pave the way
for Chapter IV, which characterizes a "basic functional
model" for the evaluation of medical ethics courses and then
illustrates how the model may be used to interpret three
course evaluations. The examples illustrate how the more
general and more-or-less conceptual considerations of the
preceding chapters embodied in the basic functional model

can be used to inform evaluation practice. The impact of






8
the findings of the three evaluations on teaching practice
is also discussed, and is related to the credibility of the
evaluation model employed.

The concluding chapter uses the three examples of
Chapter IV to support general theoretical claims about the
goals advanced in Chapter II and the methodology advanced in
Chapter III. The concluding chapter also suggests how the
general approach defended and illustrated in the previous
chapters might be extended to medical ethics teaching beyond
the limited context of courses considered in Chapter 1IV.
Problems that can be anticipated and changes needed in the
nature of medical education are broached. How the
conclusions of the dissertation might be extended to other
areas in applied and professional ethics is also discussed.
Finally, three explicit disclaimers about the scope of the
dissertation are made.

Development of the Arguments

The chronology of thought is not the neat one suggested
by the outline above. The arguments about methodology in
Chapter III were at best inchoate, and those about goals in
Chapter II were non-existent when the first concrete example
of Chapter IV was carried out in 1980. By the time the
second course evaluation was accomplished in 1982 progress
had been made on these fronts but it was slight. The
thought reflected in Chapters II and III did not guide the
evaluations until the study of 1983.

The development of thought was thus back and forth






9
between practice and more general theoretical concerns.
This has certain advantages. It provides a way of testing
theoretical views against their practicability. This in turn
leads to revisions in the general stance and a better
approach on subsequent occasions. Implementation in
practical settings also provides a means to detect
interests, misunderstandings, and sources of resistance.
This, too, informs the shape of the general theoretical
stance. On the other hand, this chronology of thought has a
certain disadvantage related to the general structure of
this dissertation. 1In so far as the concrete examples
illustrate and provide a test of adequacy of the general
approach, at times they have to be shoehorned into the
conceptual framework established. This problem is not
insuperable, but is worthy of note. It should be kept in
mind when reading Chapter IV, which by and large is a post
hoc assessment of concrete evaluations in terms of a
conceptual framework that did not dictate the ways in which

they were designed and conducted.






NOTES

1. Unless the more specific meaning is made clear by the
context, 'medical ethics' will be taken throughout to
include nursing ethics.

2. A 1982 MEDLINE search failed to produce any useful
instruments or methods. Stolman et al. (1982) and Siegler et
al. (1982) report similar difficulties.

3. Passage of the Elementary and Secondary Education Act
(ESEA) in 1965 is the generally agreed upon benchmark of the
Federal Government's entry into public education (e.g.,
Worthen and Sanders, 1973). With ESEA came significant
federal funding and the requirement for evaluation.

4, For a review of the research, see Aleamoni (1983).

10






CHAPTER II
EXPLICATING THE GOALS OF MEDICAL ETHICS TEACHING
LAYING THE FOUNDATION FOR CREDIBLE EVALUATION

We have to start with conceptual questions, then move on to the
empirical theories...then on to educational practice in the
classroom. If we do not get the concepts and categories clear
in the first place, we shall not know what or what sorts of
facts, theories and practice we ought to look at. (Wilson,
1983, p.192)

This chapter aims to develop a set of goals to frame the
evaluation of medical ethics teaching. As Wilson suggests,
establishing a conceptual framework is the necessary first
step: it provides the concepts and categories needed to
organize and direct data collection and interpretation. 1In
so far as it is the first step, the credibility of a
framework of goals for medical ethics teaching is a crucial
determinant of the credibility of evaluation.

The chapter is divided into two major sections that
correspond to two ways in which the credibility of the
framework will be established. First, goals need to be
credible to ethics teachers. A set of seven goals will be
specified and then compared to goals endorsed by leaders in
the field of medical ethics. In light of the resistance of

ethics instructors to evaluation discussed in the first

chapter, it is important to acknowledge the goals medical

11
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ethics teachers adopt for themselves. Otherwise, medical
ethics teachers will continue to dismiss evaluation as
irrelevant or destructive. Second, goals need to be
credible to a broader audience that includes educational
researchers and health care professionals engaged in
education. Critical discussions of "controversies" and
"misconceptions™ will be provided to help blunt the
objection that evaluation in terms of the avowed goals of
medical ethics teachers embodies a merely conventional,

unexamined, and partisan perspective and set of interests.

S £y the Goal

Developing a set of defensible and practicable
educational goals requires adjusting means and ends--the end
of roast pig, for example, looks silly if the means employed
are burning down the barn (Dewey, 1939). The specification
of the goals of medical ethics teaching will be accomplished
in four steps. (1) Competence in medical ethics, the ideal
end, will be described. (2) This ideal end will then be
considered in terms of moral and practical constraints
imposed by the educational context; "direct™"™ and "indirect"
goals will be distinguished as a way of responding to these
constraints. (3) Seven goals will be advanced. (4) These
seven will be compared to two current, representative views
of the goals of medical ethics teaching.

John Wilson's work (1967, 1969, and 1973) provides the

point of departure. A philosopher, teacher, and prolific
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writer in the fields of moral philosophy and educational
research methodology, Wilson spent 10 years directing the
Farmington Trust project in moral education. The project
included empirical research as a major facet, and Wilson had
primary responsibility for developing philosophically
informed criteria and research methods to guide the
research. Although his concerns were more general and
detailed than the ones here, his "components of the morally

educated" are readily adaptable to medical ethics teaching.

Competence in Medical Ethics: Wilson's
Components of the "Morally Educated"

Wilson develops a set of traits that he labels the
"components of the morally educated". Each of the
components captures a dimension of the "morally educated"
which is (1) necessary, and (2) logically independent of the
other components. These components (capitalized throughout
to indicate the intended usages) are the following: Moral
Regard, Empathy, Interpersonal Skills, Knowledge, Reasoning,
and Courage.1 The case described below will be used to
illustrate Wilson's components.

Margaret Scanson, North Lake Community clinical nursing
instructor, is presently supervising students at Portage City
Memorial Hospital. Common practice in the hospital is for
nurses not to tell patients whether or not they have cancer,
because some doctors prefer that they not know. Margaret has
suggested to her students that if a patient asks such a
question, the student should ask the patient what the doctor has

said, and if the patient wishes, should offer to speak with the
doctor about the matter.
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Margaret assigned a student, Marie Blanchard, to care for
Mrs. Bullough, a woman in her early thirties who had a brain
tumor. Marie, in the course of being with Mrs. Bullough prior
to surgery, observing the surgery, and caring for her
afterwards, learned that the tumor was malignant. When Marie
arrived the following day to care for her, Mrs. Bullough, who
knew Marie had been with her in surgery and the recovery room,
immediately asked, "Is it cancer?" Marie was at a loss because
the stock answer, "What did your doctor say?" seemed such a
denial of Mrs. Bullough's need for an answer, and since Mrs.
Bullough had good reason to believe that Marie knew the answer,
she couldn't blandly say she didn't know. Marie excused herself
from Mrs. Bullough and sought her instructor.

