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Abstract 

Increasing Moral Maturity Levels in Young Adult Patients Undergoing Substance Abuse Treatment. Carbonell, Marino E., 2008: Applied Dissertation, Nova Southeastern University, Fischler School of Education and Human Services. Moral Development/
Maturity (Individuals)/Substance Abuse/Cognitive Development/Outcomes of Treatment
This applied dissertation was designed to test a key proposition based on Kohlberg’s Cognitive Moral Development Theory. This study attempted to answer the research question, Is there a difference in moral maturity level in young adult patients undergoing substance abuse therapy? That is, is there a difference in moral maturity level, as measured by Rest’s (1979) Defining Issues Test (DIT), between young adults undergoing substance abuse therapy and young adults not undergoing substance abuse therapy?

Preliminary research into the factors that affect and gauge ethical moral maturity among 

young adult patients undergoing substance abuse treatment failed to uncover studies 

that address this particular area. The researcher implemented a questionnaire and survey to answer the research question. 
A methodology for testing the research question was developed and employed for an exploratory study utilizing 20 young adults. The DIT instrument was distributed to the consenting subjects. A letter explaining the reasons for the survey, a self-administered DIT questionnaire, and instructions for completing the 5-digit identification number on the DIT was distributed at the time the study.






No differences were found between cognitive moral development of the young adults undergoing substance abuse therapy and young adults not undergoing substance abuse therapy. Although findings were not statistically significant, this study offers the potential for further research. The true value of this research is to set the stage for gathering a broader insight into moral maturity and substance abuse as a whole.
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Chapter 1: Introduction
Nature of Problem

Young adult patients undergoing substance abuse treatment are at risk of having low moral maturity. The increase in subjectivity of moral values in American society for the past 50 years has gradually permeated to the high schools and elementary schools (Evans, 1998; Johnson, 1995). Although experimentation with social values may be appropriate for college students, it is not necessarily beneficial to encourage younger, less experienced students to find their own morality. A review of the literature suggested the answer is that they are ingrained with a relativistic understanding of morality--a philosophic attitude that, according to Mill (as quoted in Johnson), the basic problem is that no one is wrong, just different. It is speculated that this cycle may manifest in young adult drug dependency (Murray, 2002; Power, 1997). 

Setting
As the largest metropolitan area in the state of Florida, with a population of about 3 million, this community is a microcosm of national trends, including young adult substance abuse. According to the 1998 National Household Survey of Drug Abuse, drugs are very much part of a teen’s life. By the time they have graduated from high school, about 50% of young adults have experimented with illegal substances. Furthermore, treating the young adult in these cases is a matter of utmost importance (Athealth.com, 2001). The researcher’s private practice, located in Miami-Dade County, is one of a few treatment facilities available to families suffering from substance abuse.
Purpose of the Problem

According to Hanson (2002), a recent dramatic finding in neurobiological research may greatly increase the understanding of young adult decision making and the ability to help this age group choose wisely regarding drug abuse. This finding suggests that the young adult brain is still developing physically and further investigation can answer some of the cognitive issues affecting the appeal of and decision to use drugs. Most importantly, according to Hanson, “chronic drug abusers start experimenting with intoxication in young adulthood” (p. 4) and it is generally true that people who do not abuse drugs before age 25 are unlikely to develop a serious drug problem.
Preliminary research into the factors that affect and gauge ethical moral maturity 

among young adult patients undergoing substance abuse treatment has failed to uncover 

studies that address this particular area. Consequently, it was crucial for the applied 
research to occur. The research, conducted within a substance abuse treatment program, 
served as a precedent for substance abuse treatment and for other recovery programs in 
the state of Florida and around the nation. This application can be specifically targeted to 
the young adult population that is undergoing substance abuse therapy. 

A review of the literature suggested that young adults are ingrained with a relativistic (every moral choice is equally valid and thus can moral choices really matter at all) understanding of morality (Evans, 1998; Johnson, 1995) leading to drug dependency in some cases (Murray, 2002).
Unfortunately, there are no specific rules for current generic treatment of drug addiction. More research needs to be conducted to understand the best way to match treatment to patient. Without a panacea for the treatment of these complex substance abuse disorders, the search for additional treatment approaches becomes extremely important including future developments in (a) genetic identification of high-risk individuals, (b) identification of different genetic influences, (c) development of drugs that inhibit the dopamine transporter, and (d) development of a combination of treatments to enhance outcome in recovery. However, as the treatment models become more advanced and more sophisticated, a great deal of work must be done to determine the optimal clinical applications of these discoveries (Schuckit, 1997). Although one treatment model might work best for one subject, it may not have positive results for another. More research is needed to identify individual addictive traits to gear treatment to a more individualistic approach.

Understanding early onset of substance abuse has important implications for the development of effective prevention programs. In recent longitudinal studies, the effects of childhood behaviors and family characteristics have shown to predict onset of substance abuse among young adults. Basic personality dimensions are the underlying link between disruptive behavior and substance abuse. Cloninger’s theory, encompassing three personality dimensions--novelty seeking, harm avoidance, and reward dependence
--can be related to the behavioral activation, inhibition, and maintenance systems (Masse & Tremblay, 1997).

Building on the recent findings in neurobiological research may greatly increase the understanding of young adult decision making adding to the study of Kohlberg’s (1969) cognitive moral development (CMD) theory within the young adult population. Miller (2002), one of the authors of a study at Columbia University, concluded that young adults at high risk of addiction might be protected from substance abuse if they become involved in some religious community. The data help support the theory that young adults need some form of moral or spiritual education to help them make healthy life choices. The area of moral or spiritual education is an important piece of the puzzle in young adult behavior and may be the answer to guarding against young adult addiction or drug abuse (Miller, 2002).

Moral education is becoming an increasingly popular topic in the fields of psychology and education. Many may even go a step further and say there is a moral crisis in our nation. There is a growing trend toward linking the solutions to these and related social problems to the teaching of moral and social values (Nucci, 1997; Power, 1997).

Finally, Miller’s (2002) study indicated that morality is centered on a set of universal concerns for justice, fairness, and human welfare that are available even to young children. At the same time, the developmental and constructivist basis of moral knowledge is commensurate with interactive rather than directive educational practices (Nucci, 1997). 
The goal of moral education based on the theories offered by Kohlberg (1969) and Piaget (1932) encourages individuals to develop to the next stage of moral reasoning. Development consists of a sequence of qualitative changes in the way an individual thinks (Nucci, 1997). The individual will, at some point, encounter information that does not fit into his or her worldview, thus forcing the individual to adjust his or her view to accommodate this new information. This process is called equilibration, through which development occurs (Nucci). 

