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Clinical ethics consultation is situated
between general bioethical discourse,
on one hand, and concrete clinical deci-
sionmaking, on the other. Bioethical
discourse is abstract, objective, open
minded, and characterized by a multi-
tude of different voices, approaches,
and theories. But ethical-clinical patient
care on the ward demands definite, real-
time decisionmaking. It is influenced
by the subjective convictions of those in-
volved; it is subject to hierarchical per-
sonnel structures on the ward and other
institutional constraints; and it is often
complicated by the scarcity of available
information. As a result some authors
express concern about a gap between
bioethical theory and clinical practice.1

In what follows we suggest that the
distance between theory and practice
can be minimized if ethics consulta-
tion understands clinicians as ethically
competent decisionmakers and concep-
tualizes their proper role accordingly.
We describe the ethical liaison service
that has been instituted in our clinic,
and the pragmatic-phenomenological un-
derstanding of ethics expertise that
underlies it. This requires rethinking the
concept of ethical knowledge, as well as
the role of education in clinical ethics
consultation. We analyze the most fre-
quently used forms of ethics consulta-
tion as linear models, characterized by
a propositional-deductive understand-
ing of ethical knowledge. We then de-

scribe the organizational structures and
epistemological presuppositions of our
model, the complementary ethics liai-
son service, and propose an alternative
perspective on ethical knowledge—
ethical competence. The Dreyfus learn-
ing model is presented as one possible
explication of this kind of knowledge.
We suggest that the design of our
ethics liaison service and the opportu-
nity it provides for application of the
Dreyfus learning model represent a re-
thinking of central aspects of ethics
consultation.

Ethical Knowledge and Common
Models of Ethics Consultation

The traditional tasks of ethics consul-
tation are (1) education of physicians,
nurses, and other staff, (2) policy de-
velopment, and (3) case consultation in
the course of ongoing patient care.2

Emphasizing education allows for the
tentative formulation of an ideal goal
of ethics consultation: when the work
of ethicists has been fully successful,
ethics consults should become increas-
ingly unnecessary by virtue of having
educated all staff sufficiently to deal
with ethical problems at the bedside
in a knowledgeable and responsible
manner. But if education is to be pri-
oritized among those three tasks, how
ought ethics education to be understood?
What kind of knowledge is to be trans-
ferred from educator to student, or in
this case, from ethicist to clinician?
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Common designs of ethics consulta-
tion differ in the number of persons in-
volved in consultation and how they are
organized.3 Ethics consultation can be
carried out by all members of a health-
care ethics committee (HEC), by a team
or subgroup of members, or by a single
consultant (CEC) and can be held di-
rectly on the ward or in a designated
conference room, depending on the
circumstances. Consequently, advan-
tages and disadvantages of common
models are frequently discussed with
reference to these parameters of de-
sign.4

Although the HEC meeting as a
whole is commonly considered optimal
for policy development,5 all three mod-
els can have application for the various
issues of ethics consultation.6 Yet neither
of these models takes sufficient account
of the proper role of education in clinical
ethics. In our opinion, two aspects of
common models are obstacles to an
integration of education into ethics
consultation.

First, according to the most frequent
institutional arrangements, ethics con-
sultation is fundamentally reactive. The
usual working procedure of an HEC
or CEC is that consultation is initiated
once an ethically problematic situation
has occurred. Clinical staff will then
request recommendation from the
HEC or CEC. This suggests that it is
the role of the consultant or committee
to decide where ethical authority, ex-
pertise, and judgment have their place.
But this approach tends to misrepre-
sent the role of clinicians, the de facto
primary decisionmakers in clinical set-
tings. Hence, ethical education of clini-
cians does not take priority. Further,
if designs of ethics consultation put
emphasis on the expertise of ethicists,
clinicians might generally feel less re-
sponsible for ethical problems arising
on the ward. A possible effect of this
trend is that clinicians might tend to be

less sensitive to the ethical aspects of
their work.

