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Abstract 

Background:  Academic integrity (AI) has been defined as the commitment to the values of 

honesty, trust, fairness, respect, and responsibility with courage in all academic endeavours. The 

senior years of nursing studies provide an intersection for students to transition to professional 

roles through student clinical practice. It is essential to understand what predicts senior nursing 

students’ intention to behave with AI so that efforts can be directed to initiatives focused on 

strengthening their commitment to behaving with AI. 

Research Questions: To what extent do students differ on Theory of Planned Behaviour (TPB) 

variables? What predicts intention to behave with academic integrity among senior nursing 

students in clinical practice across three different Canadian Schools of Nursing? 

Method: The TPB framework, an elicitation (n=30) and two pilot studies (n=59, n=29) resulted  
 
in the development of a 38 question (41-item) self-report survey (Miron Academic Integrity  
 
Nursing Survey—MAINS: α>0.70) that was administered to Year 3 and 4 students (N=339).    
 
Three predictor variables (attitude, subjective norm, perceived behavioural control) were  
 
measured with students’ intention to behave with AI in clinical. Age, sex, year of study, program  
 
stream, students’ understanding of AI policies, and locations where students accessed AI  
 
information were also measured.  
 
Results:  Hierarchical multiple regression analyses revealed that background, site, and TPB 

variables explained 32.6% of the variance in intention to behave with academic integrity. The 

TPB variables explained 26.8% of the variance in intention after controlling for background and 

site variables. In the final model, only the TPB predictor variables were statistically significant 

with Attitude having the highest beta value (beta=0.35, p<0.001), followed by Subjective Norm 

(beta=0.21, p<0.001) and Perceived Behavioural Control (beta=0.12, p<0.02). 
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Conclusion:  Student attitude is the strongest predictor to intention to behave with AI in clinical 

practice and efforts to positively influence students’ attitudes need to be a focus for schools, 

curricula, and clinical educators.  Opportunities for future research should include replicating the 

current study with students enrolled in other professional programs and intervention studies that 

examine the effectiveness of specific endeavours to promote AI in practice.  
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Chapter I:  Introduction 

Academic integrity (AI) is believed to be the cornerstone to the teaching/learning 

experience and essential to all academic work (Bertram Gallant, 2008; Christensen Hughes & 

McCabe, 2006; Fallis, 2004; Misak, 2010).  One widely accepted definition for AI is a 

courageous and unwavering commitment to the values of honesty, trust, fairness, respect, and 

responsibility in all aspects of the academic experience (International Centre for Academic 

Integrity [ICAI], 2013).  The concept of a steadfast commitment to these core values and the 

courage to act on them, even in the face of adversity, is particularly important to professions, like 

nursing, that require a similar commitment to ethical professional practice, as mandated by the 

profession’s Code of Ethics, and expectations for self-regulation to the profession (Canadian 

Nurses’ Association [CNA], 2008; College of Nurses of Ontario [CNO], 2012).   

Clinical practice continues to be a substantial part of the educational experience for 

undergraduate nursing students and serves to support learning focused on critical thinking 

(analysis), complex problem solving, integration of theory to practice, inter-professional team 

work, communication, psychomotor tasks, and ethical practice and as such, serves as an 

important location to examine intention to behave with integrity (Löfmark & Wikblad, 2001; 

Swinny & Brady, 2010).  Clinical practice experience also provides an apprenticeship 

opportunity in the field, for socialization to the professional world of nursing and health care 

with the senior student years playing a critical role for transition to professional roles and 

workplace settings.  Therefore, the values of AI and their translation to student clinical practice 

experiences, especially in the senior years, offer invaluable opportunities to shape the 

professionalization of future students to safe, ethical practice.  The importance of understanding 

the predictors to behaviours consistent with the values of AI must be considered for the 
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implications to the overall teaching/learning mission of post-secondary educational institutions, 

and the very real risk of students graduating with deficiencies in their knowledge and ethics, 

which in turn, jeopardize the care and service they provide to the public as nurses.  It becomes 

important to understand whether or not student clinical practice, as a part of the undergraduate 

nursing educational experience, serves as a location to learn the values and behaviours consistent 

with the values of AI.  The acculturation of students to the values of AI supports the 

development of a core learning foundation for graduates and positions them to continue to be 

honest, trustworthy, fair, responsible, respectful, and courageous lifelong learners and 

practitioners—which is essential, given the ongoing knowledge requirements for the profession 

of nursing in an ever changing, highly technological, ethically challenging, and rapidly paced 

health care system. Understanding what predicts the intention to act with AI in clinical learning 

environments, therefore, carries great relevance. 

Overall Study Purpose 

The overall purpose of this dissertation research is to identify predictors of intent to 

behave with AI in student clinical settings with senior nursing students. This study has potential 

implications to inform understanding on the topic of AI and identify if there is a need for 

curricula that includes a deliberate approach to supporting and enhancing AI during the 

undergraduate nursing educational experience. 

Theoretical Framework—The Theory of Planned Behaviour (TPB) 

Intention to behave in a specific way is the central tenet of the Theory of Planned 

Behaviour (TPB) and encompasses motivational factors (Figure 1). Ajzen (1991) describes 

intention as the effort an individual demonstrates to complete a target behaviour and notes that 

intention is subject to an individual’s volitional control over the behaviour. Intention as a 
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construct in this study is defined in terms of an individual’s plan or aim to complete a targeted 

behaviour (behave with academic integrity within the clinical setting) assuming that they indeed 

have volitional control to complete the behaviour. The theory postulates that the strongest 

predictor of actual behaviour is an individual’s intention to complete the target behaviour. 

Intention to behave is influenced by individuals’ positive or negative attitude about the behaviour 

(the likelihood of it resulting or not resulting in a desired outcome), their subjective norm (the 

individuals’ subjective reality of what others are doing and what others expect them to do—

creating feelings of social pressure to complete the behaviour), and their perceived behavioural 

control (their ability to actually complete the behaviour—considering internal and external 

barriers).  Individuals’ salient or predominate beliefs are antecedents to the different TPB 

constructs of attitude, subjective norm, and perceived behavioural control (Ajzen, 1988, 1991).  

Ajzen (2006, 2013) described behavioural beliefs as salient to the construct of attitude, 

normative beliefs salient to subjective norm, and control beliefs salient to perceived behavioural 

control.  These antecedents become important when considering the development of tools that 

will measure the different constructs of the theory. 
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Figure 1 
Ajzen’s Theory of Planned Behaviour Adapted from Ajzen, 2002  
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Behavioural, Normative and Control Beliefs 

 Behavioural beliefs serve as links to produce an expected outcome of an action 

(behaviour).  These beliefs influence an individual’s attitude towards behaviour and assign a 

positive or negative value to the behaviour.  In the context of this doctoral research, it is believed 

that the behavioural beliefs students held to AI positively or negatively influenced their attitude 

toward adopting behaviours consistent with AI in their student clinical experiences. 

Normative beliefs are described by Ajzen (2006) as referent points that serve to influence 

a person’s definition for a subjective norm.  Subjective norm is the perceived social pressure to 

perform or not perform behaviour as expected by referent groups that are defined by the 

individual. Students’ subjective norms may be defined in this study by their perceptions of 

whether AI is or is not an expectation of their identified referent groups and whether or not 

others are participating in the target behaviour. 

Control beliefs contribute to a person’s perceived behavioural control.  Control beliefs 

are the perceptions individuals have around what will impede or support their ability to perform 

a targeted behaviour.  The stronger the control belief—the more power (control) persons will feel 

they have to behave in a certain way.  Policies, procedures, the clinical learning climate, 

expected workload, and support from clinical instructors may influence control and perceived 

behavioural control with AI for students in their clinical placements. 

Finally, Ajzen (2006) described intention to behaviour as the antecedent to actual 

behaviour.  Attitude, subjective norms, and perceived behavioural control influence intentions to 

carry out targeted behaviours.  In this study, the predictive ability of attitude, subjective norms, 

and perceived behavioural control on students’ intention to behave with AI in the clinical setting 

is the focus for investigation. 
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Limitations to the Theory of Planned Behaviour (TPB) 

 Limitations to the TPB include the fact that it is primarily used for quantitative research 

(Ajzen, 2006).  It is also limited in that it will only measure intention to behave and must include 

other tools if actual behaviour is to be measured and compared (Armitage & Conner, 2001).  

Much of the data are gathered through self-reports putting data at risk for social desirability bias.  

Social desirability bias has been defined as respondents’ tendencies to answer questions based on 

what they perceived to be favourable responses (Podsakoff, MacKenzie, Lee, & Podsakoff, 

2003).  Due to its dependence on responses from self-reports, TPB is limited to time and context 

for respondents completing the survey (Armitage & Conner, 2001).  As well, the theory assumes 

that individuals being surveyed have the opportunity and resources to perform the behaviour, and 

it may not account for other factors that may influence intention or motivation (e.g. fear: Boston 

University School of Public Health, 2013).  With singular testing, it assumes that behaviour is a 

linear decision-making process and as a result may not be sensitive to change over time (Ajzen, 

2005).   

After careful examination of other frameworks the TPB remained the framework of 

choice for investigating AI with senior nursing students.  The decision was based on the evidence 

in the literature about the TPB’s effectiveness in predicting intention and completion of 

behaviours. Armitage and Conner (2001: n=161 articles) and McEachan, Conner, Taylor, and 

Lawton (2011: n=211 articles) completed two separate meta-analyses of the TPB examining its 

effectiveness in predicting intention and behaviour. The conclusions of these two meta-analyses 

were that while the targeted behaviour moderated the model, the TPB was indeed effective in 

predicting both intention and actual behaviour across a variety of different populations and 

behaviours.  
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Problem and Significance 

 To fully understand the significance of AI, it becomes important to understand departures 

from AI described as academic dishonesty. The terms AI and academic dishonesty are used as 

synonyms in the research and literature; however, there are important fundamental differences 

between the two concepts. Academic integrity defines a way of being in the academic 

environment that commits to the values of honesty, trust, fairness, respect, responsibility, and 

courage.  These values influence behaviours that preserve AI.  Academic integrity within 

academic studies and relationships is believed to be essential to learning (Christensen Hughes & 

McCabe, 2006; Hamilton & Richardson, 2007; ICAI, 2013; Scanlan, 2006).  Contradictory 

behaviours, demonstrated through departures from AI, challenge, undermine, and threaten AI.  In 

contrast, academic dishonesty has been defined with an emphasis placed on behaviours that are 

deceptive, intentionally contrary to honesty and trustworthiness, breach the values of AI, and 

give offending students unfair advantages over others in the learning environment (Gaberson, 

1997; ICAI, 2013: Krueger, 2014; Theart & Smit, 2012).  Currently there is a gap in existing 

literature around AI, with an extensive focus on departures from AI rather than AI.  This 

identified gap supported the novel, relevant, and required inquiry addressed through the doctoral 

research.   Understanding what predicts students’ intention to behave with AI in the clinical 

setting will afford opportunities for educators to intervene and support student development with 

the values that coincide with AI and ethical practice. 

 Departures from AI have been well documented with post-secondary students and fuel 

the concern for a decrease in the quality and intended educational outcomes of undergraduate 

education (Christensen Hughes & McCabe, 2006; Jurdi, Hage, & Chow, 2011; McCabe, 2009).  

McCabe, Klebe Treviño, and Butterfield (2002) reported that incidences of serious departures 
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from AI had increased over a 30-year span (1963—1993) from 39% to 65% in post-secondary 

organizations across the United States.  Additionally, McCabe (2005) reported rates on the 

prevalence of departures from AI, gathered over a three-year span across 83 different schools 

with undergraduate students from both the United States (n=51,611) and Canada (n=19,460).  

Students’ self-reported departures from AI on tests/exams occurred at a rate of 43% and 

plagiarized written assignments at a rate of 25% (McCabe, 2005).  Christensen Hughes and 

McCabe (2006) reported that 53% of Canadian university students (n=13,644), from across 11 

different organizations, self-reported participating in acts of serious cheating related to their 

written assignments, while a second Canadian study reported that university students in Western 

Canada cheated in three major types of departures from AI [plagiarism—30%, departures from 

AI during tests/exams—25%, falsification of data—25%] (Jurdi et al., 2011). 

 There is also mounting evidence that departures from AI are not only endemic to North 

America but in fact are a growing global concern.   In three different international studies, 

students self-reported departures from AI. Over 50% of the undergraduate and graduate students 

(N=958) who participated in a study in Pakistan were rated as moderate to severe cheaters 

measured through their admitted participation in 13 activities that were deemed as departures 

from AI by the researchers (Nazir & Aslam, 2010).  Students (N=1174) from four different 

universities in Australia, self-disclosed departures from AI on tests/exams (24%) and in writing 

assignments (35%: Brimble & Stevenson, 2005).  One international comparison of prevalence 

with departures from AI between students from the Czech Republic (n=219) and the United 

States (n=261) reported that Czech students admitted to higher rates for departures from AI than 

their American counterparts (Preiss, Klein, Levenburg, & Nohavova, 2013).  In fact, 100% of the 

Czech students reported they had committed two or more departures from AI and over 92% 
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reported participating in at least six different departures from AI.  Fifty percent of the American 

students reported committing two or more departures from AI with another 24% participating in 

at least six different self-reported departures from AI.  While the United States numbers were 

lower, the findings remain concerning. 

 There is concern that behaviours associated with departures from AI extend past the 

educational experience and into professional conduct, post-graduation.  Departures from AI have 

been associated with dishonest, unethical behaviours beyond the university experience and into 

graduates’ professional practices and behaviours (Harding, Mayhew, Finelli, & Carpenter, 2007; 

Jurdi et al., 2011; Lovett-Hooper, Komarraju, Weston, & Dollinger, 2007; Nonis & Owens 

Swift, 2001; Smith, 2010).  

 Self-reports of past departures from AI in high school were the strongest predictor 

(moderate effect d=.38) for departures from AI in post-secondary studies, as reported by 

freshmen and senior engineering and humanity students (N=527, p<0.001) in the Harding et al. 

(2007) study.  Past self-reported departures from AI of junior and senior psychology students 

(N=154) significantly (p<0.01—p<0.05) and positively correlated (R2=.20--.44) to imagined 

future norm/rule violating behaviours in another study from the United States (Lovett-Hooper et 

al., 2007).  Lovett-Hooper et al. (2007) reported departures from AI accounted for 36% of the 

variance in their model [F(5,77)=8.58, p<0.01].  In a six campus study of American business 

students (N=1051), students who self-reported departures from AI as acceptable, also reported 

they would engage in dishonest workplace activities more frequently (p<0.05) than students who 

held opposing beliefs about departures from AI (Nonis & Owens Swift, 2001).  Additionally, 

self-reported frequencies of departures from AI and workplace dishonesty were positively 

correlated (p<0.005).  Graduate students in this study reported lower thresholds for tolerance 
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related to workplace dishonesty (p<0.05) when compared to their undergraduate counterparts.  

The authors suggested that dishonesty is not situation-specific and should be of concern to 

educators as it carries over to the workplace as learned behaviour (Nonis & Owens Swift, 2001).  

 Such findings are significant for professions like nursing, since professional practice is 

defined as a moral human enterprise, and ethical nursing care is an expectation of the public, 

inter-professional team members, and hiring organizations (Wideman, 2011).  Carry-over 

behaviours, consistent with departures from AI, that persist to professional practice will have 

negative effects for both clients and communities receiving care, hiring organizations, inter-

professional teams, and the health care system as a whole.  

 The responsibility to understand the predictors to behave with AI is paramount when 

considering the potential implications for the delivery of safe patient care (Hilbert, 1985, 1987, 

1988; Tippitt et al., 2009).  Schools of Nursing, through curricula that includes praxis (the 

incorporation of theory and research into practice which requires self-awareness, critical 

thinking, courage and integrity: Holmes & Warelow, 2000), play pivotal roles and have 

obligations to serve as social forums for nursing students’ ethical development (Johnson, 2013; 

Kenny, 2007; Solomon & DeNatale, 2000; Tippitt et al., 2009).  The evidence from the literature 

clearly illustrates that departures from AI continue to occur at alarming rates and should be of 

great concern with students in professional courses of study, like nursing. 

Departures from Academic Integrity and Nursing Education 

 Academic integrity, while not a new phenomenon, has resurfaced as an area of interest 

because of increased trends of departures from AI across all educational sectors (Christensen 

Hughes & McCabe, 2006; Jones, 2011; Jurdi et al., 2011) including nursing (Keçeci, Bulduk, 

Oruç, & Ҫelik, 2011; Klocko, 2014; Krueger, 2014; McCabe, 2009).  Some academics suggest 
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that departures from AI have become a new norm for students and a strategy to achieve academic 

success (Christensen Hughes & McCabe, 2006; Mayhew et al., 2009; McCrink, 2010; Smith, 

Derrick, & Manakyan, 2012; Wideman, 2009).  Such trends for departures from AI for 

professions like nursing, have potentially catastrophic implications for learning, ethical 

professional development, and ultimately safe patient care (Hart & Morgan, 2010; Keçeci et al., 

2011; McCabe, 2009).  

  AI extends to include adherence to the values of honesty, trust, fairness, respect, 

responsibility, and courage even if faced with adversity (Christensen Hughes & McCabe, 2006; 

ICAI, 2013).  This notion of doing the right thing because it is the right thing to do all the time 

even when no one is watching is consistent with expectations for nursing students and future 

professional nurses. Integrity is described as a foundational and required prerequisite for all 

meaningful teaching, learning, and research experiences (ICAI, 2013) and is cultivated within 

the undergraduate degree.  

Societal expectations that academic institutions will develop competent, responsible, and 

honest graduates have shone an international spotlight to understanding the phenomenon of AI 

within curricula (ICAI, 2013). Nationally, Canadian standards for undergraduate nursing 

education include expectations for learning outcomes related to professional capacity that is 

consistent with AI (Council of Ministers of Education, 2007).  If AI is considered fundamental to 

the academic environment, essential to the teaching/learning process, and germane to the 

establishment of ethical professional practice, then understanding and promoting AI in the 

undergraduate nursing educational experience is an important endeavour to explore (Baetz et al., 

2011).    
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Existing Tools that Measured Departures from Academic Integrity using the Theory of 

Planned Behaviour 

 No published literature was found that used the TPB to explore the prediction of 

behaviours consistent with AI.  However, the TPB framework was used in six studies that 

explored departures from AI (Alleyne & Phillips, 2009; Beck & Ajzen, 1991; Harding et al., 

2007; Imran & Norden, 2013; Smith, 2010; Stone, Jawahar, & Kisamore, 2010). In each of these 

six studies tools were developed or adapted using the TPB framework to explore departures from 

AI.  These TPB tools demonstrated reliability in predicting intention to departures from AI in a 

variety of academic settings with a range of undergraduate students (Table 1: Appendix A).   

An early study by Beck and Ajzen (1991) explored cheating in school using the TPB 

framework to predict behaviours associated with departures from AI.  The TPB model accounted 

for 69% of intent to departures from AI with undergraduate students (N=146). Beck and Ajzen 

were also interested in the effects of moral obligation and concluded that it had less effect on 

departures from AI than other dishonest behaviours that included stealing and lying. Using a 

modified TPB tool that included the constructs of moral obligation and moral reasoning to 

explore differences between undergraduate engineering and humanities students (N=527) across 

three different universities, Harding and colleagues (2007) confirmed the TPB did indeed predict 

intent to behave with departures from AI,  which in turn, correlated to actual reported behaviour 

on cheating with homework (p<0.001) and test taking (p<0.01). Business students (N=241) were 

the focus of another study that explored predictors to intent for departures to AI and actual 

departures from AI (Stone, Jawahar, & Kisamore, 2010).  The TPB demonstrated an acceptable 

fit to the data and accounted for 21% of the variance for intent to departures from AI and an even 

higher percentage for actual departures from AI (36%). A modified TPB model that included a 
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component for ethical beliefs accounted for 69% of intention to depart from AI and 75% of 

reported departures from AI with Malaysian students (N=250) across three different public 

universities (Imran & Norden, 2013).  Similarly, Alleyne and Phillips (2011) reported that the 

TPB was a good fit for predicting departures from AI in their study of West Indian university 

students when moral obligation was added to their model (R2=.57, N=363).  Finally, Smith 

(2010) constructed a TPB survey (Perception of Academic and Professional Integrity Survey—

PAPIS) to explore departures from AI and professional dishonesty with nurses (N=167).  Smith 

found that all three TPB predictor variables were positively and significantly related to intent to 

depart from AI ( Attitude, r=.395, p=0.0005; Subjective Norm r=.287, p<0.001; Perceived 

Behavioural Control r=.196, p=0.015) and that intention was positively and significantly 

correlated to self-reports of departures from AI (r=.306, p<0.001).  Smith concluded that the 

TPB demonstrated a good model fit for departures from AI. 

Within the six studies, there were three original tools constructed to measure the TPB 

predictor variables with target behaviours (Beck & Ajzen, 1991; Smith, 2010; Stone et al., 2010).  

The remaining studies used adapted tools. Three studies completed confirmatory factor analysis 

(CFA) with factor loadings ranging between .375--.920 to the predictor variables (Harding et al., 

2007; Imran & Norden, 2013: Stone et al., 2010).  All six studies reported Cronbach levels 

ranging between 0.67—0.97 for the constructed TPB Likert scales. Respondents in the six 

studies were enrolled in post-secondary education, including two international studies (West 

Indies: Alleyne & Phillips, 2009; Malaysia: Imran & Norden, 2013).  Items on all six tools were 

constructed to measure departures from AI.  

The existing tools could not be adapted to measure intention to behave with AI.  The 

construction of a tool (Miron Academic Integrity Nursing Survey—MAINS: Appendix B) that 
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would support the exploration of predictors for nursing students’ intentions to behave with AI in 

the clinical setting, was therefore undertaken in the doctoral study.  The two TPB survey guides 

were closely adhered to throughout the development of the MAINS (Ajzen, 2006; Francis et al., 

2004). According to Ajzen (2006) and Francis et al. (2004) the construction of a survey that  

adheres to the TPB survey construction guides helps ensure a tool that measures the TPB 

predictor variables and intention to behave with a target behaviour.  

Contributions to Knowledge 

 The doctoral research aims to bridge the gaps in knowledge about what predicts senior 

nursing students’ intent to behave with AI in student clinical settings.  Understanding the 

influences for behavioural conduct in student clinical practice settings will help to inform if, why, 

and how AI should be taught and supported as a culture in the undergraduate nursing educational 

experience as a whole. Efforts aimed at the promotion of the adoption of AI values with students 

in their studies, are pivotal for reducing departures from AI (Bertram Gallant & Drinan, 2006; 

Krueger, 2014). Promotion efforts must be grounded in a solid understanding of what influences 

students’ uptake of AI values. Findings from this study are intended to help inform such 

understanding and, in turn, educational policy and nursing curricula in undergraduate programs 

that continue to prioritize meaningful contributions to the acculturation of students to AI and its 

corresponding values. Results should further help to inform future research opportunities that 

would prove to be generalizable to other professional groups.  
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Summary 

The importance of AI in both the classroom and clinical settings is generally accepted as 

a necessity during the undergraduate nursing educational experience. There is a gap in the 

research focused on understanding what predicts students’ intentions to behave with AI (honesty, 

trust, fairness, respect, responsibility, courage) in the clinical setting.  Since the student clinical 

experience plays a pivotal role for the consolidation of learning from the classroom to practice 

and serves as the key location for the acculturation to values consistent with ethical practice, it 

becomes important to understand how students’ professional deportment is shaped and 

influenced. Exploring the intentions of students to behave with AI is an important area for 

inquiry and likely will provide a clearer understanding of what influences the intention to 

behaviours essential to ethical, professional, and safe practice.  
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Chapter 2: Literature Review 

This chapter provides an overview of the literature focused on academic integrity (AI) 

and departures from AI as reported through academic dishonesty. The review is focused on 

nursing and other post-secondary programs of study.  A table presenting each study can be found 

in Appendix C (Table 2). In accord with the study’s conceptual framework, an additional review 

focused on background variables of interest that aligned with the predictor variables of  the 

Theory of Planned Behaviour (TPB: Ajzen, 1991): Attitude (sex, age: Saulsbury, Brown, 

Heyliger, & Beale, 2011; Whitley, Bichlmeier Neilson, & Jones, 1999), Subjective Norm 

(program of study, year of study), and Perceived Behavioural Control (understanding of policies, 

location where respondents accessed AI information).  The search strategy adopted for the 

literature review is outlined in Figure 2. 

Introduction 

 There is existing literature that reports students from across different disciplines depart 

from AI in post-secondary studies (Christensen Hughes & McCabe, 2006; Harding et al., 2007; 

Jurdi et al., 2011; Nonis & Owens Swift, 2001).  There is additional existing evidence that 

nursing students are not unlike other post-secondary students with AI transgressions (Arhin, 

2009; Arhin & Jones, 2009; Krueger, 2014; McCabe, 2009). In one study, 60% of undergraduate 

nursing students (N=629) from 12 schools of nursing reported acts of intentional plagiarism 

(52%) and departures from AI during tests and exams (15%) (McCabe, 2009). Nursing students’ 

perceptions of departures from AI were similarly reported through an American study (N=161) 

that indicated almost 30% did not believe accessing notes during an exam was dishonest, while 

an additional 40% did not believe accessing unauthorized notes during a bathroom break to cheat 

in an exam was dishonest (Arhin & Jones, 2009). Departures from AI are occurring on an 
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international level (Park, Park, & Jang, 2013; Theart & Smit, 2012).   Over 50% of Korean 

nursing students (N=655) from across five different schools reported departures from AI on tests 

and exams, with 78% reporting departures from AI on assignments (Park et al., 2013). In a study 

of South African nursing students (N=550) Theart and Smit (2012) reported that 88% of students 

had departures from AI with over 30% reporting departures from AI with tests and examinations.   

Future professional nurses are expected to practice consistently within the seven ethical 

values articulated through the Canadian Nurses Association (CNA) Code of Ethics (2008; 

Appendix D).  Ethical practice is a core component of nursing. It represents an expectation of 

clients and the health care team, and contributes to both the safe administration of care to clients 

and the development of healthy workplaces (Baker, Day, & Salas, 2006; CNA, nd; Kalyani, 

Kashkooli, Molazem, & Jamshidi, 2014). The core values associated with AI of honesty, trust, 

fairness, respect, responsibility, and courage (International Centre for Academic Integrity (ICAI), 

2013) complement the CNA ethical values, so that learning environments situated in integrity 

should serve to ground the ethical development of students for post-graduate professional 

practice. In an American study (N=336), a significant and positive relationship existed between 

self-reports of departures from AI in the classroom and clinical setting (r=0.42, p<0.001; 

Krueger, 2014). In the same study almost 65% of the students engaged in departures from AI in 

the classroom and 54% in the clinical setting. Krueger’s findings are of particular concern when 

considering that nursing education serves to teach requisite knowledge and support the ethical 

development of students to the profession. Given the reports in the literature, it is clear that 

nursing students are not exempt from departures from AI in their studies.  Such departures 

threaten the development of competent, ethical, and practice-ready graduates and should be of 
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great concern for educational institutions, hiring organizations, and recipients of nursing care 

(Milton, 2015).  
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Figure 2 
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Respondent Characteristics and Academic Integrity 

Sex and Academic Integrity 

Seven quantitative nursing studies were reviewed that explored sex in the context of AI.  

Hilbert (1985) reported female students (n=90) had higher rates of departures from AI than their 

male counterparts (N=101, p = 0.027) although the researcher did not report the rates of such 

departures. However, there were no significant findings in a second study (N=231) completed 

across four sites (Hilbert, 1987). In three additional nursing studies, departures from AI were 

higher with male students when compared to female students. Male Turkish students (N=196, 

n=25, p<.05) scored higher on self-reported departures from AI than did female students (Keçeci 

et al., 2011). Similarly, South African male students (N=550, n=88, p=0.02) scored higher on 

self-reported departures from AI than did their female classmates (Theart & Smit, 2012).  

Krueger (2014) reported that North American male nursing students (N=336) rated departures 

from AI as more ethically acceptable than did their female classmates in both classroom and 

clinical settings (p<0.001, p<0.05, respectively). Rates of departures from AI for male students 

versus female students were not reported by Krueger (2014) but overall rates of departures from 

AI in the classroom occurred at a rate of 64.7% in the classroom and 54% in the clinical setting. 

There were no sex-related differences in another study of 135 students (Basler, 2012). Likewise, 

McCabe (2009) reported no significant differences between sex and self-reported departures 

from AI (N=494) in a multi-site study. All but two studies (McCabe, 2009; Theart & Smit, 2012) 

had small sample sizes that might not be have been large enough to test true differences between 

the sexes (Dochtermann & Jenkins, 2011). 

Six additional quantitative studies explored sex and AI with groups of non-nursing post-

secondary students. In one large study (N=527) of engineering and humanities students from two 
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sites, sex was not a significant factor in reports of departures from AI (Harding et al., 2007). 

Similarly, Rakovski and Levy (2007) reported that male undergraduate students (N=1255, 

n=489) reported more departures from AI than did their female classmates but the effect was not 

significant (p<0.10).  A parallel finding of non-significance for sex and AI was also found in 

another study of undergraduate students enrolled in general arts, social work, business 

administration, education, and health science degrees (N=321) (Jurdi et al., 2011). Pino and 

Smith (2003) (N=659) reported that sex was significant in two of four regression models with 

student factors accounting for 9% of the variance in departures from AI (F =2.60, p<0.05;  

F =5.46, p<0.001, respectively).  However, sex was no longer significant with the introduction of 

additional variables in the third and fourth models.  Specifically male students were more likely 

to depart from behaving with AI (n=277) in the academic setting than were females. Male 

Taiwanese students (n=259, N=431) enrolled in business, engineering, and social science 

programs reported more departures from AI than did female students in the same program 

(p<0.001; Yang, Huang, & Chen, 2013). Finally, Ogilvie and Stewart (2010) discovered that 

male students (p<0.05) were more likely to plagiarize than were female students in their 

Australian study of 536 undergraduate students.  Females continue to make up the largest 

proportion of students enrolled in nursing studies and the mixed findings in the existing research 

demonstrates inconsistency for the role sex plays with departures from AI.  The assumption that 

female students are less likely to depart from AI cannot be supported conclusively and needs 

further exploration. 

Age and Academic Integrity 

 Four quantitative nursing studies explored age in the context of AI. Hilbert’s four-site 

study (1987) examined integrity in nursing students (n=210) and a smaller group of non-nursing 
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students (n=21). Increased age was significantly and negatively correlated to stealing hospital 

equipment (p=0.02) but no other significant findings were related to age and AI. Hart and 

Morgan (2010) explored differences between younger and older nursing students (N=374) in a 

study of students in traditional classrooms versus students enrolled in online studies. Younger 

students reported significantly higher rates (p<0.01) of departures from AI in the classroom 

(48%) compared to older students (13%).  Park et al. (2013), however, found that age was not 

significant to any self-reported departures from AI (N=655).  In addition, there were non-

significant findings in the Theart and Smit (2012) study of undergraduate students (N=550). 

Five additional studies explored age and AI with non-nursing students in the post-

secondary setting. In a 20-year follow-up study with introductory psychology and sociology 

students the relationship of age to departures from AI was explored and compared with findings 

of previous studies completed in 1984 (N=380), 1994 (N=474) , and 2004 (N=401; Vandehey, 

Diekhoff, & LaBeff, 2007).  In the 2004 study, younger students had more departures from AI 

(t(397)=-4.24, p<0.001) than did older students, as was the case in 1994 and 1984. No statistics 

were provided for the 1984 and 1994 studies but the conclusion was the same. Significant 

findings by Rakovski and Levy (2007) showed that older business students (n=129, p<0.0001) 

had fewer departures from AI than did younger students, although no data were provided about 

percentages. In a U.S. study of undergraduate students (N=366) older students reported 

departures from AI less often than did their younger classmates F(2,309)=10.92, p<0.001 

(Olafson , Schraw, Nadelson, Nadelson, & Kehrwald, 2013).  In the same study, the older 

students (M(SD)=28.45(9.89) years) scored higher on a scale that measured their moral 

development [F(2, 309)=7.22, p<0.01] than did their younger classmates (M(SD)=22.84(5.33) 

years).  Subsequently, the older students also scored higher on their level of moral reasoning than 



 

22 
 

their younger counter parts [F(2,309=5.14, p<0.01]. Ogilvie and Stewart (2010) also found that 

younger students self-reported departing from AI more often than older students (N=536, 

p<0.05).  However, Jurdi et al. (2011) found no differences in their study of 321 undergraduate 

students.   

Program Stream and Academic Integrity 

 Currently in Canada nursing students can enter their studies through educational streams 

that include the 4-year undergraduate or accelerated programs. Only one study of nursing 

students explored the length of educational program as a variable (McCabe, 2009).  Departures 

from AI were significantly higher with students in an accelerated program (77%; p<0.001) 

compared to those students enrolled in the 4-year course of study (58%).  However, findings 

should be viewed cautiously as the sample for the accelerated students was small (n=22; 

McCabe, 2009).  

Canadian statistics for 2012/2013 demonstrate a growth in accelerated programs across 

all provinces.  These accelerated programs have increased by 123% since 2007/2008.  Forty-

three percent of all Canadian nursing programs now provide this avenue for nursing studies 

(Canadian Association for Schools of Nursing [CASN], 2014).  There is evidence to suggest that 

length of time in a program is associated with a student’s greater moral development to the 

profession of study (King & Mayhew, 2002). In a systematic review of 175 articles, length of 

time in a professional course of study was directly associated with student gains in moral 

development (King & Mayhew, 2002). Studies reviewed in this article all focused on findings 

gathered using one established, reliable, and valid assessment tool—the Defining Issues Test 

(DIT).  Additional studies reported that older students in post-secondary studies are at a more 

sophisticated moral development stage when compared to younger students.  Upper year 
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Canadian business students (N=1357) reported significantly higher levels of moral reasoning 

than did lower year students (p<0.05) in a Canadian study (Bélanger & Leonard, 2012).   

However, no data were reported about percentages for occurrences with these different groups 

(Bélanger & Leonard, 2012).  In the same study higher scores for moral reasoning were 

associated with lower scores of departures from AI (p<0.05).  Finally, higher moral obligation 

scores were negatively related to intention to cheat in a study of engineering and humanity 

students (p<0.01, N=527; Harding et al., 2007).  Time in a program may provide students with 

opportunities to be exposed to new considerations and situations that could support their moral 

development. Specifically, the post-secondary experience aligns with the developmental stage in 

young adulthood which in turn, is aligned with the development of moral judgement (Bélanger & 

Leonard, 2012). The length of time and extent to which students are exposed to specific values, 

like the values of AI, may support their development to these values that then translate to 

professional values (Harding et al., 2007; King & Mayhew, 2002). 