This applied dissertation examined the moral maturity levels of young adult patients undergoing substance abuse therapy using Kohlberg’s (1969) theory of CMD. This study used the Defining Issues Test (DIT) developed by Rest (1979) to measure Kohlberg’s levels of moral reasoning. This research analyzed and evaluated the relationship between treatment and the moral maturity level of young adult patients undergoing substance abuse therapy. The DIT facilitates interpretation of Kohlberg’s stages of CMD by allowing for quantitative measurement of moral judgment. The DIT measures how an individual’s concept of justice, as represented by his or her stage of CMD or judgment, influences decisions (Rest, 1984). Rest (1979) believed that based on context, individuals may exhibit different degrees of judgment; his DIT measures moral judgment with a P (principled) score rather than by level or stage. This research analyzed and evaluated the relationship between substance abuse and moral maturity.
This study encompassed Kohlberg’s (1969) stages in classifying the level of moral reasoning pertinent to young adult patients undergoing substance abuse treatment. The results of the study provided an important starting point for other research focused on analyzing the moral development of young adults in general. The following outcomes were projected:

1. The first expected outcome was that 8 of 10 young adults undergoing substance abuse therapy would show decreased moral maturity (P score < .20) when tested by the DIT. 








2. The second expected outcome was that 8 of 10 young adults not undergoing substance abuse therapy would show increased moral maturity (P score > .20) when tested by the DIT. 
Research Question
The following research question was addressed in this study: Is there a difference in moral maturity level in young adult patients undergoing substance abuse therapy? That is, is there a difference in moral maturity level, as measured by the DIT, between young adults undergoing substance abuse therapy and young adults not undergoing substance abuse therapy? 

The question did not measure behavior but only the moral reasoning levels of the young adult participants. Kohlberg (1969) did not develop his model to measure ethical behavior but rather to measure moral reasoning, which is considered as the foundation of ethical behavior. Consequently, behavior was not judged or evaluated in this study. This study encompassed Kohlberg’s stages in classifying the level of moral reasoning pertinent to young adult patients undergoing substance abuse treatment. The results of the study provided an important starting point for other research focused on analyzing the moral development of young adults in general.

Chapter 2: Review of Related Literature
History of Factors That Influence Young Adult Substance Abuse
Addictions to alcohol, nicotine, and cocaine involve a physical or psychological dependence on the drug; any substance that can change a mood or state of mind is called a psychoactive or mood-changing drug. A physical dependence is manifested by withdrawal symptoms that occur when the person stops using the drug. Several steps that identify the development of addiction are as follows (Monroe, 1996): (a) relief from boredom, (b) increased use, (c) preoccupation in acquiring drugs, (d) dependency on drugs to feel okay, and (e) withdrawal.

Moreover, young adults who are experimenting with illicit drugs may exhibit the physical effects mentioned above. They may also begin exhibiting other negative behaviors such as hiding cigarettes, alcohol, and drugs. Additionally, they may experience swinging mood changes, temper flare-ups, and may engage in stealing money from family and friends to support drug use. School attendance and grades may drop, and young adults may begin to socialize with a drug-using crowd. Parents need to be vigilant about illicit drug use but especially vigilant about marijuana. Marijuana remains the most commonly abused drug in the United States (Monroe, 1996) and is usually the first drug with which teens experiment before graduating to harder drugs, such as cocaine, ecstasy, and even alcohol.
Breaking the addiction cycle depends on the drug of choice. Some addicts try to stop “cold turkey,” meaning the addict stops all at once with no treatment. This type of method can be difficult to sustain. Another option is tapering off, meaning that the addict gradually stops taking drugs and may need some help to quit (Grob & de Rios, 1992; Monroe, 1996). Another technique is taking a substance to help with the addiction urge such as Antabuse (for alcohol) or nicotine gum. A 12-step program or other support group can help addicts deal with abstinence, and, finally, intervention treatments (whether inpatient, outpatient, community based, or private therapy) may be the only answer (Monroe). The long-term goal of any treatment is to change the person’s life so that drug use is no longer an option. However, addiction is a tough cycle to break and treatment is not a guaranteed option. Many addicts find the drug-free lifestyle and treatment environment hard to cope. Denial interferes with recovery. For teens, parents need to be aware of the changes that become apparent as addiction becomes more serious. Usually changes in school and peer situations are indicative of a drug problem (Monroe).

Another area to consider when identifying young adult drug use is the type of substances abused (whether alcohol, illicit drugs, or tobacco). According to Berenson (as cited in Monroe, 1996), these can be predicted by the type of abuse (physical, sexual, or both) as well as by the perpetrator of the abuse. A study commissioned by the University of Texas Medical Branch found that the psychological damage from physical abuse may play a role in substance abuse. The study found that abused children have lower self-esteem, less confidence, and more mistrust of others. Berenson (as cited in Monroe) went on to say substance abuse may be an effort to self-medicate and escape emotional pain. The results of this particular study strongly support a positive correlation between drug abuse and physical and sexual abuse.

Other studies examining drug abuse and child abuse are making advances. A National Institute on Drug Abuse-funded review at Harvard Medical School examined 49 cases involving drug-abusing women with posttraumatic stress disorder. Most women reported child abuse trauma. This study reported that 30% to 60% of women in drug abuse treatment also have with posttraumatic stress disorder, two to three times higher than the rate among men in treatment (Manisses Communication Group, 1995). Overall, although the studies connecting drug abuse and child abuse have made some impact in this area of research, the difficulty in validating the data (Swan, 1998) has hindered development of treatment and prevention approaches addressing the needs of child abuse victims. 

Inclusion Research
Recent developments have improved the general understanding of genetic factors that contribute to the risk for alcoholism and drug addiction. The process of development and perpetuation of dependence on a substance is highly complex. Additional social factors mixed with biological factors contribute to dependence (Schuckit, 1997).

