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INTRODUCTION 

The Joint Commission for the Accreditation 
of Healthcare Organizations (JCAHO), the 
American Hospital Association, and hospitals 
themselves have mandated the establishment of 
ethical review procedures to respond to the vari
ous moral dilemmas confronting all those in 
hospital settings.1 

Committees are frequently multi-disciplin
ary, involving the various professions repre
sented in the hospital. Typically membership 
includes physicians, social workers, nurses, and 
administrators. Committees may also include a 
resident ethicist and lay members from the com
munity, who are often clergy, but not exclu
sively. 

Hospital bioethics committees typically per
form one or more of these three functions: case 
consultation and review, policy development 
and review, and education. Case consultation 
commonly deals with advance directives, with
holding and dealing with life-sustaining treat
ments, informed consent, and organ procure
ment;2 and with resolving ethical dilemmas as 
they present themselves clinically and in rela
tion to the patient and/or family. A fourth func
tion recently has been added for consideration 
by hospital ethics committees: organizational I 
business ethics. 3 This function focuses on in
stitutional development and growth, including, 
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for example, patient services, business and ser
vice plans, employee rights, and the organiza
tion's role in the community.4 

There are few, if any, measures of success 
for hospital ethics committees, since criteria for 
success have not been systematically devel
oped.s Some studies have examined levels of 
moral reasoning and clinical performance. Rest 
and Narvaez note, "higher stages [of moral rea
soning] are said to be better conceptual tools 
for making sense out of the world and deriving 
guides for decision making."6 Sheehan et al. 
found a consistent relationship between pedi
atric residents' levels of moral reasoning and 
the quality of their clinical performance, as 
judged by their residency supervisors.1 Similar 
findings have been reported for family medi
cine residents.s There is also evidence that or
thopedic surgeons who scored higher on evalu
ations of moral reasoning were less likely to be 
involved in malpractice claims than orthope
dic surgeons with lower moral reasoning scores.9 

These studies suggest that similar methods may 
be applied to members of hospital ethics com
mittees-namely, that the higher the level of 
moral reasoning demonstrated by the members 
of a committee, the more successful the com
mittee. 

MORAL DEVELOPMENT THEORY 
According to Piaget,10 fundamental knowl

edge regarding space, time, causality, and logic 
emerge in stages, as a result of the interaction 
between the person and the environment. Know
ing is an active structuring process, whereby 
logical and moral norms move from an egocen
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tric point of view to an increasing ability to take 
a variety of perspectives. This increasing abil
ity is characterized by stages that structure cog
nitive and moral responses to the environment. 
Piaget divided moral points of view into two 
categories: (1) the heteronomous, which as
sumes that rules are fixed and the same for ev
eryone, and (2) the autonomous, which assumes 
that rules are cooperative arrangements among 
equals. Autonomous moral judgments are re
ferred to as principled ethical judgments. 

Kohlberg elaborated upon Piaget's work, 
proposing that moral principles can be under
stood as being either mature or immature. "Ma
ture principles are neither rules (means) nor val
ues (ends), but are guides to perceiving and in
tegrating all the morally relevant elements in a 
concrete situation."l1 

Rest accepts the Piaget/Kohlberg cognitive 
developmentalist approach to moral develop
ment.12 He differs from Kohlberg's approach in 
two regards. First, he is skeptical of the claim 
that a linear relationship exists between moral 
reasoning and action. Second, Rest maintains 
that the issue and the content of a moral di
lemma influences moral judgments. However, 
he accepts Kohlberg's general finding that the 
individual's developmental stage limits his or 
her possibilities of using the higher stages, when 
appropriate. In other words, a person with less
mature moral principles is incapable of concep
tualizing higher level or more-mature moral 
principles. Mature moral principles are defined 
as those that are impartial, and are based on 
concepts of justice, fairness, and universal 
rights, rather than on partiality and favoritism. 

