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Abstract : Moral integrity is fundamental to morality that represents the ability of nurses
to face a moral/ethical situation and provide direction for nursing practice. Moral integrity
assessment is necessary for nurses. In Thailand the Code of Professional Conduct and
Registered Nurses Competence in Ethics is a guideline for moral integrity and ethical
standard. The aim of this study was to develop the Thai Moral Integrity Scale and to
test its psychometric properties. The construct definition and content domains of this
instrument were developed through intensive literature reviews and testing of its content
validity by five experts.

The Moral Integrity Scale consists of 27 items with a Likert-type scale. The result
of testing with 502 professional nurses by using exploratory factor analysis indicated
that there were four dimensions that can explain the moral integrity in professional
nurses that consists of: (1) express intention to follow the Thai Code, (2) adhere to and
follow the Thai Code, (3) continue to follow the Thai Code, and (4) show courage to
act according to the Thai Code’s tenets. All these dimensions can explain 55.98% of
the total variance. The construct validity was tested by using confirmatory factor analysis
when tested with professional nurses. The results indicated that the measurement model had
good fit with the data. The Cronbach’s alpha coefficient reliability of the total scale was .92.

The results indicated acceptable validity and reliability of the final version of the
Thai Moral Integrity Scale that provides an alternative way to assess moral integrity in
Thai professional nurses, especially for new graduates to assess their moral integrity in
nursing practice representing highest levels of quality of care.
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Moral integrity (MI) represents thoughts,
feelings, and actions; it is a key ingredient of
professional practice, and enables registered nurses
(RNs) to perform good nursing care; it represents
both the profession’s and RNs’ beliefs and values.

are expected to treat individual patients in health and
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illness with dignity and respect, thus their actions

include shielding people from hurt, while giving

consideration that is beneficial to them."®**
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There are a number of tools available to
measure MI such as Defining Issues Test (DIT),
which measures an aspect of behavior’, MISSA and
Moral Integrity Survey (MIS), focusing on self-
concept®, Moral Judgment Test (MJT)", and Trust in
Nurses.® They are all utilized in instruction and
spotlight moral opinion and behavior. As well, it has
been noted that some of the tools lack appropriate
psychometric properties to adequately evaluate moral
integrity.® Moreover, the majority of the tests were
developed in western countries and there are no
reports that they represent perspectives/values in
countries other than the west; nor that they are
oriented toward professional practice. In Thailand,
Jormsri'' developed the Moral Competence Scale
(MCS) to assess nursing competence with three dimensions
of affective, cognitive, and behavioral. However,
this may not represent MI in as conceived here.

Appraisal of MI in requires considerations and
needs for purposes of assuring high quality nursing
practice, as well as for recruitment and orientation in
the clinical field. MI assessment could help the RN to
understand nurse’s thinking, feeling, and actions
when they are giving nursing care to patients and are
faced with moral situations. This tool is developed to
describe the construct of MI in nursing. Moreover,
evaluation of MI in can help stimulate and confirm
the beliefs of nurses to perform MI in order to
continue to give the best nursing care for patients.

Review of Literature

The literature review was carried out using the
CINAHL, Scopus, and Pub Med databases, for the
period from 1996 to, 2018. The inquiry terms were
utilized MI, integrity, MI in nurses, assess/measure
MI and assess/evaluate MI in. The main focus on MI
in the business, social science, psychology,
philosophy, and education fields seem to have been
specific to their disciplines, and have generally used

a qualitative research approach in the study of MI.
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At the outset, Carter’s notion of the construct
of moral integrity was the inspiration.® The theoretical
concept that defined the construct consists of three
dimensions as follows: (1) Discernment: refers to
the capacity to consider and weigh the belief to assess
what is good and appropriate from an ethical standpoint:
(2) Consistent act: refers to the capacity to follow up
on those convictions over time and circumstance:
(3) Public Justification: refers to the capacity of
persons to be certain about their belief, doing right
and sharing their belief with others publicly. Olson®
developed the MIS from Carter’s construct of MI to
assess relationships between MI, psychological well-
being, and anxiety in general populations based on
Christianity and western culture. This may not be
reflective of the phenomena in the nursing field, nor
of the Thai culture.