After learning that the doctor normally shared a diagnosis
of malignancy with his patients but that he would not be
available until later in the day, Marie questioned the value of
ignoring Mrs. Bullough's concerns. She requested that Margaret
allow her to tell the patient or, if that was unacceptable due
to her inexperience, that the head nurse or Margaret herself
tell Mrs. Bullough that the tumor was malignant. Both Margaret
and the head nurse knew the diagnosis and the planned treatment.
In addition, both nurses had spent time with Mrs. Bullough
during the diagnostic period prior to surgery and probably knew
her as well gr even better than the surgeon. What should
Margaret do?

According to Wilson, Margaret would have to manifest the
six components mentioned above to work her way through this
problem. Moral Regard is the most fundamental and involves
counting the interests and feelings of others as equal to
one's own. Margaret would have to recognize that there are
individuals whose interests might conflict--hers, the
student's, the physician's and Mrs. Bullough's, to name the
most salient ones--and that each of these individual's
interests carries the same initial weight. There simply
would be no moral problem for Margaret otherwise.

Margaret would also have to be empathetic. She would
have to be able to recognize other's feelings and be able to

correctly describe them. For example, is Mrs. Bullough
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merely frightened, or is she so distraught that her
competence might be questioned? Margaret could go wrong,
for instance, if she described Mrs. Bullough as hysterical
when she was instead understandably disconcerted.

The third component that Margaret would have to exhibit
is Interpersonal Skills. She would have to be able to
correctly interpret Mrs. Bullough's facial expressions, tone
of voice, and posture. She would have to ascertain Mrs.
Bullough's values, sincerity, her understanding of the
situation, and the appropriate language to use for effective
communication. The manner in which she responded to Mrs.
Bullough--that is, Margaret's own facial expressions, tone
of voice, posture--would of course also have important
consequences for the quality of the interaction. And the
importance of Margaret's Interpersonal Skills would not be
limited to her exchanges with Mrs. Bullough; it would also
determine her effectiveness in dealing with other members of
the health care team whose interests and feelings also would
be relevant.

Next, Margaret would have to possess Knowledge which
would allow her to formulate reasonable strategies and to
anticipate the consequences of her actions. Would telling
Mrs. Bullough do more harm than good? Is there evidence
supporting the claim that cancer patients would, despite
their avowals, really prefer not to be told? Is there some
especially effective way to tell them? What if, when told,

Mrs. Bullough immediately requests information regarding her
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treatment and prognosis that outstrips Margaret's expertise?
And so on.

Margaret would also have to be able to draw conclusions
on the basis of the preceding components in order to derive
some rule of conduct to apply in this case or to recognize
the situation as an instance of one of her previously
derived moral rules. In short, she would have to do some
reasoning. For example, suppose she endorsed the following
rule: Health care professionals are obligated to disclose
information to patients that has significant impact on their
life plans unless there are compelling reasons for not doing
so. Suppose in addition that she is convinced that Mrs.
Bullough is rational and sincere in her request. Other
things equal, Margaret should be able to combine her
assessment of Mrs. Bullough and her principle and draw the
conclusion ﬁhat Mrs. Bullough should be told.

The last component Margaret would have to exhibit is
Courage. Believing that Mrs. Bullough should be told is one
thing, actually taking steps to ensure this occurs is quite
another. Pursuing the matter at all entails certain risks.
Rocking the boat could result in alienating her co-workers,
moral criticism, or even the loss of her job. If these
hurdles are cleared, telling Mrs. Bullough entails an
emotionally trying, perhaps painful, experience.

With Margaret's dilemma now in hand, Wilson's schema of
components may be summarized as follows: Moral Regard is

the fundamental presupposition of moral behavior and
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decision-making. Empathy and Interpersonal Skills are
required to ferret out and articulate the interests and
feelings that others have. The results of the operation of
these components informs beliefs about given individuals and
is combined with more general background knowledge and
beliefs. Information from all these sources is then used to
reason through to a principle of action. Finally, Courage is
required to convert conclusions to actions where difficult

situations are involved.

Accommodating Moral and Practical Constraints:
Distinguishing Direct and Indirect Goals
Wilson's components ére constitutive of "morally
educated" behavior, but they may not thereby be straight-
forwardly converted into educational goals. In order to
develop goals based on Wilson's components that are
consistent with constraints on formal education, it will be
helpful to construe Knowledge and Reasoning as cognitive
characteristics necessary for kpnowing how one ought to act
and to construe Moral Regard, Empathy, Interpersonal Skills,
and Courage as personality characteristics necessary for
Y . E {4 ith ) . l bt I
(e.g., Frankena, 1975). This two-way division of the
components, though crude, will help in the task of
specifying appropriate educational goals.
In an explicitly educational context (versus a

therapeutic one, for instance), goals associated with
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cognitive characteristics differ in both practical and
moral dimensions from goals associated with personality
characteristics. The practical difference is that
personality characteristics are affected in profound ways by
exogenous and non-rational causes which are unknown to
teachers and students and largely beyond their control--
rearing, socio-economic status, health, and genetic make-up
are a few examples. Personality characteristics are
therefore significantly resistant to change, especially via
brief educational experiences. All things equal,
cognitive characteristics are amenable to change through
standard educational techniques (e.g., lectures and
discussions) and are under much greater control of
educators.

The moral difference between cognitive and
personality characteristics involves the relationship
between means and ends in education. Put crudely, education
should aim at the rationality of the student; it should
consist in giving reasons in conjunction with rational
arguments, not in things such as coercion and manipulation
(e.g., Scheffler, 1978; Peters, 1967; and Wilson, 1967).
Again, all thipngs equal, ends associated with cognitive
characteristics are well-suited to means such as lectures
and discussions that aim at the rationality of students. By
contrast, ends associated with personality characteristics
are less subject to influence through these rational means.

Such ends are often more closely associated with techniques
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that are potentially objectionable within the educational
context, such as behavior modification and the "therapeutic
manipulation™ which Michael Scriven (1975) associates with
"affective™ moral education.

Some (and perhaps many) ethics instructors conclude that
these moral and practical differences between cognitive
and personality characteristics entail that the latter are
beyond the scope of ethics teaching. Such an extreme
position is unwarranted. Presumably, no one thinks it is
impossible for a course in ethics to improve students'
ability to empathize. Furthermore, if two courses were
otherwise the same, the one that improved Empathy would be
judged superior; and the same could be said of Moral Regard,
Interpersonal Skills, and Courage. It is therefore a
mistake to altogether eliminate these personality
characteristics from among the goals of ethics teaching.