The second aspect is the kind of
ethical knowledge that we think mainly
underlies common models. Common
designs represent linear models of ethics
consultation. The defining feature of a
linear model is that general ethical
knowledge is applied to the particular
circumstances of clinical practice.7 This
application of ethical knowledge takes
a quasi-deductive form. The expertise
of professional ethicists consists in their
extensive knowledge of precedent cases
and of ethical theories, rules, and prin-
ciples. In the process of consultation, the
particular facts of a case are gathered
and examined in the light of general
expert knowledge. The process of anal-
ysis aims at deducing what ought to be
done in the current case and functions
according to the prototype of deductive
reasoning. Education in ethics then
consists in teaching general ethical
knowledge and how to apply it in
specific situations. But the ethical di-
mension of clinical medicine is becom-
ing increasingly complex, demanding
increasing ethical expertise; in fact, this
was the very reason for the establish-
ment of ethics consultation.

In our opinion, a way to overcome
these shortcomings is to educate clini-
cians as ethically competent decision-
makers. However, it is unlikely this will
be achieved if ethical knowledge is un-
derstood solely in terms of extensive
propositional knowledge of ethical the-
ory, precedent cases, and so on, and their
apt application in clinical practice. Ethics
education of those most proximate to the
clinical setting is not what these models
are designed to further.

The Theory and Practice of the Ethics
Liaison Service

Our ethics liaison service, which we have
described at greater length elsewhere,8
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has been established to address clinical
ethical issues. The central tasks of the
ethics liaison service are those recom-
mended in the ethics facilitation ap-
proach, as found in the ASBH report
‘‘Core Competencies for Health Care
and Ethics Consultation’’;9 these include
the identification and analysis of ethical
problems in current patient care. The
role of the ethicist is as a facilitator, to
ensure a fair and inclusive shared deci-
sionmaking (SDM) process.10 It is crucial
to note that the ethicist—unlike the
consultant in common designs—is not
viewed as the primary decisionmaker.

Unlike an HEC, which may meet
on a regular schedule, or a CEC, who
responds only when called in, the ethics
liaison service is defined by weekly
scheduled ethics rounds, which take
place during the normal ward rounds.
We hold that the frequent presence of
an ethicist offers unique advantages. It
allows early recognition of even minor
ethical problems and accommodates
the dynamics of ethical and clinical goal
setting in the course of patient care. Most
importantly, the regular and nonauthor-
itative participation of an ethicist in
normal ward rounds allows for contin-
uous ethical education of staff within
everyday clinical routine. In focusing on
facilitating ethical clinical decision-
making, the ethicist seeks to empower
physicians and other staff to deal ap-
propriately with ethical problems by
themselves. Because of its proactive
approach, this design can make a sig-
nificant contribution to preventative
ethics—reducing the number of emer-
gent ethical problems in clinical ethics,
rather than serving primarily as a re-
source to be called in after ethical prob-
lems have already arisen.

Clinical Pragmatism

The ethics liaison service differs from
common models in terms of not only

its organizational structures but also its
epistemological presuppositions. The
structure and the priorities of our ser-
vice have been based on some basic
ideas of clinical pragmatism, a bioethical
approach inspired by the philosophy
of John Dewey. This approach aims for
global, rather than specialized or iso-
lated, ethical competence. Developing
the ethical competence of the clinicians
operating within the clinic is a central
objective of the service. An intuitive
understanding of ethical competence
relies on Dewey’s distinction between
‘‘knowing-that’’ and ‘‘knowing-how.’’
Dewey considered the kind of knowl-
edge represented by scientific theories,
contained in books, or common to our
everyday explanations of routine life—
the explicit knowledge that he called
knowing-that—only a part of what
people actually know. In addition,
we know how to do a lot of things:
‘‘We walk and read aloud, we get on
and off street cars, we dress and undress,
and do a thousand useful acts without
thinking of them.’’11

Dewey elaborated this twofold ap-
proach in his theory of inquiry, in
which he aimed at bridging the tradi-
tional gap between naturalistic science
and non-naturalistic ‘‘morals,’’ which
clinical pragmatism adopts in its con-
ception of ethical problem solving.12