In the field of nursing codes of ethics®® are the
primary values and ethical standards that help nurses
to provide their nursing care. In Thailand there is the
Code of Professional Conduct and Registered Nurses
Competency in Ethics (the Thai Code), as a guideline
that represents the scope of practice for.'**® Ethical
guidelines for nurses generally articulate conduct
toward patients. In the case of this Thai Code, it
explicates twelve elements that nurses have to follow;
these are based on the idea that nurses must not
practice without considering the security and safety
of patients; nursing care needs to be based on nursing
competency both in ethics and the knowledge to
perform nursing care with a scientific base, as well as
kindness and compassion.'®*% *

The Thai Code is a set of values that reflects
the attributes of MI in this study. Identifying an
empirical index of MI is necessary for the profession
to capture the unique nature of the idea of MI in terms
of thinking, feeling, and actions specific to the
nursing field. MI was defined as the presence of a
well-developed inner conscience, the ability to
maintain the belief in themselves, be able to express
beliefs felt strongly, and act according to those
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convictions. This ability is said to signify the superlative
level of moral growth which is expected in every
nurse.Zl, 22,24

As indicated by the intensive literature review
of MI in this study, MI refers to the ability of nurses
to adhere to the Thai Code to give the best nursing
consideration for the patients, expressing the
guidance and intent of the Thai Code, and continue
giving nursing care to the patients according to that
Code, even when other people disagree or are difficult.
This definition guided the framework for the
development of the TMIS to assess MI. The aim of
this study was to develop a tool to assess MI, and

ascertain the tool’s psychometric properties.

Methods

The development process of the TMIS consisted
of two phases in scale development and psychometric

I 25-29, 31
determination.

Sample and Setting

The information was collected who are working
in four types of the selected hospitals which are classified
by the Ministry of Public Health, in Thailand by
multi-stage sampling. These consisted of tertiary,
secondary, primary, and specialized hospitals. The
criteria for the samples were that who received a
bachelor’s degree in nursing, were working in clinical
practice, and were willing to take part in this study.
The details on the participants are presented in each

step of the scale development process.*

Ethical Considerations

The study was approved by the Ethical
Committee on Human Rights Related to Research
Involving Human Subjects, from the tertiary hospital
(ID076059), the secondary hospital (PT/0032.
203.3/2813), the primary hospital (PPHO-
REC2561/006), and the specialized hospital
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(ID156/2561). All participants gave informed consent;
participant anonymity and rights were assured throughout
the study. The results of this study are reported as a
whole.

Data Collection

The researcher distributed the questionnaire to
the nurses. The participants received data about the
aim, benefits, and risks of this study and completed a
demographic information sheet, informed consent
sheet, and the TMIS. After receiving the completed
questionnaires, the researcher checked for missing
data from the demographic sheet that were less than 5%.
There were no missing data in consent form, and TMIS.

Data collection occurred from March to May 2018.

The Process of Instrument Development

Phase I: Scale Construction Phase

Step 1: Construct definition: Following intensive
literature reviews and Carter’s definition, the construct
of MI was defined as comprising three dimensions
that consist of discernment, consistent act, and public
justification. This dimensions led to developing the
conceptual framework of MI.

Step 2: Generating item pool: this procedure
relied on the Thai Code and three dimensions of MI
were used as the framework and scope of Rn practice
by the Thailand Nursing & Midwifery Council. The
preliminary item pool of 54 items was created to
reflect all elements of MI. The first domain consists
of 23 items, the second domain consist of 26 items,
and the third domain consist of 11 items.

Step 3: Defining the format for measurement:
This process utilized a Likert-type scale with five-
point scaling: 5 strongly agree, 4 agree, 3 not sure, 2
disagree, and 1 strongly disagree.

Step 4: Determining content validity: Five
experts with expertise and experience in clinical
practice, ethics, research and measurement were
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invited to evaluate the content validity of the items.
TMIS was revised based on the experts’ comments.
Some items required revision for clarity. The content
validity index for items: [-CVI of 54 items ranged
from .6 to 1.0, the items that had I-CVI less than
.80 were deleted. The experts recommended the final
version with 27 items was retained.