Addiction is a brain disease and risk of addiction can be inherited (Brody, 2003). Heredity accounts for about 40% of the risk (Brody). Cami and Farré (2003) observed that personality traits such as risk-taking and novelty-seeking tendencies are major conditioning factors in drug addiction. Additionally, because prolonged exposure to abused drugs results in long-lasting changes in the brain, addiction should be considered a chronic medical illness (Brody; Delong, 1997; Peele, 1986b).
One of the ways to treat young adult drug abuse is to modify the cultural climate (Zickler, 1999), focusing children to value and achieve independence, adventure, intimacy, consciousness, activity, and commitment to community among many other things. Moreover, Peele (1986a) dismissed the disease concept of addiction but used Vaillant’s disease theory to support his own conclusions that addiction is a whole life-style issue and needs to be explored under the context of behavioral modification, not just genetics. There is an ongoing struggle to understand better the root of addiction whether biological or situational (Peele, 1986a). 
Other authors noted problem drug use is a symptom, not a cause of personal and social maladjustment and that the meaning of drug use can best be understood in the context of an individual’s personality structure and development history (Grob & de Rios, 1992). Grob and de Rios hypothesized that current efforts at drug prevention are misguided to the extent that they focus on symptoms rather than on the psychological syndrome underlying drug abuse.

Disadvantages of Exploring the Disease Concept
The American Academy of Pediatrics, Committee on Child Health Financing, and Committee on Substance Abuse identified that the numbers of children, young adults, and families affected by substance abuse have sharply increased since the 1990s. Unfortunately, the availability of and financing for substance abuse prevention, assessment, and treatment have not kept pace with the needs of the young people--75% to 80% of children who are in need of mental health treatment fail to receive it (Committee on Child Health Financing and Committee on Substance Abuse, 2001). The consequences of failing to intervene early and failing to provide age-appropriate substance abuse and mental health treatment are substantial and long-term. However, there is growing evidence that successful early intervention and treatment carries a significant benefit for the individual and society (American Academy of Pediatrics, Committee on Child Health Financing and Committee on Substance Abuse, 2001).
Despite the fact that there is no single treatment approach that works for all patients, standard treatment has shown to produce significant decreases in drug use (Leshner, 2001). Standard substance abuse treatment programs in the United States are rooted in the disease concept, consisting mostly of the spiritual 12-step Alcoholics Anonymous program. The problem is that research designed to assess these programs’ effectiveness in controlling alcoholism and drug addiction has not been reassuring (Peele, 1990).

Certain characteristics of the patient, not treatment, are crucial to the outcome of the addiction treatment. People who succeed through treatment or on their own do so for similar reasons. Research supported that certain characteristics of the patient and not treatment itself is responsible for the outcome. Patients with stable family and work succeed at a higher rate (Peele, 1990). 

A recent dramatic finding in neurobiological research may greatly increase the understanding of young adult decision making and the ability to help this age group choose wisely regarding drug abuse. This finding suggests that the young adult brain is still developing physically and further investigation can answer some of the cognitive issues affecting the appeal of and decision to use drugs. Most importantly, chronic drug abusers start experimenting with intoxication in adolescence or young adulthood and it is generally true that people who do not abuse drugs before age 25 are unlikely to develop a serious drug problem (Hanson, 2002).

Prevention programs often are designed to enhance protective factors and to reduce risk factors. Some protective factors are (a) strong and positive family bonds, (b) clear rules of content enforced within family, (c) success in school performance, (d) strong bond with institutions such as school, and (e) adoption of conventional norms about drug use. Some risk factors are (a) chaotic home environments, (b) inappropriately shy or aggressive behavior in classroom, (c) failure in school performance, and (d) poor social coping skills (Hanson, 2002). Hanson’s risk-and-protective strategy has opened an area of interest for continuing research in young adult addiction prevention, treatment, and recovery. Building on the recent findings in neurobiological research may greatly increase the understanding of young adult decision making, adding to the study of Kohlberg’s (1969) CMD (discussed in a later chapter) within the young adult population. 
Other Factors That Influence Young Adult Substance Abuse: Peer Pressure and Self-
Esteem
Many studies stressed that the first experience with drugs usually occurs during adolescence. Wolf et al. (1995) noted the high incidence of the use of hashish and marijuana by young adults has led to a considerable amount of scientific literature on the subject. In this context, Jessor et al. (as cited in Wolf et al.) claimed that the phenomenon of the use of hashish and marijuana by young adults should be examined against the background of psychological processes that typify adolescence. Huba, Bentler, and Wingard (as cited in Wolf et al.) proposed a model that attempted to explain how interactions among a wide range of sets of factors (personal and environmental) lead to drug use. 

This model paved the way for studies that examined connections between different relevant variables and drug use in young adults. Another theory is the information integration theory proposed by Anderson (as cited in Wolf et al., 1995), which assumes that the individual integrates information from different relevant sources in order to generate a valid response. Among young adults, the theory has been used to examine the development of moral judgment. In other words, individuals interpret reality as relevant to their own experiences (Wolf et al.).

Pressure from the reference group (or peer group) plays a central role in the choices made by any individual. Moreover, the term adolescence represents a stage in the development of the individual and was first suggested in 1762 by Rousseau to represent an experience of second birth (Wolf et al., 1995). Erikson (as cited in Wolf et al.) postulated that adolescence is characterized by challenge of identity formation. According to Victor et al. (as cited in Wolf et al.), this challenge for middle-class youth who have no history of pathology and who do not use drugs is associated with curiosity, risk taking, and search for new experiences. Curiosity is accepted as the most common motive for embarking on drug use. Zuckerman (as cited in Wolf et al.) also found that users perceive curiosity as a motive for their initiation into drug use.

Changes in Family Structure and Parental Skills

In examining American young adult drug abuse issues, there is an implicit presumption or bias in favor of self-contained individualism as an unquestioned value. An analysis of contemporary American society as it impacts the self is important for the discussion of young adult drug abuse. 

Cushman (1990) maintained that since World War II, the configuration of an empty self has emerged in American middle classes, empty in part because of the loss of family, community, and tradition. The self has to be filled by consuming goods, experiences, and emphatic therapists attempting to fight the growing alienation and fragmentation of its era. Inner emptiness can be expressed in many ways, including low self-esteem and drug abuse. Consequently, drug abuse is the compulsion to fill the emptiness with chemically induced emotional experiences as well as the absence of personal meaning and the hunger for spiritual guidance (Grob & de Rios, 1992).

Changes that have evolved among the family have also affected today’s schools and may be one of the contributing factors for an increase in chemical dependency in the young adult population. Schoolteachers complain that parents are more anxious about their children’s success, yet less available to support and guide them, and are more demanding and critical of the school (Evans, 1998). Additionally, parents have become ineffective in setting limits on their children (Cushman, 1990). A decline in civility, social responsibility, and institutional affiliation adversely affects schools these days (Evans; Cushman).