Inquiry is understood as a general
method of problem solving of human
beings applied to issues of everyday
life, as well as to the complex chal-
lenges of science. In interacting with
our environment, we cope with many
circumstances reflexively or habitually.
But when human beings face a prob-
lematic situation, they suspend habit-
ual conduct and deliberately reflect on
the current issue—we can stop and think.
The dynamic method of the ethics liaison
service parallels the steps of inquiry
as described by Dewey: ‘‘(i) a felt dif-
ficulty; (ii) its location and definition;
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(iii) suggestion of possible solutions;
(iv) development by reasoning of the
bearings of the suggestion; (v) further
observation and experiment leading to
its acceptance or rejection.’’13

Clinical pragmatists suggest that
knowledge—conceived of here with
special regard to ethical knowledge—is
fundamentally context dependent.14 We
can imagine that whenever we perform
ethical thinking and conduct, we al-
ready possess some ethical knowledge;
for example, we learn that we are not
supposed to lie as we grow up, and we
usually do not do so; we have, in our
everyday lives, a notion of what it means
to be ‘‘good’’ to other people, and, for
the most part, we act accordingly. So we
carry with us—and we are determined
by—the sum of our implicit and explicit
ethical knowledge. However, some sit-
uations that we experience in life baffle
us, and it is then that we interrupt our
usually seamless habitual conduct and
have to deliberate about what we ought
to do. In other words, when the specific
circumstances and stimuli, the context
of a situation, somehow conflict with
the status quo of our ethical knowl-
edge, this gives rise to ethical thinking.
Deliberation will then suggest a solution
or answer to the problem, and we will
act accordingly.

Clinical pragmatism views the
physician–patient relationship neither
from the traditional paternalistic per-
spective nor in terms of the opposing
autonomy model of consumer sover-
eignty but embraces Katz’s model of
shared decisionmaking (SDM).15 SDM
most appropriately corresponds to
Dewey’s conviction that, by nature,
resolution of ethical problems requires
equal respect for all parties involved.16

If ethical knowledge, that is, ethical
competence, is understood in terms of
both knowing-that and knowing-how,
the results of deliberation—the possible
solution—must work when executed in

practice, that is, under the specific cir-
cumstances of the emerging problem.
We will therefore evaluate our thinking
and conduct and eventually alter it to
finally solve the problem in a satisfying,
ethically competent manner. Hence, prac-
tice is constitutive for this understanding
of ethical knowledge. The Dreyfus learn-
ing model supplements this epistemo-
logical presupposition with our service’s
strategy of putting it into practice and
suggests further aspects of ethical com-
petence that are relevant to the ethics
education of clinicians.

Experiential Learning

The learning model of skill acquisition
presented by Hubert and Stuart Dreyfus
is a general, phenomenological account
of how people learn certain skills.17

Dreyfus and Dreyfus distinguish five
stages of learning: novice, advanced
beginner, competence, proficiency, and
expertise.18

Novice: The novice is represented as
a total beginner without any theoretical
or practical knowledge in the new skill.
The novice will therefore be introduced
to guidelines by an instructor. These
guidelines have the form of context-free
rules. Without experience of the actions
demanded by the skill, the novice is
characterized by his limitation in ap-
plying those rules, as he lacks sensitiv-
ity to the circumstances of a particular
situation. Even a good novice will often
not be successful in exercising a new
skill. A novice car driver told to ‘‘shift
gears according to speed’’ might well
stall the engine on a steep hill.

Advanced beginner: The advanced be-
ginner has already gained some expe-
rience in the new field. She has, by
experience, learned that rules have to
be applied depending on the changing
circumstances of a given situation. For
the advanced beginner, rules take the
form of maxims. The more the advanced
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beginner learns, the more attention he
will pay to the particular aspects of the
situation. At this stage, it might become
increasingly difficult to make explicit
all the information relevant for the
advanced beginner’s conduct.

Competence: At the third stage of
learning, information available to the
competent performer in a concrete sit-
uation becomes overwhelming. Com-
petent performing, therefore, requires
that the executer of a skill define a goal
of action and make a plan on how to
achieve that goal. In light of this plan,
some aspects of the situation stick out
as important, and others become irrel-
evant. In general, the competent per-
former’s conduct is characterized by
‘‘detached planning, conscious assess-
ment of elements that are salient with
respect to the plan, and analytical rule-
guided choice of action followed by
an emotionally involved experience of
the outcome.’’19 The competent per-
former is thought of as a professional
in rational thinking. It is not that the
competent performer has no emotional
reaction to a certain outcome, but at this
stage, rational deliberation determines
performance.