In selecting an instrument to measure moral 
development for this study, I considered the 
work ofearol Gilligan, who challenged the cog
nitive developmentalist approach to moral de
velopment as male-biasedY The thrust of her 
criticism is that women view morality through 
a lens of particularity, while men favor abstrac
tion. Instruments intended to measure moral de
velopment, therefore, are biased toward males, 
and so are of limited use. In this study I use the 
Defining Issues Test (DIT), an instrument de
veloped by Rest. A review of 56 studies involv
ing thousands of respondents who used the DIT 
found there was little or no difference in DIT 
scores based on gender.14 

HYPOTHESIS 

The purpose of this study was to compare 
the scores on moral reasoning of members of 
hospital bioethics committees with DIT scores 
of the general adult population, to learn whether 
the level of moral reasoning of committee mem
bers differed from the general adult population. 
The assumption of this study was that higher 
scores by members of hospital ethics commit
tees would indicate the competencies of the 
committee to consider ethical problems. I hy
pothesized that there would be a significant dif
ference between the scores of members of hos
pital bioethics committees and those ofthe gen
eral adult population, with members of bioeth
ics committees receiving higher scores on a 
measure of moral reasoning. 

METHODS 

The study consisted of collecting moral rea
soning data for members of hospi tal ethics com
mittees, analyzing results, and comparing the 
data with similar data from the general public. 
Participants were recruited in 2000. The study 
was limited to hospitals with established and 
functioning bioethics committees, as deter
mined by a search on the internet and through 
personal knowledge of the researcher. The DIT 
was sent to the chair of each committee who 
distributed it to members. The DIT was either 
completed at a committee meeting or returned 
to the chair at a subsequent meeting. 

While five hospitals initially agreed to par
ticipate, only four hospitals returned data for 
analysis. One hospital ultimately declined to 
participate because the chair of the committee 
could not get members to return the DIT once it 
had been distributed. The four hospitals that did 
participate are located in three states. Two are 
teaching hospitals, one is a community hospi
tal, and one is a military hospital. See table 1 
for a listing of the professions of committee 
members. 

The DIT is a paper-and-pencil measure of 
moral judgment. It presents 12 issues after a 
hypothetical dilemma for a subject to rate and 
rank in terms of importance. The scores repre
sent the degree to which a subject uses the fol
lowing in making moral judgments. 
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• 	 Personal interest 
• 	 Maintaining norms 
• 	 Post-conventional schema (that is, us

ing universal principles to make moral 
judgments) 

The scores purport to show how people con
ceptualize how it is possible to organize coop
eration in a society. In short, the DIT is a mea
sure of the development of concepts of social 
justice. 

Validity for the DIT has been assessed in terms 
of seven criteria. 

1. 	 Differentiation of various age/education 
groups 

2. 	 Longitudinal gains 
3. 	 Significant relations to cognitive capac

ity measures 
4. 	 Sensitivity to moral education interven

tions 
5. 	 Linkage to many pro-social behaviors 

and to desired professional decision 
making 

6. 	 Linkage to political attitudes and politi
cal choices 

7. 	 Adequacy of reliability 

Cronbach's alpha is in the upper .70s -low .80s. 
Test-retest reliability is about the same. The DIT 
is equally valid for males and females. No other 
variable or construct predicts the pattern of re
sults on the seven validity criteria (listed above) 
as well as moral judgment. 

Scores for the DIT are reported as P%. This 
is interpreted as the relative importance a sub
ject gives to item choices that represent prin
cipled thinking. 

RESULTS 

Five hospitals initially agreed to participate 
in this study. A total of 118 DITs were sent to 
the hospitals, the total number of members re
ported by the chairs. After receiving the DITs, 
one of the four hospitals, with 16 members, did 
not participate. In all, the hospitals distributed 
77 questionnaires. All of the hospitals were 
secular institutions. Hospital #1 was a military 
facility. 