Year of Study and Academic Integrity  

The senior years of nursing studies offer a temporal location where students are 

transitioning to the professional world (Swinny & Brady, 2010).  As well, it is believed that as 

nursing students move through their studies they develop a higher level of ethical awareness and 

deportment (Baxter & Boblin, 2007; Benner, 2009; Numminen & Leino-Kilipi, 2007).  Year of 

study was not well explored as a major focus in the literature but was subsumed and reported 

with other findings in several nursing studies (Basler, 2012; Keçeci et al., 2011; Krueger, 2014; 

Melvin, 1998).  
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Understanding of Academic Integrity Policies and Academic Integrity 

How students gain knowledge and what they understand about expectations related to AI 

are important factors to consider in the promotion of a culture of AI but have not been well 

studied to date.  In the broader educational context, Bretag et al. (2011) surveyed 39 post-

secondary organizations across Australia and suggested that a culture of AI would be 

strengthened through faculty and student understanding of AI policies when policies are easily 

located and written clearly.  In a curriculum report paper, East (2009) argued that the alignment 

between policy and practice is essential to the promotion of AI across educational organizations. 

Five nursing studies examined access and understanding of AI information with post-

secondary students.  A comparative descriptive nursing study explored student understanding of 

AI policies and its relationship to departures from AI (Hart & Morgan, 2010).  In this study 

students were enrolled in either online or in-class learning settings. Their knowledge related to 

AI policies was explored along with their self-reported incidences of departures from AI (Hart & 

Morgan, 2010).  Online students (n=330) reported higher scores for knowing the AI policies 

(t(46) = 3.37, p<0.01) and higher scores for acceptance of AI policies (t(44) = 2.81, p<0.01) than 

their traditional in-class colleagues (n=44) although this finding must be considered cautiously 

given the unequal sample size.  The authors did not report statistically significant rates of 

departures from AI in the study between online versus in-class groups.  A quasi-experimental 

intervention nursing study explored understanding and adherence to AI with online students and 

compared findings between a control group students (n=169) who were given usual AI 

information in print form and treatment group students (n=177) who received a faculty-designed 

and led AI session (Morgan & Hart, 2010).  The treatment group reported higher levels of 



 

25 
 

support for AI policies (p<0.05) compared to the non-treatment group.  No significant findings 

were noted between the groups on self-reported departures from AI. 

Three nursing studies employed mixed qualitative and quantitative methods to explore 

understanding of AI policies. One mixed methods study (N=55) employed the Social Capital 

Theory Framework to explore the quality and quantity of social relations in the context of AI 

with pre-licensure students in a mid-western American university (Woith, Jenkins, & Kerber, 

2012).  Respondents completed a survey with a sub-sample participating in face-to-face 

interviews focused on understanding students’ definitions of AI, their beliefs around the 

importance of classmates’ AI, and their abilities to identify examples of AI and departures from 

AI in their studies (n=25).  The interviews revealed that students were aware of AI.  Students 

described AI in terms of what not to do.  Twenty-seven percent of the students reported they 

were dissatisfied with their classmates’ commitment to AI in the classroom and clinical settings.  

Three predominant themes emerged from the interviews: students focused on AI outcomes, 

students focused on patient safety outcomes, and students focused on professional outcomes.  

Within these themes, students described characteristics that were consistent with some of the 

values of AI. Predominantly, honesty, trust, and responsibility were described as essential to 

their learning and future competence as practitioners. Nursing students’ understandings of 

departures from AI were also the focus of a qualitative study that used Hermeneutic 

Phenomenology method (Wideman, 2011). Eleven students participated in 2-hour in-depth, 

semi-structured interviews from across all 4 years of undergraduate studies.  Interviews revealed 

that departures from AI were a part of all 11 students’ lived experiences and, while they all (but 

one) described themselves as honest students, 9 of the 11 admitted to committing acts that were 

contrary to AI.  Analysis demonstrated that respondents in fact did not have an in-depth 
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understanding of departures from AI which was coupled with a very limited understanding of 

their school’s expectations around AI.  Respondents identified that the departures from AI were 

seldom discussed by faculty, yet there was an expectation that all students would know and 

understand their responsibilities around upholding AI.  In addition, respondents discussed the 

inconsistencies they experienced between professors around actions taken if there were 

departures from AI.  Respondents described increased workload, stress, and technological 

prowess over faculty, as pressures and enablers that contributed to departures from AI. Since 

students were learning in a culture of caring, they neutralized their behaviours by extending the 

caring paradigm and justifying their departures from AI as caring for, and helping fellow 

classmates get through, difficult work.  Students described departures from AI in terms of 

collectivism rather than as individual efforts and as an extension to the caring paradigm.  

Similarly, Theart and Smit (2012) studied nursing students’ knowledge of policies regarding to 

departures from AI and their self-reported departures from AI (N=550). While 88% percent of 

students admitted to departures from AI, 71% reported that they understood and were aware of 

the policies around AI.   

McCabe and colleagues have conducted a series of studies around understanding of 

academic integrity (AI) policies. McCabe, Treviño, and Butterfield (2002) reported that poor 

understanding and lack of acceptance of AI policies were associated with significantly higher 

rates of self-reported departures from AI across 21 post-secondary organizations (p<0.001); 

however, sample size was not reported for this study.  In three Middle Eastern universities 

students who lacked understanding and had poor acceptance of AI policies reported significantly 

higher rates of departures from AI (p<0.001) than their classmates who understood and accepted 

AI policies (McCabe, Feghali, & Abdallah, 2008).  Disclosed departures from AI in this sample 
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was 80% overall with the highest rate being reported for test and exam taking (66%).  Fifty 

percent of the same students also reported witnessing other students’ departures from AI. 

Studies that used self-report surveys to gather data made efforts to ensure confidentiality 

to safeguard against the potential effects of social desirability bias risk.  These studies were 

limited by poor reliability of scales, in that, several studies did not report Cronbach levels of  

≥ 0.70 for the research tools that were employed (Jurdi et al., 2011; Krueger, 2014; McCabe, 

2009; Park et al., 2013). A number of studies adapted and employed already developed tools 

(Alleyne & Phillips, 2011; Basler, 2012; Bélanger & Leonard, 2012; Harding et al., 2007; Hart & 

Morgan, 2010; Jurdi et al., 2011;  Keçeci et al., 2011; Krueger, 2014; McCabe, 2009; McCabe et 

al., 2008; Ogilvie & Stewart, 2010; Pino & Smith, 2003; Rakovski & Levy, 2007; Theart & 

Smit, 2012; Yang et al., 2013).  In addition, five studies included open ended questions at the end 

of their surveys (McCabe et al., 2002; McCabe et al., 2008; Morgan & Hart, 2010; Pino & 

Smith, 2003; Theart & Smith, 2012).  The mixed-method and qualitative studies reported the 

measures they took to ensure trustworthiness of their data (Wideman, 2011; Woith et al., 2012).  

Nursing and Departures from Academic Integrity 

 Early studies by Hilbert (1985, 1987, 1988) demonstrated that departures from AI were 

happening with nursing students in both clinical and classroom settings and began some 

important discussion and research on the topic. Eleven nursing studies compared departures from 

AI in the classroom and lab settings (Arhin & Jones, 2009; Keçeci et al., 2011) and classroom 

and clinical settings (Basler, 2012; Bezek, 2014; Hilbert, 1985, 1987, 1988; Krueger, 2014; 

McCrink, 2010; Melvin, 1998; Smith, 2010).  

Arhin and Jones (2009) administered a self-report survey that consisted of questions 

departures from AI in the classroom (examinations/homework) and lab (reports) settings with 
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senior nursing students.  Scenarios were provided to the students and questions posed to elicit 

answers focused on students’ perceptions of departures from AI through yes or no responses. 

Students viewed departures from AI inconsistently in the classroom scenarios and rated some 

forms of cheating very high (exams/tests, 95%) and others rather low (homework, 38%). Overall, 

departures from AI in the lab setting were rated much lower than the classroom examples 

(unauthorized help from a classmate, 34%; passing lab reports to others for copying, 27%). 

Students associated their departures from AI as helping their classmates with almost 50% of 

students reporting that such departures from AI were not dishonest.  

In-class and lab departures from AI were also examined through a cross-sectional, 

descriptive study of Turkish nursing students from two educational organizations enrolled in 

Year-1, Year-2, and Year-3 studies (N=196) (Keçeci et al., 2011).    Third-year students scored 

significantly higher with departures from AI than the other two groups on test taking, completing 

research, and lab reporting (p<0.05).  Student tendencies to depart from AI were significantly 

higher when students perceived their teachers to be liberal in their views around dishonesty 

(p<0.05).   

Hilbert (1985, 1987, 1988) constructed a 22 item self-report survey (Hilbert Unethical 

Behaviour Survey—HUBS) and explored unethical behaviours in the classroom and clinical 

setting with undergraduate nursing students in three separate studies (n=101, n=210, n=63). 

Hilbert found a significant relationship between classroom dishonesty and unethical clinical 

behaviours in all three of her studies (p<0.001--1985, p≤0.001--1987, p<0.01--1988). In the 1987 

study, students (n=210) from across three different educational organizations admitted to: getting 

answers ahead of time for tests/examinations (24%), and cheating on a test/exam (38%). In the 

clinical setting 73% breached patient confidentiality and 26% reported that they recorded 
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administering medications and treatments that were never given nor completed (Hilbert, 1987). 

No significant findings were reported with incidences of classroom dishonesty when compared 

to a control group of non-nursing students (n=29) who completed the HUBS (Hilbert, 1987).  

Although these findings should be considered cautiously due to the small non-nursing sample 

size it was the first study that revealed nursing students may be no different than other post-

secondary students in departures from AI. One open-ended question at the end of the HUBS 

provided students with an opportunity to explain why they engaged in dishonest behaviours 

(Hilbert 1985, 1987, 1988).  Students rationalized their departures from AI in both the classroom 

and clinical setting in a variety of ways so that it became socially acceptable (Hilbert, 1985, 

1987).  

In Hilbert’s (1988) third study, the researcher explored the relationships between moral 

development and departures from AI in the classroom and clinical settings using the HUBS and 

the Defining Issues Test (DIT).  The DIT required students to review three scenarios and 

determine whether or not they were indeed moral dilemmas and then decide how they would or 

should respond.  Responses on the DIT resulted in a  principled morality score (P% score) that 

has a pre-determined weighted score based on Kohlberg’s justice based Theory of Moral 

Development. Kohlberg (1981) postulated that moral development occurs through three stages.  

The first Pre-conventional Stage is associated with individuals responding in a moral manner 

based on what those in authoritative positions suggest. Stage II, the Conventional Stage, is 

characterized by individuals maturing in their moral development with moral decisions being 

made based on the individuals’ perceptions of social norms.  The third and final stage (Post-

Conventional) is focused on individuals making moral decisions based on their social conscience 

and the desire to be just, with the best interest of others included in their moral decision making 
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(Kohlberg, 1981). Findings supported Hilbert’s (1988) hypothesis of an inverse relationship 

between moral development and unethical clinical behaviour (p=0.027) but not for moral 

development and in-class dishonesty (p=0.45).  Hilbert suggested that there might be a 

disconnection for students in understanding or appreciating departures from AI in the classroom 

versus the clinical setting.  Hilbert expressed concerns that, when students do not connect 

classroom content to clinical learning and praxis, there is significant risk to clinical learning 

outcomes since in-class learning provides foundational knowledge essential to the development 

of clinical competence. Students might create a moral divide between the classroom and clinical 

practice settings, somehow setting apart and justifying differences in importance in learning by 

setting.  

Melvin’s (1998) mixed-method doctoral study explored the occurrences and reasons for 

cheating in classroom and clinical settings with 177 nursing students from three different rural 

nursing schools. Melvin was interested in comparing the influences of years of study, type of 

nursing education preparation, influence of honour codes, and exposure to ethics courses with 

self-reported departures from AI and exploring nursing students’ moral development based on 

Gilligan’s (caring) and Kohlberg’s (justice) theories of moral development. Gilligan’s (1982) 

model built upon Kohlberg’s (1981) work and described three stages to moral development 

based on a tenet of caring.  Gilligan described Stage I (Pre-Conventional) as a selfish stage 

where individuals are preoccupied with their own needs, Stage II is the Conventional or Social 

Morality stage where the individual is focused on what is considered socially acceptable.  The 

final stage is characterized by principled morality and a more mature and developed stage of 

moral decision making that is based in caring (Post-Conventional Stage: Gilligan, 1982). The 

tool used in the study was an adapted HUBS and included two open-ended questions to target 
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qualitative data around the meaning of departures of AI for students. Analysis supported the 

hypothesis that departures from AI in the classroom and clinical settings were positively 

correlated (p=0.01). A non-significant finding was reported with years of education and 

departures from AI. Knowledge of honour codes did not necessarily deter students from AI 

departures as 92% reported knowing the expected honour codes for the school, while 67% 

reported behaving with departures from AI. Students committed departures from AI because they 

knew others were departing from AI and felt that their environments supported a permissive 

approach to departures from AI (72%). Two open ended questions were analyzed for themes 

through content analysis and provided students an opportunity to comment on departures from 

AI (n=46). The study highlighted that single approaches (honour codes) are not enough with 

students suggesting that departures from AI represent a multifaceted problem and require 

multifaceted educationally based approaches. It also supported Hilbert’s (1988) finding that 

students may normalize departures from AI based on what their perceptions are for their learning 

environment. 

Smith’s (2010) doctoral study of 167 RNs completing an online course supported the 

hypothesis of the study that a positive relationship existed between departures from AI and 

professional dishonesty (r=.438, p=<0.001). Smith constructed a self-report survey that was 

based on the TPB (Perception of Academic and Professional Integrity Survey—PAPIS) and 

measured incidences of actual behaviour that were identified as academically (16 items) or 

professionally dishonest (21 items).  The sample was drawn from students across 30 different 

post-secondary organizations. Most of the participants were employed on a full-time basis 

(76.5%) and had worked for at least 5 years (95.5%).  Smith reported that all three TPB 

predictors were positively and significantly related to intent to depart from AI (Attitude, r=.395, 
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p=0.0005; Subjective Norm r=.287, p<0.001; Perceived Behavioural Control r=.196, p=0.015).  

As well, intention was positively and significantly related to self-reports of departures from AI 

(r=.306, p<0.001).  Attitude (r=.556, p=0.0005), Subjective Norm (r=.387, p<0.001), and 

Perceived Behavioural Control (r=.222, p=0.010) were positively related to intention to engage 

in professional dishonest behaviours.  In turn, intention was positively and significantly related 

to self-reported professional dishonest behaviours (r=.393, p≤0.001).  Attitude and Subjective 

Norm accounted for most of the influence for intent to depart from AI and act with professional 

dishonesty. Smith concluded that the TPB demonstrated a good model fit for both the academic 

and professional dishonesty models. While the study uncovered some interesting findings, the 

sample was considerably lower than the intended target of 300, was predominantly Caucasian 

(79.5%), with a larger portion of respondents holding an associate degree in nursing (82.3%), 

and therefore may not represent the larger population of nurses enrolled in online courses in the 

United States. The Attitude and Subjective Norm predictor findings for many of the different 

dishonest behaviours extend Hilbert’s and Melvin’s initial concerns around how students justify 

and normalize departures from AI. 

McCrink’s (2010) study of second-year nursing students enrolled in two different 

American schools (N=193) explored the frequency of departures from AI in the classroom and 

clinical setting as well as attitudes toward departures from AI, ethical standards of nursing, and  

ethics of caring standards. The self-report survey consisted of demographic questions (n=8 

items) and scales measuring students’ attitudes (n=16 items), professional ethical standards 

(n=16 items), and ethics of care standards (n=13).  Nineteen items required respondents to 

identify how often they had engaged in departures from AI in both the classroom and clinical 

setting.  Fifty-two percent of the sample was Caucasian and almost 11% were male.  Common 
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acts of clinical departures from AI included breaching patient confidentiality (35.3%) and 

dishonesty with recording or completing vital signs, treatments, and medications (39%).  In the 

classroom, 35.2% of respondents had plagiarized and 22% had cheated on exams/tests. Overall, 

respondents reported departures from AI were unethical to extremely unethical but certain 

dishonest behaviours were scored lower than others around the degree of dishonesty. For 

example, almost 19% did not believe that getting questions for tests and exams ahead of time 

was unethical.  As well, McCrink reported incongruence between students’ self-reported beliefs 

on what they believed unethical and their self-reported behaviours. One hundred percent of 

respondents reported that recording vital signs that were never taken was unethical, yet 13% 

reported participating in this behaviour.  Ninety-nine percent believed breaching patient 

confidentiality was unethical but just over 35% reported having done so.  Self-reported 

departures from AI, attitude toward neutralizing such departures, attitudes toward ethical practice 

predicted the student’s ethic of caring [F(3,188) = 27.70, p < 0.01].  Findings from this study 

extend the previous studies around incidence of departures from AI and the impact for the 

rationalization of departures from AI.  They present a dilemma in that students are able to 

distinguish right from wrong, yet are continuing to participate in departures from AI. As well, 

findings support a concern for the negative influence of neutralizing attitudes toward departures 

from AI with client care. 

Krueger (2014) reported significance between self-reported classroom and clinical 

departures from AI (r=0.42: p<0.001) with nursing students from two different nursing schools 

in the United States (N=336). Using Bandura’s Social Learning Theory as a framework, Krueger 

adapted different tools to explore aspects of classroom and clinical departures from AI. Third 

semester students reported more classroom and clinical departures from AI when compared to 
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students from first, second, and fourth semesters (p<.01, p=0.005, respectively). Respondents 

who identified themselves as Caucasian scored significantly higher on the dishonesty rating 

scales in both the classroom and clinical setting when compared to those respondents who 

identified themselves as non-Caucasian (p=0.005).  Krueger reported a positive relationship 

between students’ rating of departures from AI as unacceptable and lower rates of self-reported 

departures from AI in the classroom and clinical settings (r=.84, p<0.001).  The researcher also 

found a positive relationship between students who believed others were participating in 

departures from AI and their own self-reports of participating in departures from AI in both 

classroom and clinical settings (r=.27, p<0.001, r=.19, p<0.001, respectively).  Students who had 

higher scores on the importance of AI in both the classroom and clinical settings reported fewer 

departures from AI in both settings (r=-.21, p<0.001, r=-12, p=0.03, respectively). Finally, a 

positive relationship existed between the enforcement of penalties and students’ ratings of 

departures from AI as unethical in both classroom and clinical settings (r=.21, p<0.001, r=.20, 

p<0.001, respectively). Krueger’s findings highlight the translation of behaviours from the 

classroom to clinical settings and again verify previous research findings that suggest students 

may normalize behaviours related to departures from AI (Hilbert, 1998; McCrink, 2010; Melvin, 

1998; Smith Miller, 2010). 

The perception of academic and professional departures from integrity in first and second 

year nursing (N=46) students was the focus of Bezek’s (2014) doctoral study. Using the TPB as 

a framework for the study, Bezek adapted the HUBS focusing on two of the TPB predictor 

variables (attitude, subjective norm) with the goal of exploring students’ perceptions of the 

seriousness of both academic and professional dishonesty. There was a significant and positive 

relationship between students who perceived departures from AI and professional dishonesty as 
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low in seriousness (r=.67, p<.001, Spearman’s Rank=.67, p<0.001, respectively). Female 

students and year 1 students rated departures from AI as more serious than did their male and 

second-year counterparts, although only one ear of study was statistically significant (p<0.001).  

These findings suggest that current socialization processes of nursing students may be supporting 

the development of a neutralizing attitude to departures from AI. The post-secondary setting may 

serve as a location for the socialization of students to organizational values. 

Basler’s (2012) ex-post facto study examined the level of moral development as well as 

the perceptions of classroom and clinical integrity of first and final semester undergraduate 

nursing students (N=135).  Like Krueger (2014), Basler used Bandura’s Social Theory of 

Learning as one of the frameworks in addition to Rest’s Theory of Morality (Rest, 1986). Rest’s 

model proposes that there are four psychological processes that interact and influence a person’s 

moral functioning: moral sensitivity, moral judgments, moral motivation, and moral character 

(Rest & Narvaez, 1994).  Rest proposes that post-secondary experiences offer opportunities to 

influence and shape a person’s moral character through socialization to a specific culture, like 

AI. Basler employed the HUBS and a revised and updated DIT to measure perceptions and moral 

development, administering both tools online. Like previous studies (e.g. Krueger, 2014; Melvin, 

1998; Smith, 2010), Basler recruited participants from across a number of potential organizations 

(n=24). Basler reported no statistical difference in the moral development of first semester versus 

final semester students (t (133)=.61, p=0.54, two-tailed). There was no difference in perceptions 

of AI between first and final semester students (t (139)=.23, p=0.82, two tailed).  The data failed 

to meet the assumption of normality and should be interpreted with caution.   

 Self-report surveys were the method for data gathering used in the 11 nursing studies that 

employed Likert scales to explore responses related to incidence of departures from AI in the 
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classroom and or lab/clinical settings (Arhin & Jones, 2009; Basler, 2012; Bezek, 2014; Hilbert, 

1985, 1987, 1988; Keçeci et al., 2011; Krueger, 2014; McCrink, 2010; Melvin, 1998; Smith, 

2010).  Again, the issue of social desirability needs to be a consideration in the review of the 

research articles although efforts were made with all studies to ensure anonymity and 

confidentiality of responses. Cronbach’s alpha scores reported ≥ .70 for two of the studies 

(Hilbert, 1985; Keçeci et al., 2011).   Several of the studies reported Cronbach’s that ranged 

between α .46--.97 with Smith (2010) reporting the highest Cronbach scores (Basler, 2012; 

Melvin, 1998; Smith, 2010).  Findings from several studies do need to be viewed with caution as 

they did not report any reliability of the tools used (Arhin & Jones, 2009; Bezek, 2014; Hilbert, 

1987, 1988; Krueger, 2014).   

The HUBS was used in its original or adapted forms in six of the studies (Basler, 2012; 

Hilbert, 1985, 1987, 1988; Melvin, 1998; Smith, 2010) while two studies used the DIT (or an 

adapted version; Basler, 2012; Hilbert, 1988).  Validity of the HUBS was assumed (Hilbert, 

1985). It is important to consider that the initial HUBS was constructed and tested in urban 

centres and may not be applicable to rural populations of nursing students that served as the 

sample for Melvin’s study (1998). The DIT is a scenario-based test. Basler’s (2012) study did not 

clarify whether or not scenarios were customized to nursing students, which may account for the 

non-significant findings as the scenarios may not have been appropriate nor relevant to moral 

issues nursing students face, and therefore not a true measure of their moral development.  

Three nursing studies reported qualitative components to their studies but did not 

comment on the trustworthiness of the methods they used to analyze the responses (Hilbert, 

1985, 1987, 1988).  Additionally, one doctoral study reported using content analysis to identify 

themes in its mixed-methods study and addressed the trustworthiness aspect to its research 



 

37 
 

method supporting the research’s reliability of method (Melvin, 1998).  Several studies described 

the frameworks that helped guide their research with two studies using Bandura Social Learning 

Theory as a framework for their research (Basler, 2012; Krueger, 2014) and two studies using 

the TPB (Bezek, 2014; Smith, 2010).  Basler also used a moral framework to support her 

research. One study used the DIT as a tool in their data gathering but was not explicit about 

whether or not a moral development framework was used to guide the research (Hilbert, 1988).   

Summary 

There are many reasons why AI should be a priority for nurse educators, clinical settings 

and the academy.  The quality of nursing education in relation to the preparation of competent, 

knowledgeable future practitioners is but one important consideration.  The ethical development 

of nursing students is as equally important as clinical skills as they enter workforces that are 

complex and ethically challenging.  The core values of AI are synonymous with the Code of 

Ethics for nursing but what predicts students’ adoption of these values to their studies is not well 

understood. 

The caring work of nurses would suggest that a certain calibre of students are committed 

to the values of AI and in turn attracted to the study of the profession. However it is clear from 

the existing literature that this assumption is not necessarily true.  There is evidence that shows 

departures from AI occur with nursing students in both the classroom and clinical learning 

environments with similar results across two settings.  Dishonesty in student clinical practice is 

particularly concerning since it serves both as an exposure to the work environment and as a 

form of socialization to professional practice.  Concerns have been raised through the existing 

literature that there may be a social norm around behaving with dishonesty that allows students 

to justify how, when, and why they cheat. Students’ experiences in the post-secondary setting 
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may be establishing social normative behaviour around departures from AI as an acceptable way 

of being within their course of study. The notion that students may align departures from AI 

within a caring reference is also a concern. Some research findings demonstrate that departures 

from AI are more frequent in the senior years of studies which is especially concerning as it 

would suggest that as students gain more experience within their studies, they establish 

behaviours that are not consistent with ethical deportment required for safe and competent care 

upon their graduation. 

Student clinical experiences have focused predominantly on dishonesty with a paucity of 

research focusing on what influences students’ behaviours that align with the values of AI. This 

doctoral research study was primarily undertaken in an effort to understand what predicts the 

intention of senior nursing students’ behaviour to act with AI in the clinical setting to provide 

insight and inform the content area.  
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Chapter 3: Methods 

The overall purpose of this dissertation research was to identify predictors of intent to 

behave with academic integrity (AI) in student clinical practice with senior nursing students 

(Year 3 and Year 4). No existing tool was discovered in the literature search that would support 

an investigation of what predicts senior students’ intention to behave with academic integrity in 

the clinical setting.  Tools used in studies that explored departures from AI are presented in 

Appendix A. There was a need to construct a tool that would permit the investigation of what 

predicts students’ intentions to behave with AI in the clinical setting for the doctoral study.  

Therefore, a 38 question (41-item) self-report survey titled the Miron Academic Integrity 

Nursing Survey (MAINS) was constructed with six background items and four Theory of Planned 

Behaviour (TPB) scales (Attitude-12 items, Subjective Norm-10 items, Perceived Behavioural 

Control-10 items, Intention to Behave-3 items: Appendix B).  One additional question was 

included for the respondents at Site #2 to track their participation in the elicitation and/or pilot 

studies and note any differences in their findings compared to the rest of the respondents who 

had not participated in any of the previous studies, so that these respondents completed a 39 (42-

item survey).  

Research Questions 

The primary research questions underpinning this study were: 

1. To what extent do students differ on Theory of Planned Behaviour (TPB) variables? 

2. What predicts intention to behave with academic integrity among senior nursing 

students in clinical practice across three different Canadian Schools of Nursing?  
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Phases of the Research 

The research consisted of three Phases (Appendix E).  Phase I consisted of a literature 

review and Elicitation Study (n=30).  The literature review and Elicitation Study  supported the 

development of the MAINS tool. Two instructional guides outlining the process for the 

construction of TPB surveys were also foundational in the MAINS development and were closely 

adhered to throughout the construction process of the MAINS (Ajzen, 2006; Francis et al., 2004).   

Phase II consisted of a pilot (n=59) of the Miron Academic Integrity Nursing Survey 

(MAINS) and a re-pilot (n=29) of  two TPB predictor scales on the MAINS.  Face and content 

validity of the pilot MAINS were completed in Phase II prior to the administration of the pilot 

survey at Site #2 with senior nursing students. The pilot and re-pilot studies were conducted to 

establish reliability of the tool for all the TPB scales (Attitude, Subjective Norm, Perceived 

Behavioural Control, Intent to Behave)  for Cronbach’s level of  α >.70. The pilot and re-pilot 

studies were conducted at Site #2. The final MAINS was administered to Year 3 and Year 4 

nursing students (N=339) in a larger study at three sites in Phase III.  The final MAINS was 

developed to collect self-reports from senior nursing students studying across three different 

post-secondary institutions (Site #1, Site #2—Central Canada n=263, Site #3—Eastern Canada 

n=76).  

Protection of Human Subjects Across the Three Phases of Research 

Ethical clearances were received across all three phases of the study. Ethical clearance 

was received from Queen’s University for the Elicitation Study—Phase I (HSREB-601253: 

Appendix F ), Pilot Study—Phase II (HSREB-6013329: Appendix G), Re-pilot—Phase II 

(amendment HSREB-6013329: Appendix H ), and larger multi-site study—Phase III (GMED-

003-14: Appendix I). Additional ethics clearances across all phases of the study were received as 
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required, from the Research Ethics Board at Site #2. The Queen’s University ethics clearance 

met the ethics requirements for Site #3 so no additional submission was required at this site.  

Informed consent was obtained at all three sites.  Hard copy surveys were stored in a locked 

cupboard. Data were entered by the researcher into SPSS© version 23 on a secure laptop and 

USB port that was password protected. 

In all phases of the research respondents were asked to complete hard copy surveys and 

seal the surveys in envelopes to be handed back to the Research Assistant (RA).  Surveys across 

all phases were coded so that the study type and the site location were clear to the researcher. To 

encourage participation across all phases incentive draws were held. Once the draws were 

completed and the incentives awarded, all confidential student data were shredded and disposed 

of in locked confidential recycling bins.  Completed surveys and entries to the incentive draws 

were kept separate from each other so that no confidential student information was ever shared 

with the researcher. The completed surveys across all phases were then returned to the researcher 

for analysis.  

Research Assistants Across the Three Phases of Research 

In all three phases of the study Research Assistants (RAs) were employed. The RAs were 

responsible for explaining the study, obtaining informed consent, administering the surveys, 

overseeing the process for incentive draws, and returning the confidential surveys to the 

researcher.  The use of RAs was recommended since the researcher was employed as a professor 

at one site and the risk of bias in the data from that site, due to her position of authority, needed 

to be minimized. 

In each phase of the study, the researcher contacted professors in person or by email to 

ask them to post the specific study information letters on their learning management systems.  As 
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well, the researcher asked professors for permission to have the RAs: visit classes to explain the 

studies, recruit respondents, obtain informed consents, administer the specific study surveys 

(elicitation, pilot, re-pilot, larger multi-site), and collect respondent information for the incentive 

draws. 

Incentives Across the Three Phases of Research 

In all three research phases, incentives in the form of $50 pre-paid VISA cards (1 

incentive draw—elicitation study 1 incentive draw pilot study, 1 incentive draw for re-pilot 

study, 1 incentive draw for each site for larger multi-site study: total 6 VISA cards) were 

awarded by the RAs, through random draws of interested respondents.  Completed surveys and 

entries to the incentive draws were kept separate from each other so that no confidential student 

information was ever shared with the researcher. The completed surveys were then returned to 

the researcher for data entry and analysis.  

Students were recruited at the Elicitation Study during the class session by the RA to 

participate in the review of word clarity with the initial questions for the MAINS pilot. These 

volunteer respondents returned their written feedback to the RA. For those students who 

participated, $10 coffee gift cards were provided as a thank you. All professors associated with 

the courses, where respondents were accessed as potential recruits to the studies, received a 

coffee gift card (value of $10) as a thank you. Research Assistants (RAs) were used at all three 

sites and received honorariums for their assistance. No incentive was provided to the expert 

panel who completed content and face validity, although emails of thanks were sent. 
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Inclusion Criteria and Samples Across the Three Phases of Research 

Inclusion to the study was provided to nursing students enrolled in Year 3 or Year 4 of 

their studies, interested in voluntary participation in the studies, and with an ability to read and 

write English. Consent was attained at each phase of the study across all three sites. 

All phases of the research included convenience samples.  In Phase I, the Elicitation 

Study sampled Year-3 students who were transitioning into a Year-4 spring class (2014: n=30) at 

Site #2.   In Phase II, the samples obtained for the pilot (n=59) and re-pilot (n=29) studies 

included Year-3 and Year-4 students enrolled in fall classes (2014) at Site #2.  The sample from 

the larger multi-site study in Phase III consisted of students enrolled in winter courses (2015) 

from all three sites. For the larger study, a sample size calculation was conducted. Nunnally 

(1978) and Norman and Streiner (2008) recommended 10 respondents per variable up to a total 

of 300 as test parameters tend to be stable at that point. It was determined that the secured 

sample of N=339 met the requirement for adequate sample size. 

 In January of 2015 in Phase III, a convenience sample of Year 3 and Year 4 students was 

used from the three organizations (Site #1, n=109, Site #2, n=154, Site #3, n=76, respectively) 

and respondents were invited to complete the final MAINS tool. Permission was received from 

administrators in each program to contact the potential respondents. Study information letters 

were posted through course learning management sites prior to the RA visiting the selected 

classes to describe studies in more detail, recruit interested respondents, obtain respondent 

consents, and have respondents participate.  The 4th year nursing students from Site # 1 received 

the information letter through their emails as they were not readily accessible on campus.  These 

students were provided a two week timeframe to complete their online responses and were 

provided with three reminders via emails about the study and deadline for completion. The 
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online respondents were provided information through their email to contact the RA or 

researcher with questions or concerns before they completed the survey. The online respondents 

completed their consent through the online survey. Online surveys for Year 4 Site #1 were 

compiled through the Queen’s FluidSurvey©2015.   

Settings Across the Three Phases of Research 

The settings for the larger study were three different educational organizations across two 

provinces.  All three of the sites are located in urban centres. The settings for the Elicitation 

Study, Pilot and Re-pilot studies were at Site #2 located in central Ontario. Site #2 offers the 4-

year undergraduate and accelerated programs and has approximately 800 nursing students in full-

time studies. Site #2 was a satellite campus for a university program and was situated within a 

community college setting. Site #1 and Site #3 were main campuses. Site #1 offers both an 

undergraduate 4-year degree and an accelerated program with about 450 students enrolled in full 

time nursing studies. Site #3 offers both undergraduate 4-year and accelerated nursing programs 

with 750 students across several campuses (although the main campus served as the site for 

sample recruitment). Site #1 was selected because it was in the same province as Site #2.  Site #3 

was selected because Site #2, while in a different province offered a nursing program affiliated 

with an east coast province, like Site #3.  It was hoped that Site #3 would ensure no confounding 

elements to the study, based on province.  Site #3 also served to ensure an adequate sample size 

for the research study.  
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Phase I—Literature Review and Elicitation Study 

Procedure 

There were two objectives for Phase I: 

1. To assess and summarize the current state of knowledge regarding academic integrity 

and departures from academic integrity in the literature. 

2. To analyze qualitative data gathered from senior nursing students through an 

Elicitation Study. 

A literature review was completed with a focus on nursing, other post-secondary 

programs of study, and academic integrity/departures from academic integrity. Since the Theory 

of Planned Behaviour (TPB) served as the framework for the study, an additional review focused 

on background variables of interest that aligned with the predictor variables of Attitude (sex, 

age), Subjective Norm (program of study, year of study), and Perceived Behavioural Control 

(understanding of policies, location where respondents accessed AI info).  The search strategy 

adopted for the literature review is outlined in Figure 2 and discussed in Chapter 2 (page 18). 

Elicitation Study 

The Elicitation Study was directed by the following research question: 

1. What are the common attitudinal (behavioural), Subjective Norms (normative), and 

perceived behavioural (control) beliefs of senior nursing students, related to academic 

integrity in their student clinical placements? 

The Elicitation Study was completed at Site #2.  This site is situated in a large urban 

centre in central Canada that serves as a satellite campus for an undergraduate nursing degree 

granted from the main university located in Eastern Canada.  Site #2 offers the Bachelor of 

Nursing degree through three different program streams: undergraduate 4 year; second entry 
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(accelerated); and bridging (practical nursing to Bachelor of Nursing--accelerated). A 

convenience sample of nursing students who were transitioning from Year 3 to Year 4 was 

obtained (n=30).   