Proficiency: At the fourth stage, the
executer of a skill does not so much
focus on the rules or principles formerly
learned, nor does she primarily decom-
pose and individually assess the aspects
of a given situation. The proficient per-
former has been involved in many dif-
ficult situations. Based on the richness
of her experience, her perspective is
characterized as a holistic capturing of
the complex situation. The proficient per-
former, as described by Dreyfus and
Dreyfus, simply ‘‘notices’’ or ‘‘is struck
by’’ the aspects of the circumstances at
hand, the goal, or a plan: ‘‘No longer
is the spell of involvement broken by
detached conscious planning.’’20 How-
ever, although her grasp of the situa-
tion is immediate and independent of

conscious deliberation, and although
her intuition might instantly suggest a
certain way of conduct, the actual de-
cision as to how to act might still in-
volve balancing intuition and rational
analysis.

Expertise: The performer at the highest
stage of skill acquisition has experienced
numerous different situations that re-
quired a multitude of different ways of
acting. The expert knows the possible
subgroups of circumstances and the var-
ious ways of conduct they demand. Due
to her holistic experience, she does not
depend on deliberation for grasping and
resolving critical situations. Also, due to
her experience, emotion plays an implicit
and constitutive part in forming the per-
former’s perspective and choice of action.
The expert does not solve problems in
a traditionally rational way, he just does
what works: ‘‘What must be done, simply
is done.’’21

The Dreyfuses describe the develop-
ment of skill acquisition as a continuous
transition from blind application of
general rules at the novice level, via a
stage of competence governed by the
paradigm of rational reasoning, to a stage
of expertise characterized by smooth in-
tuitional management of complex situa-
tions. Note that the greatest leap in skill
acquisition takes place in moving from
stage 3 to stage 4. In the first to third
stages, the strategy for successful coping
is determined by rational analysis and
conduct. General rules and maxims oper-
ate as guidelines for successful coping. Of
course, the progress from novice to com-
petent performance aims at successfully
mastering certain situations, yet rules and
principles are considered the criteria for
the assessment of a performance at these
stages. The novice fully masters the first
stage when he is able to follow the rules
taught to him; the competent performer
will justify his choice of action with
reference to his rational analysis of the
situation. Starting with the fourth level,
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proficiency, the quality of performance
changes in that rational thinking is in-
creasingly suspended, and intuition
becomes the operative mechanism of
decisionmaking (or its equivalent) and
conduct—that is, the means for success-
ful coping switches to a different kind.
If we might map this process in terms
of Dewey’s thought, the Dreyfus model
describes the progress of skill acquisi-
tion as the shift from merely explicit
know-that to the internalized, implicit
know-how of problem solving. Yet the
Dreyfus model goes further, in that it
identifies rational deliberation with the
minor stage 3 of skill acquisition.

An important feature of the Dreyfus
model is its emphasis on the impor-
tance of context for skill acquisition.
A defining characteristic of the novice
in the first stage is the learner’s depen-
dence on rules that are detached from
the specific context of the situation.
Abstract principles form the basis of
diagnosis and the choice of action. Yet,
starting in stage 2, the multitude of in-
formation constituting a specific situa-
tion becomes a salient for the executer
of a skill, and becomes overwhelming
at the stage of competent performing.
Context, in the Dreyfus model, is impor-
tant because no two situations are likely
to be exactly the same. Furthermore,
real-life situations might be overly com-
plex with reference to our capacity for
rational deliberation: more than one rule
of thumb or maxim might apply to a
given situation—and such guidelines
might suggest competing resolutions or
courses of action. The Dreyfus model,
through its use of the concept of intu-
ition, suggests the possibility of smooth,
successful coping—but this means a
paradigmatic change of strategy. Start-
ing with the proficiency level, involve-
ment in a situation becomes the leading
strategy for successful coping. Emo-
tions can serve as a guide for involve-
ment. Whereas emotional reactions are

viewed as something hindering rational
thought at the third stage, from stage 4
on, emotional reactions, the gut feelings
they call intuitions, form the basis of per-
ception and choice of action. Sensitivity
to context, the very opposite of detach-
ment, becomes the constitutive feature of
the higher stages of performance.