Evans (1998) described how the family has been transformed over the past 40 years. The modern family structure is more fluid, less stable, and more vulnerable to outside pressures than its predecessor (the traditional family). The traditional family’s central value was togetherness. Family was placed before self. Parental authority, if not absolute, was unilateral. Parents were to provide protection, guidance, and discipline. The central value of the new modern family structure is autonomy; individual family members pursue their own fulfillment. Parental authority has weakened and is often at best mutual, a matter of renegotiation with children. Parents are less likely to set firm guidelines and more likely to negotiate decisions (Evans; Mack, 1994).

Moreover, adults have become more skeptical with a greater mistrust of institutions, making parents less likely to respect the school’s authority. Today’s permeable family centers on the well being of adults, denying children the basics of healthy growth on which psychological health, effective learning, and civility and community depend. Together, these basics are essential to development of self-esteem, and to what Goleman (as quoted in Evans, 1998) called “emotional intelligence” (p. 4). 

These changes in the family structure are affecting the educational system, threatening and overwhelming schools. In the 1950s, institutional authority was strong--the school’s word was generally the law. The abdication of child rearing tasks by the family and other social institutions, and criticism that schools have failed to prepare students, have contributed to the breakdown of moral education, leading to a decrease or loss of civility among students and parents (Evans, 1998). 

However, the greatest influence parents can exert on their children’s well-being and emotional development, as well as their school’s success, is in the way they parent through the three factors of healthy growth (nurture, structure, and latitude) coupled with understanding and respecting the school’s values. Consequently, the changes that have evolved within the family have affected the cognitive development of children (Evans, 1998; Murray, 2002; Nucci, 1997). 
At the source of the gentle child-rearing ethos was Freud, whose discoveries gave rise to the idea that parental mistakes could wreak lifelong damage upon a child. In 1945, Spock introduced the theory that the key to raising happy children was to relinquish the biblical model of parenthood and relieve children of those pressures of parental power and authority that supposedly created dependent and inhibited adults (Mack, 1994). Not too long ago, parents were looked upon as repositories of wisdom and rectitude and unchallenged custodians of their children. Today, parents are assailed as abusive and unworthy of their authority over children. According to Mack, Spock and his disciples stood the ideal of good parenthood on its head. For them, “good” parents were not those who got their children to behave but those who understood why their children misbehaved. 

During the last few decades, other authors have contributed to the literature on parent/child relationships. In the late 1960s and early 1970s, Ginott (1971) and Gordon (1975) advised weary parents to use therapeutic and counseling techniques to deal with their children. However, this permissive school of thought was criticized. Parents who had granted their children “voting rights” and power to negotiate household rules were the same parents who were rescuing their children from embarrassing drug busts. 

By the 1980s, faced with statistical evidence of rising drug use, violence, and delinquency, a new wave of child-rearing experts called for a return to more authority and discipline in raising children. Swiss psychoanalyst, A. Miller (1991) insisted that parenthood was not a rational, conscious process dictated by a set of beliefs about how children should be raised. It was an unconscious power struggle between adults and their children. Bradshaw (as cited in Mack, 1994) touted that “soul murder” was the most basic problem in the world. Bradshaw’s rhetoric espoused the theory that even the most enlightened modern parents resorted to authoritarian roles in times of stress and crisis and it was at these times that they crushed the souls of their children (Mack). 

The underlying impetus of movements such as Bradshaw’s (as cited in Mack, 1994) to “liberate” children from parental control and impositions was seen as having little to do with concern for the welfare of children. New family styles make it next to impossible for the majority of parents to provide the kind of child rearing that goes along with the image of children as in need of parental nurture (Evans, 1998; Mack).

By assuming the competency of schools and communal institutions to raise children, or worse of children to raise themselves, parents also imagine that they are doing the right thing in failing or refusing to accept full responsibility for the physical care and the moral education of their own children. Parents today are more likely to neglect their children than to abuse them (Mack, 1994). Consequently, the greatest influence parents can exert on their children’s well-being and emotional development--as well as their school’s success--is in the way they parent. Neglecting to parent can be considered a type of child abuse (Mack).

Benefits of Young Adult Treatment Therapies

Deciding to send a young adult to a residential treatment facility is a family decision. Children’s problems include behavior, substance abuse, and learning, suggesting that the effects on the family with drug-abusing children have an enormous strain on marriage, sibling tension, and parents’ own emotional scars. Decisions are made best when problems are identified because by the time parents consider residential treatment, they have probably tried other methods. According to one study, predictors suggest that early parental involvement is key to successful treatment outcomes (Dakof, Tejeda, & Liddle, 2001). Consequently, parents need to become informed participants in their child’s recovery (Dakof et al.).  

Others explore the possibility that teen centers have been focusing on the age rather than the addiction. Abstinence rates posttreatment for young adults are dismal at centers that focus on the age of the abuser instead of the addiction. There is no standard rate of success in addiction treatment outcome studies, and a metareview of outcome studies from 1980-1993 reported that only 33.6% of studies used abstinence as an outcome variable. An earlier study found that young adults were 4 to 5 times more likely to maintain abstinence posttreatment going through a multigenerational setting than a young adult-only center (Marshall, 2001). 

Among the negative effects found in young adult-only treatment centers is the lower ratio of recovering staff, the differential treatment of younger patients by staff, the emphasis on family therapy over community 12-step support, the deviant peer influences, and low expectations in general for abstinence and recovery. Also, treatment for teens is more expensive and does not have sufficient data to show positive results (Marshall, 2001; Petracca, 2002).

The low opinion of treatment values held by young adults has been shown to be a major cause of resistance to their treatment and this resistance is being constantly reinforced when young adults are placed in same-age settings (Petracca, 2002). Additionally, when assessing young adult treatment facilities, one of the first issues an individual confronts in caring for the young adult patient is the issue of confidentiality. The confidentiality rules that deal with minors vary from state to state, and many state laws mandate confidentiality for young adults when it comes to issues of sexuality and substance abuse. First, an individual must be aware that teenagers are quick to overreact to perceived criticism. Second, cooperation must be promoted by explaining to the teen why the questions are being asked. Third, every opportunity must be used to praise teens for healthy behaviors. Teenagers respond better than older patients to positive reinforcement (Roye, 1995).