The goal for sample size with this study was to reach the point of saturation of data, at 

which point no new information emerged during the analyses (Bruening, 2011; Hsieh & 

Shannon, 2005; Krippendorf, 2004, 2013; Marshall, Cardon, Poddar, & Fontenot, 2013; 

Neuendorf, 2002).  The initial goal was to recruit 20 participants but, in fact, the recruitment 

exceeded the initial forecasted number. Saturation was reached with the sample obtained.  

Data Analysis Method Elicitation Study 

The findings from the Elicitation Study were analyzed using content analysis 

(Krippendorf, 2004, 2013). Content analysis is considered an exploratory process but is 

empirically grounded and was chosen for the Elicitation Study since the goal was to describe the 

phenomenon around respondents’ beliefs relative to AI (Elo & Kyngäs, 2007; Hsieh & Shannon, 

2005; Krippendorff, 2004, 2013).  It allowed for an interpretation of the data through a 

systematic manner and identified important concepts authentic to the sample.   

Data were derived from questions through a hard copy survey that was administered in 

the classroom setting (Appendix J). The data were the verbatim transcriptions of the comments 

made to the open-ended questions on the survey. A combination of thematic content analysis and 

frequencies counts was employed. The coding framework consisted of main categories that were 

developed from subcategories from the verbatim transcripts. Coding was considered exhaustive 

when each subcategory was assigned to a category. Saturation of data was reached when all 

subcategories had been assigned (Elo & Kyngäs, 2007; Harwood & Garry, 2003; Hsieh & 

Shannon, 2005).  Subcategories were labelled, organized, sorted and reviewed for relationships 
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(Hsieh & Shannon, 2005).  Because subcategories emerged from the data the researcher did not 

use preconceived assumptions about the content. Two additional questions asked respondents to 

identify individuals or groups who would approve and disapprove of them behaving with 

honesty, trust, fairness, respect, responsibility, and courage in the student clinical setting.  These 

questions were transcribed separately and key words were counted for frequencies. 

Trustworthiness speaks to the underlying premise of the reliability of the research method 

as it serves to ensure a systematic, thorough, conscious approach to analysis (Graneheim & 

Lundman, 2004).  Trustworthiness can be further described in terms of credibility, dependability, 

and transferability (Denzin & Lincoln, 2011; Graneheim & Lundman, 2004; Rolfe, 2006).   

Credibility refers to data, processes for analysis, and how well these two pieces address 

the focus of the research question (Graneheim & Lundman, 2004).  For this study, a target group 

of nursing students who were transitioning to 4th year was secured and was provided with an 

opportunity to respond to a series of open-ended questions that aimed to learn more about their 

salient beliefs related to the three TPB predictor variables and AI. Responses ranged from a few 

sentences to short paragraphs. Credibility was further established by the researcher participating 

and writing a reflection, prior to analysis, in an effort to minimize personal biases with the 

responses.  The reflection was important since the researcher had completed a literature search 

and was informed to potential findings in the literature around departures from AI. 

One criticism of this method includes the concern that analysis is subjective and largely 

deductive (Denzin, & Lincoln, 2011; Drisko & Maschi, 2015).  The responses were reviewed by 

a second reviewer to guard against personal motivation with the data (Graneheim & Lundman, 

2004; Houser, 2012; Polit & Beck, 2012).  Differences identified through the second review of 
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the transcribed responses were discussed between the two reviewers and the subcategories 

modified as required.  Ninety-five percent agreement was reached between the two reviewers.  

Dependability speaks to evidence that is consistent and stable (Krippendorff, 2004, 2013; 

Polit & Beck, 2012).  Although the data were collected through a single exercise, dependability 

was protected through the verbatim transcription of the respondents to ensure authenticity and 

the assurance of confidentiality with responses.  

Transferability is described as the extent to which findings may be translated to other 

settings (Houser, 2012; Krippendorf, 2004; 2013).  While generalization of findings is not a 

primary goal for qualitative research, transferability of the findings may be of interest to other 

researchers (Houser, 2012).  Transferability was supported through the clear description of the 

sample, data gathering, and data analysis for the study. 

Phase II—Pilot and Re-Pilot Studies 

Procedure: 

The second phase had three objectives: 

a)  To create a self-report survey tool (Miron Academic Integrity Nursing    Survey—

MAINS). 

b)  To test the survey tool for validity and reliability.  

c)  To revise the survey tool as per validity and reliability findings for use in Phase III. 

The pilot and re-pilot studies were guided by the following research question: 

1. What are the reliability scores for the subscales measuring the four variables of the 

Theory of Planned Behaviour Model (Attitude, Subjective Norm, Perceived 

Behavioural Control, Intention)?  



 

49 
 

Miron Academic Integrity Nursing Survey (MAINS) Construction, Validity and Reliability  

Validity of Theory of Planned Behaviour (TPB) Surveys 

Ajzen (2005, 2006) noted that validity is challenging to measure with TPB surveys since 

indirect and direct items make different assumptions about the underlying cognitive structures 

related to behaviour. Validity testing of indirect measures may therefore yield questionable 

results. The approach to the construction of the MAINS closely followed the process outlined by 

the two guides (Ajzen, 2006; Francis et al. 2004) and supported the development of a survey that 

had multiple items but streamlined focused TPB scales. Discriminant validity was not completed 

since there is evidence in the literature to demonstrate that students who rate themselves as 

honest continue to self-report departures from AI (Hilbert, 1988; McCrink, 2010; Rakovski & 

Levy, 2007).   

Empirical data supports the employment of TPB surveys to predict intention and 

behaviour (Ajzen, 1991; Armitage & Conner, 2001).  Ajzen (1991) discussed 10 research studies 

that employed TPB surveys, and found that the variable of Perceived Behavioural Control 

permitted the prediction of intention and behaviour with a variety of populations and a variety of 

behaviours.  The majority of the correlations in these studies were of substantial magnitude, with 

the average correlation at 0.51 (0.20--.78).   Findings from 16 studies that employed TPB 

surveys validated the effectiveness of all three predictor variables (Attitude, Subjective Norm, 

Perceived Behavioural Control)  in accounting for the variance in intentions to targeted 

behaviours with the average correlation of 0.71 (0.43—0.91: Ajzen, 1991).  Thirty-two articles 

were reviewed through a meta-analytic review and findings supported that TPB surveys designed 

with multiple items for each TPB variable, like the TPB doctoral survey, demonstrated 
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statistically significantly stronger correlations to predicting intention to targeted behaviours when 

compared to single item tests (p<0.05: Conner & Armitage, 2001). 

Face Validity 

After the Elicitation Study was completed and data were analyzed, an initial draft survey 

was constructed with 27 questions (31 items) that captured the TPB variables.  The first step in 

the process for establishing validity for the MAINS involved the securing of expert reviewers to 

conduct face validity (Davis 1992).  Of the 10 experts contacted, five agreed to participate and 

provide face validity on the draft survey. Reviewers were asked to review the questions and 

consider whether the draft questions were relevant in measuring the TPB predictor variables. 

Expertise among the five included: TPB, AI, quantitative methods, survey research, post-

secondary teaching, and current expertise in clinical teaching (Table 3). The individual names 

and ratings from all experts were kept confidential.  

In addition, five volunteer Year-3 students were recruited from the sample who had 

completed the Elicitation Survey (Phase I) by the Research Assistant, and were then asked to 

review the pilot MAINS to see if they agreed with the concepts that were being addressed. 

Through an anonymous hardcopy survey the volunteer students read each question and provided 

feedback.  All student responses indicated that they agreed with the questions and they offered 

no additional comments.   

Content Validity 

The same five reviewers were also willing to assess the content validity of the initial draft 

survey. The reviewers were informed regarding the purpose of an instrument developed to elicit 

their assessments of  draft questions, definitions of key terms, objectives and the manner in 

which to rate the draft questions (Appendix K: Davis 1992). The reviewers were informed 
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regarding the purpose of the instrument, definitions of key terms, objectives and the manner in 

which to rate the tool (Appendix K: Davis 1992). Experts were asked to rate each item on a 4 

point scale for the clarity of question wording (1—least clear: 4—most clear: Appendix K). 

Experts were also asked to rate each item on individual 4 point scales for how well the items 

represented the TPB variables (1-least representative: 4-most representative: Rubio, Berg-Weger, 

Tebb, Lee & Raunch, 2003: Appendix K). The reviewers were provided space on the form to 

provide additional feedback. To calculate the overall Content Validity Index (CVI) the total 

number of items ranked at 3 or 4 by the reviewers were divided by the total number of items. The 

initial draft of the survey had a CVI below 0.80. Davis (1992) recommends that with newly 

developed tools, reviewer agreement should reach 80% or higher. Based on the CVI scores, 

items that scored below 3, feedback from the experts, and re-examination of the two TPB 

manuals (Ajzen, 2006; Francis et al., 2004), changes were made to existing questions with the 

removal and addition of several questions (Table 4: Appendix L) and the pilot MAINS was 

constructed (Appendix M).   

Construction of the Miron Academic Integrity Nursing Survey (MAINS) Pilot Tool 

Experts suggested providing a clear definition for the term academic integrity at the start 

of the survey, and suggested exchanging the words “honesty, trust, fairness, respect, and 

responsibility” for the term academic integrity in all applicable questions.  

The experts’ comments on the Attitude scale, that originally included draft 10 items, 

suggested that Questions 2 and 4 needed to be divided into four separate questions (Table 4: 

Appendix L).  The experts also felt that question 5 should be removed.  After reviewing the two 

TPB guides one additional question was added. The changes to the Attitude scale resulted in the 

pilot MAINS including 9 questions that measured 12 items (Appendix M).   
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The Subjective Norm scale originally included 9 draft questions but experts felt that 

questions 13 and 14 were asking the same thing (Table 4: Appendix L).  These items were 

reviewed and question 14 was deleted. After the additional re-review of the two TPB manuals 

two additional questions were added. The changes to the Subjective Norm scale resulted in the 

pilot MAINS including 10 questions that measured 10 items (Appendix M).  

The Perceived Behavioural Control scale consisted of 9 draft questions (9 items: 

Appendix K).  Expert feedback about this scale included the concern that item 19 and 22 were 

measuring the same thing.  These two items were edited (Table 4: Appendix L).  After reviewing 

the two TPB manuals two additional questions were added. The changes to the Perceived 

Behavioural Control scale resulted  in the pilot MAINS including a total of 10 questions that 

measured 10 items on the Pilot Perceived Behavioural Control scale (Appendix M).  

The draft Intent scale received high scores by all expert reviewers so that no questions 

were changed. The Intent scale on the Pilot MAINS included 3 questions measuring 3 items 

(Appendix M). 

The pilot MAINS included 32 questions with 35 items that measured the TPB variables 

through four scales (Attitude—9 questions, 12 items, Subjective Norm—10 questions, 10 items, 

Perceived Behavioural Control—10 questions, 10 items, Intent—3 questions, 3 items) and six 

background variables (Appendix M).   The pilot MAINS was then recirculated to reviewers.  The 

CVI for the second content validity review reached 0.90.  
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Table 3 

Qualifications and Expertise of Panel  Reviewing Draft and Pilot--Miron Academic Integrity 
Nursing Survey 
 
Expert Number Highest Academic Degree Area of Expertise 

1 Doctorate Public Health Theory of Planned Behaviour 
Survey Construction 

Nursing Education 
Quantitative Methods 

2 Doctorate Organizational 
Behaviour Studies 

Academic Integrity 
Survey Construction 

Post-Secondary Education 
Quantitative Methods 

3 Doctoral Candidate Nursing Survey Construction 
Post-Secondary Education Nursing 

Quantitative Methods 
4 Masters in Science Nursing Clinical Expertise Undergraduate Nursing 

5 Masters in Science Nursing Clinical Expertise 
Theory of Planned Behaviour 

Survey Construction 
Quantitative Methods 

 
 

The unipolar measurement scale used in the doctoral study (7 point Likert) is a justified 

approach to measure the TPB variables (Ajzen, 1991).  All TPB scales used seven-point Likert 

scales. When compared to a 5 point Likert scale, the 7 point scale was chosen as it was believed 

to be more sensitive to students’ responses and offered them greater choice to meet their 

objective reality with AI in the clinical setting (Joshi, Kale, Chandel, & Pal, 2015).  

Self-report surveys to measure the TPB variables, like the one employed in the doctoral 

study, had few effects on responses in one meta-analytic review completed by Conner and 

Armitage (2001). Data gathered through self-reports are at risk for social desirability bias.  Social 

desirability bias has been defined as respondents’ tendencies to answer questions based on what 

they perceived to be favourable responses (Podsakoff, MacKenzie, Lee, & Podsakoff, 2003). 



 

54 
 

Efforts were made to reduce the risk of social desirability bias by making the surveys 

anonymous, excluding any questions that may identify individual respondents, and adhering to a 

process that protected respondents’ personal information from being shared with the researcher. 

Reliability of the Miron Academic Integrity Nursing Survey (MAINS) Pilot and Re-Pilot 

Reliability of the four TPB scales were analyzed through Cronbach’s alpha with the 

benchmark set for all scales to report values α≥0.70.  Nunnally and Bernstein suggested that a  

0.70 Cronbach’s alpha level is satisfactory when developing new tools (1994). As well, internal 

consistency for measures used in basic research is considered acceptable at α ≥ 0.70 (Ajzen, 

2005; Beck & Ajzen, 1991; Bonett & Wright, 2015; Field, 2011; Furr & Bacharach, 2014; 

Francis et al., 2004; Tavakol & Dennick, 2011).  Cronbach alpha scores for Attitude (α=0.73) 

and Intent (α=0.72) were established during the initial pilot of the MAINS. Because the Cronbach 

alpha scores from the pilot reported that two of the four scales scored below α=0.70, the two 

lower scoring scales (Subjective Norm and Perceived Behavioural Control) needed to be revised 

(Table 5: Appendix N) and re-piloted (Appendix O).   

The two re-piloted scales reported Cronbach alphas at α ≥ 0.70 (Table 6). The corrected 

item-total correlation statistic measures the correlations between each item and the total score 

from the survey  (Field, 2011; Tabachnick & Fidell, 2007). Corrected item-total correlations that 

scored less than the acceptable 0.3 on the Subjective Norm improved on the re-pilot except for 

one question that required respondents to consider what people who were important to them 

would think about behaving with AI in clinical placements (Table 7).  This question was left on 

the final survey and recorded a corrected item-total correlation statistic of .476 on the final 

survey (Table 8: Appendix P ). 



 

55 
 

All of the items on the Perceived Behavioural Control scales improved on the re-pilot 

(Tables 9). However, 4 items continued to score below .3 on the corrected item-total correlation.  

Items that scored below .3 included: respondents’ beliefs about their control over behaving with 

AI, whether supportive clinical placements made it easier to behave with AI,  whether clinical 

placements had environments that supported AI, and whether there were too many academic 

assignments in clinical.  These items were included in the final MAINS and recorded final item-

total correlations at .406, .297, .488, and .388 respectively. Cronbach’s alpha measurements were 

re-run on the revised and final MAINS and all scales reported α ≥ 0.70 (N=339) (Table 6). 

Reliability testing for the MAINS in future studies should include a closer examination and 

potential editing for wording with all items that score below the .30 on corrected item-total 

correlation scores (Table 8: Appendix P). 

Table 6 

Cronbach Alpha Coefficients for Theory of Planned Behaviour Scales on Pilot, Re-Pilot, and 
MAINS 

 
Scale Range Number of Items 

on Scale 
Cronbach Alpha  Scores 

   Pilot Re-
Pilot 

Final 

Attitude (12-84) 12 0.73  0.82 
Subjective Norm (10-70) 10 0.60 0.78 0.70 
Perceived Behavioural 
Control 

(10-70) 10 0.50 0.72 0.71 

Intent (3-21) 3 0.72  0.75 
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Table 7 
 
Corrected Item-Total Correlation for Subjective Norm Scale Items Pilot Study (n=59) and Re-
Pilot Study (n=29) 
 

Pilot Question 
Number 

Pilot Corrected Item-
Total Correlation 

Re-pilot Question 
Number 

Re-Pilot Corrected 
Item-Total Correlation 

9 0.258* 6 .208* 
12 0.285* 8 .374 
14 0.007* 7 .384 
16 0.335 15 .547 
18 0.398 9 .473 
19 0.164* 10 .593 
23 0.263* 13 .721 
29 0.304 14 .693 
36 0.301 11 .479 
38 0.384 12 .696 

*Items scored below acceptable level 0.30 
 
Table 9 
 
Corrected Item-Total Correlation for Perceived Behaviour Control Scale Items Pilot Study 
(n=59) and Re-Pilot Study (n=29) 
 
Pilot Question Number Pilot Corrected Item-

Total Correlation 
Re-pilot Question 

Number 
Re-Pilot Corrected 

Item-Total 
Correlation 

11 0.194* 16 .504 
15 0.040* 19 .166* 
17 0.339 20 .391 
20 0.158* 24 .166* 
21 0.085* 25 .302 
30 0.133* 22 .148* 
31 0.103* 23 .502 
33 0.305 18 .609 
34 0.168* 21 .128* 
37 0.278* 17 .391 

*Items scored below acceptable level 0.30 
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PHASE III—Large Multi-Site Study 

Procedure 

There were five objectives in Phase III:  

a)  To identify relationships with the background variables of sex, age, educational   

program stream, year of study, and access and understanding of academic integrity 

with regards to intent to behave with academic integrity in student clinical placement 

settings. 

b)  To identify the extent to which attitude, subjective norm, and perceived behavioural 

control predict senior students’ intent to behave with academic integrity in student 

clinical placement settings. 

c) To report research findings and describe implications for educational policy and   

curricula with undergraduate nursing programs. 

d) To provide evidence-informed recommendations for the undergraduate education of 

nurses related to academic integrity. 

e) To identify potential opportunities for future research. 

The final study was guided by six research questions: 

1. What differences exist with the Theory of Planned Behaviour variables within sites? 

(Aim 1) 

2. What differences exist with Theory of Planned Behaviour variables between 

respondents who participated in the elicitation, pilot or re-pilot study(ies) and those 

respondents who had not participated in the three previous studies? (Aim 1)  

3. What differences exist with Theory of Planned Behaviour variables across sites? 

(Aim 1) 
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4. What background variables are associated with intent to behave with academic 

integrity in senior nursing clinical practice? (Aim 2) 

5. To what extent does site influence intention to behave with academic integrity in 

senior clinical practice beyond the variance accounted for by the background 

variables? (Aim 2) 

6. To what extent do the Theory of Planned Behaviour variables influence intention to 

behave with academic integrity in senior nursing clinical practice beyond the variance 

accounted for by the background variables and site? (Aim 2) 

The Miron Academic Integrity Nursing Survey (MAINS) Final Tool  

The final MAINS began with a short explanation of the study and a definition of AI with 

practical examples (Appendix B). Initially, demographic and background data were gathered 

through six questions that required participants to tick boxes that reflected their answers. As the 

TPB served as the framework for the study, the background variables of interest aligned with the 

TPB variables of Attitude (sex, age), Subjective Norm (program of study, year of study), and 

Perceived Behavioural Control (understanding of policies, location where respondents accessed 

AI information).  The second part of the survey consisted of four scales (32 questions--35 items) 

that were created to capture the TPB predictor (independent variables—attitude, subjective norm, 

perceived behavioural control) and outcome (dependent variable—intent to behave) variables. 

 The TPB posits that the three predictive variables of Attitude, toward the behaviour (a 

person’s overall positive or negative evaluation of a behaviour), Subjective Norm, about the 

behaviour (whether a person feels pressured to practice or not practice a behaviour), and 

Perceived Behavioural Control, of the behaviour (the power a person feels to practice a 

behaviour), will directly influence a person’s intent to behave in a specific way.  The theory 
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further describes intention to behave (a person’s readiness to perform a specific behaviour) as the 

most powerful predictor to actual behaviour (Ajzen, 2006).  An important underlying premise of 

the theory is that behaviour is the result of a conscious decision and is volitional in that a person 

must have the means, opportunity, and support to behave in a certain way.  The theory was 

chosen because there is a plethora of empirical data that demonstrates its utility in measuring 

intention to various target behaviours. 

 A reliable TPB survey should measure both direct and indirect components for each of 

the predictor variables (Ajzen, 2006; Francis et al., 2004). Ajzen (2006) suggests that direct 

measures assess a person’s direct beliefs about the predictor variables. Indirect measures tap into 

the underlying behavioural beliefs that a person holds as well as the person’s evaluation of 

potential outcomes to the specific behaviour in question (Ajzen, 2006).  Direct measures were 

constructed from the findings through the literature review. Indirect measures were developed 

after the analysis of findings from the Elicitation Study for predominant themes and content.  

Ajzen (2006) suggests that items measuring intention to act should also be included in surveys to 

increase reliability of the measurement tool.  

Responses for all survey items were reported on 7 point Likert scales ranging from 

strongly disagree (1) to strongly agree (7).  On analysis, negatively worded questions were 

reversed so that the Likert scales were consistent in capturing scores on the set ranges (lower 

scores--1 to higher scores--7).  One question on the attitude scale required participants to score 

their direct beliefs about completing work with the values of academic integrity (honesty, trust, 

fairness, respect, responsibility) on scales that used adjectives like bad or good, unpleasant or 

pleasant.  These, in turn, were scored like the other Likert scales, from low to high (bad [1] to 

good [7]). 
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 Attitude toward a specific behaviour is formed by behavioural beliefs about the 

consequences or outcomes of the specific behaviour. The predictor variable of attitude can be 

directly measured by asking a respondent a direct belief based question about the specific 

behaviour.  An item measure from MAINS that exemplifies a direct attitude survey item is--

Completing work in student clinical placements behaving with integrity in the placement is bad 

(1) or good (7).  Indirect items related to attitude measure respondents’ judgements about certain 

behaviours and their beliefs on the potential outcomes for specific behaviours.  An example from 

the MAINS of an indirect item is--If I behave with academic integrity I feel like I am doing 

something positive for my patients (strongly disagree [1]—strongly agree [7]).  The attitude 

scale consisted of 4 direct items and 8 indirect questions (n=12).  The total maximum and 

minimum scores for this scale were 84 and 12, respectively. 

 Direct item measures for subjective norms about AI, address the persons’ beliefs and 

perspectives on the social pressure to behave in a certain way and consider what they assess as 

normal or expected.  The strength of beliefs will affect their perspectives on subjective norms 

(Ajzen, 2006). An example of a direct question would include individuals’ perspectives on what 

others who are important (referent groups) to them want in the respondents’ behaviour.  One 

example of a subjective norm direct item from the MAINS is—Most people who are important to 

me want me to behave with academic integrity in my clinical placements (strongly disagree [1]—

strongly agree [7]). Ajzen (2006) suggests that indirect measures for subjective norms must 

include both injunctive and descriptive norms. Injunctive norms are the respondents’ beliefs 

about how referent groups think they should behave, while descriptive norms refer to 

respondents’ beliefs about how most people are behaving and measures their motivation to 

comply with behaviour consistent with the targeted behaviour.  An example of an injunctive item 
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from the MAINS is—My patients think I should practice with academic integrity (strongly 

disagree [1]—strongly agree [7]). An example of a descriptive norm from the MAINS is—My 

classmates practice with academic integrity in clinical placements (strongly disagree [1]—

strongly agree [7]). This scale consisted of 4 direct questions, 3 indirect injunctive norm 

questions, and 3 descriptive norm questions (n=10).  The total maximum and minimum scores 

for this scale were 70 and 10, respectively. 

 Perceived behavioural control focuses on the amount of control respondents feel they 

have to control and perform a specific behaviour. Situational and internal factors are believed to 

facilitate or discourage behaviour.  Ajzen (2006) and Francis et al. (2004) describe self-efficacy 

and controllability as two key components that must be considered when constructing direct item 

measures.  Levels of difficulty and confidence affect a respondent’s self-efficacy.  Whether 

respondents have control over performing the behaviour and whether factors beyond their control 

determine the behaviour, describes the construct of controllability.  An example of a direct item 

question that measures self-efficacy from the MAINS is—I am confident that I can practice with 

academic integrity in my clinical placements (strongly disagree [1]—strongly agree [7]). An 

example of a direct item question that measures the controllability construct from the survey is—

The decision to practice with academic integrity in my clinical placements is beyond my control 

(strongly disagree [1]—strongly agree [7]). Indirect items should measure respondents’ 

perceived behavioural control, and their underlying beliefs around control and their power to 

influence the behaviour.  An example of an indirect item measure for a belief of control item 

from the MAINS is—Clinical instructors are supportive of students practicing with academic 

integrity (strongly disagree [1]—strongly agree [7]). An indirect item that measures perceived 

power over behaviour from MAINS is—When clinical instructors support academic integrity I 
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am more likely to practice with academic integrity (strongly disagree [1]—strongly agree [7]).  

This scale consisted of 2 direct self-efficacy, 2 direct controllability, 3 indirect control beliefs, 

and 3 indirect perceived power items (n=10). The total maximum and minimum scores for this 

scale were 70 and 10, respectively. 

 Ajzen (2006) described behavioural intention as an antecedent to actual behaviour.  

Ajzen (2006) and Francis et al. (2004) suggested that item measures for intention strengthen the 

reliability of the tool and should be guided by researcher judgment on the content area. An 

example of a direct item question from the MAINS that measures intent is—I expect that I will 

complete work in my clinical placements with academic integrity (strongly disagree [1]—

strongly agree [7]). This scale consisted of 3 items (n=3).  The maximum and minimum scores 

for this scale were 21 and 3, respectively. 

The final revised survey was administered to a larger sample of students across three 

post-secondary organizations (N=339).  Fifty-five percent of eligible respondents from Site #1 

completed the Miron Academic Integrity Nursing Survey (MAINS) (n=109, N=196).  Fifty-one 

percent of eligible respondents completed the MAINS at Site #2 (n=154, N=300), and 23% of 

eligible respondents completed the survey at Site #3 (n=76, N=336). 

Statistical Analysis 

 Since the goal of this research was to predict Year 3 and Year 4 nursing students’ 

intentions to behave with AI in the clinical practice setting, the main statistical analysis that was 

completed was hierarchical multiple regression (MR: Tabachnick & Fidell, 2007).  Statistical 

analysis was performed using SPSS© version 23. Descriptive statistics were reviewed to help 

understand the demographics and important background information about the respondents.  

Descriptive statistics included means and standard deviations (SD) for normally distributed data 
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and frequencies for categorical data.  Data distribution for normality, linearity, and 

homoscedasticity were checked through the inspection of histograms, P-plots, and scatter plots 

generated by SPSS© 23 and were completed for all TPB scales to meet the assumptions needed 

for multiple regression analyses.  T-tests and ANOVA tests were used to assess the relationships 

among variables and across sites.  Content analysis, including both thematic and counts for 

frequencies, was also completed with data from the Elicitation Study so that findings would 

support the development of the MAINS.  All background variables were condensed to 

dichotomous categorical variables.    
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Chapter 4:  Results 

 Results from the data gathered in the Phase I (Elicitation Study) and Phase III (Larger 

Multi-Site Study) are outlined in this chapter. The goal of Phase I was to elicit data from a 

sample of Year-3 and Year-4 nursing students that would inform the development of the Miron 

Academic Integrity Nursing Survey (MAINS: Appendix B).  The MAINS was constructed to 

gather data about predictors to senior nursing students’ intention to behave with academic 

integrity in the clinical setting and was piloted and re-piloted in Phase II with Year 3 and Year 4 

students at site #2 (Table 10, Table 11).  The finalized MAINS was then administered in Phase III 

to senior nursing students across three sites.  

The goal of the Phase III was to explore the intention for senior nursing students enrolled 

in either Year 3 or Year 4 of their studies to behave with academic integrity (AI) in their student 

clinical placement settings. The primary research questions underpinning this study were: 

1. To what extent do students differ on Theory of Planned Behaviour (TPB) variables? 

2. What predicts intention to behave with academic integrity among senior nursing students 

in clinical practice across three different Canadian Schools of Nursing? 
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Table 10 

Characteristics of Nursing Students Pilot Study (n=59) 
 

Variable Frequency Percent 

Sex 
Female 
Male 

 
54 
5 

 
91.5 
8.5 

Age (Years) 
20-25  
26 + 

 
29 
30 

 
49.2 
50.8 

Educational Stream 
4-Year Undergraduate 
Accelerated Program 

 
39 
20 

 
66.1 
33.9 

Year of Study 
Year 3 
Year 4 

 
28 
31 

 
47.5 
52.5 

 
 
Table 11 
 
Characteristics of Nursing Students Re-pilot (n=29) 

Variable Frequency Percent 

Sex 
Female 
Male 

 
27 
2 

 
93 
7 

Age (Years) 
20-25  
26 + 

 
26 
3 

 
90 
10 

Educational Stream 
4-Year Undergraduate 
Accelerated Program 

 
27 
2 

 
93 
7 

Year of Study 
Year 3 
Year 4 

 
17 
12 

 
59 
41 
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Data Findings Elicitation Study 

The analysis included the identification of concepts and categories.  Three main concepts 

emerged from the data: 1) Effects on the Professional; 2) Effects on Students; and 3) Effects on 

Patients (Figure 3). The concepts had four categories:  1) helpful relationships; 2) respect and 

trust; 3) gains and losses; and 4) patient safety and care. 

The concepts that emerged from the data were focused on how behaving with AI in the 

clinical setting would have effects on these three groups:  professionals, students, and patients on 

a short-term and long-term basis. Respondents equated behaving within the values of AI as 

foundational to expectations for professional ethical practice as outlined by the CNA Code of 

Ethics and CNO standards of practice.  Helpful relationships emerged as professional team work 

and therapeutic relationships which respondents deemed essential to their practice.  Respect and 

trust extended to patients/families, professional health care team members, classmates, and 

clinical instructors.  The four categories were believed to be crucial components to the nursing 

students’ learning and success on teams within the clinical environment.  Respect and trust were 

also described as important for the profession of nursing and vital if nurses were to be accepted 

for their contributions to care.   

Gains and losses were linked directly to the presence or absence of the values of AI.  If 

the values of AI were part of practice, then nurses benefited through positive workplaces; 

confidence in skills; trust among nurses, students, and teams; professionals’ and students’ 

satisfaction; and a positive image about nursing. If the values of AI were lacking in the clinical 

setting then respondents suggested this lack would result in short- and long-term losses to 

themselves as students and to the overall profession.  A lack of commitment to AI would result 

in poor learning environments, costs to competence in practice, costs to their personal well-



 

67 
 

being, inadequate patient care, and distrust and poor collaboration among team members and 

between patients/families and nurses.  Becoming swept up in environments that lacked integrity 

was a worry for students and was equated with a negative image for nurses. Finally, the costs to 

safe patient care were reported by respondents.  They worried that breaches to the values of AI 

would result in compromised patient care by both students and nurses.  Fractured therapeutic 

relationships, lack of competence due to interrupted learning, and the overall effects of negative 

workplaces and dysfunctional teams concerned respondents.  Notions of fairness, social justice, 

and safety came through when respondents discussed patients and patient care. 

 Respondents were asked to identify referent groups that would approve or disapprove of 

their adherence to the values of AI in the clinical setting. Classmates (24 counts) and patients (18 

counts) were the two largest groups that would approve of students’ adherence to the values of 

AI.  A general group, that included friends and families, was cited 12 times.  The professional 

team (6 counts), and clinical instructors (5 times) were also mentioned as groups that would care 

about students’ adhering to AI.  It was difficult for students to identify who would not approve of 

their adherence to the values of AI. 

Increased student workload was identified as a pressure point and a factor that made it 

difficult for students to adhere to the values of AI. Clinical instructors and clinical environments 

that were positive and supportive were identified as important to students’ abilities to adhere to 

AI.  Conversely, if clinical instructors or clinical environments were viewed as negative or 

punitive it was considered a barrier to their ability to adhere to AI.  Major findings from the 

Elicitation Study are reported in Appendix Q (Table 12).  
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Figure 3 
Concepts and Categories Academic Integrity Student Clinical Setting 

Phase III Findings 

After an initial literature review, background variables were included on the Miron 

Academic Integrity Nursing Survey (MAINS) to explore their influence on intention to behave 

with integrity in the clinical setting as differentiated by site (Schools of Nursing): sex, age, 

program stream, year of study, and understanding of academic integrity policies. Predictor 

variables for the Theory of Planned Behaviour (TPB--Attitude, Subjective Norm, Perceived 

Behavioural Control) on student intention to behave with AI in the clinical setting were also 

included. The following additional questions served to further guide the research: 

1. What differences exist with Theory of Planned Behaviour variables within sites? 

(Aim 1) 

2. What differences exist with Theory of Planned Behaviour variables between 

respondents who participated in the elicitation, pilot or re-pilot study(ies) and those 

respondents who had not participated in the three previous studies? (Aim 1)  
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3. What differences exist with Theory of Planned Behaviour variables across sites? 

(Aim 1) 

4. What background variables are associated with intent to behave with academic 

integrity in senior nursing clinical practice? (Aim 2) 

5. To what extent does site influence intention to behave with academic integrity in 

senior clinical practice beyond the variance accounted for by the background 

variables? (Aim 2) 

6. To what extent do the Theory of Planned Behaviour variables influence intention to 

behave with academic integrity in senior nursing clinical practice beyond the variance 

accounted for by the background variables and site? (Aim 2) 

Descriptive Analyses 
  

Data were gathered from senior nursing students (Year 3 and Year 4) at three different 

nursing programs. Two sites were selected from central Canada (Site #1 n=109, Site #2 n=154) 

and one site from eastern Canada (Site #3 n=76). Frequencies are reported by site and combined 

sample responses. Frequencies, by sites, were completed for demographic data including: sex, 

age, program stream, year of study, and understanding of AI policies—Table 13. In addition, 

frequencies for how students received their information about AI are reported (Table 14: 

Appendix R). The mean, range, and standard deviations for the items measuring the predictor 

variables are also presented (Table 15). 

 The variable sex originally consisted of three categories (female, male, other). 

Respondents recorded only two of the potential choices: female or males, so the data were 

aggregated. Almost 89% of the combined sample was female. Age was captured through three 

categories on the MAINS (20—25 years, 26—30 years, >31 years). The age category >31 years 
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had small numbers at Site #1 (n=2) and Site #3 (n=8) so this category was aggregated to two 

categories (20-25 years, 26 years+) across all three sites. The two age categories are reported for 

the individual sites and for the combined sample. Almost 66% of the combined sample reported 

their ages between 20-25 years.  

The length of time in an accelerated program can vary from 12 – 24 months or more, 

depending on a variety of factors and requirements expected by the organization granting the 

degree. Only Site #2 reported students enrolled in the practical nurse bridging program, which 

accounted for 6.5% of the total sample (n=22). Since the frequency of practical nurse bridging 

respondents was low and limited to one site, the decision was made to aggregate the data for the 

accelerated programs into one category. Data are reported in the two categories: undergraduate 

4-year program and accelerated programs. Sixty-seven percent of the combined sample reported 

as undergraduate students in the 4 year program stream.  

Nursing students in the senior years of their studies were the target sample for the larger 

study. Data are reported for students enrolled in Year 3 and Year 4 of nursing studies. The 

majority of respondents were Year 3 students (67.3%).  