Although the examples they give are
often of mechanical skills, the Dreyfuses
are quite willing to apply their learning
model to an account of how we gain
ethical knowledge, that is, how ethical
comportment can be taken to the stage
of ethical expertise. This transference,
the Dreyfuses say, is based on a condi-
tional: ‘‘If the skill model we have pro-
posed is correct, then, in so far as ethical
comportment is a form of expertise, we
should expect it to exhibit a develop-
mental structure similar to that which
we have described above.’’22 The Drey-
fus model does not, per se, neglect the
importance of ethical deliberation. Yet
they aim at producing an alternative to
supplement the traditional model in
which conscious rational deliberation
plays a dominant role in ethics.

The way we learn ethical comport-
ment in the sense of this model can be
demonstrated by the example of a child
learning to use the moral rule that one
should never lie.23 At first, the child
might learn the rule and follow it. But
faced with a moral dilemma, in which
telling the truth would cause serious
harm to others (think of the famous
examples proposed by Kant or Singer),
the child might learn that telling the
truth, in certain situations, can be mor-
ally wrong. Of course, the child will also
experience more often that not following
the rule is the wrong thing to do. Finally,
after having experienced many situa-
tions, the child will normally apply the
rule and make exceptions only when
morality itself demands it.

Transferring the learning model to
ethics raises two difficult questions:
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‘‘(1) What is ethical expertise? and
(2) how does one learn it?’’24 The skills
of driving a car or playing chess pro-
vide clear criteria for expertise; the
expert driver won’t crash his car, and
the expert chess player will (mostly)
win his games. But what are the crite-
ria for expertise in ethics? Referring to
Aristotle, the Dreyfuses propose that
ethical expertise is exemplified in the
performance of those who are already
accepted as ethical experts: ‘‘What is
best is not evident except to the good
man.’’25 To become an ethical expert,
one has to learn to respond to ethically
relevant situations the same way ac-
knowledged experts respond to them.
The reply to the aforementioned ques-
tions, hence, entails a circular structure.
This might be deemed as insufficient
reasoning. A Kantian or utilitarian might
accuse the Dreyfuses of producing a cir-
cular argument (in philosophical terms,
a petitio principii), because the definition
of ethical expertise presupposes the
very concept of ethical expertise. To
be more precise, here ethical expertise
is justified by reference to a notion of
ethical expertise.

But this is only a disadvantage if
the concept is somehow interpreted in
terms of a linear model, in which eth-
ical knowledge is merely understood as
knowing-that, but the knowing-how
component of ethical thinking and con-
duct is ignored. The model of experien-
tial learning represents a paradigm shift
from that linear model and contrasts
with much of traditional Western phi-
losophy, which defines moral maturity
in terms of rational argumentation.
According to the Dreyfuses, even Dewey,
who introduced the concept of know-
how to his moral philosophy, falls short
of acknowledging this when he claims
that a considered moral expert has to
rely on rational deliberation when facing
a complex ethical situation.26 Instead, the
smooth, effortless performance of the

Dreyfuses’ ethical expert is made pos-
sible by his experience-based intuition
even in problematic yet somehow fa-
miliar situations: ‘‘Indeed, phenome-
nological description suggests that the
greater the experience, the rarer the
need for deliberation.’’27 It holds true,
though, that a performer has to ‘‘fall
back’’28 on principle-based deliberation
when facing exceptional, and thus un-
familiar, ‘‘life-boat situations’’—and the
results of deliberation then will neces-
sarily be crude.29 They will, in the sense
of the model, be less mature. However,
according to the Dreyfuses, that is not
how expert deliberation works: ‘‘[I]n
familiar but problematic situations,
rather than standing back and applying
abstract principles, the expert deliber-
ates about the appropriateness of his
intuitions.’’30