Educating teenagers in hospitals and other settings about risky behaviors is of paramount importance. However, young adults do not have mature thinking processes and many have trouble thinking about future outcomes. Teens often live entirely in the here and now. As Johnson (1995) indicated, satisfying their immediate needs is more important to them than delaying gratification to prevent future problems. They want to be like their peers.

Young adults prefer to be with kids their own age and are likely to be uncomfortable sharing a room with younger children or adults. Thus, young adults should be grouped together whenever possible. Overall, privacy is of the utmost importance to the young adult. Trusting and allowing teens to express individuality may also add to better treatment outcomes (Roye, 1995).
The Importance of Faith and Religion

The research revealed that teens with a higher degree of personal devotion, personal conservatism, and institutional conservatism were less likely to engage in alcohol consumption and other drug use. This revelation is particularly significant because the onset of alcoholism and drug addiction usually occurs in adolescence. Unlike adults in Alcoholics Anonymous, Miller (2002) concluded in her study that young adults were not helped by a rigid or forced adherence to religion. Young adults benefited by attaining a spiritual foundation rather than a dogmatic religious education. If teens have made a personal choice to pursue a spiritual life, they are much less likely to drink or to abuse drugs (Miller, 2002).

Miller’s (2002) study also revealed that young adults at high risk of addiction might be protected from substance abuse if they become involved in some religious community. This study also helps support the theory that young adults need some form of moral or spiritual education to help them make healthy life choices. The area of moral or spiritual education is an important piece of the puzzle in young adult behavior and may be the answer to guarding against young adult addiction or drug abuse (Miller, 2002).

However, the greatest influence parents can exert on their children’s well-being and emotional development, as well as the student’s success at school, is in the way they parent through the three factors of healthy growth (nurture, structure, and latitude), coupled with understanding and respecting the school’s values. Consequently, the changes that have evolved among the family have affected children’s cognitive development (Evans, 1998). 
As the analysis in the previous section discovered, moral education is becoming an increasingly popular topic in the fields of psychology and education. Many may even go a step further and say there is a moral crisis in our nation. There is a growing trend toward linking the solutions to these and related social problems to the teaching of moral and social values in public schools (Nucci, 1997; Power, 1997).

Piaget (1932) theorized that all development emerges from action, meaning that individuals construct and reconstruct their knowledge of the world as a result of interactions with the environment, determining that morality could be considered a developmental process. Furthermore, moral self-relevance has been shown to play an important role in moral behavior. Arnold (as cited in Nucci, 1997) found that in adolescence, moral self-relevance correlated positively with teacher reports of ethical behavior. Young adults who demonstrated altruism were more likely to describe themselves in terms of moral personality traits. Given that relatively high moral self-relevance is associated with ethical and altruistic behavior, it seems reasonable to expect that moral self-relevance should inversely relate to antisocial behavior (Nucci).

Young Adult Behaviors and Cognitive Development Strategies
The goal of moral education based on theories offered by Kohlberg (1969) and Piaget (1932) encourages individuals to develop to the next stage of moral reasoning. Development consists of a sequence of qualitative changes in the way an individual thinks. The child will at some point encounter information that does not fit into his or her worldview, thus forcing the child to adjust his or her view to accommodate this new information. This process is called equilibration, through which development occurs. 

The most common tool for developing and stimulating moral development is to present a moral dilemma and require students to determine and justify what course the actor in the dilemma should take (Murray, 2002).

Kohlberg (1969) held that moral education requires more than individual reflection and also needs to include experiences for students to operate as moral agents within a community. His model to gauge CMD and thus the ability to teach moral education has become more important in today’s schools and education system. Unfortunately, school teachers are teaching a type of relative morality where there are no right or wrong actions but only toleration of divergent views that impede setting consequences and accountability not only to the respective students but to their parents, spilling over to the community at large (Evans, 1998).

The majority of parents expect teachers and other school authorities to contribute to children’s moral development (Evans, 1998; Nucci, 1997). However, there is considerable discord and confusion about what is meant when teachers and other school authorities talk about morality. Children in any society should learn to conform to a number of social rules and expectations if they are to become participants in the culture. Children must learn the social conventions of their society. Conventions are shared, uniform behaviors determined by the social system in which they are formed (Turiel as cited in Nucci). Yet, although conventions are important, they are arbitrary. In contrast with convention, moral considerations stem from factors intrinsic to actions, consequences such as harm to others, violations of rights, and effects on general welfare. Moral issues are neither arbitrary nor determined by cultural precepts or by consensus (Nucci).

Another common view is that building self-esteem fosters good character (Power, 1997). This view presupposes that a high sense of self-esteem can inoculate children and young adults from having to find alternative, antisocial means of gaining approbation. Children appear to resort to antisocial behavior if they are denied approval by parents, teachers, coaches, and popular peers (Scheff, Ratzinger, & Ryan as cited in Power). However, empirical data indicate that there is no necessary relationship between self-esteem and morality. Individuals will not derive a sense of self-esteem from acting morally (Power). 

Yet, self-esteem does play a significant role in moral life. Building self-esteem is 

an important part of character development because building self-esteem involves the construction of moral standards of evaluation. Moral self-esteem appears to depend upon judging one’s actual self to be at least directed toward one’s ideal self and away from one’s dreaded self. Colby and Kohlberg’s analysis indicated that the ideal, dreaded, and real selves develop in a sequential pattern of cognitive levels with similarities to the moral judgment stages (Power, 1997). These levels indicate that individuals do not develop an awareness of themselves as having a character of a unified self until high school at the earliest. Research suggested that character education must begin with an understanding of how character develops. Sharing data with other therapists in the field allows for the understanding of the program and therapeutic benefits (Nation, Benshoff, & Malkin, 1996).

Chapter 3: Methodology
Participants and Subjects
The subjects of this applied dissertation study were patients 18 years old and older, undergoing substance abuse therapy, and same-aged nonpatients serving as a control group. The population used to extract a purposive sample consisted of residents of Miami-Dade County, Florida. The participating group underwent a controlled research experiment in which each individual took the Defining Issues Test (DIT; Rest, Turiel, & Kohlberg, 1969). This applied research gauged the impact of substance abuse therapy and its relationship to increasing moral maturity in young adults.
Sample Size and Composition
A maximum of 20 subjects between the ages of 18 and 19 years old (male and females), 10 subjects undergoing substance abuse treatment and 10 subjects not undergoing substance abuse treatment, participated in the study. Each subject was asked to take the DIT and to fill out a questionnaire (see Appendix A). Each subject signed a consent form.
Subject Selection, Recruitment, and Eligibility Requirements
A flyer was posted outside the medical complex to allow the subjects to approach the researcher if they were interested in participating. A phone number was listed on the flyer. The interested participant called and was given information about the date, time, place, and a brief explanation about the research, survey instrument, and the time commitment (no more than 1 hour). If a subject chose to participate in the program, he or she was informed that a signed consent form was needed before enrolling in the study. The consent forms were available the day the survey was administered. Time was given to review the consent form. Anyone who, at that point, chose not to sign the consent form was excused from the research study.