Initially the understanding of AI policy question consisted of three potential responses. 

Since the overall responses to choice #3 (unsure) was low (n=3) the decision was made to 

aggregate those responses into choice #2 (no) responses. The majority of respondents reported 

they understood the AI policies for their respective educational organizations (87%). 
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Table 13 

Frequencies Sex, Age of Respondents, Program Stream, Year of Study of Respondents, and 
Understanding of AI Policies by Site and for the Total Sample 
 
 Variable n Percent (%) 

 
Site #1 

Sex 
 Female 
 Male 

 
102 

 7 

 
93.5 
6.5 

Site #2  Female  
 Male  

154 
24 

84.4 
15.6 

Site #3  Female 
 Male 

68 
8 

89.5 
10.5 

TOTAL 
SAMPLE 

 Female 
 Male 

  300 
 39 

88.5 
11.5 

 
Site #1 

Age 
 20-25 years 
 26 years+ 

 
97 
12 

 
88.9 
11.1 

Site #2  20-25 years 
 26 years+ 

68 
86 

44.0 
55.0 

Site #3  20-25 years 
 26 years+ 

58 
18 

76.0 
24.0 

TOTAL 
SAMPLE 

 20-26 years 
 26 years+ 

223 
116 

65.8 
34.2 

 
Site #1 

Program Stream 
 Undergraduate 4-year 
 Accelerated Program 

 
74 
35 

 
68.0 
32.0 

Site #2  Undergraduate 4-year 
 Accelerated Program 

91 
63 

59.0 
41.0 

Site #3  Undergraduate 4-year 
 Accelerated Program 

63 
13 

83.0 
17.0 

TOTAL 
SAMPLE 

 Undergraduate 4-year 
 Accelerated Program 

228 
111 

67.3 
32.7 

 
Site #1 

Year of Study 
 Year 3 
 Year 4 

 
63 
46 

 
58.0 
42.0 

Site #2  Year 3 
 Year 4 

129 
25 

84.0 
16.0 

Site #3  Year 3 
 Year 4 

36 
40 

47.0 
53.0 

TOTAL 
SAMPLE 

 Year 3 
 Year 4 

228 
111 

67.3 
32.7 
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Table 13 Cont’d 
 
Site #1 

Understanding of AI Policies 
 Yes 
 No/Don’t Know 

 
93 
16 

 
85.0 
15.0 

Site #2  Yes 
 No/Don’t Know 

135 
19 

88.0 
12.0 

Site #3  Yes 
 No/Don’t Know 

68 
8 

89.0 
11.0 

TOTAL 
SAMPLE 

 Yes 
 No/Don’t Know 

296 
43 

87.3 
12.7 

 
 
Table 15 
 
Range, Means, Standard Deviations for Theory of Planned Behaviour Variables (Attitude, 
Subjective Norm, Perceived Behavioural Control, Intention) 
 

Theory of Planned 
Behaviour Scale 

Question Range Range Mean Standard 
Deviation 

  Min Max   
Attitude      
Direct Items 7 a. 4 7 6.26 .90 
 7 b. 4 7 6.44 .75 
 7 c. 4 7 6.48 .74 
 7 d. 4 7 6.42 .79 
Indirect Items 
(Behavioural Beliefs) 

 
25. 

 
1 

 
7 

 
6.34 

 
.98 

 28. 1 7 5.92 1.21 
 34. 1 7 6.35 1.00 
 38. 1 7 6.34 1.06 
Indirect Items 
(Outcome Beliefs) 

 
12. 

 
3 

 
7 

 
6.60 

 
.69 

 18. 2 7 6.83 .50 
 30. 4 7 6.86 .42 
 33. 4 7 6.80 .47 
Subjective Norm      
Direct Items 10. 2 7 6.55 .66 
 17. 1 7 6.03 1.21 
 23. 1 7 6.64 .66 
 29. 2 7 6.44 .77 
Indirect Items 
(Injunctive) 

 
13. 

 
4 

 
7 

 
6.56 

 
.66 

 20. 1 7 5.87 1.09 
 31. 1 7 6.12 1.19 
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Table 15 Cont’d 
Indirect Items 
(Descriptive) 

 
16. 

 
4 

 
7 

 
6.6 

 
.58 

 26. 1 7 5.37 1.44 
 35. 1 7 5.01 1.68 
Perceived Behavioural 
Control 

     

Direct Item 9. 4 7 6.57 .65 
 11. 3 7 6.30 .90 
 21. 4 7 6.12 .88 
 36. 4 7 6.04 .93 
Indirect Items 
(Control Beliefs) 

 
15. 

 
1 

 
7 

 
6.54 

 
.86 

 24. 1 7 5.86 1.39 
 27. 1 7 6.12 .95 
(Power Beliefs) 19. 2 7 6.61 .78 
 32. 1 7 6.57 .75 
 37. 1 7 5.69 1.43 
Intention 8. 2 7 6.74 .54 
 14. 4 7 6.80 .46 
 22. 3 7 6.74 .51 

Aim 1: To what extent do students differ on Theory of Planned Behaviour (TPB) variables? 

A second level of comparative analyses to detect any significant differences within and 

across sites was completed. These identified differences allowed for an understanding of the 

differences for the Theory of Planned Behaviour variables with the data. Group mean differences 

(t-tests) were used to complete the second level of analysis and investigate any differences and 

associations for the data. Although multiple comparisons were completed with the data, the 

standard α level 0.05 was used as the significance level throughout the analyses (p < 0.05) since 

the study was exploratory in nature (Grove & Andreasen, 1982). 

The following research questions guided the second analysis: 

1. What differences exist with Theory of Planned Behaviour variables within sites? 

(Aim 1) 
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2. What differences exist with Theory of Planned Behaviour variables between 

respondents who participated in the elicitation, pilot or re-pilot study(ies) and those 

respondents who had not participated in the three previous studies? (Aim 1) 

3. What differences exist with Theory of Planned Behaviour variables across sites? 

(Aim 1) 

Research Question 1:  What differences exist with Theory of Planned Behaviour variables 

within sites?   

Independent samples t-tests were conducted with the data for individual sites, to compare 

the variables for sex, age, year of study, program of study, and understanding of AI policies for 

all three TPB predictor variables. T-test results were significant at Site #1 for the background 

variable of year of study and the TPB predictor variables of Attitude and Subjective Norm. Year 

3 students rated higher on both scales: Attitude Year 3 M=61.62, SD=5.84; Year 4 M=56.48, 

SD=6.49; t(107)=4.33, p<.001, two-tailed; and Subjective Norm Year 3 M=48.14, SD=5.02; 

Year 4 M=45.04, SD=5.51 t(107)=3.05, p<.003, two-tailed. All other t-test findings at Site #1 

were not significant (Table 16).  

Independent sample t-test results completed with Site #2 data revealed statistically 

significant findings for differences with sex and Subjective Norm t(152)=2.85, p<.005, two-

tailed (Table 17). The Subjective Norm mean score was higher with females (M=51.42, 

SD=4.34) than with males (M=48.48, SD=5.18). Statistically significant differences [t(152) = 

2.51, p<0.01, two-tailed] were also noted between understanding for AI policies and  Perceived 

Behavioural Control with a higher mean score for yes responses (M=50.86, SD=5.12) than 

no/don’t know responses (M=47.57, SD=5.85). All other t-test findings at Site #2 were not 

significant. 
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Site #3 reported statistically significant findings for understanding of AI and Perceived 

Behavioural Control with a higher mean score for yes (M=50.67, SD=5.47) than the no/don’t 

know mean score (M=48.27, SD=5.08) t(74)=2.62, p<.01. All other findings were not 

significant, although the year of study variable and Subjective Norm reported a p value close to 

significance t(74)=-1.92, p<.06. The Year 3 mean score was lower (M=47.94, SD=6.18) when 

compared to the Year 4 mean score (M=50.60, SD=5.84) for Subjective Norm (Table 18).  The 

sample size at Site #3 was less when compared to the other two sites which was due to a 

markedly reduced attendance rate in the specific classes when the survey was administered.  A 

request to the nursing leader at Site #3 to provide an additional on-line opportunity for students 

to complete the survey was declined. Despite the low numbers and as reported, there was only 

one statistically significant difference noted between Site #1 and Site #3 for the predictor 

variable of Perceived Behavioural Control.   

Table 16 

Independent T-test Findings Site #1 Background Variables (age, sex, program of study, year of 
study, understanding of academic integrity policies) 
 

Category n Variable Mean/SD Independent T-Test 
Age  
20-25 years  
26 years +  

 
97 
12 

 
Attitude 

 
M=59.38 (SD=6.39) 
M=60.00 (SD=8.44) 

 
t(107)=-0.31, p<0.76 

 
20-25 years 
26 years + 

 Subjective 
Norm 

M=46.88 (SD=5.36) 
M=46.41 (SD=6.22) 

t(107)=0.28, p<0.78 

20-25 years 
26 years + 

 PBC M=49.29 (SD=6.23) 
M=49.83 (SD=4.76) 

t(107)=-0.29, p<0.76 

Sex  
Female  
Male  

 
102 
 7 

 
Attitude 

 
M=59.65 (SD=6.37) 
M=56.57 (SD=9.57) 

 
t(107)=1.19, p<0.24 

Female 
Male 

 Subjective 
Norm 

M=46.98 (SD=5.39) 
M=44.71 (SD=6.04) 

t(107)=1.06, p<0.28 

Female 
Male 

 PBC M=49.36 (SD=6.27) 
M=49.20 (SD=1.60) 

t(107)=0.03, p<0.97 
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Table 16 Cont’d 
Program of Study  
4-Year  
Accelerated Program  

 
74 
35 

 
Attitude 

 
M=59.87 (SD=5.52)  
M=58.54 (SD=8.47)  

 
t(48.15)=0.85, p<0.40 

  
4-Year 
Accelerated Program 

 Subjective 
Norm 

M=47.39 (SD=5.44) 
M=45.65 (SD=5.28) 

t(107)=1.56,  p<0.12 
 

4-Year 
Accelerated Program 

 PBC M=50.01 (SD=4.72) 
M=47.97 (SD=8.15) 

t(45.14)=1.37, p<0.18 
 

Year of Study  
Year 3  
Year 4  

 
63 
46 

 
Attitude 

 
M=61.62 (SD=5.84) 
M=56.48 (SD=6.49) 

 
t(107)=4.33,  p<0.001** 

 
Year 3 
Year 4 

 Subjective 
Norm 

M=48.14 (SD=5.02) 
M=45.04 (SD=5.51) 

t(107)=3.05,  p<0.003* 
 

Year 3 
Year 4 

 PBC M=49.58 (SD=6.21) 
M=49.04 (SD=5.80) 

t(107)=0.46,  p<0.65 

Understanding AI  
Yes  
No/Don’t Know  

 
93 
16 

 
Attitude 

 
M=59.81 (SD=6.47)  
M=57.31 (SD=7.15)  

 
t(107)=1.40,  p<0.16 

 
Yes 
No/Don’t Know 

 Subjective 
Norm 

M=47.12 (SD=5.07)  
M=45.12 (SD=7.13)  

t(107)=1.36,  p<0.17 
 

Yes 
No/Don’t Know 

 PBC M=49.35 (SD=6.37) 

M=49.37 (SD=4.06) 
t(107)= -0.01, p<0.99 

 
PBC = Perceived Behavioural Control 
 
 
Table 17 
 
Independent T-test Findings Site #2 Background Variables (age, sex, program of study, year  
of study, understanding of academic integrity policies) 

 
Category n Variable Mean (SD) Independent T-Test 
Age  
20-25 years  
26 years +  

 
68 
86 

 
Attitude 

 
M=62.95 (SD=4.03) 
M=62.18 (SD=5.86) 

 
t(149.67)=-0.97, p<0.33 

 
20-25 years 
26 years + 

 Subjective  
Norm 

M=51.14 (SD=4.37) 
M=50.84 (SD=4.76) 

t(152)=0.40,  p<0.69 

20-25 years 
26 years + 

 PBC M=50.05 (SD=4.81) 
M=50.77 (SD=5.68) 

t(152)=-0.83,  p<0.41 

Sex  
Female  
Male  

 
130 
24 

 
Attitude 

 
M=62.75 (SD=5.01) 
M=61.29 (SD=5.44) 

 
t(152)=1.29,  p<0.20 

Female 
Male 

 Subjective  
Norm 

M=51.42 (SD=4.34) 
M=48.58 (SD=5.18) 

t(152)=2.85,  p<0.005* 
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Table 17 Cont’d 
Female 
Male 

 PBC M=50.66 (SD=5.37) 
M=49.37 (SD=4.90) 

t(152)=1.09,  p<0.27 

Program of Study  
4-Year  
Accelerated Program  

 
91 
63 

 
Attitude 

 
M=62.70 (SD=4.87)  
M=62.26 (SD=5.42)  

 
t(152)=0.46,  p<0.64 

 
4-Year 
Accelerated Program 

 Subjective  
Norm 

M=51.29 (SD=4.25) 
M=50.52 (SD=5.02) 

t(152)=1.02,  p<0.30 
 

4-Year 
Accelerated Program 

 PBC M=50.38 (SD=5.73) 
M=50.57 (SD=4.68) 

t(152)=-0.21,  p<0.83 
 

Year of Study  
Year 3  
Year 4  

 
129 
25 

 
Attitude 

 
M=62.47 (SD=5.20) 
M=62.80 (SD=4.60) 

 
t(152)=-2.93,  p<0.77 

 
Year 3 
Year 4 

 Subjective  
Norm 

M=51.10 (SD=4.53) 
M=50.36 (SD=4.90) 

t(152)=0.74,  p<0.46 
 

Year 3 
Year 4 

 PBC M=50.56 (SD=5.24) 
M=49.92 (SD=5.75) 

t(152)=0.55,  p<0.58 

Understanding AI  
Yes  
No/Don’t Know  

 
135 
19 

 
Attitude 

 
M=62.64 (SD=4.93)  
M=61.68 (SD=6.20)  

 
t(152)=0.77,  p<0.43 

 
Yes 
No/Don’t Know 

 Subjective  
Norm 

M=51.15 (SD=4.55)  
M=49.43 (SD=4.72)  

t(152)=1.26,  p<0.20 
 

Yes 
No/Don’t Know 

 PBC M=50.86 (SD=5.12) 

M=47.57 (SD=5.85) 
t(152)=2.51,  p<0.01* 

 
PBC = Perceived Behavioural Control 
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Table 18 
 

Independent T-test Findings Site #3 Background Variables (age, sex, program of study, year of  
study, understanding of academic integrity policies) 
 
Category n Variable Mean/SD Independent T-Test 
Age  
20-25 years  
26 years +  

 
58 
18 

 
Attitude 

 
M=63.25 (SD=4.45) 
M=63.05 (SD=5.69) 

 
t(74) = -0.16,  p<0.88 

 
20-25 years 
26 years + 

 Subjective 
Norm 

M=49.82 (SD=6.08) 
M=47.77 (SD=6.11) 

t(74) = 1.24,  p<0.22 

20-25 years 
26 years + 

 PBC M=51.63 (SD=4.63) 
M=51.66 (SD=4.67) 

t(74) = -0.02,  p<0.98 

Sex  
Female  
Male  

 
69 
7 

 
Attitude 

 
M=63.21 (SD=4.69) 
M=63.14 (SD=5.52) 

 
t(74) = 0.04,  p<0.97 

Female 
Male 

 Subjective 
Norm 

M=49.63 (SD=6.31) 
M=49.14 (SD=4.07) 

t(74) = 0.09,  p<0.93 

Female 
Male 

 PBC M=51.28 (SD=4.67) 
M=49.28 (SD=3.35) 

t(74) = 1.42,  p<0.16 

Program of Study  
4-Year  
Accelerated Program  

 
63 
13 

 
Attitude 

 
M=62.96 (SD=4.74)  
M=64.38 (SD=4.73)  

 
t(74) = -0.98,  p<0.33 

 
4-Year 
Accelerated Program 

 Subjective 
Norm 

M=49.20 (SD=6.48) 
M=49.92 (SD=5.96) 

t(74) = -0.37,  p<0.71 
 

4-Year 
Accelerated Program 

 PBC M=51.95 (SD=4.64) 
M=50.15 (SD=4.31) 

t(74) = 1.28,  p<0.20 
 

Year of Study  
Year 3  
Year 4  

 
36 
40 

 
Attitude 

 
M=63.63 (SD=4.87) 
M=62.82 (SD=4.64) 

 
t(74) = 0.75,  p<0.46 

 
Year 3 
Year 4 

 Subjective 
Norm 

M=47.94 (SD=6.18) 
M=50.60 (SD=5.84) 

t(74) = -1.92,  p<0.06 
 

Year 3 
Year 4 

 PBC M=51.88 (SD=4.42) 
M=51.42 (SD=4.82) 

t(74) = 0.44,  p<0.67 

Understanding AI  
Yes  
No/Don’t Know  

 
68 
19 

 
Attitude 

 
M=63.54 (SD=4.58)  
M=60.37 (SD=5.37)  

 
t(74) = 1.81,  p<0.07 

 
Yes 
No/Don’t Know 

 Subjective 
Norm 

M=49.60 (SD=5.84)  
M=47.12 (SD=8.21)  

t(74) = 1.08,  p<0.28 
 

Yes 
No/Don’t Know 

 PBC M=52.10 (SD=4.35) 

M=47.75 (SD=5.23) 
t(74) = 2.62,  p<0.01* 

 
PBC = Perceived Behavioural Control 
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Research Question #2: What differences exist with Theory of Planned Behaviour variables 

between respondents who participated in the elicitation, pilot or re-pilot study(ies) and 

those respondents who had not participated in the three previous studies? 

Since Site #2 was the location where the elicitation, pilot, and re-pilot studies were 

completed, an independent samples t-test was conducted to compare the predictor variables for 

respondents who had participated in one or all of the smaller studies and respondents who had 

not. There were no significant differences noted in any of the scores although findings for 

Perceived Behavioural Control approached significance (Table 19).  Based on these findings, 

data from respondents who had participated in the previous studies remained in the larger study 

sample for analyses. 

Table 19 

Respondents who Participated in Previous Studies Compared with Respondents who had No  
Participation 
 

 n Variable Mean (SD) Independent T-Test 
Participation  
No Participation  

50 
289 

Attitude M=60.44 (SD=7.04) 
M=61.90 (SD=5.50) 

t(337) = -1.67, p<0.10 
 

Participation  
No Participation  

50 
289 

Subjective 
Norm 

M=49.74 (SD=6.18) 
M=49.20 (SD=5.40) 

t(337) = 0.64, p<0.53 
 

Participation  
No Participation  

50 
289 

PBC M=48.88 (SD=6.12) 
M=50.62 (SD=5.33) 

t(337) = 0.65, p<0.06 
 

 

Research Question #3: What differences exist with Theory of Planned Behaviour variables  
 
across sites?  
  

A one-way between groups analysis of variance (ANOVA) was conducted to explore the  
 
impact of the Theory of Planned Behaviour variables across the three research sites. There was a  
 
statistical difference at p<0.05 level for the three sites with: Attitude, F(2, 336) = 13.45, p=0.001;  
 
Subjective Norm, F(2, 336) = 20.01, p=0.001; and Perceived Behavioural Control,  
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F(2,336)=4.01, p=0.020. Post hoc comparisons using the Tukey HSD test indicated the following  
 
mean scores across the sites for Attitude: Site #1 M=59.45 (SD = 6.60); Site #2 M=62.53  
 
(SD=5.10); and Site #3 M=63.21 (SD=4.74). Tukey HSD results for mean scores with Subjective  
 
Norm were: Site #1 M=46.83 (SD=5.43), Site #2 M=50.98 (SD=4.59); and Site #3 M=49.36  
 
(SD=6.12). Finally Tukey HSD test comparisons indicated the mean scores for Perceived  
 
Behavioural Control were: Site #1 M=49.36 (SD=6.08); Site #2 M=50.46 (SD=5.34); and  
 
Site #3 M=51.64 (SD=4.62). Differences existed between Site #1 and both Site #2 and Site #3 

with the variables of Attitude and Subjective Norm. Differences were reported for the variable of 

Perceived Behavioural control between Site #1 and Site #3 (Table 20). Since statistical 

differences were noted across the sites, it was decided that a site variable was necessary for the 

final multiple regression analyses. 

Table 20 

Differences across Sites on Theory of Planned Behaviour (TPB) Variables 
 
 n Variable Mean (SD) F-Test 
Site # 1  
Site # 2 
Site # 3  

109 
154 
76 

Attitude M=59.45a (SD=6.60) 
M=62.53b (SD=5.10) 
M=63.21b (SD=4.74) 

F(336) = 13.45, p=0.001 
 

Site # 1  
Site # 2 
Site # 3 

109 
154 
76 

Subjective Norm M=46.83a (SD=5.43) 
M=50.98b (SD=4.59) 
M=49.34b (SD=6.12) 

F(336) = 20.01, p=0.001 
 

Site # 1  
Site # 2 
Site # 3 

109 
154 
76 

PBC M=49.36a (SD=6.08) 
M=50.46ab (SD=5.34) 
M=51.64b (SD=4.62) 

F(336) = 4.01, p=0.02 
 

Note: Within the same variable, values with different subscripts are significantly different p ≤ 0.05 level. 
 
Aim # 2: What predicts intention to behave with academic integrity among senior nursing 

students in clinical practice across three different Canadian Schools of Nursing? 

 The main purpose of the research was to understand what predicts senior nursing 

students’ intentions to behave with academic integrity in the clinical setting (dependent 
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variable—DV). Hierarchical multiple regression analysis was chosen for the final level of 

analysis because it supports inquiry to prediction and allows for an investigation of relationships 

between independent variables (IV) and a DV (Meyers, Gamst, & Guarino, 2013). The IVs in 

this study included the three predictor variables of Attitude, Subjective Norm, and Perceived 

Behavioural Control from the TPB and the background variables of sex, age, program of study, 

year of study, and understanding of AI policies. An additional variable of site was created to 

address differences across locations. Preliminary analyses were conducted to ensure no violation 

of the assumptions of normality, linearity, multicollinearity, and homoscedasticity. 

The following questions guided the multiple regression analyses: 

4. What background variables are associated with intent to behave with academic 

integrity in senior nursing clinical practice? (Aim 2) 

5. To what extent does site influence intention to behave with academic integrity in 

senior clinical practice beyond the variance accounted for by the background 

variables? (Aim 2) 

6. To what extent do the Theory of Planned Behaviour variables influence intention to 

behave with academic integrity in senior nursing clinical practice beyond the variance 

accounted for by the background variables and site? (Aim 2) 

Research Question #4: What background variables are associated with intent to behave 

with academic integrity in senior nursing clinical practice? 

 The background variables of sex, age, year of study, program of study, and understanding  
 
of academic integrity were entered at Step 1 and explained 3.1% of the variance in intention but  
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did not reach statistical significance F(5, 333)=2.16, p<0.06. Sex (beta=-0.13, p<0.03) and Year 

of Study (beta=-0.13, p<0.02) were the only two background variables that contributed to the 

first model (Table 21, Model # 1).  

Research Question #5: To what extent does site influence intention to behave with 

academic integrity in senior clinical practice beyond the variance accounted for by the 

background variables?  

Given the findings that reported differences within sites on the background and predictor 

variables, two site dummy variables were created for use in the multiple regressions. Dummy 

variable #1 was coded Site #1=1 (n=109) with the other two sites coded as 0 (n=230). Dummy 

variable #2 was coded Site #2=1 with the other two sites coded as 0.  

The model accounted for a total variance of 5.8%, F(7,331)= .89, p<0.006 after entering 

the site variable in Step 2. Site accounted for an additional 2.7% of the variance with intent to 

behave with academic integrity, after controlling for the background variables,  

R2 change=0.26, F change (2, 331)=4.60, p<0.01. In the second model, the Site (Dummy 

Variable #1) had the higher beta value (beta=- 0.21, p<.003), followed by the Site Dummy 

Variable #2 (beta=-0.15, p<0.05). Year of Study (beta=-0.14, p<0.01) and Sex  

(beta=- 0.13, p<0.02) continued to contribute to Model #2 (Table 21, Model # 2).  

Research Question #6: To what extent do the Theory of Planned Behaviour variables 

influence intention to behave with academic integrity in senior nursing clinical practice 

beyond the variance accounted for by the background variables and site?  

 The three predictor variables for the Theory of Planned Behaviour (Attitude, Subjective 

Norm, Perceived Behavioural Control) were added into the final model (Table 21, Model # 3). 

The background, site, and TPB variables explained 32.6% of the variance in intention to behave 
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with academic integrity. The TPB variables explained an additional 26.8% of the variance in 

intention after controlling for the background and site variables, R2 change = .268, F change (3, 

328) = 43.53, p < 0.001. In the final model, only the TPB predictor variables were statistically 

significant with Attitude having the highest beta value (beta = 0.35, p < 0.001), followed by 

Subjective Norm (beta = 0.21, p < 0.001) and PBC (beta = 0.12, p < 0.02).  

Summary 

The TPB effectively explained over 25% of the variance for intention for senior nursing 

students enrolled in Year 3 or Year 4 of nursing studies to behave with AI within the student 

clinical setting. Model #1 with only the background variables did not reach statistical 

significance in predicting intention to behave with academic integrity. Model #2 demonstrated 

that the background variables of sex and year of study and the additional variable of site 

contributed to explaining 5.8% of the variance (p < 0.01); however, these variables were not 

significant in the final model. The Theory of Planned Behaviour predictor variables of Attitude, 

Subjective Norm, and Perceived Behavioural Control proved to be significant and explained an 

additional 26.8% of the variance to intention to behave with academic integrity in the final model 

(Total R2 = 32.6). Such findings have implications for practice and education with senior student 

nurses in the clinical setting. 
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Model 21 

 Hierarchical Multiple Regression Model Summaries for Model 1, Model 2, Model 3 Academic  
 Integrity in Senior Nursing Clinical 
 
 Model #1 Model #2 Model #3 

Variable B SE B Beta B SE B Beta B SE B Beta 

Sex -0.49 0.22 -0.13* -0.52 0.22 -0.13* -0.22 0.19 -0.06 

Year of Study -0.33 0.14 -0.13* -0.38 0.15 -0.14* -0.15 0.13 -0.06 

Understanding AI -0.20 0.20 -0.05 -0.17 0.20 -0.05 0.13 0.17 0.03 

Program of Study 
 

0.02 0.15 0.01 0.08 0.15 0.03 0.18 0.13 0.07 

Age 0.001 0.15 0.001 -0.04 0.16 -0.02 -0.07 0.14 -0.03 

Dummy Variable #1 
(Site)  

   -0.56 0.19 0.21* -0.09 0.16 -0.03 

Dummy Variable #2 
(Site) 

   -0.37 0.19 0.15* -0.31 0.16 -0.13 

Attitude       0.08 0.01 0.35** 

Subjective Norm       0.05 0.01 0.21** 

Perceived 
Behavioural Control 

      0.03 0.01 0.12* 

R2 0.031 0.058 0.326 

F for Change in R2 2.16 4.60* 43.53** 

Program of Study = 4-Year Undergraduate Degree or Accelerated Program 
Model 1—Background Characteristics (sex, age, year of study, understanding of academic integrity, program 
of study) 
Model 2—Site + Background Characteristics 
Model 3—Theory of Planned Behaviour Predictor Variables--Attitude, Subjective Norm, Perceived 
Behavioural Control + Site + Background Characteristics 
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Chapter 5: Discussion 

Introduction 

This study was composed of three primary phases that included: a literature review and 

Elicitation Study (n=30, Phase I), pilot (n=59) and re-pilot studies (n= 29, Phase II), and a larger 

multi-site study (N=339, Phase III). Findings from Phases I and II supported the development of 

the 38 question 41-item Miron Academic Integrity Nursing Survey (MAINS: Appendix B).  The 

Theory of Planned Behaviour (TPB) served as the framework for the study so that the final 

MAINS captured respondents’ attitudes, subjective norms, and perceived behavioural control 

(independent predictor variables) with intention to behave with academic integrity (AI: 

dependent variable) in the student clinical setting.  

Purpose of the Study 

The purpose of the study was to measure senior students’ (Year 3 and Year 4) intention to 

behave with AI in the clinical setting.  In addition to the TPB predictor variables, a number of 

items were included as independent variables that explored background characteristics (age, sex, 

program of study, year of study) and respondents’ understanding of AI in an effort to understand 

the role these variables had in predicting intention to behave with AI.  As well, the location(s) 

where respondents obtained information related to AI was explored in an effort to understand 

where students were accessing AI content. This chapter discusses the findings and their 

implications from the larger Phase III multi-site study.   

Findings: Background Characteristics 

The respondents’ background characteristics of sex (female, 88.5%), and age (20-25 

years, 65.8%) for the larger multi-site study were similar to the most current available statistics 

for nurses newly registered in the province of Ontario (female, 88.6%, 25.6 years) and Canada 

(female, 88.3%, 26.6 years: College of Nurses of Ontario [CNO]; nd).  At each of the three sites, 
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male respondents scored lower on the three TPB predictor variables although the only 

statistically significant difference was at Site #2 with Subjective Norm. The lower score by male 

respondents on the Subjective Norm scale suggests that they had less positive perceptions about 

whether or not AI was occurring in the clinical setting.  This is an interesting finding since Site 

#2 had the largest percentage of male students (15.6%) when compared to the other two sites 

(Site #1, 6.5%; Site #3, 10.5%) which may be contributing to the finding with the larger sample 

giving greater statistical power (Britt & Weisburd, 2011).  These specific findings may suggest 

that male students would have a greater disposition for departures from AI similar to what was 

reported in at least two nursing studies that found higher rates of departures of AI in male 

nursing students compared to female students (Keçeci et al., 2011; Theart & Smit, 2012).  Like 

three previous studies that examined sex and self-reports of departures from AI (Basler, 2012; 

Hilbert, 1987; McCabe, 2009) no other statistically significant findings were noted in the 

doctoral study. However, the pattern of differences between the sexes in this study suggests the 

need to ensure all initiatives to promote AI and teach the values of AI are generalizable for both 

females and males. Contrary to the findings reported by Park et al. (2013) and Theart and Smit 

(2012) with departures from AI, neither significant findings nor patterns were noted with the 

variable of age with respect to intention to behave with AI in the clinical setting. 

Site #2 had the largest percentage of accelerated program students (41%) when compared 

to the other two sites (Site #1, 32%; Site #3, 17%). Currently in Canada, students can obtain a 

nursing degree through a four-year undergraduate program or through accelerated programs.  

Accelerated programs expedite the process for nursing education by awarding credits from 

previous academic work toward a nursing degree.  Unlike McCabe’s (2009) study of 22 students 

in accelerated programs of nursing, results from this larger multi-site study were not significant 
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and did not suggest that intention to behave with AI was affected by length of program study.  

This non-significant finding is important for two reasons. First, it contributes to our current 

understanding of AI as it relates to program stream since there is a paucity of literature that has 

explored this characteristic to AI or departures from AI. Second, there is no evidence from this 

study that suggests accelerated programs that fast track nursing students result in differences to 

their acculturation and socialization to the behaviours expected with AI and similar to values 

expected of professional nursing ethics.   

Unlike past non-statistical findings with year of studies and departures from AI (Basler, 

2012; Melvin, 1998) and past findings of higher reports of departures of AI with Year 3 students 

compared to junior and senior students (Keçeci, 2011; Krueger, 2014), most of the reported Year 

3 scores in this study were higher for the three TPB predictor variables with significant findings 

noted at Site #1 for Attitude and Subjective Norm. Higher, but non-significant, differences for 

Year 4 scores were noted with Attitude at Site #1 and Subjective Norm Site #3.  These findings 

suggest that Year 3 students tend to have more positive attitudes and perceptions about both the 

expectations held by those important to them to behave with AI, and that their current state of 

practice is consistent with the values of AI, compared to their Year 4 counterparts.  In this study, 

as students gained more clinical experience their intentions to practice with the values of AI 

appeared to lessen. This finding is concerning since Year 4 students are closer to professional 

practice than their Year 3 counterparts. Therefore, respondents may graduate entering practice 

with already formed beliefs and lower intentions to practice with honesty, trust, fairness, respect, 

responsibility, and courage. The concern for these findings is echoed through several studies 

indicating that behaviours practiced in the academic setting (departures from AI) do indeed 

translate to dishonest professional practice after graduation with nursing students (Smith, 2010), 
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engineering students (Harding, Carpenter, Finelli, & Passow, 2004), and business students 

(Nonis & Owens Swift, 2001).  

Unlike the findings that McCabe and colleagues reported about poor understanding of AI 

policies and the corresponding incidence of  increased departures from AI (McCabe, Fehali, & 

Abdallah, 2009; McCabe, Treviño, & Butterfield, 2002),  respondents’ understanding of AI 

policies in this study was significant for Perceived Behavioural Control at Sites #2 and #3.  The 

majority of respondents reported that they understood AI policies (87.3%) with Site #3 having a 

very slightly higher percentage (89%) compared to the other two sites (Site #1 85%; Site #2 

88%).  Respondents reported that course syllabi, course professors, and school websites were the 

top three sources for their information about AI policies.  The avenue through which 

organizations share information, policies, and expectations around AI with students is important, 

so that the efforts are effective in reaching students (Bretag et al., 2011; East, 2009). 

Major Findings: Multiple Regression Models 

 Sex and year of study were the only two background characteristics that were significant 

and contributed to the small variance of the first model in explaining intention to behave with AI 

in clinical practice. However, Model #1 did not reach statistical significance. In Model #2, the 

addition of the site variable explained a slight increase in the variance, with the overall model 

reaching statistical significance. Sex and year of study continued to contribute with statistical 

significance in Model #2. In Model #3, only the three TPB variables were statistically significant 

in contributing to the variance of intention to behave with AI and accounted for a large increase 

in the variance.  Attitude had the highest beta, followed by Subjective Norm and Perceived 

Behavioural Control respectively. 
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Attitude and Academic Integrity 

Attitude has been defined as a learned tendency to respond to an attitude object (thing, 

person, or situation) with specific cognitive, emotional, and behavioural responses (Ajzen, 2005).  

It is believed that cognition (beliefs) and evaluation are primary components that shape 

attitudinal responses (actions) to attitude objects such as AI (Ajzen & Fishbein, 2000).  

Cognition (beliefs) is formed based on what an individual associates with the attributes (effects) 

to the behaviour. Associated attributes, in turn, affect the individual’s evaluation of the attitude 

object.  For example, the MAINS measured respondents’ cognition about how they would feel by 

behaving with AI in the student clinical setting related to several attributes associated with AI 

behaviour (promoting team work, feeling confident, promoting patient safety, doing something 

positive).  The strength of an attitude is influenced by the evaluation of the attribute(s) associated 

with the attitude object (Ajzen, 2005).   