A less extreme way of accommodating the constraints that
the educational context imposes is to distinguish between
"direct" and "indirect" goals. Goals associated with
relatively unproblematic cognitive characteristics--
Knowledge and Reasoning--may be considered "direct" goals.
Goals associated with relatively problematic personality
characteristics--Moral Regard, Empathy, Interpersonal
Skills, and Courage--may considered "indirect" goals. The
distinction between direct and indirect goals is designed to
acknowledge the practical problem presented by personality

characteristics (i.e., they are difficult to influence) and
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thus signals the degree to which responsibility may be
assigned for achieving goals associated with them. Medical
ethiecs instruction is uniquely responsible for a direct goal
such as imparting the Knowledge peculiar to its domain; it
is responsible for promoting an indirect goal like Courage
only partially and only as one influence among many. The
distinction between direct and indirect goals also signals a
genuine moral difference between the legitimate means by
which student behavior may be influenced; it separates those
goals most easily associated with education from those which
potentially involve paternalism and manipulation.
Acknowledging this difference in means is especially
important in medical and nursing education where students
have the full range of rights and expectations of autonomous

adults.

The Wilson+1 Goals: Seven Goals for
Medical Ethics Teaching Described
Employing the direct-indirect goal distinction, this

section advances seven goals for medical ethics teaching.
"Appreciation™, a goal not associated directly with Wilson's
components, combined with "imparting Knowledge™ and
"improving Reasoning", form a set of three direct goals.
"Stimulating Moral Regard", "eliciting Empathy", "enhancing
Interpersonal Skills", and "promoting Courage"™ form a set of

four indirect goals.
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Direct Goals

Imparting Knowledge. Imparting Knowledge is a familiar
and straightforward educational goal. In medical ethics, it
consists in imparting the facts, concepts and positions that
are peculiarly medical-ethical and especially pertinent to
moral problems in medicine.

Improving Reasoning. In contrast to Knowledge,
Reasoning is an exceedingly complex concept, and moral
philosophers vigorously resist reducing Reasoning to static
principles or rules that can be precisely specified ahead of
time. For instance, Goodpastor (1982) criticizes the
Kohlbergian psychologist James Rest (1982) for suggesting
that ethics teaching might be evaluated in terms of student
progress relative to pre-established "stages" of moral
judgment. According to Goodpastor, pre-set criteria ignore
moral reasoning's self-critical and evolving nature. Dewey
makes a similar point when he describes philosophy
(including moral philosophy) as "thinking which has become
conscious of itself" (1944, p. 326). Finally, MacIntyre
(1981) contends that the quality of moral argument must be
judged in terms of evolving criteria "internal" to the
"practice" itself, and not in terms of criteria which are
static and M"external".

Most moral philosophers would agree with Goodpastor,
Dewey, and MacIntyre that pre-set, rigid standards of
correct moral argumentation cannot exist. Despite the

self-critical and evolving nature of moral reasoning,
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however, moral philosophers (and ethics instructors) are
able to distinguish good from bad arguments and to
articulate general rules of thumb. One such set of rules
(designed for medical ethics in particular) is suggested
below. Although it could probably be improved, it provides
the reader with the flavor of what is meant by Reasoning.

1. recognizing ethical problems and formulating them in
terms of the relevant issues involved

2. engaging in conceptual analysis by
a. drawing necessary and relevant distinctions
b. clarifying important concepts which are vague or
ambiguous

3. distinguishing the following dimensions of
medical-ethical decision-making:
a. legal
b. medical-technical
c. resource allocation
4, formulating arguments that are
a. clear
b. consistent
c. logically correct
d. factually correct
and that
e. identify alternative or competing positions

g. identify presuppositions in various positions
g. anticipate and address objections

Instilling Appreciation. Wilson's components may well
implicitly include some notion of appreciation. It is
sufficiently important, however, to be a distinct goal.

For the purpose of illustration, imagine medical
students A, B, and C are enrolled in a medical ethics course
and fit the following descriptions. Student A does
extremely well on the written exams and exhibits good verbal

facility regarding the key concepts and arguments, but A
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judges medical ethics to be a waste of time and just another
educational hoop to jump through. Student B is enthusiastic
about the course, but, unlike A, has much difficulty with
the exams and cognitive aspects of the course in general.
Although B is favorably disposed, B is unable to clearly
articulate what value medical ethiecs has. Student C blends
A's cognitive skills with B's favorable attitude, and C
claims that medical ethics teaching is valuable because it
stimulates thinking and prompts an awareness of alternative
views.

Given the intended sense of the term, student A does not
Appreciate the course (for simplicity, Appreciation of the
course is identified with Appreciation of ethical inquiry).
Though successful with regard to cognitive skills, A denies
the course has value. A is either unable to or refuses to
see the point. B also does not Appreciate the course.
Though possessing a positive attitude, B does not provide
evidence of a clear enough understanding to infer that the
positive attitude applies to the correct object. In this
way B also fails to see the point. Only C can be said to
Appreciate the course (i.e., to Appreciate ethical inquiry)
in the intended sense of the term. Unlike B, C knows how to
play the game according to its cognitive rules; unlike A, C
values what the game is about.

Appreciation is important because ethics teaching that
involves students merely in intellectualizing on the one

hand or merely in emoting on the other is incomplete and
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distorted. Students need to value the importance of
rational inquiry in ethics in a way that rivals the value
placed on cognitive investigation in other aspects of
clinical decision-making. As Clouser puts it, it is
essential to "convey that this enterprise [medical ethics]
is not just a mind game, but deals with matters of profound
significance to self, society, and profession™ (1980, p.
18). Simply getting students to want, like, or enjoy medical
ethics teaching--getting them to be like student B--is not
sufficient. To Appreciate ethical inquiry, students must,
like student C, know why ethical inquiry is valuable, which
in turn requires that they be able to successfully engage in
it. Appreciation, then, has both cognitive/skill and
affective/attitudinal dimensions. The educational
importance of Appreciation is that its presence increases
the probability that students will act in accord with the
intended lessons of medical ethics teaching.
Indirect Goals

Indirect goals are distinguished from direct goals in
terms of the moral and practical constraints that apply more
forcefully to the former. Because these constraints apply
more forcefully to the indirect goals, medical ethics
teaching should, all things equal, produce improvement in
terms of the direct goals, but is required only to draw
sStudents out--to reinforce or stimulate their development--
in terms of the indirect goals. Viewed in this way,

direct goals may be associated with final outcomes that
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medical ethics teaching should achieve, and indirect goals
may be associated with process outcomes that medical ethics
teaching should prompt.

To illustrate how the indirect goals--Moral Regard,
Empathy, Interpersonal Skills, and Courage--may be
considered goals of the process of medical ethics teaching,
the remainder of this section provides brief discussions of
each of the indirect goals to show how they might be pursued
"indirectly" (i.e., as part of the process of medical ethics
teaching).