The flyer invited subjects (a maximum of 20 between the ages of 18 and 19 years of age), 10 patient subjects and 10 healthy control subjects, to participate in a research study in which each individual took the DIT survey instrument. The eligibility requirements to participate in the research study were as follows: 
1. Subjects were between the ages of 18 and 19 years old (male and females) who were undergoing substance abuse treatment. 

2. Subjects were between the ages of 18 and 19 years old (male and females) who were not undergoing substance abuse treatment.
3. Subjects were willing to commit no more than 1 hour to complete the survey. 
4. Subjects were willing to complete the DIT.
The exclusionary criteria that hindered participation in the research study included that subjects could not be past or current clients of the researcher. 

Methods and Procedures
The methodology employed a cross-sectional approach in which the population of interest was young adult patients undergoing substance abuse therapy and nonpatients. The data for this study were taken from a nonrandom, purposive sample. Babbie (1983) made the observation that a purposive sample is appropriate to use when a large population exists that cannot be easily sampled but yet a well-defined subset of the population can be targeted. 
The participants took the DIT survey instrument. The research question and the procedural methodology are discussed below. The research question addressed was, Is there a difference in moral maturity level in young adult patients undergoing substance abuse therapy? That is, is there a difference in moral maturity level, as measured by the DIT, between young adults undergoing substance abuse therapy and young adults not undergoing substance abuse therapy?

The research question was analyzed using the DIT. Studies suggested that the most reliable way to measure group differences in CMD using the DIT was to focus on the P score (or principled score) that measures CMD describing, according to Rest (1986), the relationship between the significance an individual gives to moral values when faced with a decision about a moral dilemma.
When the data were analyzed for this study, the P score was used to assess group means and differences, correlation, and other analyses. The score could fall within the range of 0 to 95. An ANOVA evaluated group differences in P scores linked to the research question. Before distributing the instrument to the selected population, it was necessary to obtain a signed consent form that addressed such issues as (a) voluntary participation, (b) anonymity and confidentiality, and (c) that the study would involve 10 patient subjects and 10 healthy control subjects. 
The DIT survey instrument was distributed at the time of administering the survey to the consenting subjects. A letter explaining the reasons for the survey, a self-administered questionnaire (see Appendix A), and instructions for completing the 5-digit identification number on the DIT was distributed at the time the study. Instructions were read out loud and time was allotted for questions. The identification numbers on the survey were “bubbled” beforehand to reinforce the confidentiality factor of each survey instrument. The researcher mailed the completed DIT surveys to the University of Minnesota for scoring. 

Measures and Administration

The DIT survey instrument is comprised of multiple-choice questions administered in a group or individual format, is computer-scored, and is available in two formats: three- and six-scenario questionnaires. This study used the three-scenario format (Rest, 1979). The objective for the participant was to evaluate the questions by raising the most important considerations in responding to answering the dilemma.
The surveys were confidential and anonymous (clear instructions were given to participants to insure that their survey instruments remain anonymous). The data that were collected consisted of demographic data, measurement of cognitive moral maturity as per the DIT instrument (Center for the Study of Ethical Development, 2004; see Appendix B), and correlation analyses between the patients and nonpatients groups. Cost implications were based on the number of surveys ordered and scored. The researcher was the coordinator of the actual testing.

Potential Risks to Subjects
The risk to participants was minimal. Information obtained during the participation of this program was strictly confidential. No names or identifying information were used in any of the survey instruments. In addition, a research number was used to identify all of the participant’s information. The list linking the subject to their research number was kept separately from the data and consent forms, and the list was kept in a locked filing cabinet.

Benefits to Subjects 
There were no direct benefits to patients for taking part in this study. Patients were not compensated for their participation. 

Risk and Benefit Ratio
The information gained in this study is helpful to the therapists in substance abuse treatment programs. The risk to participants was minimal.

Consent Forms
If a subject chose to participate in the research study, he or she was informed that a consent form was needed to be signed before they were able to enroll in the study. The consent forms were available the day the survey was administered. Time was given to review the consent form. Subjects who chose not to sign the consent form were excused from the research study.
Personal Health Information Use
No personal health information was collected on the questionnaires. 

Chapter 4: Results
Research Findings 
For a more comprehensive understanding of the research findings, several items are reviewed. According to Peek (1999), Kohlberg’s Stages of CMD are as follows: “STAGE 1: Punishment and Obedience Orientation, STAGE 2: Instrumental Relativist Orientation, STAGE 3: Good Boy-Nice Girl Orientation, STAGE 4: Law and Order Orientation, STAGE 5: Social-Contract Legalistic Orientation, STAGE 6: Universal Ethical Principle Orientation” (p. 48). 

The P score is the score upon which the DIT analysis is based. The P score is interpreted as a factor that is comparable to the characteristics of the highest two CMD stages, Stages 5 and 6 (Peek, 1999). Rest (1979) explained that the P score is a representation of the degree to which a person’s thinking is most like the thinking of moral philosophers. An example follows illustrating how the P score is used to compare stages: Junior high students generally earn an average score in the 20s, senior high students score in the 30s, college students score in the 40s, graduate students score in the 50s, and moral philosophers score in the 60s. Adults (in general) average in the 40s. The P score can range from 0 to 95. The mean level of this particular sample is 17.70 (SD = 12.96), therefore falling close to the junior high score (20s).

For more than 2 decades, the Cronbach’s alpha index of internal consistency of the DIT has been in the .70’s (Rest, 1979). Therefore, based upon findings of this study, the results of this research were useful for examining the CMD of the subjects in the study.

The data analyses to examine the CMD and the testing of the research question were conducted on 20 responses. Table 1 presents the results of four, one-way ANOVA analyses (corresponding to the research question) using the P score as the dependent variable. There were no differences in P score for gender, age, education, and therapy based on the F statistics, 0.99, 0.85, 1.21, and 0.73, respectively. The differences are not statistically significant. 