Students’ attitudes toward AI fell below the maximum Attitude Scale score suggesting 

that there is opportunity to positively influence respondents’ attitudes about AI in the clinical 

setting.  Mean scores for Attitude were statistically significantly lower at Site #1 when compared 

to the other two sites. Site #1 respondents differed from the other two sites on sex and age with 

more female and younger respondents noted at Site #1. A lower score on the Attitude scale 

suggests that respondents value behaviours that are consistent with AI less than respondents who 

have higher scale scores. In turn, these lower scores diminish their intentions to behave with AI 

in the clinical practice setting. Existing literature that explores attitudes as a variable have 

focused on departures from AI. Smith (2010; nursing), Harding et al. (2007; engineering and 

humanities), Alleyne and Phillips (2011; undergraduate), and Jurdi et al. (2011; undergraduates) 

reported that academic dishonesty attitude scale scores were positively and significantly related 
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to intention to behave with departures from AI. In all four studies, the higher the scores on the 

academic dishonesty attitude scales, the higher the scores for respondents’ intentions to depart 

from AI. Intentions for departures from AI were also measured and were positively and 

significantly related to actual departures from AI (Harding et al., 2007; Smith, 2010). It therefore 

becomes important to undertake initiatives that will likely positively influence students’ attitudes 

toward AI in the clinical setting. 

Educational interventions that focus on shaping students’ beliefs (cognition) around the 

merits and importance of behaving with AI in the clinical setting and the effects (attributes) such 

behaviour will have for their learning and practice should be priority endeavours.  Respondents 

in this study recognized that behaving with integrity in the clinical setting affected patients, 

professionals, and other students. At the same time, they believed that supportive clinical 

environments, clinical instructors, and health care teams were essential to the ability to practice 

with AI and learn.  

Recommendations in the Learning Setting—Attitude 

Case-based scenarios, simulated learning environments, and real-time focused clinical 

conferences may allow students to explore, discuss, and identify real clinical issues and benefits 

and challenges related to AI along with practical strategies (Thiel et al., 2013; Tippitt et al., 

2009). These educational interventions can offer safe and controlled learning opportunities and 

help students make meaningful connections between behaving with AI and the resulting 

outcomes of such behaviours, thus shaping their attitudes. 

The case-based pedagogy has been widely used to teach challenging clinical content 

including ethics (Kearsley, 2015; Laditka & Houck, 2006).  Reports from case-base teaching are 

often anecdotal but positive. Perceived benefits to using case scenarios include providing nursing 
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students the opportunity to develop skills with critical thinking, clinical reasoning, critical 

reflection, and knowledge acquisition to specialized areas like culture competence (Hadwiger, 

1999), evidence-based practice (Kaylor & Strickland, 2015) and mental health care (Durand 

Thomas, O’Connor, Albert, Boutain, & Brandt, 2001).  Case-based educational approaches, 

using case scenarios, have been used successfully for content like professional ethical decision-

making that requires students to acquire specific knowledge and problem solving skills while 

grappling with often complex emotionally charged situations (Colby & Sullivan, 2013; Dinç & 

Görgülü, 2002; Snyder & Gauthier, 2008).  Dinç and Görgülü (2002) used case studies to teach 

ethics with nursing students (n=113) and found that the majority of students (84%) believed the 

case studies helped them to understand ethical issues in practice and helped them develop their 

ethical decision making skills. AI case studies illustrating clinical scenarios that challenge 

students’ abilities to behave with AI or feature the potential clinical outcomes to practicing with 

AI (or not practicing with AI) may provide students opportunities to construct meaning and 

understand the significance of the outcomes of actions related to AI for patients, teams, and their 

learning.  Such case studies should be focused on specific clinical situations and events and 

skilfully facilitated by clinical instructors to support students to make meaningful connections 

between beliefs and behaviours related to AI.   

Simulation combined with case studies can have an even greater influence on students’ 

attitudes to AI. Simulation allows students opportunities for reflective thinking that facilitates a 

conscious consideration for the meaning and an understanding of their actions (Decker et al., 

2013). Additional beneficial effects with simulation are the positive effects on nursing students’ 

cognitive, affective, and psychomotor domains of learning as reported by Oh, Jeon, and Koh 

(2015) in their meta-analysis of 18 controlled trials using simulation pedagogy.  The researchers 
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reported significant effects on knowledge acquisition (d=0.38, p=0.05), communication skills 

(d=1.86, p<0.001), self-efficacy (d=0.61, p<0.001); learning motivation (d=0.77, p<0.001), and 

clinical competence (d=0.72, p<0.001).  The meta-analysis included international articles that 

addressed simulation in a variety of contexts including mental health, acute care, and oncology 

care.  Simulation with guided discussions that support students to link the importance of 

practicing within integrity to patient care outcomes, team work, and the quality of their learning 

should be a consistent part of the clinical experience.  

Real-time focused clinical conferences are another opportunity to provide students a 

chance to discuss and reflect upon events that have supported or challenged their abilities to 

practice with integrity in real time—as they occur.  Clinical experiences remain a key component 

of nursing education (Dahlke & Hanneson, 2016) but may create challenges in the development 

of students’ attitudes to AI if the clinical environment does not mirror the same values.  O’Mara, 

McDonald, Gillespie, Brown, and Miles (2013) reported that the student experience (n=54) in 

clinical is multidimensional and can present students with challenges to their well-being and 

learning if the environment and relationships with health team members are perceived negatively 

by students.  Students mitigated these negative experiences through strong relationships with 

their clinical instructors and other students.  Clinical faculty (n=5) highlighted the importance of 

strong relationships to establish and support constructive learning environments and described 

their experiences in clinical settings as guests (Dahlke & Hanneson, 2016).  The realities that 

clinical environments may be different from the academic setting with regard to the values of AI 

may require clinical faculty to be responsive to student issues and create opportunities for 

reflection and discussion through post-clinical conferences.  Students in the larger multi-site 

doctoral study cited faculty as one of the top three sources for information about AI (Table 14: 
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Appendix R). Realizing the role of modelling and mentoring within clinical instruction becomes 

important to build confidence and self-efficacy with students who look to faculty to support their 

understanding of AI. Establishing clear expectations for behaviours that are consistent with the 

values of AI and holding students accountable to those expectations may play an important role 

in influencing students’ attitudes toward AI. 

Theory suggests that attitudes are formulated automatically through recent information 

that helps shape accessible beliefs (cognition) for individuals (Ajzen & Fishbein, 2000).  In fact, 

the more the information is accessible to individuals, the stronger their formed behavioural 

beliefs are about an attitude object like AI.  Attitudes develop as a result of these formed beliefs, 

which arise spontaneously from internalized accessible information that in turn affects 

individuals’ behaviours and actions (Ajzen & Fishbein, 2000).  When individuals are faced with 

a new situation that requires them to evaluate an attitude object they draw upon current, relevant 

information to shape their attitude (Ajzen, 2005; Ajzen & Fishbein, 2000).  Individuals can have 

multiple attitudes toward an attitude object, but accessible beliefs ultimately determine attitude 

and the resultant behaviour or action (Ajzen & Fishbein, 2000). Attitudes can be influenced by 

context, emotions, time, and exposure to information about the attitude object. This is an 

important point to consider within the context of the doctoral research since it is feasible that 

students will be faced with new situations in clinical settings on a regular basis.  So, if students 

have current, relevant knowledge of AI specific to clinical settings, as learned through the case 

study discussions, simulation experiences, and real time post-clinical conferences, these 

initiatives would support a positive attitude to behaving with AI in new and unfamiliar situations.  

Clinical practice is dynamic. Students need consistency and repetition to support their building of 

requisite knowledge about AI. Scaffolding educational endeavours throughout the undergraduate 
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educational experience is imperative since Year 4 students reported lower attitude scores than 

Year 3 in the larger study, demonstrating their need for continued support in shaping accessible 

beliefs and their subsequent attitudes about AI. Communication through learning management 

systems, course syllabi, and all student contact that is consistent with AI will tend to support a 

foundation for students. Repetitive messaging will continue to validate the importance of AI.  

Actively engaging students with their learning, promoting their intrinsic motivation to learn 

within the clinical setting, and creating learning environments that nurture students through 

successes and failures should serve to encourage their confidence in learning and the values 

associated with AI.  

Subjective Norm and Academic Integrity 

Subjective Norm emerged as the second greatest contributor to Model #3.  It has been 

defined as the social pressure an individual feels to perform (or not perform) a specific behaviour 

(Ajzen, 2005; Ajzen & Fishbein, 2000).  Normative beliefs about significant others’ (referent 

groups’) behavioural expectations influence the individual’s motivation to comply with these 

expectations. In the doctoral study, the referent groups the respondents identified were 

classmates, patients, and people deemed important (family, loved ones, and friends).  Injunctive 

and descriptive norms characterize the predictor of subjective norm.  Injunctive norms describe 

what individuals believe about expectations for their behaviour within a given context (e.g., 

clinical setting; Ajzen, 2005).  Descriptive norms refer to what individuals believe is the 

prevalent behaviour within a given context (e.g., academic integrity within clinical as viewed by 

other students; Ajzen, 2005).  Subjective norms help define the individual’s social norm and 

expectations for behaviour (in this case, AI behaviour expected in the clinical setting). 
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Manipulating individuals’ beliefs about what others expect of their behaviour tends to influence 

their intention to perform the specific behaviour (Ajzen & Fishbein, 1972).  

Subjective Norm scores in this study were below the potential maximum scores and 

therefore suggest that there is opportunity to positively influence or manipulate respondents’ 

subjective norms about AI in the clinical setting. Site #1 scores on the Subjective Norm scale 

were lower and significantly different from the other two sites. Site #2 held the highest scores for 

subjective norm.  Similarly, concerns about neutralizing behaviours have been discussed in a 

number of nursing research studies that identified how students rationalized their departures from 

AI in the clinical setting, despite self-reporting their understanding of what constituted 

departures of AI (Bezek, 2014; Hilbert, 1985, 1987, 1988; McCrink, 2010; Melvin, 1998; Smith, 

2010). Like this study, Smith (2010) reported that subjective norm was the second largest 

statistically significant predictor to departures from AI after Attitude.  However, educational 

organizations may not have influence over at least two of the identified referent groups (patients 

and people important to the respondents—family, friends, loved ones) that influence students’ 

injunctive norms. Educational organizations should therefore focus their efforts with classmates 

who were the third referent group for respondents. Considering this evidence, it becomes 

important to positively influence students’ intentions to behave with AI in the clinical setting to 

establish a subjective norm that aligns with AI.  

Recommendations in the Learning Setting—Subjective Norm 

Nursing school leaders should recognize the pivotal roles they play, as well as the need 

and urgency to create, promote and support learning cultures fixed within the values of AI that 

help to establish the descriptive norms for AI (Bertram Gallant & Drinan, 2006).  Priorities for 

establishing and strengthening the AI agenda across all learning environments within nursing 
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programs should include:  a communication strategy; a planned curriculum that includes a 

program of AI focused on influencing students’ attitudes, subjective norms, and perceived 

behavioural control; and clinical instructor education and development. Additionally, leaders 

should realize that not all clinical settings may share values consistent with AI. Considerations 

by leaders must include how to bridge potential gaps and forge relationships with organizational 

leaders and members within clinical settings to support AI efforts. The location and quality of 

student clinical placements need to be continually examined and considered for their alignment 

and effectiveness with meeting student learning goals embedded in the values of AI.   

Policy development is another way to clearly communicate expectations for behaviour 

consistent with AI. Leaders and faculty in nursing schools have a responsibility to develop clear 

policies and procedures around AI that are easily accessible to members of the learning 

community (Bretag et al., 2011; East, 2009).  The consequences for a breach to AI vis-à-vis 

policies and academic regulations must be taught and employed fairly and consistently in all 

learning environments in order to support students’ evaluation of the outcomes for behaviours 

inconsistent with AI (Yang, Huang, & Chen, 2013).  Considering past nursing literature that 

highlighted concerns with differences demonstrated in students’ perceptions about classroom and 

clinical integrity (Arhin & Jones, 2009; Hilbert, 1985, 1987, 1988; Kreuger, 2013, McCrink, 

2010; Smith, 2010)—it is important to ensure that all endeavours related to AI are seamless 

across classroom and clinical settings. Processes for reporting departures from AI should be 

manageable for clinical instructors to ensure follow-through.  There is some existing literature 

that suggests organizational policies or processes for reporting departures from AI that are 

onerous serve as barriers to reporting and recording departures from AI (Bretag et al., 2011; East, 

2009; Fontana, 2009; Thomas & De Bruin, 2012).   
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Communication about expectations for conduct must be clear to students across nursing 

schools and within the curriculum. Initiatives that clearly articulate expectations can be 

accomplished by sharing common messages.  Findings in this study identified that respondents 

relied on course syllabi, professors, school websites, and student handbooks for information on 

AI.  Language must be clear and consistent across all platforms.  Clinical instructors should 

articulate their expectations at the start of each clinical course and model and mentor 

expectations throughout the clinical experience (Simkin & McLeod, 2009). Additionally any 

written communication and interactions between clinical instructors and students should be 

consistent with the values of AI (Tippett et al., 2009).  Using language that clearly articulates the 

nursing school’s commitment to the values of AI can be posted through common banners on the 

learning management systems and as attached banners to faculty email addresses. Expecting 

students to pledge to the values of AI through AI pledge statements with all assignments serves 

to remind students about their expected commitment to AI (Lang, 2013; McCabe, Klebe Treviño, 

& Butterfield, 2002; Prins & Lathrop, 2014).  Transparent communication about what is 

happening within the school around AI may also serve to establish and support students’ 

understanding of the realities of AI.  For example, regular reports to students about departures 

from AI and resulting penalties may deter students and dispel myths about the incidence or lack 

of follow-through with departures from AI and communicate the established behaviour required 

within the program (Yang et al., 2013).    

Educational initiatives aimed at increasing students’ understanding of AI are worthwhile 

endeavours. Creating modules that support students to learn about the values of AI as they apply 

to the classroom and clinical settings may help students build their requisite knowledge and 

appreciation for what is expected of them. These modules should be introduced early in the 
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academic career of the student and should be assigned to specific courses.  As well, AI education 

should be threaded throughout the curriculum and deliberately integrated and tailored to the 

ongoing learning needs of students. Subjective Norm scores, while not significantly different, 

were lower in two of the three sites in the doctoral study for Year 4 students when compared to 

Year 3 students. This result highlights the possibility that, had the sample size been larger, Year 

4 students’ beliefs that the values of AI were the normal expected behaviour in clinical settings 

would have been lower than those of Year 3 students.  Scaffolding the modules may support 

students to understand and operationalize behaviours consistent with AI in concert with their 

continued exposure to clinical settings. 

Professional development for faculty and clinical instructors focused on AI is another 

important endeavour needed to support a culture of AI. The effectiveness of clinical instructor 

teaching is a key consideration to student success and learning in the clinical environment 

(Ismail, Aboushady, & Eswi, 2016; Wiens, Babenko-Mould, & Iwasiw, 2014). It becomes 

important that AI is then incorporated in all clinical instructor orientation as well as their 

ongoing development for two reasons. First, supporting clinical instructors to understand what 

AI is and the imperative roles they play in teaching, modelling and mentoring AI in the clinical 

setting should carry over to supporting students in understanding the expectations for clinical 

behaviours. Second, incorporating AI into orientation and ongoing professional development 

helps to establish AI’s credibility and importance and recognizes some of the challenges clinical 

instructors face in operationalizing such behaviours in clinical settings that may not exist within 

similar cultures. As well, addressing students who deviate from behaviours consistent with AI 

and refocusing these students can prove to be challenging work in which even the most seasoned 
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clinical instructor may well need ongoing development and support (Dahlke, Baumbusch, 

Affleck, & Kwon, 2012). 

Perceived Behavioural Control and Academic Integrity 

Perceived behavioural control (PBC) was the third strongest predictor for intention to 

behave with AI in the student clinical setting. PBC is defined as the individual’s perceptions 

around the level of difficulty or ease associated with completing a specific behaviour (Ajzen, 

2002).  Perceived behavioural control is subjective to the individual (e.g. nursing students) in 

specific contexts (e.g. clinical setting).  In this study, PBC was formed through the respondents’ 

perspectives around their power to behave with AI.  Control beliefs contribute to PBC and serve 

as a proxy for actual control when an individual is realistic about the level of difficulty 

associated with completing the target behaviour (e.g. behaving with AI; Ajzen, 2002).  Questions 

on the MAINS asked about the likelihood of the respondents’ abilities to complete an action (e.g. 

behave with AI in the clinical setting) given a control factor being present that would support 

their ability to act with AI (e.g. clinical instructor support, clinical environment support, 

manageable academic assignments).  Self-efficacy and the degree of controllability to behave 

with AI in the clinical setting were measured through respondents’ self-reports around their 

confidence and perceived ease of performing AI behaviours in the clinical setting.   Ajzen (2002) 

suggests that PBC strengthens individual’s intention to behave in a certain way (in this case, with 

academic integrity) and increases their perseverance and effort with their intention.  Ajzen 

(2002) notes that PBC is rooted in the concept of self-efficacy in that both are concerned with a 

person’s perceived ability to perform specific behaviours. 

PBC scores were below the potential maximum score and therefore suggest that there is 

opportunity to positively influence respondents’ beliefs about their personal controls to behave 
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with AI in the clinical setting. Site #1 had the lowest PBC scores. Site #3 reported the highest 

scores for PBC. In this study, these two sites accounted for the statistically significant findings 

with PBC scores. PBC findings in the doctoral study were similar to several studies that 

examined departures from AI. Alleyne and Phillips (social science students, 2011), Bagraim, 

Goodman, and Pulker (business students, 2011), and Smith (nursing students, 2010) all reported 

that PBC had the lowest predictive power for intention to behave with departures from AI in the 

academic setting when compared to Attitude and Subjective Norm.   

Respondents in this doctoral study identified supportive clinical instructors and clinical 

environments as helping build student confidence and ease in behaving with AI in the clinical 

setting.  Creating learning environments that allow students opportunities to reflect on their 

practice, recognize and correct mistakes and identify gaps in their knowledge—without fear of 

reprisal—are essential in enhancing meaningful learning and building student confidence in the 

clinical setting (Al Haqwi & Taha, 2015; Evenson, 2013; Garner, Bethel, & Pruett, 2013; 

Recker-Hughers, Wetherbee, Buccieri, Fitzpatrick Timmerberg, & Stolfi, 2014). Liljedahl, 

Engqvist Boman, Björck, and Bolander Laksov (2015) completed a qualitative study of 

interprofessional health sciences students (N=6) and found clinical environments that were 

viewed as supportive were crucial to student learning and student confidence in delivering client 

care.  Tippett et al. (2009) suggested that environments that do not allow mistakes inadvertently 

promote departures from AI.  

Henderson and colleagues (2010) completed an intervention study in which in-services 

were completed with nursing staff on acute care units in the hospital setting.  Students in this 

study (N=62) who worked on units where staff received the education and ongoing support from 

a clinical instructor on the unit reported greater satisfaction with their learning experiences when 
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compared to students who completed their clinical experiences on units with staff who had not 

had the additional education and clinical instructor support (p<0.001). Henderson et al. (2010) 

suggested that experienced, knowledgeable clinical instructors positively influenced the 

experience of students with theory knowledge transfer to clinical practice when they helped to 

create supportive learning environments within the clinical setting.  Providing such learning 

environments is important as they influence what and how students learn in relation to skills and 

ethical practice (Chappell, 2016).  Forty-three percent of Swedish nursing students (N=185) 

reported high levels of stress in their clinical setting learning environments. Students’ increased 

stress levels related to learning within hospital settings versus community-based, psychiatric, or 

primary care settings (p<0.001), and with nursing staff that students perceived to be overworked 

and unsupportive (p<0.001; Blomberg et al., 2014). Struthers, Perry, and Mene (2000) noted that 

when students’ learning was compromised they experienced a decrease in their motivation and 

attenuated learning.  Struthers et al. (2000) similarly found that higher levels of stress were 

inversely related to their grades with college students (p<0.05; N=203).  The researchers 

determined that efforts were needed to assist students in mitigating stress to ensure learning.  

These are important findings that should be considered within the findings of this doctoral study, 

in that clinical settings that are deemed positive and accepting of behaviours consistent with AI 

should make it easier for students to behave with AI. 

Overwhelming workload related to academic assignments was also a pressure point for 

respondents in their efforts to behave with AI in the clinical setting. Seventy-five percent of 

business students (N=48) highlighted limited time for assignments as one reason they departed 

from AI in their academic work (Jones, 2011).  While workload was not expressly described in 

the Eriksson and McGee (2015) study of 79 criminal and justice students as the reason for 
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departures from AI, almost 50% of the sample did cite time pressures as a main issue.  An 

argument could be made that an increased number of academic assignments contributes to time 

pressures for students and is potentially a contributing factor to stress, which reduces perceptions 

of control, and influences choices that students make around adopting AI in the clinical setting.   

Recommendations in the Learning Setting—Perceived Behavioural Control 

Clinical instructors have a pivotal role to play in creating supportive environments by 

approaching teaching/learning situations in non-judgmental and encouraging ways that focus on 

increasing student self-efficacy and confidence. Clinical instructors can identify learning 

environments that may not support students in their efforts to behave with AI so that issues are 

addressed with students and potentially the clinical setting.  

Creating authentic and meaningful assignments that help students to understand clinical 

content are important considerations in the clinical setting. For example, when situations arise in 

the clinical setting that demonstrate commitment to the values of AI or challenge commitment to 

the values of AI, having students write about the incidents and reflect on the outcomes and 

potential costs for patients, learning, and teamwork would be worthwhile endeavours. Creating 

guided debates on practical examples of AI in the clinical setting could help students consolidate 

their understanding of the values associated with AI and the extent to which those values are 

enacted and realized in clinical settings. Additionally, providing ongoing formative feedback 

throughout the clinical experience should help support student understanding about the merit and 

importance of certain assignments throughout their learning experience.  Such formative 

feedback may cut back on the need for formalized assignments with students.  Flexible 

submission dates for assignment completion along with an understanding of competing 

assignment due dates for other courses may allow clinical instructors to map out high stress 
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times for students and give better consideration for timing of assignments and evaluations, 

thereby increasing students’ perceptions about the extent to which they can control their own 

behaviour. 

Nursing schools have a responsibility to develop clear policies and procedures around AI 

that are easily accessible to members of the learning community.  The consequences for a breach 

to AI policies and academic regulations must be taught and employed fairly and consistently in 

all learning environments to support students’ evaluation of the outcomes for behaviours 

inconsistent with AI. Considering past nursing literature that highlighted concerns with 

differences demonstrated in students’ perceptions about classroom and clinical integrity—it is 

important to ensure that all endeavours related to AI are seamless between classroom and clinical 

settings (Arhin & Jones, 2009; Hilbert, 1985, 1987, 1988; Kreuger, 2013, McCrink, 2010; Smith, 

2010).  

Strengths of the Study 

 This doctoral study employed a quantitative method to explore senior nursing students’ 

(N=339) intentions to behave with the values of academic integrity (AI) in the student clinical 

setting (honesty, trust, fairness, respect, responsibility, courage).  An original instrument (Miron 

Academic Integrity Nursing Survey—MAINS) was developed, using the Theory of Planned 

Behaviour as a framework, to gather data from Year 3 and Year 4 students from across three 

different nursing schools.  Efforts were made to reduce social desirability bias with the MAINS, 

through the guarantee of anonymity, positive wording for questions, opportunity to decline or 

drop out of the research without repercussions, and the use of a research assistant at all three 

sites.  Reliability was established with the MAINS during the pilot and re-pilot studies (Phase II).  

To date, research focused on AI has largely been focused on departures from AI.  Reported 
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findings from this study included the influences of attitude, subjective norm, and perceived 

behavioural control on the intention of students to behave with AI.   

Limitations to the Study 

 This study provided important information that contributes to content knowledge of AI in 

the student clinical context; however there are several limitations that must be considered.  First, 

the MAINS was administered at a single point in senior nursing students’ studies and as such 

provides data that are temporally located.  Second, the sample was drawn from three different 

sites but it is not clear if the findings are generalizable. Third, due to the self-report survey 

approach and the content focus of the research, the issue of social desirability bias must be 

considered (Krumpal, 2013).  Fourth, in addition to the limitation of the researcher to English, all 

respondents included in the study had to be able to read, write, and understand English. As well, 

there were some respondents who participated in the elicitation, pilot, re-pilot, and larger studies.  

Accessing respondents who potentially had completed any or all of the phases before 

participating in the larger study, is a factor that is important to consider as previous exposure to 

the same or similar questions could have influenced their responses (Porter, Whitcomb, & 

Weitzer, 2004). However, no differences were noted between these respondents when compared 

to the rest of the sample, who had not participated in any of the phases of the research study.  

Finally, the survey was administered to nursing students in their senior years of studies and may 

not speak to transferability of the study findings to other groups of students in professional 

studies. 

Implications for Future Research 

There is a need for ongoing research that informs our understanding of AI.  Given the 

limitation of the current study in administering a single survey to students at a single point in 
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time, qualitative research that focuses on the meaning of AI for students within the clinical 

setting would help inform our understanding of the complexities and challenges to realizing the 

values of AI in the clinical learning environment. Additionally, a longitudinal study using the 

MAINS across all years of nursing studies would be interesting to learn more about intention to 

behave and how it develops over the course of nursing studies. The current study was limited in 

that the findings are specific to senior nursing students.  There may be merit in revising the 

MAINS to test its reliability, validity, and transferability with other groups of students studying 

professional courses of study in an effort to explore other disciplines experiences with AI in 

practice learning environments.  Finally, intervention studies would be worthy endeavours to 

evaluate the effectiveness of specific initiatives and programs that aim to promote understanding 

and effective strategies that support student acculturation to the values of AI.   

Implications for Future Practice 

The findings from this study indicate that there is an opportunity to positively influence 

students’ intentions to behave with AI in clinical settings.  While Attitude was the strongest 

predictor for intention to behave, all three predictor variables played a significant role in 

students’ intentions to behave with AI.  While acculturating students to the values of AI within 

the student clinical setting may be a challenging undertaking, piecemeal approaches focused on 

detection and punishment for breaches to AI are not completely effective in promoting 

behaviours consistent with AI in the post-secondary environment (Bertram Gallant 2008; 

Bertram Gallant & Drinan, 2006; Lang, 2013).  A watershed moment is unlikely to happen and 

revolutionize the academic setting, but a comprehensive and cohesive approach to promoting a 

culture of AI across the nursing academy is both realistic and necessary to support the 

educational processes associated with supporting students’ assimilation with the values of AI.  
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Nursing education includes praxis in which nursing students synthesize theoretical knowledge 

and apprentice in real-world settings. A fulsome approach that considers the contributions of the 

TPB predictor variables, background demographics explored in the doctoral study, and roles for 

organizations (academic, clinical settings) and faculty (clinical instructors) is essential to succeed 

in cultivating students’ commitment to practicing with values consistent to a culture of AI.    

Less than 12% of the nursing students in this study reported learning about AI through a 

formalized process.  Although there is limited evidence about the effectiveness of specific AI 

programs, a mandatory specific AI program of study that is attached to a nursing course and 

threaded throughout the curriculum may be a worthwhile enterprise for two reasons.  First, it 

allows students to develop an appreciation for the fact that the values of AI are consistent with 

professional ethical nursing values. Developing practice-ready ethical practitioners is one aspect 

of nursing studies that needs to move to the forefront of curriculum and become more obvious 

and formalized (Benner, 2009; Milton, 2015).  Teaching the values of AI in undergraduate 

nursing studies should support students’ ethical development and expose them to expected values 

and behaviours for the profession.  Second, by featuring AI as a core component in the 

undergraduate nursing educational experience, students will likely develop accessible 

information, confidence, awareness, and competence with the content as well as skill in 

practicing within the values, even when faced with adversity in the clinical setting (ICAI, 2013; 

Milton, 2015).  A formalized program within undergraduate nursing studies should serve to 

support the acculturation and appreciation of the values for AI and support the development of 

AI as a moral fabric of student nursing practice.   
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Final Thoughts 

Academic integrity (AI) is defined as the commitment to the values of honesty, trust, 

fairness, respect, responsibility, and courage even when faced with adversity, in all aspects of the 

academic experience (International Centre for Academic Integrity [ICAI], 2013).  The 

importance of realizing these values in academic studies is pivotal when considering the goals of 

post-secondary education include: expanding students’ knowledge to support their intellectual 

capacity; challenging and strengthening students’ moral and ethical development and interest in 

the truth; and supporting students’ development for successful vocational experiences (Arthur & 

Bolin, 2005).  The quality of the teaching/learning exchange is largely contingent upon 

relationships within the academy that are authentic and anchored in the values of AI.  Nursing is 

one professional program of study that includes a component of praxis in which nursing students 

synthesize their theoretical knowledge in concert to real-world settings.  The values of AI should 

be intrinsic to curricula that addresses the required knowledge for nursing and must translate 

across all learning settings, including the clinical stage.  These values are consistent with the 

values expected for professional ethical practice so that it becomes important to situate students 

within AI values to ensure their transition to safe, ethical practice.  The academy and members of 

the academy including nursing leaders, nursing faculty (clinical instructors), and nursing students 

all have  responsibilities to realize their roles in creating, supporting, and promoting AI values 

across all learning environments and with all learning activities.  Findings from this doctoral 

research demonstrated that students’ attitudes, subjective norms, and perceived behavioural 

control play a major role in influencing their intention to behave with the values of AI in the 

clinical setting.  It behooves nursing programs as organizations and all involved in the education 

of nursing students within clinical settings to promote the development of positive attitudes 
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toward AI that will in turn positively affect their intention to behave with AI in the clinical 

setting. 
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Appendix A 
 
 

Table 1 
 
Departures from Academic Integrity Theory of Planned Behaviour Tools  
 
Article Target 

Behaviour(s) 
Sample Tool(s) 

Validity/Reliability 
Findings 

Alleyne, P. & 
Phillips, K. (2011).  
Exploring academic 
dishonesty among 
university students 
in Barbados:  An 
extension to the 
Theory of Planned 
Behaviour.  Journal 
of Academic Ethics, 
9(4), 223-338. 
 

Departures from AI 
& Lying 
TPB & Moral 
Obligation 

N=363 
West-Indian post-
secondary students 

Asked frequencies past 6 months 
Adapted from Beck & Ajzen (1991) 
7 point likert scale 
5 questions Attitude (cheating/lying α.90) 
3 items Subjective Norm (cheating α.85/ lying 
α.86) 
4 items PBC (cheating α.81/ lying α.85) 
3 items (cheating α.89/ lying α.90) 
Moral obligation 3 items (cheating α.74/ lying 
α.72) 
Moderate  strong correlations between TPB & 
dependent variable 
Used Strahan & Gerbasi Social Desirability Scale 
but no report 
Piloted with n=4 students 

--TPB explained 48% variance 
for departures from AI & 29% 
lying 
--when moral obligation included 
explained 57% departures AI & 
39% lying 

Beck, L. & Ajzen, I. 
(1991).  Predicting 
dishonest actions 
using the Theory of 
Planned Behavior.  
Journal of Research 
in Personality, 
(25)3, 285-301. 
 

Departures from AI, 
lying, stealing 
TPB & Moral 
Obligation 

Phase I (n=146) 
Phase II (n=34 & 
n=46) 
College students 

Asked frequency of behaviours past year in Phase 
I & past 6 months in Phase II Original Tool 
7 point likert scale 
5 questions Attitude (α.50 departures AI, α.57 
stealing, α.53 lying) 
3 questions Subjective Norm (α.61, α.47, α.62)  
Perceived Behavioural Control 4 questions (α.34, 
α.48, α.34) 
Moral Obligation (α.45, α.54, α.55) 
Used Marlowe Crowne Social Desirability Scale 
Did pilot (n=60) to test social desirability & found 
no differences between groups that were evenly 
divided to test for differences in responses (no 
statistical differences noted between groups  

--TPB explained 69% of variance 
for departures from AI 
--Social Desirability Scale 
accounted for 3% variance to 
departures from AI 
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Departures from Academic Integrity Theory of Planned Behaviour Tools Table 1 Cont’d 
Harding, T., 
Mayhew, M., 
Finelli, C. & 
Carpenter, D. 
(2007).  The theory 
of planned behavior 
as a model of 
academic dishonesty 
in engineering and 
humanities 
undergraduates.  
Ethics & Behavior, 
17(3), 255-279. 
 

Departures from AI 
on tests & 
homework 
assignments 
Moral Reasoning 
 

N=527 
3 different schools 
Engineering & 
Humanities students 

Asked frequency of cheating in past 6 months 
DIT-2 tool  
developed  by Rest (1986) reports ↑ reliability 
Original tool TPB tool Perceptions & Attitudes 
toward Cheating among Engineering Students 
Survey (PACES) 
used (2nd version) (PACES-2) for this study 
5 point likert scale 
5 items Attitude α.769 test, .α.837 homework 
13 items Subjective Norm α.855 test, α.892 
homework 
4 items Perceived Behavioural Control α.677 test, 
α.765 homework 
5 items Intention α.918 test, α.940 homework 
Self Reports test re test done with correlation .90 
test and .82 homework 
3 items Moral Obligation α.848 test, α.864 
homework 
Completed test retest to establish temporal 
stability of whole tool (did not report statistics but 
discussed met expectations) 
Completed CFA (principle axis factor analysis & 
orthogonal rotation methods 

39% TPB explained variance test 
29% TPB explained variance 
homework 
All items factor loading 
Tests  
Intention .830--.886 
Attitude.375--.858 
Subj. Norm .616--.804 
Perceived Behavioural Control 
.575--.794 
Moral .860--.898 
Homework 
Intention .868--.916 
Attitude .527--.886 
Subjective Norm .598--.837 
PBC .614--.840 
Moral .848--.920 

Imran, A. & Norden, 
A. (2013).  
Predicting the 
underlying factors of 
academic dishonesty  
among 
undergraduates in 
public universities:  
A path analysis 
approach.  Journal 
of Academic Ethics, 
11(2), 103-120. 
 

Departures from AI 
on tests & 
homework 
Ethical Beliefs 

N=250 Malaysian 
undergraduate 
students 

Adapted PACES-2 
Ethical Beliefs (Kirkland, 2009) 
Measured frequency of departures from AI 
5 items Attitude α.925 
8 items Subjective Norm α.902 
4 items PBC α.922 
5 items Intent α.925 
Complete tool was 40 items 
CFA completed & all items for TPB variables 
loaded (Attitude .72--.91; Subjective Norm .68--
.92; Perceived Behavioural Control .75--.88; 
Intention .79--.87; Intent .79--.87) 
 

Determined TPB adequately 
useful in predicting both intent to 
depart from AI & actual depart 
from AI (behaviour) 
21% prediction of variance with 
intention 
36% prediction of behaviour 
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Departures from Academic Integrity Theory of Planned Behaviour Tools Table 1 Cont’d 
Smith, C. (2010). 
The relationship 
between academic 
and professional 
dishonesty in Online 
RN-BSN students. 
(Doctoral 
dissertation). 
Retrieved from 
ProQuest 
Dissertations & 
Theses (PQDT). 
(UMI Number: 
3436706) 

Departures from AI 
& Professional 
Dishonesty 

N=167 nursing 
students (RNs taking 
online course) 

Original Tool Perceptions of Academic and 
Professional Integrity Survey (PAPIS) 
Departures from AI 
α.967 for overall survey 
2 items for Attitude α.919 
1 Subjective Norm α.968 
2 items Perceived Behavioural Control α.940 
2 items Intent α.968 

Determined all TPB variables 
were positively related to 
intention to behave with 
departures from AI 

Stone, T., Jawahar, 
T. & Kisamore, J. 
(2010).  Predicting 
academic 
misconduct 
intentions and  
 
behavior using the 
Theory of Planned 
Behavior and 
Personality, Basic & 
Applied Social 
Psychology, 32(1), 
35-45. 
 