Before turning to these illustrations, the reader should
note that the verbs used in the goal-statements themselves
reflect the direct/indirect distinction. The verbs
'imparting', 'improving', and 'instilling' are used in
connection with the direct goals. Borrowing somewhat from
Callahan (1980), the weaker verbs 'stimulating’,
'eliciting', 'reinforcing' and 'promoting' are used with the
indirect goals.

Stimulating Moral Regard. Persons altogether lacking in
Moral Regard (sociopaths, for instance) have no business in
medical and nursing schools; no educators can be expected to
make much progress with such individuals. Short of such
extremes, however, medical ethics instruction should bear
some responsibility for stimulating the Moral Regard of
those who possess it and for stimulating them to be
reflective about their moral views.

Consider the common educational method of discussing
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ethically problematic medical cases. The mere undertaking
of such discussions stimulates Moral Regard because ethical
issues, by their very nature, begin with Moral Regard--i.e.,
without a perceived conflict of interests and the desire to
adjudicate the confliect, no moral puzzlement exists. Because
Moral Regard is so fundamental, then, simply engaging
students in moral inquiry in general is bound to stimulate
Moral Regard.

On the other hand, Moral Regard may be stimulated at
more specific levels--and as a consequence of the process of
pursuing the goals of Knowledge and Reasoning. For
instance, clarifying for medical students the religious
beliefs underlying the refusal of a blood transfusion by a
Jehova's Witness stimulates students' Moral Regard for the
individual refusing treatment and for persons with
unconventional views more generally. The clarification of
the patient's beliefs per se is cognitive and educational,
and stimulating students' Moral Regard is an outcome of this
educational process. Stimulating Moral Regard by these
"indirect™ educational means may be distinguished from the
causal means that would be involved, for instance, in a
"values clarification” exercise designed to directly (and
surrepticiously) bring about greater regard for others.

Eliciting Empathy. The ability to assume the viewpoints
and feelings of others is essential in providing the insight
necessary to intelligently work through ethical problems.

The close connection between reasoning and feelings
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(feelings are a kind of "data") needs to be brought home to
students, lest ethics teaching become incomplete and
sterile. However, "touchy feely rap sessions", emotionally
charged "encounter sessions", and other non-cognitive,
causal means of affecting Empathy are out of place in the
educational setting. Instead, conventional educational
strategies such as role-playing, viewing video tapes, and
simulated patient encounters should be employed to elicit
Empathy. Simply discussing cases can serve the aim of
eliciting Empathy, but probably less effectively.

Reinforcing Interpersonal Skills. Interpersonal skills
are required in virtually all aspects of patient care. A
physician or nurse who lacks such skills is handicapped,
because the skills are required in the most rudimentary
tasks, such as reducing anxiety, conveying information, or
obtaining information. Although teaching Interpersonal
Skills has become a legitimate direct goal of medical
education (e.g., Kahn et al., 1979), it is unreasonable to
require medical ethics teaching to adopt Interpersonal
Skills as more than an indirect (or process) goal.

The special charge of medical ethics instruction with
respect to Interpersonal Skills is reinforcing students'
ability to interact with both their patients and colleagues
in connection with often difficult and emotionally charged
moral issues. Role-playing, video tapes, simulated patient
encounters, and discussion again come to mind as

educationally acceptable methods to achieve this goal.
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Promoting Courage. As is true of the other indirect
goals, medical ethics instruction cannot be expected to
shoulder the full responsibility for altering a trait
acquired over many years and resulting from causes that are
poorly understood. Like Moral Regard, however, Courage (or
the relationship between avowals and actions) is a
traditional topic in ethiecs. In connection with medical
ethics in particular, there is a strong tendency among
students and professionals to look to conventional practice
as the standard of appropriate behavior. The claim is
sometimes made that arguments of ethicists are all fine and
good but are not "realistie". Courage may be promoted by
pointing out that being "realistic" may be just shorthand
for being timid, or even egoistic, and that one is morally
obligated to act in accordance with one's well-considered
moral judgments. In a more general vein, working through
ethical problems and developing rational justifications for
ethical viewpoints--characteristics of educational
methods--promote Courage by providing students with the
confidence in their moral beliefs they need in order to

convert such beliefs into actions.

Representativeness of the Wilson+1 Goals
Seven goals for medical ethics teaching have been
developed based largely on Wilson's "components of the
morally educated". This section compares these seven to

goals endorsed by experts on medical ethics teaching.
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Although the issue of goals for medical ethics teaching has
generated little careful discussion, two proposals merit
examination: Callahan's (1980) goals and the 1983 DeCamp
conference goals.

Callahant's five goals for ethics teaching were prominent
in the Hastings Center's investigation of ethics in higher
education. Caplan employed them in the volume which
resulted, Ethics in Higher Education (1980) when discussing
the evaluation of ethics teaching in general. Clouser
(1980), in another Hastings Center volume, employed them in
his discussion of evaluating medical ethics teaching in
particular. The prominence in the field of medical ethics
of the Hastings Center and of these individuals indicates
that Callahan's goals are reasonably repre#entative.

Callahan's five goals are: stimulating the moral
imagination, recognizing ethical issues, eliciting a sense
of moral obligation, developing analytical skills, and
tolerating--and reducing--disagreement and ambiguity.
Callahan also includes "context-dependent" goals, which
allow for the special content of medical ethics. The
mapping in Figure 1 is a suggested interpretation of
Callahan's goals in terms of Wilson's+1.

The more recent DeCamp conference involved eleven
leaders in the field of medical ethics.5 Four general goals
resulted from their deliberations, and a fifth, paralleling
Callahan's "context dependent" goals, specified the minimum

of issues (i.e., content) which any medical ethics teaching
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Callahan's Goals

Wilson+1 Goals

stimulating the moral
imagination

recognizing ethical
issues

eliciting a sense of
moral obligation

developing analytical
skills

tolerating--and reducing--
ambiguity and disagreement

context dependent goals

——

——

—

——>

—>

——

stimulating Moral
Regard, eliciting
Empathy
stimulating Moral
Regard, eliciting
Empathy, impart-
ing Knowledge

promoting Courage

improving Reasoning

enhancing Interper-
sonal Skills, improv-
ing Reasoning

imparting Knowledge

Figure 1. A Comparison of the Callahan and Wilson+1 Goals

program should address. The four general goals, A-D, are

A. clarification of central concepts (e.g., competence);

B. understanding of important decision-making procedures
(e.g., when is it morally justified to treat an unwilling

patient?);

C. ability to apply concepts and decision-making

procedures to actual cases;

D. various interactional skills (e.g., discussing with a
terminally ill patient her wishes about going on Do Not

Resuscitate status).