The Dreyfus model of skill acquisition,
when transferred to ethics, proposes
nothing less than a fundamental change
of the perspective on ethical thinking
and conduct. Defining moral maturity
or expertise primarily in terms of prac-
tical reason means—at least to some
extent—putting the cart before the horse:

[T]he mistaken idea that when the
situation becomes complex an agent
must deliberate—articulate his or her
principles and draw conclusions as to
how to act—only becomes dangerous
when the philosopher reads the struc-
ture of deliberation back into the
spontaneous response. This intellectu-
alizes the phenomenon. One will then
assume that intentional content—
what John Searle calls an intention in
action, and Kant calls the maxim of
the act—underlies all moral comport-
ment.31

The Dreyfuses do not deny the impor-
tance of practical reasoning in ethics.
Many situations we experience demand
explicit rational analysis. Yet neither
does all moral comportment originate
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from ethical deliberation, nor would it
be adequate to declare practical reason
the sole or highest institution of ethical
maturity. Hence, moral expertise cannot
solely be defined by criteria of morality
proposed by traditional ethical theories.
The most worthwhile aspects in ethics,
so the Dreyfus account suggests, are
not the results (the judgments) of de-
tached rational analysis derived from
abstract ethical principles but the in-
tuition-based, smooth, effortless coping
of an expert involved in ethically rele-
vant real-life situations.

The Dreyfus learning model that we
here have introduced as part of the
theory that underlies the formation
and function of our ethics liaison ser-
vice is not uncontroversial. It has been
applied to various fields of skill acqui-
sition and has been widely discussed
and criticized, both in terms of its model
and in terms of its applicability to spe-
cific areas. Pena32 questions whether it is
a good idea for the novice to ‘‘memorize
rules’’33 and asks whether the expert
really ignores principles instead of de-
liberating about the appropriateness of
his intuitions when facing a problem-
atic situation; furthermore, he questions
whether the model aptly represents clin-
ical skill acquisition and methods of
clinical problem solving.34 With refer-
ence to ethics, Musschenga appreciates
the Dreyfuses’ emphasis on the role of
moral intuition but has been critical in
saying that they fall short of doing
justice to the importance of reasoning
skills.35 We agree with this criticism in-
sofar as we note that shared decision-
making cannot be based solely on the
implicit know-how of expert intuition
but also demands that those involved be
able to communicate their convictions
and participate in a rational explicit
discourse—and indeed, that the ability
and willingness of ethics consultants to
so participate constitutes their main ped-
agogical strength in clinical ethics con-

texts. However, in spite of possible
criticisms, we believe that the Dreyfus
model can make a significant contribu-
tion to medical ethics in that it chal-
lenges the common ethical perspective
implicit in what we have termed the
linear model.

Conclusion

We initially noted a general gap between
bioethical theory and clinical practice.
We suggested that this distance can be
minimized if ethics consultation starts
with the assumption that clinicians ought
to be seen as ethically competent deci-
sionmakers, and educated to this end.
This requires rethinking the concept of
ethical knowledge and the meaning
of education in ethics consultation. We
interpreted common models of ethics
consultation as linear models, charac-
terized by a propositional-deductive un-
derstanding of ethical knowledge, and
argued that the task of ethics education
of clinicians is misrepresented in these
models. Whereas common designs sug-
gest detached analysis, we underscore
the fundamental importance of sensitiv-
ity to context in resolving clinical-ethical
issues on the ward. Our ethics liaison
service is designed with this assump-
tion. It is important to note that current
clinical-ethical issues necessarily occur
within a setting of everyday ward pro-
cedures; hence, the way ethical problems
are perceived—and managed—is influ-
enced and shaped by the structures of
this setting. Ethics consultation ought to
respond to the clinical necessity of real-
time decisionmaking, or to the dynamics
of patient preferences and/or medical
indications in the course of a case, and
so forth. This context is constitutive for
ethical-clinical decisionmaking on the
ward. Getting hold of ethical issues as
they arise in the clinical setting requires
a theoretical approach to ethical knowl-
edge that is more comprehensive than
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propositional-deductive thinking alone.
We think that the Dreyfus account, in
elaborating the distinction between
explicit knowing-that and implicit
knowing-how, allows for rethinking
further important aspects of ethics
consultation.