Departures from AI 
& Personality 

N=241 business 
students 

Used HPI Personality Test developed by Hogan & 
Hogan, 1995) α.89 for adjustment (stability to 
perform under pressure) & prudence α.78 
conscience 
Original Tool to measure Integrity in Academics 
(TPB scale) 
7 items Attitude α.81 
7 items Subjective Norm α.85 
4 items PBC α.80 
8 items Intention α.90 
10 items Behaviour α.89 
CFA Model TPB predictor, intent, and behaviour  
factor loading .30--.88 

TPB accounted for 21% of 
intention to depart from AI and 
36% of actual behaviours 
(departures from AI) 
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Appendix B 

 
Miron Academic Integrity Nursing Survey (MAINS) 

 
For the protection of every respondent completing this survey, I would like to confirm that 
you have received explanation about the study titled Academic Integrity and Senior 
Nursing Undergraduate Clinical Practice (Multi-site Study)---through a presentation by 
the Research Assistant or through the posting on your Blackboard Site for this course. The 
benefits and risks to participating in the study have been explained and you understand that 
your participation in the study is confidential and voluntary. No personal information will be 
reported in the study findings and you are free to withdraw from the study and survey at any 
time without penalty. You are not required to answer all questions. You may withdraw from 
the study by not completing the survey. It is not possible to withdraw from the study after 
you have completed and submitted the survey. 

 
You have had any outstanding questions about the survey or study satisfactorily answered. 
You are aware that you can contact the doctoral student Jennie Miron 
(11jm70@queensu.ca) or Jennie’s Doctoral Supervisor Dr. Kim Sears 
(kim.sears@queensu.ca) with any question, concern or complaint you ma y have about the 
study or survey. You understand that if you have any concerns about your rights as a 
research participant you ma y contact Dr. Albert Clark (clarkaf@queensu.ca), Chair of the 
Queen’s University Health Sciences and Affiliated Teaching Hospitals Research Ethics 
Board at (613) 533 6081. 

 
Once you have completed the survey you will have the option to enter a draw to win a 
pre-paid Visa Card worth $50. To enter the draw you will supply your name and email 
address to the Research Assistant by completing a form and dropping it in the sealed box 
provided.  This information will be destroyed by shredder and placed in a confidential 
locked recycling bin after the draw is completed. This personal information will not be 
shared with the doctoral student. The winner of the draw will be notified by the research 
assistant. Please affirm these points by checking the following "I Agree" box and then you 
may proceed to   complete the survey. 

 
 

I Agree 
 

Academic Integrity is defined as the courage to commit to the values of honesty, 
trust,  fairness, responsibility, and respect in all aspects of academic studies even 
when faced with adversity (International Centre for Academic Integrity, 2013). 
  

mailto:11jm70@queensu.ca
mailto:kim.sears@queensu.ca
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Examples of commitment to these values in clinical placements may include [but are not 
limited to]: committing to honesty by accurately recording and reporting the care you 
provide; committing to developing trusting therapeutic relationships with patients 
(families) and ensuring confidentiality with their personal and health information; 
committing to fairness when treating patients (families) and avoiding personal bias that 
would negatively affect your care provision; committing to responsibility with the 
completion of your authentic work for clinical assignments, being on time, identifying 
gaps in knowledge and seeking to address these gaps before delivering care; and 
committing to respect in all interactions with patients (families), classmates, teachers and 
other health care team members.  Committing to these values even when faced with 
adversity may include admitting a mistake and facing whatever repercussions that may 
occur as a result, or submitting your own work, rather than copying assignments from 
another student, even when you have many other deadlines for school. 

 
Clinical placements refer to any of your student experiences in clinical practicums, 
and clinical practice settings. 

 
PLEASE NOTE THAT ALL QUESTIONS THAT FOCUS ON ACADEMIC 
INTEGRITY REFER TO STUDENT CLINICAL PRACTICE AND THE VALUES 
OF HONESTY, TRUST, FAIRNESS, RESPECT, AND RESPONSIBILITY. 

 
Answering all questions will help me in the analysis of the data. Please remember 
that this survey is completely confidential and there is no way that anyone can 
connect you with any of your answers 

 
PART I 

 
Please complete all questions and check the responses most appropriate to you. 

 
1.   Sex: 

 
Female 
Male 
Other 
 

2.   Age Group: 
 

20-25 years 
26-30 years 
31 years > 

 
3.   Educational Program Stream: 

 
Four Year Undergraduate Degree 
Accelerated Program (ex. Second Entry) 
Practical Nursing to Bachelor of Nursing Bridging Program 
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4.   Year of study you are currently enrolled in: 

Year 3 
Year 4 

 
5.   How did you receive information about Academic Integrity in your undergraduate 

studies? (please check all that apply) 
 

Through a specific program focused on Academic Integrity 
Through student handbooks 
Through school websites 
Through course syllabi (course 
outline) Through professors 
Through teaching assistants 
Through classmates 
I never received information on Academic Integrity 

 
6.   Do you understand the Academic Integrity policies in your school? 

 
Yes  
No 
Unsure 

 
PART II 

 
Completing all questions will help me with the analysis.  Please complete all questions. 

 
7.  Completing work in my student clinical placements behaving with academic 

integrity is: (circle the number that applies on each line). 
 
Pleasant 1 2 3 4 5 6 7         Unpleasant 

Bad 1 2 3 4 5 6 7 Good 

Beneficial 1 2 3 4 5 6 7 Harmful 

Worthless 1 2 3 4 5 6 7 Useful 
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8.   I expect that I will complete work in my clinical placements with 
academic integrity. (circle the number that applies) 

 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

 
     9. I am confident that I can practice with academic integrity in my clinical placements. 

(circle the number that applies) 
 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

 
    10. Most people who are important to me think I should always follow 

academic integrity in my clinical placements. (circle the number that 
applies). 

 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

 
    11. It is easy for me to behave with academic integrity in my clinical placements. 

(circle the number that applies). 
 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

 
    12. Promoting team work in my clinical placements is desirable. (circle the 

number that applies). 
 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

 
    13. Classmates would approve of me practicing with academic integrity in 

my clinical placements. (circle the number that applies) 
 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

 

14. I want to behave with academic integrity in my clinical placements. (circle 
the number that applies) 

 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

 
15. Clinical placement instructors are supportive of students practicing 

with academic integrity. (circle the number that applies) 
 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

 
16. My patients’ approval of my practice is important to me. (circle the number 

that applies) 
 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree  
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17. I feel social pressure to practice with academic integrity in my clinical 
placements. (circle the number that applies) 

 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

 
18. Feeling confident in my clinical placements is desirable. (circle the number that applies) 

 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

 
19. When clinical instructors support academic integrity I am more likely to 

practice with academic integrity. (circle the number that applies) 
 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

 
20. My classmates practice with academic integrity in clinical placements. 

(circle the number that applies) 
 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

 
21. Whether I practice with academic integrity in my clinical placements is not entirely 

up to me. (circle the number that applies) 
 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

 
22. I intend to behave with academic integrity in my clinical placements. (circle 

the number that applies) 
 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 
 
23. It is expected of me to follow the values of academic integrity in my clinical placements. 

(circle the number that applies) 
 

Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 
 
24. There are too many academic assignments in my clinical placement courses. (circle 

the number that applies) 
 

Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 
 

25. If I behave with academic integrity I will feel like I am doing something positive 
in my clinical placements. (circle the number that applies) 

 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

 
26. What classmates think I should do, matters to me. (circle the number that applies) 

 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 
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27. My clinical placements have environments that support academic integrity. 
(circle the number that applies) 

 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

 
28. If I behave with academic integrity in my clinical placements, team work 

will be promoted. (circle the number that applies) 
 

Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 
 

29. People who are important to me want me to follow academic integrity 
in clinical placements. (circle the number that applies) 

 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

 
30. Promoting patient safety in my clinical placements is desirable. (circle the 

number that applies) 
 

Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 
 

31. My patients think I should practice with academic integrity. (circle the 
number that applies) 

 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 
 
32. Clinical placement environments that support academic integrity make it 

easier to practice with academic integrity. (circle the number that applies) 
 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 
 
33. Feelings of doing something positive in my clinical placements are desirable. (circle 

the number that applies) 
 

Strongly Disagree 1 2 3 4 5 6 7        Strongly Agree 
 

 
34. If I behave with academic integrity in my clinical placements I will 

feel confident in clinical practice. (circle the number that applies) 
 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

 
35. Doing what other classmates do is important to me. (circle the number that applies) 

 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 
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36. The decision to practice with academic integrity in my clinical placements is 
beyond my control. (circle the number that applies) 

 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

 

 
37. Too many academic assignments in my clinical placement courses make it harder 

for me to practice with academic integrity. (circle the number that applies) 
 

Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 
 

 
38. If I practice with academic integrity in my clinical placements patient 

safety will be promoted. (circle the number that applies) 
 

 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

 
 
 
 

Thank you for your participation.
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Appendix C 
 

 
Table 2 
 
Research Article Table 
 

Title Design/Method/Purpose Sample/ 
Setting 

Findings Implications 

Alleyne, P. & Phillips, K. 
(2011).  Exploring academic 
dishonesty among university 
students in Barbados:  An 
extension to the Theory of 
Planned Behaviour.  Journal 
of Academic Ethics, 9(4), 223-
338. 

 

Quantitative—used three 
tools 
TPB 
--Attitude 5 items α.90 
--Subjective Norm 3 items α.86 
--PBC 4 items α.85 
--Intent 3 items α.89 
Moral Intention Tool 3 items α.74 
Strahan Gerbasi Social Desirability 
Scale Interested in cheating & lying 
intention Piloted tool (n=4) 

n=363 
undergrad students in West 
Indies 
71% female 
 

--when had strong moral 
obligation less likely to cheat 
(p<.01) 
--did heir. MR and found that 
TPB better predictor of intent for 
cheating (R2 .57) than lying (.39) 
when moral measure included 
--subjective norm not good 
predictor for lying 
--attitude & Subj Norm greatest 
for intent to cheat (R2 .30) 

--Concluded TPB good fit 
for measuring intent to 
cheat 
--need to include moral 
component to education 

Arhin, Afua. (2009). A pilot 
study of nursing students’ 
perceptions of academic 
dishonesty: A generation Y 
perspective.  ABNF Journal, 
(20)1, 17-21. 

 

--quantitative 
--previously used tool & 
adapted for this study (did 
not report reliability for tool) 
12 scenarios 
4 scenarios exam cheating 
5 scenarios class cheat 
3 scenarios lab cheating 
--interested if students 
related it as cheating, if they 
had ever done it, and if they 
thought others were doing it 
 

Sample of senior nursing 
students (n=44) 
Mean age 24 years 
59.6% identified as African 
American 

--% of students who believed acts 
were cheating ranged from 27% 
(lab cheating) to 93% ( exam 
cheating) 

--need for clear AI policies, 
need for strict enforcement 
of rules, enforce code of 
conduct, set up curriculum 
that will make it harder to 
cheat 
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Research Article Table 2 Cont’d 

Basler, J. (2012).  The moral 
development and perceptions 
of academic and clinical 
integrity of nursing students: 
An ex post facto study 
(Doctoral dissertation). 
Retrieved from ProQuest 
Dissertations and Theses. 
(UMI Number: 3540440). 

 

Quantitative—non-experimental, 
causal comparative study 
Used HUBS & DIT-2 
(Cronbach’s .61--.72) 
--both administered online 
--relationship between moral level 
development & perceptions of AI 
class & clinical 
--background variables parents 
education, age, gender 

Nursing students (n=135) --no significant difference in the 
level of moral development 
between students who are newly 
admitted and students preparing 
for graduation  
-- no significant difference in the 
perceptions of academic integrity 
between first semester and 
final semester student (although 
did not meet assumptions) 
--no significant 
difference in the perceptions of 
academic integrity between 
students 18 to 22 years of age 
and those who are 23 years of age 
or older from baccalaureate 
nursing programs 
-- no significant difference in the 
perceptions of clinical integrity 
between students 18 to 22 years 
of age and those who are 23 years 
of age or older from 
baccalaureate nursing programs 
--no statistically significant 
difference in the perceptions of 
academic integrity between 
male and female students 
-- no significant difference in the 
perceptions of academic integrity 
between students who have 
earned a previous degree and 
those attending college for the 
first time from baccalaureate 
nursing programs 

--need to improve on our 
approach to teaching ethics 
in nursing 
--need for further research 
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Research Article Table 2 Cont’d 
Bélanger, C. & Leonard, V. 
(2012).  Moral reasoning, 
academic dishonesty, and 
business students.  
International Journal of 
Higher Education, 1(1), 72-
89. 

 

Quantitative 
--self report survey (54 questions) 
--measures students values around 
academic & social issues & 
commitment to issues 
--own survey no comment on alphas 
 

n=1357 business students 
47% ♀ 
53%♂ 

--binomial logistic regression 
--two significant Canadian 
citizenship & upper years (≤.05) 

--educate, define & interpret 
--put preventative measures 
in place 
--determine who will review 
breaches 
--spell out sanctions 

Harding, T., Mayhew, M., 
Finelli, C. & Carpenter, D. 
(2007).  The Theory of 
Planned Behavior as a model 
of academic dishonesty in 
engineering and humanities 
undergraduates. Ethics & 
Behavior, 17(3), 255-279. 

Quantitative—Cross-Sectional Study 
Explore use of modified version of 
TPB survey to include moral 
obligation & reasoning 
Tools—PACES-2 (Perceptions & 
Attitudes Toward Cheating 
Engineering Students – developed by 
researchers) 
DIT--Defining Issues Test 
Test Cheating on Tests & Homework 
Piloted and re-piloted at Site #1 
Cronbach’s for all scales above α .67 
 

n=527 
engineering (79%) & 
humanities students 
84% Caucasian 
33% ♀ 
3 universities 
1st & 4th year  
 

Analysis T-tests, Confirmatory 
Factor Analysis & Multiple 
Regression 
--senior students cheated less on 
homework (24.4% vs 31.4%) & 
tests than 1st years (49.5% than 
57.1%) 
--engineer reported more cheating 
on tests (p<.01) and homework 
(p<.001) 
--past cheating in high school 
predictor to cheating university 
(p<.0001) 
--intention strong correlation to 
cheating p<0.01 
--all three predictor variables TPB 
significant to actual cheating  
--moral reasoning, attitude, and 
subjective norm condensed to 
single factor and accounted for 
77% of variance (α .85) 

Concluded that TPB is a 
model used by students to 
decide about act of cheating 
with homework and tests 
--since past behaviours 
predicted current 
behaviours importance must 
be placed on correct 
unethical behaviours in 
post-secondary 
--engineering curriculum 
needed to be designed to 
positively influence 
engineers in making sound 
ethical decisions 
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Research Article Table 2 Cont’d 
Hart, L. & Morgan, L. (2010).  
Academic integrity in an 
online registered nurse to 
baccalaureate in nursing 
program.  The Journal of 
Continuing Education in 
Nursing, 41(11), 498-505. 

 

Quantitative 
--comparative descriptive study 
--no alpha levels 
--used McCabe AD survey with open 
ended question at end 
--examined access to policies, 
ranking of severity of cheating & 
own practice of AD 

n=374 
n=44 online 
n=330 traditional 

--online group older (p=.02) 
--sample white, mostly female 
--traditional students reported 
more cheating (p<.01) 
--online new Ai policies better 
p<.01, and supported them more 
(p<.01) 

--concerned that younger 
students in traditional class 
reported using techn to 
cheat & scored severity of 
cheating less 
--online students reported 
that flexibility of schedule, 
responsibilities with family 
& work dictated they 
needed to do studies online, 
concerns for cheating post-
graduation & stressed 
importance of teaching 
students costs to departures 
from ethical practice 
(studying) 

Hilbert, G. (1985). 
Involvement of nursing 
students in unethical 
classroom and clinical 
behaviors. Journal of 
Professional Nursing, 1(4), 
230-234. 

 

Quantitative 
Research Questions 
1.What is the incidence of unethical 
behaviors of nursing students in both 
the classroom and clinical settings?  

2. Do students believe that these 
behaviors are unethical?  
3. Are these beliefs related to 
whether or not the students engage in 
the unethical behaviors?  
4. What is the relation of age, sex, 
and transfer status to the total  
number of unethical behaviors in 
each setting?  
5. What is the relationship between  
unethical behaviors in the classroom 
and those in clinical? 
Constructed HUBS (Hilbert 
Unethical Behavior Survey) 
--22 item survey measured whether 
they thought a behaviour was 
unethical & how many times they 
engaged in it α .70 

n=101 
♀=90 
Nursing students 
 

t-tests 
♀ engaged in >classroom 
cheating (p= 
0.027) 
Age & unethical behaviours not 
significant Pearson reported 
significant correlation between 
classroom & clinical cheating 
(p<.0001) 
 

Need for programming that 
clearly outlines what is 
honest/dishonest, more 
research needed, faculty 
need to take lead 
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Research Article Table 2 Cont’d 
Hilbert, G. (1987).  Academic 
fraud: Prevalence’s, practices, 
and reasons. Journal of 
Professional Nursing, 3(1), 
39-45. 

HUBS 
4 Main Questions 
1. What is the incidence of unethical 
behaviors in the clinical & classroom 
settings for nursing students?  
2. Is there a significant relationship  
between total unethical behaviors  
in the classroom & clinical settings?  
3. Is there a difference in the  
incidence of unethical classroom  
behaviors for nursing & non-nursing 
students at the same university?  
4. Is the incidence of unethical 
behavior related to GPA, sex,  
ethnic background, or age?  
5. What are the reasons that students  
give for engaging in unethical 
behaviors?  
 

N=210 
Senior nursing students 
across 4 sites 
N=21 non-nursing students 

ANOVA by sites no sign. 
Differences 
No sign sex 
Age neg & sign for taking 
hospital equipment & positive for 
altering a bibliography 
p=.015 & p=.045 
Chi-square no differences 
between sites 

Continue to be concerned 
with nursing students and 
cheating, must be vigilant 
with testing practices & 
provide students 
opportunity to learn about 
ethics 

Hilbert, G. (1988).  Moral 
development and unethical 
behaviour among nursing 
students.  Journal of 
Professional Nursing, 4(3), 
163-167. 

 

Quantitative 
--used HUBS (22 items) 
--used short version of DIT 
No Cronbach’s given for either tool 
DIT—results in P% (principle scores 
represent moral development—
highest score is 95) 

N=63 (senior upper year 
nursing students) average age 
=25 years, 54 (85.7% ♀) 

M=34.6 (SD=16.6) for P% scores 
class 
t-tests showed no differences for 
ethnic, sex, year in both class & 
clinical  
HUBS M=3.43 class 
M=8.5 clinical 
t-tests showed no significance 
ethnic, sex, year in class p=.45 
clinical p=.027 
Pearson showed r=.26 (7% 
variance) classroom and clinical 
unethical behaviour 

Must be diligent with 
testing (uphold integrity) 
Profs should model 
Look for increase chances 
to help them develop their 
morality 
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Research Article Table 2 Cont’d 
Jurdi, R., Hage, S. & Chow, 
H. (2011). Academic 
dishonesty in the Canadian 
classroom: Behaviours of a 
sample of university students. 
Canadian Journal of Higher 
Education, 41(3), 1-35. 

 

Quantitative 
Adapted tool looked at five different 
scales 
1.Demographics 
2.Psychosocial 
3.Academic 
4.Interaction(Self-Efficacy) 
5.Situational (Peer cheating) 
α.62--.93 

n=321 
Canadian university students 
Arts (n=179) 
Social Work (n=42) 
Science (n=19) 
Education (n=21) 
Kinesiology (n=13) 
Business (n=36) 
Other (n=10) 

Analysis—means, frequencies, %, 
factor analysis, t-tests, regression 
Largest correlation between 
Block 5 Situational Factors 
(accounted for 35% model) 
--also reported that when students 
perceptions of AD and acts of AD 
(r=.27, p<.001) [as students are 
permissive of AD, they report 
more cheating behaviours] 

Need balanced, coordinated, 
and comprehensive  
approach that focuses on 
prevention, detection, and 
penalty and that involves  
university administrators, 
faculty, and students since it 
is a complicated and 
multifaceted issue 
important to build 
confidence with students 
and relationships that allow 
students to learn requisite 
skills for university 
 

Kalyani, M., Kashkooli, R. & 
Molazem, Z. & Jamshidi, N. 
(2014). Qualitative Inquiry 
into the Patients' Expectations 
regarding Nurses and Nursing 
Care.  Advances in Nursing, 
6(3), 1-6  

 

Qualitative Study 
--content analysis 
--semi structured interviews that 
were transcribed verbatim, coded for 
common themes 
 

N=20 
CCU patients in stable 
condition, in hospital 

--main themes included 
comprehensive care, ethical 
performance, and having proper 
individual characteristic 
wanted nurses to have honest & 
trustworthy relationship with 
patients 

--nurses have key role to 
play with health and 
outcomes for patients, 
ethics is key component to 
care, important for 
expectations of patients to 
be met in concert with 
responsibilities of nursing 
profession 
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Research Article Table 2 Cont’d 
Keçeci, A., Bulduk, S., Oruç, 
D. & Ҫelik, S. (2011).  
Academic dishonesty among 
nursing students:  A 
descriptive study.  Nursing 
Ethics, 18(5), 725-733. 

 

Quantitative 
Two tools 
1st tool demographic data age, sex, 
school, GPA, family structure, 
permissive teacher 
2nd tool previously used AD 
Tendency Scale (α .71-.90) 
Measured tendencies to cheat, 
behave with dishonesty, cheat with 
research, and dishonesty reports 

n=196 
nursing students 1st 

(42.9%),2nd (38.8%),3rd year 
(17.9%) 
♀ n=171 
♂ n=25 
Two different schools 
--one state university 
--one private university 

Analysis 
--reported frequencies, Kruskall 
Wallis, ANOVA, T-tests, Mann 
Whitney U 
--found cheating more with male 
students (significance not 
reported) 
3rd year students cheated more 
(p<.05) 
Students cheated more when 
teachers were permissive (p<.05) 
More cheating in foundation 
university (p<.05) 

Turkey deals with negative 
behaviour and should spend 
time promoting AI 
Teachers need to take on 
mentor/model role 
--need to be clear with 
expectations 
-current approach is 
punitive, needs to be more 
support and effort for 
promoting AI 
--ethics courses are part of 
undergrad nursing 
education and should 
feature concepts of AD 
--professors need to be clear 
about their expectations 
related to AD 
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Research Article Table 2 Cont’d 
Krueger, L. (2014).  Academic 
dishonesty among nursing 
students.  Journal of Nursing 
Education, 53(2), 77-87. 

 

Quantitative  
--adapted tool measure AD 
--reported frequencies & correlations 
(Pearson r) 

N=336 
Two different schools 
(nursing students) 

216 students admitted cheating in 
classroom & 181 admitted 
cheating in clinical 
Relationship between cheating in 
class & clinical (r = 0.42, p < 
0.001) 
Relationship between classmates 
cheating and incidence of 
cheating (r = 0.28, p < 
0.001) 
Found that the higher the score of 
students about unethical nature of 
AD, the less likely the student 
would participate in AD (r = –
0.22, p <0.001) 
(r = 0.21, p < 0.001), the clinical 
setting (r = 0.20, p < 
0.001), and overall (r = 0.21, p 
<0.001) +ve  relationship 
as consequences & reinforcement 
of academic policies increase, the 
more academic dishonesty is 
rated as unethical 

65% admitted cheating in 
class & 54% in clinical (3 
or more examples) 
consequences & 
reinforcement of penalty, 
peer behavior, & integrity 
that would impact the 
engagement in academic 
dishonesty 
--faculty should be clear on 
their expectations, engage 
students in exercises that 
challenge their thinking 
about integrity, provide 
instruction on writing 
issues, supportive approach 
to clinical so students feel 
comfortable admitting 
mistakes, faculty should 
serve as role models, lower 
student to faculty ratios in 
clinical is NB, qualitative 
research needed to 
understand meaning of 
dishonesty and reasons for 
such behaviour, need for 
interventional studies to 
explore potential strategies 

McCabe, D. (2009). Academic 
dishonesty in nursing schools: 
An empirical investigation. 
Journal of Nursing Education, 
48, 614–623. 

 

Quantitative 
--2 open ended questions (what are 
most common cheating behaviours, 
optional answers) 
Looked demographics, significance 
of cheating, participation in cheating, 
perspectives on others cheating 
--no comment on alpha levels of 
tools used 

n=1057 
undergrad & graduate  

58% admitted to participating in 
some form of cheating, more in 
undergraduate degrees (p<.10) 
--graduates students cheat less 
(p<.05) 
--2nd entry cheat more (n=22, 
p<.05) & RN to BN (n=49, 
p<.001) 

--educators should be 
concerned as may carry 
through to professional 
behaviour, consider length 
of study as socializing piece 
may be missing, needs to 
have comprehensive 
balanced approach to 
promoting AI and managing 
AD 
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Research Article Table 2 Cont’d 
McCabe, D. Feghali, T. & 
Abdallah, H. (2008).  
Academic dishonesty in the 
Middle East: Individual and 
contextual factors.  Research 
in Higher Education, 49(5), 
451-456. 

 

Quantitative 
--examined certainty of being 
reported 
--perceived understanding of 
acceptance of policies 
--severity of penalties 
--perceived behaviour of peers 
--honour codes 
All above in relation to incidence of 
AD 
--regressed model & compared to US 
study 

3 universities in Lebanon 
N=1317 

--university students 
--found perceived understanding 
related to understanding AI 
policies p<.001 (if understood 
↓AD) 
--most significant is behaviour of 
peers  
--cheating higher in Middle East 
(p<.01) 

--schools with no honour 
codes scored lower than 
schools with modified or 
full honour code on all five 
areas of study (p<.001) 
--if no clear guidelines for 
students they rely on 
classmates (not necessarily 
good) 
--need to be clear about 
expectations, follow 
through with punitive 
measures if needed for AD 
--involve students in efforts 
since that was the variable 
that contributed the most to 
the model 
--culture may be important 
to consider in approaches 

McCabe, D., Klebe Trevino, 
L. & Butterfield, K. (2002).  
Honor codes and other 
contextual influences on 
academic integrity:  A 
replication and extension to 
modified honor code settings.  
Research in Higher 
Education, 43(3), 357-378. 

 

Quantitative 
--examined understanding policies & 
AD 
--certainty of being reported by peers 
& AD 
--AD & honour codes 
--incidence AD & what peers are 
doing 
--incidence of AD with severity of 
penalties 
--regression and all 5 variables 
accounted for 19% of model 
Tool that measured understanding of 
AI α.80 

Unsure of sample size 
21 schools 
Sophomores, juniors & 
seniors 

--↓AD with ↑understanding AI 
policies 
--incidence of AD most 
influenced by what peers are 
doing (p<.001) 

--schools with no honour 
codes scored lower than 
schools with modified or 
full honour code on all five 
areas of study (p<.001) 
--if no clear guidelines for 
students they rely on 
classmates (not necessarily 
good) 
--need to be clear about 
expectations, follow 
through with punitive 
measures if needed for AD 
--involve students in efforts 
since that was the variable 
that contributed the most to 
the model 

  



 

145 
 

Research Article Table 2 Cont’d 
Melvin, K. (1998).  Academic 
and clinical dishonesty in 
undergraduate nursing 
students (Unpublished 
dissertation). Salisbury 
University, MD. 

 

Quantitative with a qualitative 
component 
HUBS—22 items 

N=177 students from across 
3 rural nursing schools 

Spearman rho correlations 
reported significance p=.01 for 
cheating in class & clinical 
--qual. Question students talked 
about wide culture of cheating so 
lack of managing it made them 
angry and they participated 

--need to create 
environments that 
discourage cheating, 
develop role models 
(including faculty and 
students) 
--be clear about what is 
dishonest so that students 
are informed 

Morgan, L. & Hart, L. (2010). 
Promoting academic integrity 
in an online RN—BSN 
program. Nursing Education 
Perspectives, 34(4), 240-243. 
 

Quasi-experimental Quantitative RN to BSN nursing  
program randomly assigned 
to a control group (n= 169) &  
received honor code 
exposure, or a treatment  
group (n= 177), received a 
faculty-designed 
intervention.  
 

Overall self-reported cheating 
was ↓ in both groups 
Students in the treatment group 
reported ↑of faculty & student 
support for AI policies & 
perceived policies to be more 
effective (p< .05). 
 

Need faculty led AI 
programming & more 
research in area of AI 

Nonis, S. & Owens Swift, C. 
(2001). An examination of 
relationships between 
academic dishonesty and 
workplace dishonesty:  A 
multicampus investigation.  
Journal of Education for 
Business, 77(2), 69-77. 

Quantitative 
Used hybrid tool to measure beliefs 
about what constitutes AD & how 
workplace dishonesty (21 items—no 
α provided but stated it met 
reliability) 
--used hybrid tool with 44 items to 
measure if they had participated in 
dishonest behaviour in academic & 
workplace 
--analysis completed with chi-square, 
ANOVAS, Pearson correlations 

n=1,031 
undergrad & grad students 
52% ♂ 
--across 6 campuses 
--business students 
--likert 1= definitely not 
cheating to 5=very likely 
cheating OR 1=never 
engaged to 5=engage often 
--US 

--10% all students did not identify 
12 of 21 behaviours as cheating 
--grad students had lower 
tolerance for workplace (p<.05) 
cheating 
--undergrads reported cheating 
more than grads (p<.005) 
--if students cheated in school 
they cheated in workplace (p<.05) 

Call to action with faculty 
to teach ethics, report 
dishonesty 
--faculty need to serve as 
role models 
--organizations need 
enforceable rules around 
dishonesty 
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Research Article Table 2 Cont’d 
Ogilvie, J. & Stewart, A. 
(2010).  The integration of 
rational choice and self-
efficacy theories: A situational 
analysis of student 
misconduct.  Australian & 
New Zealand Journal of 
Criminology, 43(1), 130-155. 

 

Quantitative 
--combination of own tools 
(scenarios) & adapted tools explore 
intention to plagiarize  
--scales looked at academic self 
efficacy (α.98), perceived sanctions 
(α.91), benefits (α.81), prior cheating 
behaviour (α.86) 

Undergraduate students 
n=526 
(business n=49, arts n=364, 
health n=115, 8 sciences) 
♀ n=398 

Reported means, regressed model 
ANOVAS 
--prior behaviour associated with 
current cheating  
Age and sex had no association, if 
sanctions were deemed high or 
low it did not affect acts of AD 
Found 1st model was a fit for 
benefits to dishonesty & ↓shame 
if cheating significant  to acts of 
AD (p<.0001) 
Also found 2nd model adequate fit 
if poor academic self efficacy as 
predictor to AD (p<.0001) 

--should use software to 
detect plagiarism & teach 
students appropriate and 
correct writing skills 

Olafson, L., Schraw, G., 
Nadelson, L., Nadelson, S. & 
Kehrwald, N. (2013.  
Exploring the Judgment-action 
gap: College students and 
academic dishonesty.  Ethics 
& Behavior, 23(2), 148-162. 

 

Mixed methods 
Quantitative  
4 instruments  
--(DIT) 
--Demographic 
--Epistemological Belief Inventory 
--Open ended questions(motivation) 
 

n=366 
organized in 3 groups 
1—cheaters caught 
2—cheaters not caught 
3—no cheaters 

Noncheaters were older (p<.001 
Noncheaters had more 
sophisticated and higher moral 
reasoning (p<.01) 

--need for more research 
--need to develop moral 
reasoning with students as 
deterrent 

Park, E., Park, S. & Jang, I. 
(2013).  Academic cheating 
among nursing students.  
Nursing education today, 
33(4),  346-352. 

 

Quantitative 
--cross with  sectional (self-report 
survey)adapted & tested with 7 
nursing students 
--α.57--.97 
--t-tests, chi-square 
Logistic regression 
--looked a knowledge, attitudes, 
reasons for cheating, context of 
cheating, frequency of cheating 
(lowest α knowledge) 

n-655 
1st year (20.8%) 
2nd year (28.1%) 
3rd year (38.8%) 
4th year (13.1%) 

50% reported cheating on exams 
77% reported cheating on 
assignments 
--knowledge of AI policies lower 
in cheaters (p<.001) 
--cheating higher if perceived AD 
lower (p<.003), ethical (p<.001) 

--concerned that Korean 
students don’t learn  how to 
write correctly, and have 
few opportunities to make 
mistakes, need to change 
exams & tests & 
assignments 
--need to make connection 
between why cheating is 
wrong to ethical practice 
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Research Article Table 2 Cont’d 
Pino, N. & Smith, W. (2003).  
College students and 
academic dishonesty.  
College Student Journal, 
37(4), 490-500. 

 

Quantitative 
--developed own tool 
--demographics looked at age, sex, 
GPA, year of study, membership in 
sororities, amount of TV watched, 
paid employment 
--10 items 

Undergraduate students 
sophomore, junior, senior 
students 
n-659, 42% (n=277)♂ 
(n=382) ♀ 

Male students reported cheating 
more in two of the 4 models 
regressed (p<.05) 
Reported M, SD & frequencies 

Procrastination may be 
factor with dishonesty (as 
per significant findings) 
Need policies, procedures 
that are clear and 
enforceable, faculty need to 
be consistent and teaching 
and talking about AD 
AI must be fostered across 
the program of study 

Rakovski, C. & Levy, E., 
(2007).  Academic dishonesty: 
Perceptions of business 
students. College Student 
Journal, 41(2), 466-481. 
 