Like Callahan's, these goals are consistent with

Wilson's+1; Figure 2 compares the two sets.
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DeCamp Group Goals Wilson+1 Goals
clarification of central — imparting Knowledge,
concepts improving Reasoning
understanding of important ——--=> imparting Knowledge,
decision-making procedures improving Reasoning
ability to apply concepts — all

and decision-making to
actual cases

interactional skills — stimulating Moral
Regard, eliciting
Empathy, enhancing
Interpersonal Skills,
promoting Courage

Figure 2. A Comparison of the DeCamp Group and Wilson+1 Goals

Callahan's goals and those of the DeCamp conference
exemplify the goals of medical ethics teaching endorsed by
those presently engaged in and knowledgeable about medical
ethics teaching. The consistency between these and
Wilson's+1 exemplified in the mappings of Figures 1 and 2
indicates that Wilson's+1 coincide with current thinking in

the field.

Advantages of The Wilson+1 Goals
Having established the representativeness of the
Wilson+1 goals, the four-step plan for specifying the
goals of medical ethics teaching is complete. Before
turning to a critical examination of the Wilson+1 goals,

three reasons for preferring these goals over the DeCamp



32
and Callahan alternatives are given.

Wilson developed his "components of the morally
educated" with an eye toward empirical research, and the
Wilson+1 goals have been developed with the same thing in
mind. The aims of Callahan and the DeCamp group, by
contrast, were to reach a consensus on goals that could be
used to guide teaching and that could be effectively
communicated to others. It should not be surprising that
the Wilson+1 goals have several advantages over the DeCamp
and Callahan goals for the purpose of framing the evaluation
of medical ethics teaching. (1) The Wilson+1 goals are more
discrete; this characteristic, reflected in the comparisons
in Figures 1 and 2, facilitates focusing empirical research
and aids the development of research methods and instru-
ments. (2) The Wilson+1 goals explicitly distinguish direct
and indirect goals. This helps establish priorities and
reasonable expectations for medical ethics teaching.

(3) The Wilson+1 goals explicitly include Appreciation.
Appreciation is important in its own right and is readily
amenable to investigation by the use of student evaluations

of teaching.

c : i Mi :
As stated at the beginning of this chapter, the

credibility of a given framework of goals for medical ethies

teaching depends on (1) the degree to which the framework is

representative of the views and practices of those engaged
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in medical ethics teaching, and (2) the degree to which the
framework withstands critical scrutiny. Representativeness
of the Wilson+1 goals was established in the preceding
section. This section critically examines the Wilson+1
goals by entertaining "controversies" and "misconceptions".

As used here, "controversies™ involve disagreement about
the nature of medical ethics teaching and the direction it
should take. Four such controversies will be discussed:
moral behavior as a goal, Appreciation as a direct goal,
medical ethics as "formal", and ethical theory's place in
medical ethics teaching. In contrast to the controversies,
which take for granted the legitimacy of medical ethics
teaching and disagree about the best approach,
"misconceptions" involve the contention that medical ethics
teaching is unnecessary or objectionable. Misconceptions
are associated with popular and relatively unsophisticated
views of medical ethics teaching, views that may be
associated with groups such as students, health care
professions faculty, and evaluators. Seven such
misconceptions will be considered: ethics is subsumed by the
social sciences; ethics is simply interpersonal skills;
professional ethical codes are a sufficient means of dealing
with ethical problems; legal considerations preclude ethical
ones; ethics teaching conflicts with religious beliefs;
ethics teaching is indoctrination; and formal education has

no proper role to play in moral education.
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Controversies
Moral Behavior as a Goal

The Wilson+1 goals (except for Appreciation) result from
analyzing moral behavior into its "components", and thus the
ultimate goal associated with the Wilson+1 framework is
moral behavior. On the other hand, philosophers often
eschew moral behavior as a goal of medical ethics teaching.
Callahan (1980), for instance, claims that moral behavior is
a "dubious" goal of medical ethics teaching, and his view is
echoed by others (e.g., Macklin, 1980, Caplan, 1980, and
Goodpastor, 1982). This apparent disagreement between the
view Callahan represents and the Wilson+1 goals can be
removed by observing that rejecting moral behavior as a goal
of medical ethics teaching is justified provided it is
identified with the behavioristic sense of overt behavior,
or provided that it is construed as the proximate goal of
medical ethics teaching which ethics teachers are to be held
directly accountable for.

Following a brief discussion of why philosophers are
correct to reject moral behavior in its behavioristic sense,
an argument will be advanced to show that moral behavior is
an appropriate goal of medical ethics teaching in the sense
of an ultimate or ideal goal (a goalu) but not appropriate
in the sense of a proximate educational goal (a goale).
Goalse are typically identified with evaluative criteria,
and they are presumed to be constitutive or predictive of

goalsu. The argument aims to show that success in terms of
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the Wilson+1 goals (or some other appropriate set of
proximate educational goals) is all that can reasonably be
demanded, but that this is consistent with adopting moral
behavior as the goalu of medical ethics teaching. The
argument should remove philosophers' misgivings about
endorsing moral behavior as a goal and, in the process, show
that the evaluation of medical ethics teaching can compare
favorably with the evaluation of teaching generally.

Eschewing a Behavijoristic Criterion. Behaviorists
define (i.e., purport to define) behavior as "overt" and
intersubjectively observable; references to agents' reasons,
intentions, or mental processes are excluded. The
theoretical inadequacies of behaviorism will be discussed in
detail in Chapter III. It is sufficient for present
purposes to observe that such a definition of 'moral
behavior!' effectively precludes reasoned moral evaluation.
The behavioristic sense of "overt" behavior requires, in
Callahan's words, "a preestablished blueprint of what will
count as acceptable moral behavior" (1980, p. 70). Such a
"blueprint" entails a list of the "overt" behaviors which
teaching should produce, requiring a kind of unanimity on
ethical issues that is difficult to imagine and
inappropriate to demand. Closely related to this, the
behavioristic blueprint ignores the importance of the
intellectual dispositions of being critical, flexible, and
sensitive to alternatives (i.e., the dispositions included

in Reasoning). Such mental dispositions are central to moral
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behavior and moral evaluation. Unless some obvious and
serious breach of morality is involved, the appropriateness
of alternative courses of action may not be decided until
the particulars are known. Even then there may be room for
reasonable disagreement--consider abortion, for instance--
in which case no clearly correct "overt” behavior exists.

Medical ethics teaching and its evaluation should
reflect the complex and provisional nature of what counts as
appropriate moral behavior, and leave room for differences
among individuals on hard cases. Because the restrictive,
behavioristic sense of 'moral behavior' (with its implicit
requirement for a "blueprint") is inadequate in these
respects, "overt" behavior in the behavioristic sense is an
inappropriate goal of medical ethics teaching.

M 18 . . Ulti Goal p ¥
Goal. When one moves beyond a behavioristic criterion, the
issue is whether moral behavior (in its ordinary workaday
sense) establishes an unreasonably demanding criterion of
success for medical ethiecs teaching. This demand (implicit,
for instance, in Sider and Clements, 1984) emerges as the
conclusion of the following argument:

(1) The behavior of students in educational contexts (e.g., what
they say they would do on a test, questionnaire, or in an
interview) can be distinguished from what they do when faced
with real situations.