It is our experience, gained during
ethics rounds at Marburg University
Medical Center, that a lot of ethical
issues on the ward do indeed present
complex yet familiar problems. They can
be represented by, and integrated into,
routine ward procedures, the common
know-how of (ethical) problem solving
on the ward. By partaking in regular
ward rounds, the ethicist is able to
continuously educate clinicians by fa-
cilitating resolution of current ethical
conflicts and encouraging shared deci-
sionmaking. The ethical expert, when
appropriate, can provide adequate pro-
fessional ethical information—as repre-
sented in ethical theory and precedent
cases—but also encourages clinicians,
as Dreyfuses’ theory demands, to habit-
ually see and evaluate cases from an
ethical point of view, for example, by
considering questions such as the fol-
lowing: What is the patient’s will? What
is her or his social situation? What
means of diagnosis or therapy does
she or he consent to? What is medically
indicated? These are common (simple
or complex) yet crucial procedures in
grasping the ethical dimension of a
case. Thus, educating the ethical intui-
tion of clinicians toward expertise serves
to bridge the gap between professional
ethics and medicine. Both ethicists and
clinicians contribute to an ideally smooth
course of making ethically relevant med-
ical decisions on the ward.

This proactive quality of the ethics
liaison service supports the goal of
prevention in medical ethics. Instead
of engaging in ethics consultation only
after an ethically problematic situation
has occurred, continuous ethics educa-

tion of clinicians aims at ensuring early
recognition of ethical issues. Ideally, eth-
ical competence—as characterized in the
Dreyfus account—ought to enable clini-
cal staff to anticipate ethical problems in
current patient care, forestalling the kind
of impasse that might lead to the need
for a more complex consultation.

However, we do not necessarily
agree with the Dreyfuses’ claim that
rational deliberation equals falling back
to a minor level of performance. That is,
we do not agree that what they call
intuition is universally superior to and
can always replace rationality or reason.
Propositional-deductive reasoning does
form an indispensable aspect of ethical
coping. The process of shared decision-
making central to the ethics liaison ser-
vice calls for participants to articulate
and rationally support their convictions
and perspectives. But we do think that
the Dreyfus account methodologically
opens up an important alternative per-
spective on ethical expertise in such
practical contexts as the clinical setting.
In underscoring the importance of in-
tuition, the Dreyfuses epistemologically
qualify the implicit know-how compo-
nent of ethical knowledge as relevant to
ethical coping in real-life situations.
Their account explains that when ethical
theory is taken into practice, the means
of ethical coping switch to a different
modality. Routine ward procedures are
significant in ethics in medicine.

But even more important, in chal-
lenging the traditional assumption that
deductive reasoning is the mark of
moral maturity, the Dreyfuses’ account
allows for rethinking the aim of consul-
tation and education in clinical ethics.
It is unlikely that the ultimate goal of
reducing the number of ethics consulta-
tions will be considered if the ethics
consultant or committee members are
viewed as the exclusive possessors of
ethical expertise and authority. Instead,
as the Dreyfuses’ account suggests,

Bioethics Education

224

ht
tp

s:
//

do
i.o

rg
/1

0.
10

17
/S

09
63

18
01

12
00

05
9X

 P
ub

lis
he

d 
on

lin
e 

by
 C

am
br

id
ge

 U
ni

ve
rs

ity
 P

re
ss

https://doi.org/10.1017/S096318011200059X


moral maturity is represented not only
in the results of professional rational
deliberation but also in the smooth
course of competent ethical coping in
patient care within the clinical setting:
‘‘What must be done, simply is done.’’
This alternative perspective on ethical
expertise serves to bridge the gap be-
tween clinical-ethical theory and prac-
tice in that it allows for understanding
and instructing clinicians themselves as
ethically competent decisionmakers—as
ethical experts within a specific field.
It helps us to understand how we can
come close to the ultimate goal of ethics
consultation when ethical knowledge is
taken into practice.
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