--Quantitative 
--survey, gave incentives ($100 
bookstore) 
--survey gathered demographics & 
asked students experience with 15 
examples dishonesty (2 extreme 
examples)—3 scales, penalty, 
severity of  dishonesty, frequency of 
participation 
Factor Analysis completed to group 
similar responses, Cronbach’s .81--
.95 

n=1255 
61% ♀ 
39% ♂ 
--reported penalties should be 
highest for stealing exam & 
the most serious forms of 
cheating were, knowingly 
copying from classmate or 
allowing classmate to copy, 
submitting a paper as yours 
when it was not  
--highest forms of student 
cheating was copying from 
another, copying from 
internet, copying homework 
 

Means, frequencies, factor 
analysis (to create scales), 
correlations reported 
Students believed high penalties 
should be applied to students who 
commit serious AD acts 
Students scored acts of AD from 
high (stealing an exam) to low 
(helping someone cheat) 
Students reported acts they 
participated in – reported in % 
If students believed it was a 
serious offence they were less 
likely to participate in acts of AD 
(r=-.40) 99% rated themselves as 
honest to very honesty yet 
admitted to acts of AD 
--senior students less likely cheat 
(p<.001) 

Students seem to rate active 
acts more serious than 
passive acts of AD 
--important to start 
conversation early with 
student career and carry it 
through educational 
experience 
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Research Article Table 2 Cont’d 
Smith, C. (2010). The 
relationship between academic 
and professional dishonesty in 
Online RN-BSN students. 
(Doctoral dissertation). 
Retrieved from ProQuest 
Dissertations & Theses 
(PQDT). (UMI Number: 
3436706) 

 

1.--excel spreadsheet uploaded to 
SPSS & descriptive stats used to 
analyze frequency of domains (to 
note if there were differences in 
policies by accrediting body) 
SD  for those with policies  
--framework were 8 domains of 
dishonesty (Whitely & Keith-Spiegel 
& added one) p.17 
2. Looked at number of domains 
covered in policies 
Chi square 
--literature search 2nd part of PhD 
p.24 (keywords) 
3. developed a tool [PAPIS—
Perceptions of Academic and 
Professional Integrity (based on 
theory of planned behaviour) 

stratified random sample 
from 75 schools that were 
accredited with online 
version of academic 
dishonesty policies on school 
websites 
--programs that were 
National League for Nursing 
approved or Commission on 
Collegiate Nursing Education 
approved 
--And schools not accredited 
PAPIS administered to 
n=167 
89.9% ♀ 

were not addressed consistently 
with academic dishonesty policies 
featured on page 10 
CCNE means 4.33 range 2, 7 SD-
1.136 NLN means 3.73 (range 2, 
7 SD 1.239) 
--schools that were accredited had 
>domains covered in their 
policies --not consistent definition 
for academic dishonesty 
--did not record type of nursing 
degree at schools 
--social norms, attitudes & 
perceived behavioural control +ve 
related to engaging academic 
dishonesty 
--intention was +ve related to 
actual engagement p.55/56 
TBP good model fit for both 
academic and professional 
dishonesty 

Important to make efforts to 
protect integrity of 
evaluations & teach about 
policies & procedures 
Concerns for undergraduate 
students & their translation 
or carry over behaviours to 
professional conduct  
important to work with 
students on developing 
behaviours that are 
consistent with AI & ethical 
practice 
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Research Article Table 2 Cont’d 
Theart, C. & Smit, I. (2012). 
The status of academic 
integrity amongst nursing 
students at a nursing education 
institution in the Western 
Cape. Curationis, 35(1), 1-9  

Mixed 
Self-report survey 61 Likert 
questions (academic dishonesty) 
3 open ended questions 
Pre-registration students 

N=550 
♂=88(16%) 
2nd, 3rd, 4th year nursing 
students 
Descriptive stats, ANOVA & 
Content analysis 

88% reported cheating 
(plagiarism most common) 
Males cheated more (p=.02) 
No other findings significant 
Reported they were aware of 
policies (71%) & fear of failure 
was biggest reason to cheat 

Strategies for Reducing 
cheating reduction of the 
workload of students more 
time for students to study 
for tests & exams  teaching 
proper referencing 
techniques to students 
offering extra classes & 
lecturers ensuring that 
students understand the 
work 

Vandhehey, M., Diekhoff, G. 
& LaBeff, E. (2007). College 
cheating: A twenty-year 
follow-up and the addition of 
an honor code.  Journal of 
College Student Development, 
48(4), 468-479. 

 

Younger students cheat (p<.001) 
--no difference with honour code but 
noncheaters supported honour code 
more (p<.001) 
--punitive measures served as 
deterrents to cheating scored higher 
than social deterrents, guilt (p<.001) 

n=401 
--mostly freshmen & 
sophomores 
--younger than overall 
student population (p<.01) as 
in other years study done 
44% ♂ 
 

Younger students cheat (p<.001) 
--no difference with honour code 
but noncheaters supported honour 
code more (p<.001) 
--punitive measures served as 
deterrents to cheating scored 
higher than social deterrents, guilt 
(p<.001) 

--punitive measures must be 
clear, enforceable and 
follow through 
--should have graduated 
system for punitive 
measures (more you cheat ↑ 
punishment) 
Take measures to reduce 
cheating through proctoring 
changing assignments and 
teaching merits of integrity 

Wideman, M. (2011). Caring 
or collusion? Academic 
dishonesty in a school of 
nursing.  The Canadian 
Journal of Higher Education, 
41(2), 28-43. 

 

Qualitative Study 
--Hermeneutic Phenomenology 
In-depth semi-structured interviews 
were recorded, transcribed verbatim 
then themes explored 

N=11 nursing students 
Year 1 n=2 
Year 2 n=2 
Year 3 n=3 
Year 4 n=4 
Average age 25 
1 ♂ 

--caring theme came through 
(students believed they were 
helping other students) 
--stress came through in that the 
course work was so heavy they 
felt compelled to cheat on small 
assignment 
--felt that technology gave them 
power so they would find ways to 
cheat around tech barriers that 
profs created 
--students did not have an in-
depth understanding of AD 
--all but one described themselves 
as honest and all but 2 had 
cheated 

--approach was a 
collectivist one 
--employed neutralizing and 
deflecting behaviours to 
rationalize their cheating 
--faculty NB as students did 
not hear clearly from them 
about AD 
--faculty need to be 
consistent in their 
approaches 
--need to think of affecting 
collective group as students 
don’t necessarily see this as  
an individual enterprise 
--need for more research 
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Research Article Table 2 Cont’d 
Woith, W., Jenkins, S. & 
Kerber, C. (2012).  
Perceptions of academic 
integrity among nursing 
students.  Nursing Forum, 
47(4), 253-259. 

 

Mixed Methods 
--interested in learning more about 
why academic dishonesty is 
increasing 
1.How do nursing students define 
academic 
integrity? 
2. What examples of academic 
integrity would 
nursing students offer? 
3. What examples of academic 
dishonesty would 
nursing students offer? 
4. Why is academic integrity among 
nursing students 
important? 
 

--senior students (n=25) 
completed an interview & 
social capital survey 
Remainder did just online 
survey (N=55) 
--sample  
predominately  
white  
 

--interviews reported three themes 
1.characteristics of students with  
academic integrity 
2. patient safety outcomes 
3.professional 
outcomes 

--need to work at changing 
culture so that students are 
taught AI and importance 
--need to support and 
develop faculty 
--organizations need to 
work at creating cultures 
that expect and support AI 

Yang, S. & Huang, C. (2013).  
An investigation of college 
students’ perceptions of 
academic dishonesty, reasons 
for dishonesty, achievement 
goals, and willingness to 
report dishonest behaviours.  
Ethics & Behavior, 23(6), 
501-522. 

 

Quantitative 
--used 4 different scales all adapted 
from previous research 
AD Scale 
AD Motivation Scale 
Willingness to Report Scale 
Goal Driven Scale 
we investigated multivariate 
relationships among  
achievement goals, willingness to 
report academic dishonesty (AD), 
reasons for engaging in  
AD, and engagement in various AD 
behaviors 

n=431 (male 55.8%) 
management, engineering, 
humanities students 
Taiwan 

Canonical correlational analysis 
found that 3 scales combined 
predicted AD motivation 
and AD motivation with other 
two scales predicted AD 
--showed that, compared to 
others, students with a mastery 
approach or a performance 
approach & ↑ willingness to 
report peers’ AD were↓ report 
feeling incompetent as a reason 
for engaging in AD but were 
more likely to report  
that they engaged in AD because 
of self-promotion and self-
interest. -- students who had less 
of a mastery approach and greater 
tolerance of AD tended to engage  
in various types of AD 

--helped to explain why 
students may act 
dishonestly but offered no 
potential solutions or 
opportunities 
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Appendix D 

Code of Ethics—Nursing Values 

1. Providing Safe, Compassionate, Competent and Ethical Care 

Nurses provide safe, compassionate, competent and ethical care 

2. Promoting Health and Well-Being_____________________ 

Nurses work with people to enable them to attain their highest possible level of health and  
 
well-being 
 

3. Promoting and Respecting Informed Decision-Making_____ 

Nurses recognize, respect and promote a person’s right to be informed and make decisions 
 

4. Preserving Dignity_________________________________ 

Nurses recognize and respect the intrinsic worth of each person 

5. Maintaining Privacy and Confidentiality_________________ 

Nurses recognize the importance of privacy and confidentiality and safeguard personal,  
 
family and community information obtained in the context of a professional relationship 

 
6. Promoting Justice___________________________________ 
 

Nurses uphold principles of justice by safeguarding human rights equity and fairness and by  
 
promoting the public good 

 
7. Being Accountable__________________________________ 

Nurses are accountable for their actions and answerable for their practice 
  

Adapted from Code of Ethics for Registered Nurses 2008 
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Appendix E 

Phases of the Research 

 

Phase I 

• Literature Review 
• Elicitation Study (n=30: Site 2) 

o Data analyzed (Content Analysis—thematic and count) 
• Items constructed for draft survey from data & Theory of Planned Behaviour (TPB) Guides 

(Ajzen, 2006; Francis et al., 2004) 
• Draft survey face & content validity completed with experts (n=5)  
• Pilot Miron Academic Integrity Nursing Survey (MAINS:38 questions--41 items) constructed 

(based on data analyzed data, content validity feedback from experts, TPB Guides Ajzen, 2006; 
Francis et al., 2004) 

o Pilot MAINS 6 background variable questions (sex, age, educational   program stream, 
year of study, and access and understanding of academic integrity) 

o Pilot MAINS 32 TPB questions—35 items on 4 TPB Scales (Attitude—12 items, 
Subjective Norm—10 items, Perceived Behavioural Control—10 items) 

o Attitude scale measures behavioural beliefs (4 direct items/4 indirect behavioural belief 
items/ 4 indirect outcome belief items) 

o Subjective Norm scale measures normative beliefs (4 direct items/3 indirect injunctive 
items/3 indirect deductive items) 

o Perceived Behavioural Control scale measures control beliefs (4 direct items/3 indirect 
control beliefs/3 indirect power beliefs) 

o Intent to Behave scale measures intention to behave (3 items) 
 
 

Phase II 

• Pilot Study (reliability testing: n=59: Site 2) 
• Reliability for two TPB scales Cronbach’s α ≥0.70 (Attitude & Intent scales) 
• Subjective Norm and Perceived Behavioural Control scales reviewed and revised considering two 

TPB guides (Ajzen, 2006; Francis et al., 2004) 
• Re-pilot of two scales (Subjective Norm and Perceived Behavioural Control: n=29: Site 2) 
• Reliability from re-pilot both scales Cronbach’s α ≥0.70 (Subjective Norm and Perceived 

Behavioural Control) 

 

Phase III 

• Larger Multi-Site study across 3 sites Year-3 and Year-4 nursing students (2 Central Ontario/1 
East Coast): N=339) 

• MAINS administered hardcopy at all three sites (one online administration with Year-4 students at 
Site #1) 

 

SPRING 2014 

FALL 2014 

 

WINTER 2015 
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Appendix F 
Research Ethics Board Approval for Elicitation Study  

 
 

 
 
 
 
 
 
 
QUEEN'S UNIVERSITY HEALTH SCIENCES & AFFILIATED TEACHING HOSPITALS RESEARCH 
ETHICS BOARD-DELEGATED REVIEW 
April 14, 2014 

 
Ms. Jennifer Miron 
School of Nursing 
Queen’s University 

 
Dear Ms. Miron 
Study Title: NURS-328-14 Elicitation Study--Academic Integrity and Senior Undergraduate Nursing Clinical 
Practice 
File # 6012539 
Co-Investigators: Dr. K. Sears 

 
I am writing to acknowledge receipt of your recent ethics submission. We have examined the protocol, survey and 
information letter for your project (as stated above) and consider it to be ethically acceptable. This approval is valid 
for one year from the date of the Chair's signature below. This approval will be reported to the Research Ethics 
Board. Please attend carefully to the following listing of ethics requirements you must fulfill over the course of your 
study: 

 
Reporting of Amendments: If there are any changes to your study (e.g. consent, protocol, study procedures, etc.), 
you must submit an amendment to the Research Ethics Board for approval. Please use event form: HSREB Multi- 
Use Amendment/Full Board Renewal Form associated with your post review file # 6012539 in your Researcher 
Portal (https://eservices.queensu.ca/romeo_researcher/) 

 
Reporting of Serious Adverse Events: Any unexpected serious adverse event occurring locally must be reported 
within 2 working days or earlier if required by the study sponsor. All other serious adverse events must be reported 
within 15 days after becoming aware of the information. Serious Adverse Event forms are located with your post- 
review file 6012539 in your Researcher Portal (https://eservices.queensu.ca/romeo_researcher/) 

 
Reporting of Complaints: Any complaints made by participants or persons acting on behalf of participants must be 
reported to the Research Ethics Board within 7 days of becoming aware of the complaint. Note: All documents 
supplied to participants must have the contact information for the Research Ethics Board. 

 
Annual Renewal: Prior to the expiration of your approval (which is one year from the date of the Chair's signature 
below), you will be reminded to submit your renewal form along with any new changes or amendments you wish to 
make to your study. If there have been no major changes to your protocol, your approval may be renewed for another 
year. 

 
Yours sincerely, 
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Appendix G 

 
Research Ethics Board Approval for Pilot Study 

 
 

 
 

 
 
 
 
QUEEN'S UNIVERSITY HEALTH SCIENCES & AFFILIATED TEACHING 
HOSPITALS RESEARCH ETHICS BOARD-DELEGATED REVIEW 
August 14, 2014 

 
Ms. Jennifer Miron 
School of Nursing 
Queen’s University 

 
Dear Ms. Miron 
Study Title: NURS-337-14 Academic Integrity and Senior Nursing Undergraduate Clinical Practice 
File # 6013329 
Co-Investigators:  Dr. K. Sears 

 
I am writing to acknowledge receipt of your recent ethics submission. We have examined the protocol for your 
project (as stated above) and consider it to be ethically acceptable. This approval is valid for one year from the date 
of the Chair's signature below. This approval will be reported to the Research Ethics Board. Please attend carefully 
to the following listing of ethics requirements you must fulfill over the course of your study: 

 
Reporting of Amendments: If there are any changes to your study (e.g. consent, protocol, study procedures, etc.), 
you must submit an amendment to the Research Ethics Board for approval. Please use event form: HSREB Multi- 
Use Amendment/Full Board Renewal Form associated with your post review file # 6013329 in your Researcher 
Portal (https://eservices.queensu.ca/romeo_researcher/) 

 
Reporting of Serious Adverse Events: Any unexpected serious adverse event occurring locally must be reported 
within 2 working days or earlier if required by the study sponsor. All other serious adverse events must be reported 
within 15 days after becoming aware of the information. Serious Adverse Event forms are located with your post- 
review file 6013329 in your Researcher Portal (https://eservices.queensu.ca/romeo_researcher/) 

 
Reporting of Complaints: Any complaints made by participants or persons acting on behalf of participants must be 
reported to the Research Ethics Board within 7 days of becoming aware of the complaint. Note: All documents 
supplied to participants must have the contact information for the Research Ethics Board. 

 
Annual Renewal: Prior to the expiration of your approval (which is one year from the date of the Chair's signature 
below), you will be reminded to submit your renewal form along with any new changes or amendments you wish to 
make to your study. If there have been no major changes to your protocol, your approval may be renewed for another 
year. 

 
Yours sincerely, 
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Appendix H 

Research Ethics Board Approval for Re-pilot Study 

 

Amendment Acknowledgment/Approval Letter 
 
October 15, 2014 

 
Ms. Jennifer Miron 
School of Nursing 
Queen's University 

 
RE: File #6013329 NURS-337-14 Academic Integrity and Senior Nursing Undergraduate 
Clinical Practice 

 
Dear Ms. Miron: 

 
I am writing to acknowledge receipt of the following: 

 
•  Request for approval of a revised survey – abbreviated version 
•  A copy of the information letter – P2 
•  A copy of the Ballot for $50 Pre-Paid Visa Card – Pilot Study 2 
•  A copy of the student consent form – Pilot 2 

 
I have reviewed these amendments and hereby give my approval. Receipt of these amendments 
will be reported to the Queen's University Health Sciences and Affiliated Teaching 
Hospitals Research Ethics Board. 

Yours sincerely, 

 
 
Albert Clark, Ph.D. 
Chair 
Health Sciences Research Ethics Board 
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Appendix I 
 

Research Ethics Board Approval for Larger Multi-Site Study 
 
 
 
 
 
 
QUEEN'S UNIVERSITY HEALTH SCIENCES & AFFILIATED TEACHING 
HOSPITALS RESEARCH ETHICS BOARD-DELEGATED REVIEW 
August 14, 2014 

 
Ms. Jennifer Miron 
School of Nursing 
Queen’s University 

 
Dear Ms. Miron 
Study Title: NURS-337-14 Academic Integrity and Senior Nursing Undergraduate Clinical Practice 
File # 6013329 
Co-Investigators:  Dr. K. Sears 

 
I am writing to acknowledge receipt of your recent ethics submission. We have examined the protocol for your 
project (as stated above) and consider it to be ethically acceptable. This approval is valid for one year from the date 
of the Chair's signature below. This approval will be reported to the Research Ethics Board. Please attend carefully 
to the following listing of ethics requirements you must fulfill over the course of your study: 

 
Reporting of Amendments: If there are any changes to your study (e.g. consent, protocol, study procedures, etc.), 
you must submit an amendment to the Research Ethics Board for approval. Please use event form: HSREB Multi- 
Use Amendment/Full Board Renewal Form associated with your post review file # 6013329 in your Researcher 
Portal (https://eservices.queensu.ca/romeo_researcher/) 

 
Reporting of Serious Adverse Events: Any unexpected serious adverse event occurring locally must be reported 
within 2 working days or earlier if required by the study sponsor. All other serious adverse events must be reported 
within 15 days after becoming aware of the information. Serious Adverse Event forms are located with your post- 
review file 6013329 in your Researcher Portal (https://eservices.queensu.ca/romeo_researcher/) 

 
Reporting of Complaints: Any complaints made by participants or persons acting on behalf of participants must be 
reported to the Research Ethics Board within 7 days of becoming aware of the complaint. Note: All documents 
supplied to participants must have the contact information for the Research Ethics Board. 

 
Annual Renewal: Prior to the expiration of your approval (which is one year from the date of the Chair's signature 
below), you will be reminded to submit your renewal form along with any new changes or amendments you wish to 
make to your study. If there have been no major changes to your protocol, your approval may be renewed for another 
year. 

 
Yours sincerely, 

 

 
 

Chair, Health Sciences Research Ethics Board 
August 14, 2014 
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Appendix J 

List of Elicitation Study Questions 

1. What do you believe the advantages are of practicing with honesty, trust, responsibility, 

respect and fairness? 

2. What do you believe the disadvantages are of practicing with honesty, trust,  
 
responsibility, respect and fairness? 
 

3. Is there anything else you associate with your views on practicing with honesty, trust,  
 
responsibility, respect and fairness? 
 

4. Are there any individuals or groups who would approve of you practicing with honesty,  
 
trust, responsibility, respect and fairness? 
 

5. Are there any individuals or groups who would disapprove of you practicing with  
 
honesty, trust, responsibility, respect and fairness? 
 

6. Is there anything else you associate with other people’s views about practicing with  
 
honesty, trust, responsibility, respect and fairness? 
 

7. What factors or circumstances would enable you to practice with honesty, trust,  
 
responsibility, respect and fairness? 
 

8. What factors or circumstances would make it difficult to practice with honesty, trust,  
 
responsibility, respect and fairness? 
 

9. Are there any other issues that come to mind when you think about practicing with  
 
honesty, trust, responsibility, respect and fairness? 
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Appendix K 

Content Validity Tool Expert Panel Form 

Instructions Face Validity Measure Titled Miron Academic Integrity Nursing Survey--
MAINS 

This measure aims to evaluate the validity of the measure MAINS that will be administered to 
nursing students enrolled in year 3 or 4 of their nursing studies, as part of my doctoral research 
titled Academic Integrity and Senior Nursing Undergraduate Clinical Practice.   

Academic Integrity is defined as a commitment to the core values of honesty, trust, fairness, 
responsibility, and respect even when faced with adversity (International Centre for Academic 
Integrity, 2013).  Items for the MAINS have been developed through a review of literature and a 
student Elicitation Study completed and analyzed using Content Analysis (n=30). 

The framework for my doctoral studies is the Theory of Planned Behaviour (TPB). TPB proposes 
that there are four constructs responsible for influencing behaviour. Attitude, subjective norm, and 
perceived behavioural control influence the intent to behave in a certain manner.  In turn, intent to 
behave is a predictor of actual behaviour.  The four constructs that will be measured through items 
on the MAINS are: 

1. Attitude 
2. Subjective Norm 
3. Perceived Behavioural Control 
4. Intent to Behave. 

Please rate each item under each construct for the following: 

I. Representativeness [scale 1-4] 

4=Least Representative 1=least representative 

II. Clarity [scale 1-4] 

4=very clear   1=least clear 

III. Fit--Please indicate if each item fits with the construct.  The construct will be listed 
along with the definition and specific items below. If you do not think the item(s) 
belongs to the construct please indicate which construct you think it belongs to. 

Finally, please evaluate the entire MAINS measure for comprehensiveness and indicate which items 
should be deleted or added. 

 



 

159 
 

Construct #1 

Attitude—student’s attitude toward Academic Integrity, their overall evaluation of Academic 
Integrity --it has two components [beliefs about the consequences of Academic Integrity & the 
positive (negative) judgments about the consequences of Academic Integrity] (Ajzen, 1991, 2002; 
Francis et al., 2004) 
 
MAINS-2 Items--Attitude 
 
1. Following the values of honesty, trust, fairness, respect, and responsibility in student clinical 

placements is: (circle the number that applies on each line). 
 

Important   1 2 3 4 5 6 7         Not Important 
  

Bad   1 2 3 4 5 6 7         Good 
 

Beneficial   1 2 3 4 5 6 7         Harmful 
 
Worthless   1 2 3 4 5 6 6 Useful 

 
Circle the number that applies on each line for Representativeness and Clarity. 
 
Least Representative 1  2  3  4 Most Representative 
Least Clear   1  2  3  4 Most Clear 

Fit with Construct Attitude? 

Yes 
No 
 
If no, what constructs does it fit with? _______________________________________ 
 
Should this item be kept? Yes No 
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2. If I behave with honesty, trust, fairness, respect, and responsibility in the student clinical 
practice setting I feel confident and satisfied in my practice. (circle the number that applies) 

 
Strongly Agree 1 2 3 4 5 6 7 Strongly Disagree 
 

Circle the number that applies on each line for Representativeness and Clarity. 
 
Least Representative1  2  3  4 Most Representative 
Least Clear  1  2  3  4 Most Clear 

Fit with Construct Attitude? 

Yes 
No 
 
If no, what constructs does it fit with? _______________________________________ 
 
Should this item be kept? Yes No 
 

 
3. Professional team work in my student clinical practice is desirable. (circle the number that 

applies)  
 

Strongly Agree 1 2 3 4 5 6 7 Strongly Disagree 
 

Circle the number that applies on each line for Representativeness and Clarity. 
 
Least Representative 1  2  3  4 Most Representative 
Least Clear    1  2  3  4 Most Clear 

Fit with Construct Attitude? 

Yes 
No 
 
If no, what constructs does it fit with? _______________________________________ 
 
Should this item be kept? Yes No 
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4. Patient safety is promoted when I practice with honesty, trust, fairness, respect, and 
responsibility in the student clinical practice setting. (circle the number that applies) 
 

Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 
 

Circle the number that applies on each line for Representativeness and Clarity. 
 
Least Representative 1  2  3  4 Most Representative 
Least Clear   1  2  3  4 Most Clear 

Fit with Construct Attitude? 

Yes 
No 
 
If no, what constructs does it fit with? _______________________________________ 
 
Should this item be kept? Yes No 
 

5. Professional team work will result if I practice with honesty, trust, fairness, respect, and 
responsibility in the student clinical practice setting. (circle the number that applies) 

 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 
 

Circle the number that applies on each line for Representativeness and Clarity. 
 
Least Representative1  2  3  4 Most Representative 
Least Clear  1  2  3  4 Most Clear 

Fit with Construct Attitude? 

Yes 
No 
 
If no, what constructs does it fit with? _______________________________________ 
 
Should this item be kept? Yes No 
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6. Patient safety in my student clinical practice is desirable. (circle the number that applies) 
 

Strongly Agree 1 2 3 4 5 6 7 Strongly Disagree 
 

Circle the number that applies on each line for Representativeness and Clarity. 
 
Least Representative 1  2  3  4 Most Representative 
Least Clear   1  2  3  4 Most Clear 

Fit with Construct Attitude? 

Yes 
No 
 
If no, what constructs does it fit with? _______________________________________ 
 
Should this item be kept? Yes No 
 

7. Feelings of satisfaction and confidence in my student clinical practice are important. (circle the 
number that applies) 

Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

Circle the number that applies on each line for Representativeness and Clarity. 
 
Least Representative1  2  3  4 Most Representative 
Least Clear  1  2  3  4 Most Clear 

Fit with Construct Attitude? Not sure 

Yes 
No 
 
If no, what constructs does it fit with? _______________________________________ 
 
Should this item be kept? Yes No   
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Construct #2 
 
Subjective Norm—refers to the student’s estimate of social pressure to perform (or not perform) 
with Academic Integrity—there are two interactive components [beliefs related to people of 
importance and their expectations for the student to behave with Academic Integrity AND the 
positive (negative) judgments about these beliefs](Ajzen, 1991, 2002; Francis et al., 2004) 
 
8. People who are important to me want me to follow the values of honesty, trust, fairness, respect, 

and responsibility with my student clinical placements. (circle the number that applies) 

Strongly Disagree 1 2 3 4 5 6 7         Strongly Agree 

Circle the number that applies on each line for Representativeness and Clarity. 
 
Least Representative1  2  3  4 Most Representative 
Least Clear  1  2  3  4 Most Clear 

Fit with Construct Subjective Norm? 

Yes 
No 
 
If no, what constructs does it fit with? _______________________________________ 
 
Should this item be kept? Yes No 
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9.  It is expected of me to follow the values of honesty, trust, fairness, respect, and responsibility 
with student clinical placements. (circle the number that applies) 

Strongly Agree 1 2 3 4 5 6 7     Strongly Disagree 

Circle the number that applies on each line for Representativeness and Clarity. 
 
Least Representative1  2  3  4 Most Representative 
Least Clear  1  2  3  4 Most Clear 

Fit with Construct Subjective Norm? 

Yes 
No 
 
If no, what construct does it fit with? _________________________________________ 
 
Should this item be kept? Yes No 
 

 
 

10. I feel under social pressure to follow the values of honesty, trust, fairness, respect, and 
responsibility with my student clinical placements. (circle the number that applies) 

   Strongly Disagree 1 2 3 4 5 6 7     Strongly Agree 

Circle the number that applies on each line for Representativeness and Clarity. 
 
Least Representative1  2  3  4 Most Representative 
Least Clear  1  2  3  4 Most Clear 

Fit with Construct Subjective Norm? 

Yes 
No 
 
If no, what constructs does it fit with? _______________________________________ 
 
Should this item be kept?  Yes  No 
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11. Patient’s approval of my practice is important to me. (circle the number that applies) 
 

Strongly Agree 1 2 3 4 5 6 7 Strongly Disagree 
 

Circle the number that applies on each line for Representativeness and Clarity. 
 
Least Representative1  2  3  4 Most Representative 
Least Clear  1  2  3  4 Most Clear 

Fit with Construct Subjective Norm? 

Yes 
No 
 
If no, what constructs does it fit with? _______________________________________ 
 
Should this item be kept? Yes No 
 

 
12. Patients I care for think I should practice with honesty, trust, fairness, respect, and responsibility 

in my student clinical practice.  (circle the number that applies) 

Strongly Agree 1 2 3 4 5 6 7       Strongly Disagree 
 

Circle the number that applies on each line for Representativeness and Clarity. 
 
Least Representative1  2  3  4 Most Representative 
Least Clear  1  2  3  4 Most Clear 

Fit with Construct Subjective Norm? 

Yes 
No 
 
If no, what constructs does it fit with? _______________________________________ 
 
Should this item be kept? Yes No 
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13. My friends and family want me to follow the values of honesty, trust, fairness, respect, and 
responsibility in my student clinical placements. (circle the number that applies) 

 
Strongly Disagree 1 2 3 4 5 6 7         Strongly Agree 
 

Circle the number that applies on each line for Representativeness and Clarity. 
 
Least Representative1  2  3  4 Most Representative 
Least Clear  1  2  3  4 Most Clear 

Fit with Construct Subjective Norm? 

Yes 
No 
 
If no, what constructs does it fit with? _______________________________________ 
 
Should this item be kept? Yes No 
 

 
 

14. My friends’ and family’s approval to practice with honesty, trust, fairness, respect, and 
responsibility is important to me. (circle the number that applies) 

 
Strongly Agree 1 2 3 4 5 6 7 Strongly Disagree 
 

Circle the number that applies on each line for Representativeness and Clarity. 
 
Least Representative1  2  3  4 Most Representative 
Least Clear  1  2  3  4 Most Clear 

Fit with Construct Subjective Norm? 

Yes 
No 
 
If no, what constructs does it fit with? _______________________________________ 
 
Should this item be kept? Yes No 
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15. My classmates want me to follow the values of honesty, trust, fairness, respect, and 
responsibility in student clinical placements.  (circle the number that applies). 

 
Strongly Agree 1 2 3 4 5 6 7 Strongly Disagree 
 

Circle the number that applies on each line for Representativeness and Clarity. 
 
Least Representative1  2  3  4 Most Representative 
Least Clear  1  2  3  4 Most Clear 

Fit with Construct Subjective Norm? 

Yes 
No 
 
If no, what constructs does it fit with? _______________________________________ 
 
Should this item be kept?  Yes No 
 

 
 

16. My classmates’ approval of practicing with honesty, trust, fairness, respect, and responsibility 
is important to me. (circle the number that applies) 

 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 
 

Circle the number that applies on each line for Representativeness and Clarity. 
 
Least Representative1  2  3  4 Most Representative 
Least Clear  1  2  3  4 Most Clear 

Fit with Construct Subjective Norm? 

Yes 
No 
 
If no, what constructs does it fit with? _______________________________________ 
 
Should this item be kept? Yes No 
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Construct #3 
 
Perceived Behavioural Control—refers to how much the student feels they can realize Academic 
Integrity—there are two components [how much control the student has over Academic Integrity 
and the confidence they feel in acting with Academic Integrity which is influenced by the student’s 
beliefs of control with situational and internal factors] (Francis et al., 2004) 
 
17. I am confident that I can follow the values of honesty, trust, fairness, respect, and responsibility 

in student clinical placements. (circle the number that applies) 
 

Strongly Agree 1 2 3 4 5 6 7      Strongly Disagree 
 

Circle the number that applies on each line for Representativeness and Clarity. 
 
Least Representative1  2  3  4 Most Representative 
Least Clear  1  2  3  4 Most Clear 

Fit with Construct Attitude? 

Yes 
No 
 
If no, what constructs does it fit with? _______________________________________ 
 
Should this item be kept?  Yes � No 
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18. The decision to follow the values of honesty, trust, fairness, respect, and responsibility in 
student clinical placements is beyond my control (circle the number that applies). 

 
Strongly Agree 1 2 3 4 5 6 7        Strongly Disagree 
 

Circle the number that applies on each line for Representativeness and Clarity. 
 
Least Representative1  2  3  4 Most Representative 
Least Clear  1  2  3  4 Most Clear 

Fit with Construct Attitude? 

Yes 
No 
 
If no, what construct does it fit with? _______________________________________ 
 
Should this item be kept?  Yes No 
 
 
 

19. I am less likely to practice with honesty, trust, fairness, respect, and responsibility in the student 
clinical placement if the clinical instructor has a punitive approach. (circle the number that 
applies) 

Strongly Disagree 1 2 3 4 5 6 7        Strongly Agree 

Circle the number that applies on each line for Representativeness and Clarity. 
 
Least Representative1  2  3  4 Most Representative 
Least Clear  1  2  3  4 Most Clear 

Fit with Construct Attitude? 

Yes 
No 
 
If no, what construct does it fit with? _______________________________________ 
 
Should this item be kept? Yes No 
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20. The assignments and workload are heavy in student clinical practice. (circle the number that 
applies) 

 
Strongly Agree 1 2 3 4 5 6 7 Strongly Disagree 
 

Circle the number that applies on each line for Representativeness and Clarity. 
 
Least Representative1  2  3  4 Most Representative 
Least Clear  1  2  3  4 Most Clear 

Fit with Construct Attitude?  

Yes 
No 
 
If no, what construct does it fit with? ____________________________________ 
 
Should this item be kept? � Yes � No 
 

21. An overload in school assignments makes it difficult to practice with honesty, trust, fairness, 
respect, and responsibility in student clinical practice. (circle the number that applies) 
 

Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 
 

Circle the number that applies on each line for Representativeness and Clarity. 
 
Least Representative1  2  3  4 Most Representative 
Least Clear  1  2  3  4 Most Clear 

Fit with Construct Attitude? 

 Yes 
No 
 
If no, what construct does it fit with? _________________________________________ 
Should this item be kept? Yes  No 
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22. Clinical instructors are supportive of students if they make mistakes in student clinical practice. 
(circle the number that applies) 

Strongly Agree 1 2 3 4 5 6 7 Strongly Disagree 

Circle the number that applies on each line for Representativeness and Clarity. 
 
Least Representative1  2  3  4 Most Representative 
Least Clear  1  2  3  4 Most Clear 

Fit with Construct Attitude? 

Yes 
No 
 
If no, what construct does it fit with? _______________________________________ 
 
Should this item be kept?  Yes  No 
 
 
 

23. I am more likely to practice with honesty, trust, fairness, respect, and responsibility in 
student clinical placements that have positive, supportive environments. (circle the number 
that applies) 
 

Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 
 

Circle the number that applies on each line for Representativeness and Clarity. 
 
Least Representative1  2  3  4 Most Representative 
Least Clear  1  2  3  4 Most Clear 

Fit with Construct Attitude? 

Yes 
No 
 
If no, what constructs does it fit with? _______________________________________ 
 
Should this item be kept? Yes No 
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24. Student clinical placements do not always have an environment that supports honesty, trust, 
fairness, respect, and responsibility. (circle the number that applies) 
 

Strongly Agree 1 2 3 4 5 6 7 Strongly Disagree 
 

Circle the number that applies on each line for Representativeness and Clarity. 
 
Least Representative1  2  3  4 Most Representative 
Least Clear  1  2  3  4 Most Clear 

Fit with Construct Attitude? 

Yes 
No 
 
If no, what construct does it fit with? _______________________________________ 
 
Should this item be kept? Yes No 
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Construct #4 

Intent—is predicted by a person’s attitude toward the behaviour (attitude), the person’s sense of 
social pressure to behave in a certain way (subjective norm), and whether the person feels in 
control of the behaviour (perceived behavioural control-- PBC)--intent to complete a behaviour is 
an antecedent to behaviour (Ajzen, 1991, 2002). 

25. I expect that I will complete work in my student clinical placements following the values of 
honesty, trust, fairness, respect, and responsibility. (circle the number that applies). 
 
Strongly Agree 1 2 3 4 5 6 7  Strongly Disagree 

Circle the number that applies on each line for Representativeness and Clarity. 
 