(2) Behavior in the educational context (behavior ) is

contingently related to behavior in real life sit8ations
(behaviorrL
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(3) Evidence for behaviore is not necessarily evidence for
behaviorr.

(4) Moral behavior  has not been directly relatéd to medical
ethics teaching, nbr has it been correlated with behaviore.

(5) The test of an educational endeavor is effectiveness in
producing the desired behaviorr

(6) Therefore, medical ethics teaching (a) has not demonstrated
its effectiveness, and (b) can do so only by empirically
demonstrating its positive effect on moral behaviorr.

Making explicit the reasoning underlying the demand to
adopt moral behavior (moral behaviorr) as a proximate
educational goal (a goale) shows the demand is unreasonable.
Premise (5), required to justify the demand contained in
(6b), imposes a standard that few, if any, educational
activities could meet. Precious little evidence exists to
establish the relationship between criteria typically used
to evaluate students!' behaviore and their professional
performance, behaviorr, in apy area. Empirically
establishing a positive relationship between behaviore and
behaviorr is difficult, costly, and rarely done. In the
overwhelming majority of cases, a positive relationship
between behaviorse and behaviorr is presumed on the grounds
that (1) the content of education is necessary for the
behavior ultimately desired (e.g., knowing anatomy and being
a good physician) or (2) the content of education is
analogous to the behavior ultimately desired (e.g., taking
histories from simulated patients and taking histories from

real ones). Given the presumption of one of these two kinds

of relationships, desired performance in terms of behaviorse
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is accepted as adequate to establish the effectiveness of an
educational endeavor,
No arguments have been produced to show why ethics
teaching should be required to meet stiffer standards.
Moral behaviorr may be associated with the goalu of medical
teaching, and moral behaviorse may be identified with

goals the Wilson+1 goals. Because Wilson develops his

e’
"components of the morally educated™ by analyzing moral
behaviorr into its constituent elements, the evidence

provided by investigating the behaviorse associated with the
Wilson+1 goals sanction inferences to moral behaviorr. (For
example, findings about Knowledge fit presumption (1), and
findings about Reasoning fit presumption (2).) Such
inferences, though not unproblematic, are no more prob-
lematic than the analogous inferences made in educational
research, for example, inferences about students' ability to
interview real patients based on their interviews of
simulated patients, or inferences about students' ability to
solve real clinical problems based on their performance
using paper cases.

This discussion of moral behavior as a goal ignores
certain complications--most notably, the distinction between
direct and indirect goals and the assumption of a relatively
clean distinction between "educational™ and "real" contexts
unlikely to apply to much teaching in the clinical context.

Nonetheless, it does establish the important conclusion that

medical ethics teaching is not unique regarding behavior as
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a goal of teaching. Unmasking the two senses of 'goal'--
ultimate and proximate--leads to the conclusion that the
demand to establish positive relationships between moral
behavior (moral behaviorr) and the effects of teaching
(moral behaviore) should (1) take into account the nature
and limitations of educational evaluation, and (2) be no
more stringent than is customary for other educational
pursuits (Archambault, 1975). Given the nature of the
Wilson+1 goals--constituents of "morally educated”
behavior--medical ethics teaching that achieves them
compares well to many other educational endeavors on the
question of the relationship between performance in
educational and performance in real contexts.

In conclusion, moral behavior is an appropriate ultimate
goal of medical ethics teaching but is not an appropriate
proximate goal or evaluative criterion. Instead, proximate
educational goals, namely, the Wilson+1 goals, function as
evaluative criteria and sanction inferences to the ultimate
goal of moral behavior.

A P Di Goal

A controversy related somewhat to moral behavior as a
goal concerns Appreciation as a direct goal. A likely
objection is that Appreciation should be at most an indirect
goal, contrary to the way it was classified earlier. Three
reasons might be advanced. First, like the indirect goals
(e.g., Courage), Appreciation is a function of attitudes and

other causal factors largely beyond the control of
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instructors. Second, the real aim of medical ethics
teaching should be cognitive learning, not pleasing
students. Third, students are not competent judges of what
is valuable (i.e., worthy of appreciation) in their
educations.

Appreciation can be defended against the first argument
by invoking the 2ll things equal clause presupposed in
making the distinction between direct and indirect goals.
All things equal, medical ethiecs instructors are in a better
position to instill Appreciation than an indirect goal such
as Courage. Furthermore, Appreciation is a more customary
and natural outcome of teaching than progress in terms of
the indirect goals.

Two answers can be given to the claim that direct aims
of teaching should be confined to cognitive goals. On the
one hand, empirical evidence shows that Appreciation (as
measured by student course evaluations) correlates with
cognitive learning (Scriven, 1981). Thus, Appreciation
provides one indicator of success at achieving cognitive
aims. On the other hand, confining medical ethics teaching
solely to cognitive aims is too restrictive. It would
render ethics teaching sterile and of questionable relevance
to health care professionals. In this vein, understanding
and Appreciation are not as easily separated in ethiecs as
they might be in certain other subjects. For example, an
engineering student might fail to Appreciate (i.e., fail to

see the point of) algebraic derivations, even detest doing



41
them, and still understand them in the sense of being able
to perform them when the need arises. Goods "external" to
the practice of algebraic derivation (say, the satisfaction
of designing a bridge and getting a fat paycheck) may
motivate the engineering student. A parallel is lacking
when it comes to the "practice" of ethical inquiry.
Attempting to avoid malpractice suits is a reason (i.e., an
"external” one) for telling patients the truth, but it is
surely not a moral one. Students who do not see the point
of ethical inquiry cannot be said to understand ethical
inquiry, and will have no "external" motivation for engaging
in it once out of the classroom. Thus, instilling
Appreciation (getting students to see the point) is required
in medical ethics teaching.

The claim that students are incompetent judges of what
is valuable in their education is based on the paternalistic
stance that students are not in a position to judge what
their profession will demand and thus not in a position to
judge what the content of their education should be.
According to this argument, whether students Appreciate
medical ethics when it is taught is therefore beside the
point.

The response to this third criticism of Appreciation as
a direct goal also has two aspects. On the one hand,
research suggests that Appreciation (again, as measured by
student course evaluations) is stable over time. That is,

there is a high relationship between evaluations of courses
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at the time they are taught and later retrospective
evaluations (Aleamoni, 1981). More significantly, if
Appreciation is not cultivated at the time ethics teaching
is done, when medical and nursing students are developing
their professional identities, it would seem unlikely that
it will be developed later on.

In summary, although Appreciation resembles the indirect
goals more than the direct goals in some respects (e.g., it
is not taught directly and is not a criterion of students'
performance), all things equal, Appreciation is under
reasonable control of ethics instructors, is a customary
educational aim, and is associated with the value of the
cognitive goals of ethics teaching. Thus, Appreciation may
be legitimately construed as a direct goal.