Hospital #1 returned seven of 12 question
naires; Hospital #2, seven of 20; Hospital # 3, 
four of 25; and Hospital #4, six of 20. A total of 
24 DITs were returned and usable. Half the re
spondents were women. The professions of the 
respondents are reported in table 1. The scores 
for individual hospitals are as follows: 

Hospital #1, P% ::;; 22.6 
Hospital #2, P% ::;; 45.4 
Hospital #3, P% ::;; 44.5 
Hospital #4, P% ::;; 41.0 

The average score for hospital committee 
members was P% = 39.9. Hospital #1 is a mili
tary hospital; if its scores are excluded, mem
bers of hospital ethics committees scored P% ::;; 
45.6. The mean score for the general adult popu
lation is P% ::;; 40.0.15 Other studies report that 
scores for physicians are P% ::;; 49.2,16 staff 
nurses are P% = 46.3,17 and, for social workers, 
P% = 50.4,18 

Table 1 
Scores by Profession 

Profession N Mean Score (P%) SD 

MD 9 42.3 17.8800 
RN 7 31.4 18.8225 
Administrator 3 51.3 8.0829 
Clergy 1 42.0 
Other 4 26.0 16.0831 

Total 24 37.5 17.6644 

Table 2 

Scores by Profession (Collapsing "Clergy into ·Othe~) 


Profession N Mean Score (P%) SD 

MD 9 42.3 17.8800 
RN 7 31.4 18.8225 
Administrator 3 51.3 8.0829 
Other 5 29.2 15.6589 

Total 24 37.5 17.6644 
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ADDITIONAL CONSIDERATIONS 
Tables 1 and 4 report the means of P% by 

profession and by gender. These results were 
greatly influenced by two facts present in the 
raw data. First, there was only one person in 
the professional group Clergy. Because any com
parison of means among groups is affected by 
the variance within groups (and the group 
"Clergy" has no variance because it has only 
one member), I examined P% when the group 
"Clergy" was collapsed with group "Other," and 
I examined PO/O when the group "Clergy" was 
removed (see tables 2 and 3). 

Second, the comparison of gender was af
fected by the fact that one individual (female) 

Table 3 

Scores by Profession (Excluding Group Clergy) 


Profession N Mean Score (P'/o) SO 

MO 9 42.3 17.8800 
RN 7 31.4 18.8225 
Administrator 3 51.3 8.0829 
Other 4 26.0 16.0831 

Total 23 37.3 18.0351 

Table 4 
Scores by Gender 

Gender N Mean Score (P'/o) SO 

Male 12 39.4 13.8024 
Female 12 35.7 21.3172 

Total 24 37.5 17.6644 

Table 5 
Scores by Gender, Removing Outlier 

Gender N Mean Score (P'/o) SO 

Male 
Female 

Total 

12 
11 
23 

39.4 
38.7 
39.1 

13.8024 
19.3963 
16.3209 

had an "abnormal" score, which greatly affected 
the variance within the group "Female." In table 
4, it is clearly visible that the standard devia
tion (SD) for females was almost twice that of 
males. To aid comparison ofgender, I eliminated 
the outlier score. 

Analysis of profession. Although the nu
merical scores for the professions differed con
siderably, the differences in means among the 
professions as far as P% was concerned are not 
statistically significant. Table 1 shows the means 
of P% for the various professions. 

Table 2 shows the means of P% of profes
sions when the group "Clergy" was collapsed 
into the group "Other" (see discussion in sec
tion above). A one-way ANOVA (analysis ofvari
ance) resulted in an F-value of 1.59 (with 3 and 
20 d.f p-value = .223). The small sizes of the 
samples ofthe various professional groups prob
ably is the main reason these mean differences 
are not statistically significant. 

A one-way ANOVA conducted on the data 
shown in table 3 (analysis of data without the 
group "Clergy") produces similar results. There
fore, there is no statistically significant differ
ence among the professions as far as P% is con
cerned. 