Least Representative1  2  3  4 Most Representative 
Least Clear  1  2  3  4 Most Clear 

Fit with Construct Attitude? 

Yes 
No 
 
If no, what constructs does it fit with? _______________________________________ 
 
Should this item be kept? Yes No 

26. I intend to follow the values of honesty, trust, fairness, respect, and responsibility in my student 
clinical placements. (circle the number that applies) 

 
Strongly Disagree 1 2 3 4 5 6 7          Strongly Agree 
 

Circle the number that applies on each line for Representativeness and Clarity. 
 
Least Representative1  2  3  4 Most Representative 
Least Clear  1  2  3  4 Most Clear 

Fit with Construct Attitude? 

Yes 
No 
 
If no, what construct does it fit with? _____________________________________  
Should this item be kept? Yes  No 
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27. I want to follow the values of honesty, trust, fairness, respect, and responsibility with my 
work for student clinical placements. (circle the number that applies) 

 

Strongly Disagree 1 2 3 4 5 6 7     Strongly Agree 

Circle the number that applies on each line for Representativeness and Clarity. 
 
Least Representative1  2  3  4 Most Representative 
Least Clear  1  2  3  4 Most Clear 

Fit with Construct Attitude? 

Yes 
No 
 
If no, what construct does it fit with? _______________________________________ 
 
Should this item be kept? Yes No 

 

Thank you for your help. 
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Appendix L 

Table 4 
 
Revisions from Draft to Pilot Miron Academic Integrity Nursing Survey (MAINS) 

 
Theory of Planned Behaviour 
Scale (Item) 

Draft Item Pilot Item Revision 

Attitude 1. Following the values of 
honesty, trust, fairness, 
respect, and responsibility 
in student clinical 
placements is: 

7. Completing work for my 
clinical placements 
behaving with academic 
integrity is: 

 2. If I behave with honesty, 
trust, fairness, respect, and 
responsibility in the 
student clinical practice 
setting I feel confident and 
satisfied in my practice. 

22. If I behave with academic 
integrity in my student 
clinical practice setting I 
feel I am doing something 
positive in my practice. 

32. If I behave with academic 
integrity in my clinical 
placements I will feel 
confident in my clinical 
practice. 

 3. Professional teamwork in 
my student clinical practice 
is desirable. 

24. Promoting team work in 
my clinical placements is 
desirable. 

 4. Patient safety is promoted 
when I practice with 
honesty, trust, fairness, 
respect, and responsibility 
in the student clinical 
practice setting. 

25. If I practice with academic 
integrity in my clinical 
placements, patient safety 
is promoted. 

26. If I practice with academic 
integrity in my clinical 
placements, patient safety 
will be promoted. 

 5. Professional team work 
will result if I practice with 
honesty, trust, fairness, 
respect, and responsibility 
in the student clinical 
practice setting. 

Removed 

 
 
 
 
 
 

 
 
 
 

 



 

176 
 

Table 4 Cont’d 
 6. Patient safety in my student 

clinical practice is desirable. 
27. Promoting patient safety in 

my clinical placements is 
desirable. 

 7. Feelings of satisfaction and 
confidence in my student 
clinical practice are 
important. 

28. Feelings of doing 
something positive in my 
clinical placements are 
desirable. 

35. Feeling confident in my 
clinical placements is 
desirable. 

  Added 
25. If I behave with honesty, 

trust, fairness, respect, and 
responsibility in my student 
clinical practice, patient 
safety is promoted. 

Subjective Norm 8. People who are important to 
me want me to follow the 
values of honesty, trust, 
fairness, respect, and 
responsibility with my 
student clinical placements. 

9. Most people who are 
important to me think that I 
should not always behave 
with academic integrity in 
my student clinical 
placements. 

 9. It is expected of me to 
follow the values of 
honesty, trust, fairness, 
respect, and responsibility 
with student clinical 
placements. 

12. It is expected of me to 
behave with academic 
integrity in my student 
clinical placements. 

 10.  I feel under social 
pressure to follow the 
values of honesty, trust, 
fairness, respect, and 
responsibility with my 
student clinical placements. 

14. I feel under great social 
pressure to behave with 
academic integrity in my 
student clinical placements.  

 11. Patient’s approval of my 
practice is important to me. 

29.My patient’s approval of 
my practice is important to 
me. 

 12. Patients I care for think I 
should practice with 
honesty, trust, fairness, 
respect, and responsibility 
in my student clinical 
practice. 

16. Patients I provide care to 
think I should behave with 
academic integrity in my 
student clinical practice.  

 
 



 

177 
 

Table 4 Cont’d 
 13. My friends and family 

want me to follow the 
values of honesty, trusts, 
fairness, respect, and 
responsibility in my student 
clinical placements. 

18. My friends and family 
want me to behave with 
academic integrity in my 
student clinical placements. 

 14. My friends’ and family’s 
approval to practice with 
honesty, trust, fairness, 
respect, and responsibility is 
important to me. 

Removed 

 15. My classmates want me to  
follow the values of 
honesty, trust, fairness, 
respect, and responsibility 
in student clinical 
placements. 

19. My classmates would 
approve of me behaving 
with the values of 
academic integrity when I 
am in my student clinical 
placements. 

 16. My classmates’ approval 
of practicing with 
honesty, trust, fairness, 
respect, and responsibility 
is important to me. 

23. My classmates’ approval 
of behaving with academic 
integrity in my student 
clinical practice is 
important to me. 

  Added 
36. Other students behave 

with academic integrity in 
my student clinical 
practice. 

  Added 
38. Doing what other 

classmates do matters. 
Perceived Behavioural Control 17. I am confident that I can 

follow the values of 
honesty, trust, fairness, 
respect, and responsibility 
in student clinical 
placements. 

11. I am confident that I can 
behave with academic 
integrity in clinical 
placements. 

 18. The decision to follow the 
values of honesty, trust, 
fairness, respect, and 
responsibility in student 
clinical placements is 
beyond my control. 

15. The decision to behave 
with academic integrity in 
my student clinical 
placements is beyond my 
control. 

  
 
 

 



 

178 
 

Table 4 Cont’d   
 19. I am less likely to practice 

with honesty, trust, 
fairness, respect, and 
responsibility in the 
student clinical placement 
if the clinical instructor 
has a punitive approach. 

31. Clinical instructors that are 
supportive make it easier 
for me to behave with 
academic integrity in my 
student clinical practice. 

 20. The assignments and 
workload are heavy in 
student clinical practice. 

34. The course assignments 
are too overloaded in my 
student clinical practice. 

 21. An overload in school 
assignments makes it 
difficult to practice with 
honesty, trust fairness, 
respect, and responsibility 
in student clinical 
practice. 

21. An overload in my clinical 
assignments makes it 
difficult for me to behave 
with academic integrity in 
my student clinical 
practice. 

 22. Clinical instructors are 
supportive of students if 
they make mistakes in 
student clinical practice. 

17. Clinical instructors are 
supportive of students if 
they make mistakes in 
student clinical practice. 

 23. I am more likely to 
practice with honesty, 
trust, fairness, respect, and 
responsibility in student 
clinical placements that 
have positive, supportive 
environments. 

20. I am more likely to behave 
with honesty, trust, 
fairness, respect, and 
responsibility in my 
student clinical placements 
that have supportive 
environments. 

 24.  Student clinical 
placements do not always 
have an environment that 
supports honesty, trust, 
fairness, respect, and 
responsibility. 

30. My student clinical 
placements do not always 
have environments that 
support academic 
integrity. 

  Added 
37. It easy for me to behave 

with academic integrity in 
my student clinical 
practice. 

  Added 
33. Whether I behave with 

academic integrity in my 
student clinical practice is 
not up to me. 
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Table 4 Cont’d   
Intent 25. I expect that I will 

complete work in my 
student clinical placements 
following the values of 
honesty, trust, fairness, 
respect, and responsibility. 

8. I expect that I will complete 
work in my student clinical 
placements with academic 
integrity. 

 26. I intend to follow the 
values of honesty, trust, 
fairness, respect, and 
responsibility in my 
student clinical 
placements. 

10. I intend to behave with 
academic integrity in my 
student clinical placements. 

 27. I want to follow the values 
of honesty, trust, fairness, 
respect, and responsibility 
with my work for student 
clinical placements. 

13. I want to behave with 
academic integrity in my 
student clinical 
placements. 
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Appendix M 

Miron Academic Integrity Nursing Survey (Pilot Survey) 

PLEASE READ AND COMPLETE THIS SECTION BEFORE STARTING THE SURVEY 

For the protection of every respondent completing this survey, I would like to confirm that you have 
received explanation about the study titled Academic Integrity and Senior Nursing 
Undergraduate Clinical Practice----through a presentation by the Research Assistant or through 
the posting on your Blackboard Site for this course. The benefits and risks to participating in the 
study have been explained and you understand that your participation in the study is confidential 
and voluntary. No personal information will be reported in the study findings and you are free to 
withdraw from the study and survey at any time without penalty. You are not required to answer all 
questions. You may withdraw from the study by not completing the survey. It is not possible to 
withdraw from the study after you have completed and submitted the survey. 

You have had any outstanding questions about the survey or study satisfactorily answered.  You are 
aware that you can contact the doctoral student Jennie Miron (11jm70@queensu.ca) or Jennie’s 
Doctoral Supervisor Dr. Kim Sears (kim.sears@queensu.ca) with any question, concern or 
complaint you may have about the study or survey. You understand that if you have any concerns 
about your rights as a research participant you may contact Dr. Albert Clark (clarkaf@queensu.ca), 
Chair of the Queen’s University Health Sciences and Affiliated Teaching Hospitals Research Ethics 
Board at (613) 533 6081. 

Once you have completed the survey you will have the option to enter a draw to win a pre-
paid Visa Card worth $50. To enter the draw you will supply your name and email address to the 
Research Assistant by completing a form and dropping it in the sealed box provided.  This 
information will be destroyed by shredder and placed in a confidential locked recycling bin after the 
draw is completed. This personal information will not be shared with the doctoral student. The 
winner of the draw will be notified by the research assistant. Please affirm these points by checking 
the following "I Agree" box and then you may proceed to complete the survey. 

� I Agree  

Academic Integrity is defined as the courage to commit to the values of honesty, trust, fairness, 
responsibility, and respect in all aspects of academic studies even when faced with adversity 
(International Centre for Academic Integrity, 2013). 

Examples of commitment to these values in student clinical placement settings may include [but are 
not limited to]: committing to honesty by accurately recording and reporting the care you provide; 
committing to developing trusting therapeutic relationships with patients (families) and ensuring 
confidentiality with their personal and health information; committing to fairness when treating 
patients (families) and avoiding personal bias that would negatively affect your care provision; 
committing to responsibility with the completion of your authentic work for clinical assignments, 
being on time, identifying gaps in knowledge and seeking to address these gaps before delivering 
care; and committing to respect in all interactions with patients (families), classmates, teachers and 
other health care team members.  Committing to these values even when faced with adversity may 

mailto:11jm70@queensu.ca
mailto:kim.sears@queensu.ca
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include admitting a mistake and facing whatever repercussions that may occur as a result, or 
submitting your own work, rather than copying assignments from another student, even when you 
have many other deadlines for school.  

Answering all questions will help me in the analysis of the data. Please remember that this 
survey is completely confidential and there is no way that anyone can connect you with any of 
your answers 

Part I 

Please complete all questions and check the responses most appropriate to you. 

1. Sex:  
� Female  
� Male 
� Other 

 
2. Age Group: 

 
� 20-25 
� 26-30 
� 31 > 
 

3. Educational Program Stream 
 

� Four Year Undergraduate Degree 
� Accelerated Program (ex. Second Entry) 
� PN to BN Bridging Program 
 

4. Year of Study you are currently enrolled in 
 

� Year 3 
� Year 4 

 
5. How did you receive information about Academic Integrity in your undergraduate studies? 

(please check all that apply) 
 

a. Through a specific program focused on Academic Integrity 
b. Through school websites 
c. Through course syllabi 
d. Through professors 
e. Through teaching assistants 
f. Through classmates 
g. I never received information on Academic Integrity 

 



 

182 
 

6. Do you understand the Academic Integrity policies in your school?  
 

� Yes 
� No 
� Unsure  

Part II 

Completing all questions will help me with the analysis. Please complete all questions. 

7. Completing work for my student clinical placements behaving with academic integrity is: 
(circle the number that applies on each line). 

 
Pleasant  1 2 3 4 5 6 7         Unpleasant 

 
Bad   1 2 3 4 5 6 7         Good 

 
Beneficial  1 2 3 4 5 6 7         Harmful 

 
Worthless  1 2 3 4 5 6 7 Useful 
 

8. I expect that I will complete work in my student clinical placements with academic 
integrity. (circle the number that applies) 

 
Strongly Disagree   1 2 3 4 5 6 7  Strongly Agree 
 

9. Most people who are important to me think that I should not always behave with  
academic integrity in my student clinical placements. (circle the number that applies) 

 
Strongly Agree  1 2 3 4 5 6 7          Strongly Disagree 
 

10.  I intend to behave with academic integrity in my student clinical placements.    (circle 
the number that applies) 

      Strongly Disagree   1 2 3 4 5 6 7  Strongly Agree 

11. I am confident that I can behave with academic integrity in clinical placements (circle the 
number that applies) 

 
Strongly Agree 1 2 3 4 5 6 7      Strongly Disagree  
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12. It is expected of me to behave with academic integrity in my student clinical placements. 
(circle the number that applies) 

 

Strongly Agree 1 2 3 4 5 6 7     Strongly Disagree 

13. I want to behave with academic integrity in my student clinical placements. (circle the 
number that applies) 

Strongly Disagree 1 2 3 4 5 6 7     Strongly Agree 

14. I feel under great social pressure to behave with academic integrity in my student clinical 
placements. (circle the number that applies) I 

    
Strongly Disagree 1 2 3 4 5 6 7     Strongly Agree 

15. The decision to behave with academic integrity in my student clinical placements is 
beyond my control (circle the number that applies). 

 
Strongly Agree 1 2 3 4 5 6 7        Strongly Disagree 
 
16. Patients I provide care to think I should behave with academic integrity in my student 

clinical practice.  (circle the number that applies) 

Strongly Agree 1 2 3 4 5 6 7       Strongly Disagree 

17. Clinical instructors are supportive of students if they make mistakes in student clinical 
practice. (circle the number that applies) 

Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

18. My friends and family want me to behave with academic integrity in my student clinical 
placements. (circle the number that applies) 
 

Strongly Disagree 1 2 3 4 5 6 7         Strongly Agree 
 

19. My classmates would approve of me behaving with the values of academic integrity when I 
am in my student clinical placements.  (circle the number that applies). 

 
Strongly Agree 1 2 3 4 5 6 7 Strongly Disagree 

 
20. I am more likely to behave with academic integrity in my student clinical placements that 

have supportive environments. (circle the number that applies) 
 

Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 
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21. An overload in my clinical assignments makes it difficult for me to behave with academic 
integrity in my student clinical practice. (circle the number that applies) 
 

Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 
 

22. If I behave with academic integrity in my student clinical practice setting I feel I am doing 
something positive in my practice. (circle the number that applies) 
 

Strongly Agree 1 2 3 4 5 6 7 Strongly Disagree 
 

23. My classmates’ approval of behaving with academic integrity in my student clinical 
practice is important to me. (circle the number that applies)  
 

Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 
 

24. Promoting team work in my clinical placements is desirable. (circle the number that 
applies)  
 

Strongly Agree 1 2 3 4 5 6 7 Strongly Disagree 
 

25. If I behave with academic integrity in my student clinical practice, patient safety is 
promoted. (circle the number that applies) 

 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 
 

 
26. If I practice with academic integrity in my clinical placements, patient safety will be 

promoted. (circle the number that applies) 
 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

 
27. Promoting patient safety in my clinical placements is desirable. (circle the number that 

applies)  
 

Strongly Agree 1 2 3 4 5 6 7 Strongly Disagree 
 
 

28. Feelings of doing something positive in my clinical placements are desirable. (circle the 
number that applies) 

Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

29. My patient’s approval of my practice is important to me. (circle the number that applies) 
 

Strongly Agree 1 2 3 4 5 6 7 Strongly Disagree 
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30. My student clinical placements do not always have environments that support academic 
integrity. (circle the number that applies) 

 
Strongly Agree 1 2 3 4 5 6 7 Strongly Disagree 

 
31. Clinical instructors that are supportive make it easier for me to behave with academic 

integrity in my student clinical practice. (circle the number that applies) 
 

Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 
 

32. If I behave with academic integrity in my clinical placements I will feel confident in 
clinical practice. (circle the number that applies) 

 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

 
33. Whether I behave with academic integrity in my student clinical practice is not up to me. 

(circle the number that applies) 
 

Strongly Agree  1 2 3 4 5 6 7 Strongly Disagree 
 

34. The course assignments are too overloaded in my student clinical practice. (circle the 
number that applies) 

 
Strongly Agree 1 2 3 4 5 6 7 Strongly Disagree 

 
35. Feeling confident in my clinical placements is desirable. (circle the number that applies) 

 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

 
36. Other students behave with academic integrity in my student clinical practice. (circle the 

number that applies) 

Strongly Agree 1 2 3 4 5 6 7 Strongly Disagree 

37. It is easy for me to behave with academic integrity in my student clinical practice. (circle 
the number that applies) 

Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

38. Doing what other classmates do matters. (circle the number that applies) 
 
Strongly Agree 1 2 3 4 5 6 7 Strongly Disagree 
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Appendix N 

Table 5 

Revisions from Subjective Norm and Perceived Behavioural Control Scales Pilot Miron  
Academic Integrity Nursing Survey (MAINS) and Re-Pilot 
 
Theory of Planned Behaviour 
Scale  

Pilot Item Re-Pilot Revision 

Subjective Norm 9. Most people who are 
important to me think that I 
should not always behave 
with academic integrity in 
my student clinical 
placements. 

6. Most people who are 
important to me think that I 
should always follow 
academic integrity in my 
clinical placements. 

 14. I feel under great social 
pressure to behave with 
academic integrity in my 
student clinical 
placements. 

7. I feel social pressure to 
practice with academic 
integrity in my clinical 
placements. 

 12. It is expected of me to 
behave with academic 
integrity in my student 
clinical placements. 

8. It is expected of me to 
follow the values of 
academic integrity in my 
clinical placements. 

 18. My friends and family 
want me to behave with 
academic integrity in my 
student clinical 
placements. 

9. People who are important to 
me want me to follow 
academic integrity in my 
clinical placements. 

 19. My classmates would 
approve of me behaving 
with the values of 
academic integrity when I 
am in my student clinical 
placements.  

10. Classmates would approve 
of me practicing with 
academic integrity in my 
clinical placements. 

 36. Other students behave 
with academic integrity in 
my student clinical 
practice. 

11. My classmates practice 
with academic integrity in 
clinical placements. 

 16. Patients I provide care to 
think I should behave with 
academic integrity in my 
student clinical practice.  

15. My patients think I should 
practice with academic 
integrity. 
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Table 5 Cont’d 
 38. Doing what other 

classmates do matters. 
12. What classmates think I 

should do, matters to me. 
 23. My classmates’ approval 

of behaving with 
academic integrity in my 
student clinical practice is 
important to me. 

13. Doing what other 
classmates do is important 
to me. 

 29. My patient’s approval of 
my practice is important 
to me. 

14. My patients’ approval of 
my practice is important to 
me. 

Perceived Behavioural Control 11. I am confident that I can 
behave with academic 
integrity in my clinical 
placements. 

16. I am confident that I can 
practice with academic 
integrity in my clinical 
placements. 

 37. It is easy for me to behave 
with academic integrity in 
my student clinical 
practice. 

17. It is easy for me to behave 
with academic integrity in 
my clinical placements. 

 33. Whether I behave with 
academic integrity in my 
student clinical practice is 
not up to me. 

18. Whether I practice with 
academic integrity in my 
clinical practice is not 
entirely up to me. 

 15. The decision to behave 
with academic integrity in 
my student clinical 
placements is beyond my 
control. 

19. The decision to practice 
with academic integrity in 
my clinical placements is 
beyond my control. 

 17. Clinical instructors are 
supportive of students if 
they make mistakes in 
student clinical practice. 

20. Clinical placement 
instructors are supportive 
of students practicing with 
academic integrity. 

 34. The course assignments 
are too overloaded in my 
student clinical practice. 

21. There are too many 
academic assignments in 
my clinical placement 
courses. 

 30. My student clinical 
placements do not always 
have environments that 
support academic integrity. 

11. My clinical placements 
have environments that 
support academic 
integrity. 

 31. Clinical instructors that are 
supportive make it easier 
for me to behave with 
academic integrity in my 
student clinical practice.  

23. When clinical instructors 
support academic integrity 
I am more likely to 
practice with academic 
integrity. 
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Table 5 Cont’d 
 
 

21. An overload in my clinical 
assignments makes it 
difficult for me to behave 
with academic integrity in 
my student clinical 
practice. 

25. Too many academic 
assignments in my clinical 
placement courses make it 
harder for me to practice 
with academic integrity. 

 20. I am more likely to behave 
with academic integrity in 
my student clinical 
placements that have 
supportive environments. 

24.Clinical placement 
environments that support 
academic integrity make it 
easier to practice with 
academic integrity. 
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Appendix O 

Miron Academic Integrity Nursing Survey (Re-Pilot Survey) 

PLEASE READ AND COMPLETE THIS SECTION BEFORE STARTING THE SURVEY 

For the protection of every respondent completing this survey, I would like to confirm that 
you have received explanation about the study titled Academic Integrity and Senior Nursing 
Undergraduate Clinical Practice---through a presentation by the Research Assistant or through 
the posting on your Blackboard Site for this course. The benefits and risks to participating in the 
study have been explained and you understand that your participation in the study is confidential 
and voluntary. No personal information will be reported in the study findings and you are free to 
withdraw from the study and survey at any time without penalty. You are not required to answer all 
questions. You may withdraw from the study by not completing the survey. It is not possible to 
withdraw from the study after you have completed and submitted the survey. 

You have had any outstanding questions about the survey or study satisfactorily 
answered.  You are aware that you can contact the doctoral student Jennie Miron 
(11jm70@queensu.ca) or Jennie’s Doctoral Supervisor Dr. Kim Sears (kim.sears@queensu.ca) with 
any question, concern or complaint you may have about the study or survey. You understand that if 
you have any concerns about your rights as a research participant you may contact Dr. Albert Clark 
(clarkaf@queensu.ca), Chair of the Queen’s University Health Sciences and Affiliated Teaching 
Hospitals Research Ethics Board at (613) 533 6081 OR Dr. Paul Griffin, REB Chair Humber 
College at 416-675-6622 ext. 3226, paul.griffin@humber.ca 
 

Once you have completed the survey you will have the option to enter a draw to win a pre-
paid Visa Card worth $50. To enter the draw you will supply your name and email address to the 
Research Assistant by completing a form and dropping it in the sealed box provided.  This 
information will be destroyed by shredder and placed in a confidential locked recycling bin after the 
draw is completed. This personal information will not be shared with the doctoral student. The 
draw will take place on the same day that you complete your survey and you will be notified if you 
have won or not. Please affirm these points by checking the following "I Agree" box and then you 
may proceed to complete the survey. 

� I Agree  

Academic Integrity is defined as the courage to commit to the values of honesty, trust, fairness, 
responsibility, and respect in all aspects of academic studies even when faced with adversity 
(International Centre for Academic Integrity, 2013). 

Examples of commitment to these values in student clinical placement settings may include [but 
are not limited to]: committing to honesty by accurately recording and reporting the care you 
provide; committing to developing trusting therapeutic relationships with patients (families) and 
ensuring confidentiality with their personal and health information; committing to fairness when 
treating patients (families) and avoiding personal bias that would negatively affect your care 
provision; committing to responsibility with the completion of your authentic work for clinical 

mailto:11jm70@queensu.ca
mailto:kim.sears@queensu.ca
mailto:paul.griffin@humber.ca
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assignments, being on time, identifying gaps in knowledge and seeking to address these gaps before 
delivering care; and committing to respect in all interactions with patients (families), classmates, 
teachers and other health care team members.  Committing to these values even when faced with 
adversity may include admitting a mistake and facing whatever repercussions that may occur as a 
result, or submitting your own work, rather than copying assignments from another student, even 
when you have many other deadlines for school.  

Clinical placements refer to any of your student practice experiences in clinical practicums, 
clinical practice, or clinical settings. 

PLEASE NOTE THAT ALL QUESTIONS THAT FOCUS ON ACADEMIC INTEGRITY 
REFER TO YOUR ABILITY TO PRACTICE WITH HONESTY, TRUST, FAIRNESS, 
RESPECT, AND RESPONSIBILITY. 

Answering all questions will help me in the analysis of the data. Please remember that this 
survey is completely confidential and there is no way that anyone can connect you with any of 
your answers 

Part I 

Please complete all questions and check the responses most appropriate to you. 

1. Sex:  
� Female  
� Male 
� Other 

 
2. Age Group: 

 
� 20-25 
� 26-30 
� 31 > 
 

3. Educational Program Stream 
 

� Four Year Undergraduate Degree 
� Accelerated Program (ex. Second Entry) 
� PN to BN Bridging Program  
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4. How did you receive information about Academic Integrity in your undergraduate studies? 
(please check all that apply) 

 
a. Through a specific program focused on Academic Integrity 
b. Through school websites 
c. Through course syllabi 
d. Through professors 
e. Through teaching assistants 
f. Through classmates 
g. I never received information on Academic Integrity 

 
5. Do you understand the Academic Integrity policies in your school?  

 
� Yes 
� No 
� Unsure  

Part II 

6. Most people who are important to me think that I should always follow academic 
integrity in my clinical placements. (circle the number that applies) 

 
Strongly Disagree 1 2 3 4 5 6 7       Strongly Agree 

 
7. I feel social pressure to practice with academic integrity in my clinical placements.  

(circle the number that applies) 

Strongly Disagree 1 2 3 4 5 6 7       Strongly Agree 

8. It is expected of me to follow the values of academic integrity in my clinical placements. 
(circle the number that applies) 

 
Strongly Disagree 1 2 3 4 5 6 7       Strongly Agree 
 

9. People who are important to me want me to follow academic integrity in clinical 
placements. (circle the number that applies) 

 

Strongly Disagree 1 2 3 4 5 6 7       Strongly Agree 

10. Classmates would approve of me practicing with academic integrity in my clinical 
placements. (circle the number that applies) 

Strongly Disagree 1 2 3 4 5 6 7       Strongly Agree 
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11. My classmates practice with academic integrity in clinical placements. (circle the number 
that applies) 
 

Strongly Disagree 1 2 3 4 5 6 7       Strongly Agree 
 
12. What classmates think I should do, matters to me.  (circle the number that applies) 

 
Strongly Disagree 1 2 3 4 5 6 7       Strongly Agree 
 
13.    Doing what other classmates do is important to me. (circle the number that applies) 
 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 
 
14. My patients’ approval of my practice is important to me. (circle the number that applies) 
 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 
 
15. My patients think I should practice with academic integrity. (circle the number that applies) 
 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 
 
16. I am confident that I can practice with academic integrity in my clinical placements. (circle 

the number that applies) 
 

Strongly Disagree 1 2 3 4 5 6 7         Strongly Agree 
 
17. It is easy for me to behave with academic integrity in my clinical placements. (circle the 

number that applies) 
 

Strongly Disagree 1 2 3 4 5 6 7         Strongly Agree 
 
18. Whether I practice with academic integrity in my clinical placements is not entirely up to 

me. (circle the number that applies) 
 

 Strongly Disagree 1 2 3 4 5 6 7         Strongly Agree 
 
19. The decision to practice with academic integrity in my clinical placements is beyond my 

control. (circle the number that applies) 
 

Strongly Disagree 1 2 3 4 5 6 7         Strongly Agree 
 
20. Clinical placement instructors are supportive of students practicing with academic integrity. 

(circle the number that applies) 
 

Strongly Disagree 1 2 3 4 5 6 7         Strongly Agree 
 



 

193 
 

21. There are too many academic assignments in my clinical placement courses. (circle the 
number that applies) 

Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

22. My clinical placements have environments that support academic integrity. (circle the 
number that applies) 

 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 
 
23. When clinical instructors support academic integrity I am more likely to practice with 

academic integrity. (circle the number that applies). 
 
 

 Strongly Disagree 1 2 3 4 5 6 7          Strongly Agree 
 
24. Clinical placment environments that support academic integrity make it easier to practice 

with academic integrity. (circle the number that applies) 

Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

25. Too many academic assignments in my clinical placement courses make it harder for me to 
practice with academic integrity. (circle the number that applies) 

Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

 

 

   



 

194 
 

Appendix P 

Table 8 

Corrected Item-Total Correlation Theory of Planned Behaviour Scales Final MAINS 

Scale Cronbach’s Alpha 
Score (α) 

Final MAINS Survey 
Number 

Corrected Item-Total 
Correlation 

Attitude 0.82   
  7. a .465 
  7. b .564 
  7. c .615 
  7. d .669 
  12. .334 
  18. .264* 
  25. .477 
  28. .536 
  30. .304 
  33. .313 
  34. .588 
  38. .521 
Subjective Norm 0.70 10. .476 
  13. .483 
  16. .266* 
  17. .316 
  20. .413 
  23. .378 
  26. .439 
  29. .501 
  31. .391 
  35. .286* 
Perceived Behavioural 
Control 

 
0.71 

 
9. 

 
.498 

  11. .450 
  15 .346 
  19. .272* 
  21. .428 
  24. .388 
  27. .488 
  32. .297 
  36. .406 
  37. .297* 
Intent .75 8. .542 
  14. .606 
  22. .580 
*Items scored below acceptable level 0.30 
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Appendix Q 

Table 12 
 
Major Findings from Elicitation Study 
 
Concept Category Example from the Text (Verbatim Text) 

Effects on 
Professionals 

Helpful Relationships 
 Improved 

Teamwork 
 Direct effect on 

profession of 
nursing 

 Essential to 
deliver care in 
positive manner 

 

 
You build healthy relationships with co-
workers and work as a team which is so 
important to what we do (Respondent 17) 
These are key principles of the nursing 
profession…you develop a strong relationship 
with peers and colleagues (Respondent 7) 
Team work is better and makes it easier.  It is a 
nice place to work…everyone working together 
(Respondent 11) 

 Respect and Trust 
 For the 

profession 
 From the 

patient 
 

 
Working like this helps you build trust to the 
nursing profession (Respondent 21) 
The patients will feel better and trust you 
(Respondent 28) 
Patients rely and trust the nurse more 
(Respondent 16) 

 Gains and Losses 
 To the 

Profession 
 
 

 
 To the Nurse 

 
 

 
There is a chance for improvement to our 
professionalism…as nurses (Respondent 24) 
It is not good for the profession or nurses, we 
will lose our professionalism and have nothing 
(Respondent 11) 
As nurses you know you did the right thing…it 
feels good (Respondent 8) 
Your gaps may show and you could be 
punished for it by your manager (Respondent 
12) 

 Patient Safety and 
Care 
 Patient Health 

& Wellbeing 

 
 
You are part of a team that depends on each 
other and is there to deliver care…if the care is 
threatened by being dishonest then care 
suffers…clients suffer (Respondent 8) 
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Table 12 Cont’d 

Concept Category Example from the Text (Verbatim Text) 

Effects on Students Helpful Relationships 
 Professional 

teamwork would 
be improved and 
was important for 
learning 

 

 
As a student you have to be part of a team that 
works together…you can’t jeopardize that 
(Respondent 22) 
Working as an honest person on the 
team…they see this and find things for you to 
do and see that will help you…the other 
nurses…they see this and help you to learn 
(Respondent 14) 

 Respect and Trust 
 Trust of Peers 

 
 

 Trust of 
Others 
 

 Trust of 
Patients 

 
Sense of accomplishment to oneself…you gain 
confidence in oneself…you gain respect and 
admiration of your peers (Respondent 1) 
Others…like others on the team see you as a 
student who works hard and is taking it 
seriously and they respect that (Respondent 4) 
Safe, competent and ethical care…you build 
good relationships with others…our character 
determines how patients will value us 
(Respondent 30) 

 Gains and Losses 
 To Learning 

 
You can learn more from those who are expert 
only when you are able to admit and correct 
your mistakes to perfect your skills 
(Respondent 14) 
I will be able to provide competent care in 
accordance to CNO & RNAO…I will be able 
to promote nursing as an independent 
profession (Respondent 8) 
If you can’t be honest and admit your gaps it is 
like cheating yourself from learning…and you 
can’t grow and self-reflect openly (Response 
16) 

 Patient Safety and 
Care 
 Patient Health 

& Wellbeing 

 
 
When you are honest clients will open up and 
you can help them (Respondent 9) 
We are students…we don’t know it all we have 
to be sure our patients are cared for 
(Respondent 17) 
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Table 12 Cont’d 

Concept Category Example from the Text (Verbatim Text) 

Effects on Patients Helpful Relationships 
 Therapeutic 

Relationships 
 

 
Client respect for your truthfulness…makes the 
client to be more open to you so he can divulge 
information that may help with their 
care…such attitude and trust can give the 
patient hope (Respondent 3) 
You gain their trust and you can have good 
communication and provide good care…you 
are therapeutic (Respondent 17) 

 Respect and Trust 
 From Patients 

and Families 
 

 
Our values will help patients and families 
respect and trust us (Respondent 2) 
Families see us and see how we work and we 
gain respect as professionals (Respondent 6) 

 Gains and Losses 
 To Patient 

Care 

 
It results in better patient health outcomes 
(Respondent 21) 
Client care will suffer if you aren’t honest 
about your care (Respondent 15) 

 Patient Safety and 
Care 
 Providing safe 

and fair care 

 
 
Respect, trust, fairness and honesty is given 
and can be expected from the client so you give 
safe, ethical, competent care (Respondent 30) 
You give care with social justice (Respondent 
24) 
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Appendix R 

Table 14 
 
Total Sample by Site: How Students Receive Information about Academic Integrity 
 
Site How Students Receive AI Information Frequency Percent (%) 
 
#1 
#2 
#3 

Academic Integrity Program  
12 
18 
9 

 
11.0 
12.0 
12.0 

TOTAL  39 11.5 
 
#1 
#2 
#3 

Student Handbook  
37 
91 
19 

 
34.0 
59.0 
25.0 

TOTAL  147 43.0 
 
#1 
#2 
#3 

School Website  
70 
71 
41 

 
64.0 
46.0 
54.0 

TOTAL  182 54.0 
 
#1 
#2 
#3 

Course Syllabi 
 

 
94 
92 
72 

 
86.0 
60.0 
95.0 

TOTAL  258 76.0 
 
#1 
#2 
#3 

Professors 
 
 

 
95 

101 
59 

 
87.0 
66.0 
78.0 

TOTAL  255 75.0 
 
#1 
#2 
#3 

Teaching Assistants  
32 
6 
5 

 
30.0 
4.0 
6.5 

TOTAL  43 13.0 
 
#1 
#2 
#3 

Classmates  
16 
20 
5 

 
15.0 
13.0 
6.5 

TOTAL  41 12.0 
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