Table 1
ANOVA Tables for Gender, Age, Education, and Therapy With Cognitive Moral Development (P Scores) Dependent
______________________________________________________________________
	Variable
	Sum of

squares
	df
	Mean

square
	F
	Sig.


______________________________________________________________________
	Gender between groups

Within Groups
	  8.345

21.969
	35

91
	.238

.241


	0.988
	.501

	Age between groups
Within Groups  
	  0.720

  2.209
	35

91
	.021

.024


	0.847
	.704

	Education between groups
Within Groups
	  6.689

11.674
	35

74
	.191

.158


	1.211
	.242

	In therapy between groups
Within Groups
	  6.703

19.488
	35

74
	.192

.263


	0.727
	.850


______________________________________________________________________
Table 2 provides the information to determine if an individual’s samples are relatively high or low on Stages 2 to 6 (Rest & Narvaez, 1998). Conclusions of the respondents’ ethical maturity levels can be drawn from studying the P scores found in Table 3. 

Comparative Results

Table 2 compares the results of previous studies including Peek (1999) and Osgood (as cited in Peek) with those of the present study. The results take into account a select few studies to better understand the present findings. Davison (as cited in Peek) scores of a larger population sample facilitated the comparison between more recent results.
Table 2
Descriptions, Means, and Standard Deviations of Variables, All DIT Indices From the Standardization Sample

______________________________________________________________________________________
	Group
	Statistic
	Stage

2
	Stage 3
	Stage

4
	Stage

5A
	Stage
5B
	Stage
6
	P
score


______________________________________________________________________________________
	Junior high
students
	M

SD
	6.30

3.10
	15.00

  5.31
	20.24

  5.74
	  8.01

  4.61
	2.5800
2.4900
	1.41

1.89
	20.00
  9.04



	Senior high
students
	M

SD
	5.15

3.44
	11.84

  5.63
	19.17

  7.28
	13.10

  6.46
	3.0900
2.7800
	2.42

2.45
	31.03

13.90



	College

students
	M

SD
	3.05

2.81
	  8.60

  5.14
	17.01

  8.07
	15.81

  6.31
	5.2000
3.4000
	4.89

3.34
	43.19

14.32



	Grad 

students
	M

SD
	2.24

2.51
	  7.96

  5.66
	17.97

  8.67
	15.09

  6.11
	5.2600
3.5200
	6.56

3.35
	44.85

15.06



	All
	M

SD
	4.19

3.39
	10.85

  6.13
	18.60

  7.62
	13.00

  6.66
	4.0400
3.3100
	3.82

3.48
	34.77

16.67



	Peek study,
General services administration  employees


	M

SD
	2.82

2.86
	  9.04

  7.56
	25.50
  9.48
	11.6

  6.91
	2.0600
2.8400
	4.92

4.20
	30.90
14.50

	Osgood study,
municipal elected officials


	M

SD
	0.86

1.07
	13.71

  8.04
	20.00

  9.24
	10.57

  5.62
	3.1400
3.2400
	3.14

2.27
	41.90
15.20

	Dissertation study, young adults in therapy
	M

SD
	1.21

1.92
	35.79

17.35
	37.38

13.26
	4.09

3.71
	0.4636

1.0800
	1.54

1.95
	17.70

12.96


______________________________________________________________________________________
Note. DIT = Defining Issues Test; data from the first 5 rows are from a large sample of 1,080 subjects used as a standardization sample in some early studies by Mark Davison. Peek and Osgood studies from The Good, the Bad, and the Misunderstood (p. 48), by K. Peek, 1999. Unpublished doctoral dissertation, Nova Southeastern University, Fort Lauderdale, FL. 
The mean P score of young adults undergoing substance abuse treatment in the present study (M = 17.70, SD = 12.96) is lower than the results of Peek’s (1999) and Osgood’s (as cited in Peek) analyses of a normative composite sample. The means in the present study fall below Peek’s means for General Services Administration employees (M = 30.9. SD = 14.5) and Osgood’s municipal elected officials (M = 41.9, SD = 15.2). The sample mean falls below the P score of 20, the junior high student level.

An ANOVA was completed to measure the ratio of two variances. Table 3 presents the significance of the P scores by gender, age, education levels, and therapy. If the probability is less than .05, there is evidence that there is a significant difference between the two groups being compared. If the probability is greater than .05, there is evidence that there is no difference between the two groups. The null hypothesis is rejected when F is larger than .05.

Table 3
Analysis of Variance Results for Young Adults Sample Group
______________________________________________________________________
	Group
	Sum of squares
	DF
	Mean

square
	F
	Sig. F


______________________________________________________________________

	Gender
	8.345
	35
	.238
	0.988
	.501

	Age
	0.720
	35
	.021
	0.847
	.704

	Education
	6.689
	35
	.191
	1.211
	.242

	In therapy
	6.703
	35
	.192
	0.727
	.850


______________________________________________________________________
Note. N = 20 respondents.
Summary of Analysis and Presentation of Findings

This chapter presented the CMD findings based on statistical analyses of data gathered from comparing 10 subjects undergoing substance abuse treatment and 10 subjects not undergoing substance abuse treatment. The results of the findings do not support the hypothesis. The null hypothesis cannot be rejected. This analysis and presentation of the findings neither addressed the practical implications of these findings nor a normative assessment of the results. 

Chapter 5: Discussion

The main objective of this research was to explore the moral maturity levels of young adult patients undergoing substance abuse therapy. A recent dramatic finding in neurobiological research may greatly increase the understanding of young adult decision making and the ability to help this age group choose wisely regarding drug abuse. This finding suggests that the young adult brain is still developing physically and further investigation can answer some of the cognitive issues affecting the appeal and decision to use drugs.
This chapter presents a discussion of the research question, Is there a difference in moral maturity level in young adult patients undergoing substance abuse therapy? That is, is there a difference in moral maturity level, as measured by the DIT, between young adults undergoing substance abuse therapy and young adults not undergoing substance abuse therapy?
Discussion of Results and Conclusion


The statistical results shown in Tables 2, 3, and 4 were applied to the research question. In this segment, the statistical results of the research question are explored. A summary of the findings as discussed in chapter 4 is listed below.
The research question was not supported by data and the null hypothesis cannot be rejected. The results of the statistical analyses do not support any significant difference in moral maturity levels by gender, age, education, or therapy. However, as displayed in Table 3, young adult patient-subjects’ and nonpatient subjects’ CMD range (17.70) was lower than the junior high students CMD range (20.0). Building on the recent findings in neurobiological research, this lower CMD finding (17.70) among study participants adds to furthering the understanding of young adult decision making. 
Evaluation of the Approach

Although findings were not statistically significant with the findings that Rest’s (1979) methods have yielded, the approach and measuring instrument (DIT) used to assess moral reasoning in this study offers the potential for further research. However, it is recommended that this study be replicated with a larger population. The true value of this research was gathering information about moral maturity and the substance abuse therapeutic treatment. 