M : 5 N Mo

A third controversy involves a recent and relatively
fundamental criticism of mainstream medical ethics. Nobel
(1982) has criticized medical ethies for being
"acontextual"; Caplan (1983) has criticized it for employing
the "engineering model"™; and Clements and Sider (1983) have
criticized it for being "formal"™. The general complaint
expressed by each is that medical ethics, as presently
practiced, is far removed from real ethical concerns and
amounts to little more than a pointless philosophical
exercise. Although the primary target is the literature of
medical ethics, the criticism applies to teaching as well

since discussions from the literature of medical ethics
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often comprise the methods and content of teaching.

If there are such "formalists", who attempt to apply the
tools of philosophical ethiecs with no regard for
psychological, social, and historical contingencies, then
they deserve to be criticized. But such individuals are
rare, or at least the tide has turned against them.
Influential philosophers such as John Rawls (1971)

Alasdair MacIntyre (1981), Richard Rorty (1979 and 1982b),
Hilary Putnam (1983), and Sissela Bok (1978) explicitly
reject the "formal" approach. In one way or another, they
all agree with Putnam's claim that, when applied to actual
moral problems, "traditional" ethical theories (he excludes
Rawls) "prove too much" and therefore prove nothing, or with
Bok's claim that
A system of moral philosophy put to such uses is like a
magician's hat--almost any thing can be pulled out of it, wafted
about, let fly. No one can be quite sure it was not in the hat
all along. And the philosopher is often in the end his own most
amazed spectator. He may not know how he did it--but the doves
are aloft, the silk scarves in his hands! (p. 57)

Singer (1982), Wikler (1982),6 and Beauchamp (1982)
speak directly to the critics on the issue of how, if not by
the application of ethical theories, philosophy and
philosophers have any constructive contribution to make.
Their answer is that philosophers contribute, not by the
application of some specialized philosophical knowledge, but
by consistently demanding things which characterize the
discipline of philosophy, such as high standards of argument

and conceptual clarity. They do not contend that




4y

philosophers have a corner on even these, but that "applied
ethicists" (most of whom are philosophers) simply spend a
good deal of their time working through the problems of
interest. A procedure of the kind described by Nobel--in
which "moral problems must be abstracted from their social
settings to appear purely moral" in order that philosophers
may apply their "methods or moral reasoning" (1982, p.8)--is
clearly not endorsed, at least not by the present
spokespersons in the field. More to the point, present
medical ethics teaching--embodied in the Wilson+1, DeCamp,
and Callahan goals--is not merely formal.
Medical E T . Ethical T

The final controversy involves the content and teaching
methods naturally associated with the Wilson+1 goals. Two
criticisms have been advanced by Troyer (1982). The first
(something like the flip-side of the charge of "formalism") is
that medical ethics teaching pays inadequate attention to
ethical theory. In particular, he criticizes Benjamin and
Curtis (1981) for relying too heavily on discussions of
cases at the expense of ethical theory. Benjamin and Curtis
do consider ethical theory and adopt "wide reflective
equilibrium" (see note 6) as a general theoretical stance.
But they by no means stress ethical theory. Indeed, the
chapter of their text Ethics in Nursing devoted to the issue
is entitled "Unavoidable Topics in Ethical Theory", much to

Troyer's dismay.
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Troyer's concern seems misplaced. Although some
exposure to issues in ethical theory is appropriate--naive
utilitarian reasoning and the problem of justice, for

1nstance7

--ethical theory should take a backseat to working
through specific moral problems endemic to the health
professions and which impinge on the concerns and interests
of students in professional training. Ethical theories,
after all, have historically been concerned with
investigating the epistemological foundations of moral
knowledge, not with application. Indeed, the test of such
theories is often how well they square with moral judgments
that are clear on independent, intuitive grounds. When this
observation is combined with the fact that any reasonable
candidate for acceptance is going to have to square with
almost all intuitive judgments, it is evident why Bok would
wonder whether the solution to a moral problem wasn't there
in the "hat all along" and independent of the moral theory
being employed. Moreover, ethical theories break down at
just those places where intuitive moral judgments do. The
point of medical ethics teaching ought to be to get students
to make good moral judgments in the first place. For those
with an interest, ethical theory can come later.

Perhaps Troyer's demand is related to his second
criticism of Benjamin and Curtis: they fail to press
students to come up with the "correct" position. Now, one
doesn't have to view ethics as all just a matter of

subjective opinion or anything of that sort to agree with
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Benjamin and Curtis. In the first place, there simply may
be no good solution at hand. Perhaps a problem is truly
insoluble, or perhaps more time for thought and information
gathering is needed. In the second place, our pluralistic
society allows persons a range of freedom in their moral
beliefs. Would Troyer fail a student for insisting that
abortion is permissible? Would he fail one for insisting
that it is not? (How students are evaluated carries a
powerful message.) More to the point of ethical theory, it
is by no means clear how studying it could help with the
problem of "correct" answers. On the contrary,
disagreements between competing ethical theories have proven
intractable, and the practice of emphasizing these
disagreements in ethics teaching has led MacIntyre to
remark, "It is no wonder that the teaching of ethics is
often destructive and skeptical in its effects upon the
minds of those who are taught" (1981, p. 112). It is not
uncommon for students to declare their allegiance to an
ethical theory and then proceed to turn the crank (or play
the instructor's game), as if the declaration insulated them
from glaring difficulties in the position they wish to
defend. When the details of ethical theory are made
secondary to working through real-life issues of concern,
the likelihood is greater that "correct" positions will
emerge because it is less likely that ethical inquiry will

be viewed as an arcane intellectual exercise.
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Misconceptions

The discussion now turns from "controversies" to
"misconceptions™., As stated previously, the label
'misconception!' applies to criticisms of a kind likely to be
voiced by students, medical school faculty, and others
unfamiliar with the nature and goals of ethics teaching.
While the controversies raised doubts about the Wilson+1
goals in particular, the misconceptions question medical
ethics teaching generally.
Ethics is Subsumed by the Socjial Sciences

One misconception about medical ethics teaching is
exemplified by the tendency of medical schools to lump
ethics with other disciplines, primarily the behavioral
sciences, under the portion of the curriculum designated as
"psychosocial." The mistake involved in identifying ethics
with the social sciences is related to the charge of
"formalism™ in that both muddy (or deny) a distinction
between factual knowledge on the one hand and the use of
such knowledge in making moral evaluations on the other.