Analysis of gender. The results are not sta
tistically significant. I tabulated scores by gen
der both with the "abnormal" score described 
above (see table 4) and without it (see table 5). 
The results are not statistically significant. There 
are differences in variance in both the "Male" 
group and the "Female" group, and they are 
quite large. This suggests that the groups over
lap as far as P% is concerned, reducing the 
chance that small differences in mean are sig
nificant. 

DISCUSSION 

The major finding of this study is that the 
scores for moral reasoning of members of hos
pital ethics committees on the DIT are some
what higher than that of the general adult popu
lation on the DIT (hospital ethics committee 
members, P% =45.6, versus scores of the gen
eral adult population, P% =40.0). 

The conclusion changes when the hospital 
with the lowest score is dropped from consid
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eration (as discussed below). Without this score, 
the DIT scores of members of hospital ethics 
committees is better than the DIT scores of the 
general population (45.7 versus 40.0). 

The moral reasoning scores of hospital eth
ics committees fare even worse when compared 
to the mean scores of the medical professions 
at-large. When the mean scores of the profes
sions on the hospital ethics committees are ex
amined, they, too, are worse than that of profes
sions at-large. 

Hospital #1 deserves comment, as it is an 
anomaly. A DIT score in the 20s is typical of 
junior high school students. At least two expla
nations are possible: (1) Hospital #1 is a mili
tary hospital, where following orders is prized 
more than independent judgment, and (2) the 
mean age of committee members at Hospital #1 
was considerably younger than the mean age of 
members at the other hospitals in the study: 37 
years versus 46.8 years. 

The first explanation may be more likely. 
The military mind-set may mimic that found in 
religious orders. There is a consistent inverse 
relationship between DIT. scores and religious 
beliefs.19 Reliance upon an external authority, 
as found in some religious traditions in which 
adherents abandon independent thinking in 
order to conform to tradition and/or religious 
authority, is correlated with lower than expected 
P% scores. I suggest that the same factor of re
lying upon external authority is often found in 
military settings, and may thereby inhibit moral 
reasoning at a high level. Since Hospital #1 is 
the only military hospital in this study, any con
clusions must be extremely tentative. 

CONCLUSION 

This study is limited by the small number 
of responses. Further, the sample was not ran
dom, and the administration of the instrument 
was not under the supervision of the investiga
tor. Other limitations include a lack of data re
garding (1) whether the committees included 
professional ethicists and (2) whether commit
tee members received training in ethics. There
fore, this must be viewed as a pilot study. Nev
ertheless, it indicates areas worth further study. 

The strength of the study is its suggestion 
that the moral reasoning of members of hospi

tal ethics committees may be no better than that 
of the general adult population, and that it may, 
in fact, be worse than the moral reasoning of 
other physicians, social workers, and nurses at
large. This bears further investigation and may 
indicate the need for additional education to 
improve levels of moral reasoning among mem
bers of hospital ethics committees. 

It cannot be assumed that members of com
mittees are any better at moral reasoning than 
the average person. If committee members are 
in fact not better at moral reasoning than the 
average person, hospitals must address this, as 
this undermines the efficacy of such commit
tees to negotiate the difficult terrain between 
clinical care and ethical issues on the one side, 
and health care workers, the hospital as an in
stitution, and patients and families on the other. 
The power of an ethics committee rests upon 
its implied ability to reach good ethical deci
sions. If this is not the case, committees cannot 
perform their assigned tasks. 

In the future, investigators may want to do 
pre-test, post-test observations to see the impact, 
if any, of serving on an ethics committee. 

The "abnormal" score of the one military 
hospital points to the need to further understand 
whether this was an anomaly or whether this 
hospital is typical of military hospitals in gen
eral. If it is the latter, then the impact of the 
military on the development of moral reason
ing requires further examination. A concern for 
poor levels of moral reasoning is particularly 
relevant in settings such as hospital ethics com
mittees, where good reasoning is a requisite for 
making good ethical decisions. 

A further avenue of investigation would be 
to determine whether ethics education programs 
affect the DIT scores of committee members. 
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