This research approach offers an invaluable “jumping off” point for further study, not only for the substance abuse therapeutic community but also for the larger addictions sector. Recommendations for further research possibilities will be explored in the final section of this chapter. 

Limitations of the Study

The study’s limitations can be attributed to the small size of the sample population. Also, contributing to the limitations of the study were the eligibility requirements to participate in the research, as follows: 
1. The subjects were between the ages of 18 and 19 years old (male and females), who were undergoing substance abuse treatment. 






2. The subjects were between the ages of 18 and 19 years old (male and females) who were not undergoing substance abuse treatment.
3. The subjects were willing to commit no more than 1 hour to complete the study.

4. The subjects were willing to complete the DIT.

The exclusionary criteria that hindered participation in the research study included that subjects could not be past or current clients of the researcher. 

Although the return ratio and accuracy of the DIT was high due to the methods of distribution (e.g., DITs were distributed and collected in person), the sample size contributed to a restriction of range that led to a lack of variation or diversity among the respondents. The research question was examined in an associative manner. Causality neither could be inferred nor confirmed in this study.
Also, in order to allocate reasonable time for subject participation in the surveys, the three-scenario DIT format was chosen rather than the six-scenario format. According to the University of Minnesota’s Guide for the DIT (Rest & Narvaez, 1998), the short form’s reliability is decreased by 5 to 10 points; therefore, there is a possibility that the three-scenario format also contributed to limited assessment of the participants.

Directions for Future Research

Several possibilities can be suggested for future research in this area. The areas revealed as limitations of this study must be taken into consideration in any future research. It would be beneficial to either expand the DIT to include the six-scenario format or conduct posttest interviews to gather qualitative information to confirm causality of behavior. The research should include a larger number of participants in a longitudinal study in order to accurately assess and evaluate the DIT as a measuring tool for this particular sample population.

Expansion of the current study is recommended that would further the knowledge in the field of substance abuse therapy, relative morality, and ethics education in general. Additionally, instead of focusing solely on the moral development aspect, studies can incorporate a person’s moral philosophy linking it to ethical attitudes and decision making. 
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Appendix A
Sample Questionnaire

Sample Questionnaire

Dear Participant:

To obtain an accurate reflection of this research, your participation is crucial. Therefore, it is requested that you provide answers for a confidential questionnaire that should take about 30 minutes to complete. No responses can be tracked to an individual. I am interested only in the average responses for a group of people who are completing this form. 
Accompanying this letter is an (1) an Answer Sheet and (2) an Instructional Booklet.

First, to gather general demographical information, please complete (by circling): 

If you are female:


1


If you are male:


2


If you are 18:



1


If you are 19 or over:


2


If you are in high school

1


If you are in college


2

If you are undergoing treatment
1

If you are not undergoing treatment 
2

Second, read the first three stories in the Instructional Booklet: Heinz and the Drug, Escaped Prisoner, and Newspaper.

Third, use a #2 pencil (will be provided if needed) on the Answer Sheet to bubble in your honest opinion of how you would handle each of the three social situations 

There are three sections on the Answer Sheet that must be completed:

(1) What would you do about the situation?

(2) How important would each of the 12 statements be in helping you make a decision?

(3) Rank the four statements that were the most important?

Thank you for taking the time to complete the DIT.



Marino E. Carbonell, MS, LMHC, CAP 

Nova Southeastern University 

Appendix B
DIT: Sample Dilemma

DIT --Sample Dilemma
Heinz and the Drug
In Europe a woman was near death from a special kind of cancer. There was one drug that doctors thought might save her. It was a form of radium that a druggist in the same town had recently discovered. The drug was expensive to make, but the druggist was charging ten times what the drug cost to make. He paid $200 for the radium and charged $2,000 for a small dose of the drug. The sick woman's husband, Heinz, went to everyone he knew to borrow the money, but he could only get together about $1,000, which is half of what it cost. He told the druggist that his wife was dying, and asked him to sell it cheaper or let him pay later. But the druggist said, "No, I discovered the drug and I'm going to make money on it." So Heinz got desperate and began to think about breaking into the man's store to steal the drug for his wife. Should Heinz steal the drug? 

Please rate the following statements in terms of their importance in making a decision about what to do in the dilemma. (1=Great importance, 2=Much importance, 3=Some Importance, 4=Little importance, 5=No importance) 

1. Whether a community's laws are going to be upheld. 

2. Isn't it only natural for a loving husband to care so much for his wife that he'd steal? 

3. Is Heinz willing to risk getting shot as a burglar or going to jail for the chance that stealing the drug might help? 

4. Whether Heinz is a professional wrestler, or had considerable influence with professional wrestlers. 

5. Whether Heinz is stealing for himself or doing this solely to help someone else. 

6. Whether the druggist's rights to his invention have to be respected. 

7. Whether the essence of living is more encompassing than the termination of dying, socially and individually. 

8. What values are going to be the basis for governing how people act towards each other. 

9. Whether the druggist is going to be allowed to hide behind a worthless law which only protects the rich anyhow. 

10. Whether the law in the case is getting in the way of the most basic claim of any member of society. 

11. Whether the druggist deserves to be robbed for being so greedy and cruel. 

12. Would stealing in such a case bring about more total good for the whole society or not. 

Now please rank the top four most important statements. Put the number of the statement in the blank: 

____ Most important item 

____ Second most important item
____ Third most important item 
____ Fourth most important item 
Note. From DIT--Sample Dilemma, by Center for the Study of Ethical Development, 2004. Retrieved November 9, 2007, from http://www.centerforthestudyofethicaldevelopment.net/DIT%20--Sample%20Dilemma.htm. Copyright 2004 by Center for the Study of Ethical Development. Reprinted with permission.
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