For the Wilson+1 goals, social scientific knowledge is
important for only one of the six characteristics (i.e.,
Knowledge) required of moral problem-solving. Although the
findings of the social sciences are relevant to
intelligently working through moral problems, the role of
such findings is limited. The social sciences, after all,
only tell what people do do, not what they ought to do. For

example, it does not follow that because physicians tend not



48

to communicate the costs of alternative treatment plans to
patients in obtaining informed consent that they gught not
to.6 In short, teaching the findings of social science is
not a substitute for teaching ethics. Nor does teaching the
findings of social science permit ethics to take care of
itself.
Ethi j I 1 Skill

A second misconception fairly prominent in medical
education is that ethics can be identified with
interpersonal skills. Training in interpersonal skills has
become commonplace in medical education in recent years
(Kahn et al., 1979), and this development is desirable
except to the extent that it is believed to constitute all
of medical ethics teaching. Having good Interpersonal
Skills (a good "bedside manner") is important in its own
right, but, like knowledge in the social sciences,
Interpersonal Skills are only one element of moral
problem-solving. As Margaret's dilemma illustrates,
Interpersonal Skills leave a lot of territory uncovered.
Ethical Codes are Sufficient

A third misconception is that professional ethical codes
provide a sufficient means for resolving ethical problems.
Ethical codes are keyed to the specific problems which are
endemic to various professions; they highlight these and
establish ideals to which professionals should aspire. But
they are inadequate to the task of giving answers to many

actual moral problems. For example, the medical profession
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has a long history, beginning with the Hippocratic Oath, of
protecting patient confidentially. Section 9 of the AMA
code reads as follows:

A physician may not reveal the confidences entrusted to him in

the course of medical attendance, or the deficiencies he may

observe in the character of patients, unless he is required to

do so by law or unless it becomes necessary in order to protect

the welfare of the individual or of the community. (Veatch,

1977, p. 355)
The problem with this section of the code as a means by
which to resolve problems involving patient confidentially
is that it is silent on just what such problems normally
turn on: balancing the welfare of the individual against the
welfare of the community. What should a physician do when
faced with an alcoholic bus driver or a psychiatric patient
threatening to kill his girlfriend?7 The code is of little
help.

This limitation of ethical codes is not confined to the
example in question. In general, ethical codes are at once
too broad and too narrow. They are too broad because, if
they are to carry any weight at all, they have to be
sufficiently open-ended to be acceptable to a wide variety
of viewpoints (Benjamin and Curtis, 1981). They are too
narrow because they cannot be formulated to anticipate all

of the relevant contingencies and all of the different moral

problems that might arise.
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I 1c Y : P 1 Ethical O

Another misconception about medical ethics teaching, not
uncommon among physicians, is that legal considerations
preclude ethical considerations. Such a view is sometimes
used to urge the futility of teaching medical ethics, and it
involves several confusions. First, although individuals
have a prima facie obligation to obey the law, this clearly
can be overridden, and when this might be appropriate is
itself a moral issue.8 Second, there is significant
overlap between law and morality. The slogan, "You can't
legislate morality" is clearly false if it is taken to mean
that the law does not embody moral principles. It is thus
quite misleading to claim that legal considerations preclude
ethical ones. Finally, like ethical codes, the law remains
both too broad and too narrow. The law requires
interpretation, and moral considerations frequently figure
in.9
E es T k Confli Religi Belief

Religious training invariably includes moral training.
Thus there is an understandable tendency to identify
religion and morality and to view secular moral education as
an illicit encroachment on religious belief. Much of the
force of this view is based on the fact of moral
disagreement. For example, the religiously-based view that
a fetus is a person, fully endowed with the right to life,
cannot be reconciled with secular views which deny this.

Accordingly, so the argument goes, religious and secular
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moral judgment are clearly at odds: one depends on the
dictates of wholly human judgment and the other on the
dictates of God.'®

Two observations count against this interpretation of
the above disagreement about abortion. First, the belief
that fetuses have a right to life is not necessarily
religiously based. John Noonan (1977), for instance,
assumes that newborns have a right to life and, without
invoking any religious premises, argues that newborns cannot
be distinguished from fetuses in any morally relevant ways.
Second, and more generally, different moral beliefs, or
"rules" do not entail different methods of moral problem
solving or different basic moral "principles" (Singer,
1970). For instance, in the abortion example the moral
principle 'Preserve innocent human life' is not at issue;
the disagreement is rooted instead in competing views over
the status of fetuses. A position on the status of fetuses
in turn leads to a position on whether they should be
granted the right to life. This disagreement between a
secular and religious moral position, an apparently
intractable one, entails neither differences about the
nature of moral judgment nor that the goals for medical
ethics teaching outlined are biased against religious
ethics. The disagreement instead turns on opposing
metaphysical premises that may or may not be religiously
based.

The appeal to religion does not provide a means to put
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ethical inquiry on "automatic pilot" (Benjamin and Curtis,
1981). Religious moral codes, like legal and professional
codes, cannot be devised so as to anticipate all or even
most eventualities. This is especially true with
medical-ethical issues engendered by the advance of
technology. For example, religious authorities currently
grapple with concepts such as "death with dignity", "quality
of life", "ordinary" versus "extraordinary" care,
"proportionate" versus "disproportionate" care, and so on,
in order to come to grips with current problems surrounding
withdrawing treatment from the hopelessly ill. There seems
no escape from giving careful attention to individual moral
problems as they arise. After all, substantial disagreement
over moral issues occurs within religions as well as between
them; there is nothing even approaching a united religious
front.

Social cooperation in general would be impossible
without considerable agreement on most issues. General
agreement does exist, even among cultures, and this fact is
difficult to account for if there are not shared moral
standards that cut across religious boundaries
(Nowell-Smith, 1967). Where specific disagreement does
exist in our own culture, it is in the interests of persons
in general to use secular moral argument to win assent to
their views on controversial issues. Anyone who endorses
freedom of religion would be hard pressed for a viable

alternative.
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Ethics Teaching is Indoctrinating

Another general misconception about ethics teaching is
that training in ethics entails indoctrination. The
conditions under which an educational endeavor amounts to
indoctrination raises some rather thorny philosophical
issues that cannot be considered here. (See Macklin, 1980,
for a recent review.) In its simplest terms, the issue
boils down to whether any reasonably "neutral" approach is
possible. Provided that teaching is balanced in the views
that it presents, the fear of indoctrination is unjustified.

The issue of indoctrination can be turned on its head.
That is, the consequences of not engaging students in
ethical inquiry should be considered. Such a "hands off"
approach only reinforces the all too prominent belief
that ethics is simply a matter of personal preference. One
must also wonder whether this approach does not actually
increase the likelihood of indoctrination by failing to
provide students with the skills necessary for fending off
would-be indoctrinators.
Formal Education has no Proper Role to Play in Moral Development

The final misconception is that moral development is not
a proper function of formal education. The misconception
finds its roots in subjectivism--a view of ethics that
conflates rational justifications for moral beliefs and the
causes of such beliefs, and which maintains a strict
dividing line between facts and values. Subjectivists see no

roles for rationality and formal education in connection
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with ethics. Rationality and formal education apply only to
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