Step 5: Assessing the clarity and readability
of the tool: cognitive interviewing was used in this
process. The TMIS was considered appropriate and
clear in terms of wording and comprehension of the
language. Based on ten from one hospital, the clarity
of the wording, length of TMIS were under standable
and appropriate.

Step 6: Conducting preliminary item tryouts,
the TMIS was tested to assess internal consistency
utilizing Cronbach’s alpha coefficient. This process
involved 30 nurses at a university hospital with the
same criteria as the study population. The item
means ranged from 2.5 to 4.50. Cronbach’s Alpha
coefficient ranged from .80 to .90. The total for the
scales was .90, so 27 items were preserved.

Phase II: Psychometric testing phase

Psychometric testing composed of construct
validity and reliability. Construct validity testing
used both exploratory factor analysis (EFA) and
confirmatory factor analysis (CFA) to confirm the
dimensions of the TMIS.

Step 7: Construct validity testing

7.1 EFA

The aim for utilizing EFA in this study was to
explore and identify data about the important factors
that represent the MI. Items that were related to the
factors would be retained. Multi-stage sampling
process was used to invite the working in the selected
hospitals in Thailand. According to Comrey and
MacCallium sample size to conduct factor analysis is
adequate at 500 nurses, allowing for attrition.** " **
*° Participants were recruited at the same time and
divided into two groups to perform EFA with one
half, and to perform CFA with the second half, along
with reliability testing. In the EFA process, 575
questionnaires were distributed, and 502 were
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returned, 350 from tertiary care, 60 from secondary
care, 58 from primary care, and 34 from special care
hospitals.**

The assumptions of EFA were tested. The
process consisted of four steps. First, assumption test
for Bartlett’s test of sphericity was significant (X2 =
6610.91, p<.01) and Kaiser-Meyer-Olkin (KMO)
value was .95, that is considered to be sufficient for
the relationship between the items. It was thought
that the data were appropriate for EFA. Second,
evaluating the result of EFA: The items that had
eigenvalues more than .3 were retained. Third, identify
the dimension: the criteria used to select the factor
were eigenvalues greater than one, characteristics of
scree plot, and cumulative percentage of variance
explained was greater than 50-609%.%" ** There
were four factors (express intention to follow the
Thai Code, adhere to and follow the Thai Code,
continue to follow the Thai Code, and show courage
to act according to the Thai Code’s tenets ) with Eigen
values more than 1.0 that explained 55.98% of
TMIS, factor loading ranged from .39 to .78. Those
with high loadings on each factor were grouped
together (Table 2).

7.2 CFA

CFA was utilized to evaluate the factors which
explain the relationship between factors. It is used to
test whether the measured variable represents the
number of factors and is utilized to affirm or
disconfirm the measurement theory. The final draft of
TMIS comprising 27 items was tested in this phase.
Assumption test needs to test the same as with EFA.
Bartlett’s test of sphericity was significant (y* =
5358.27,p<.01) and Kaiser-Meyer-Olkin (KMO)
equal to .94. The correlation coefficients ranged
from .30 to .69. It demonstrated that the correlation
matrix was not an identity matrix and was appropriate
for leading to CFA.

Multi-stage sampling process was used to
invite the participants for CFA were the same as with
EFA process. The group was split into two and half
the sample was used for EFA and other half for CFA.
The questionnaires were returned 502 case from
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Table 2 The Result of EFA of TMIS and Reliability of Each Factor (n=502)

Items Contents Factor loadings Commonalities
Factor Factor Factor Factor
1 2 3 4

1 I consider honesty my first priority when 17 .665
providing nursing care.

2 I am determined to always tell the service .70 .629
recipients the truth.

3 I am ready to be responsible for the service .75 .650
recipients for whom I provide nursing care no
matter what happens.

4 The first thing that comes to my mind when .73 .691
providing nursing care is following the ethics
of nursing care.

5 I consider service to recipients and their care .40 .372
recipients my first priority.

6 I always check all the equipment required for .65 .499
nursing care and go over the procedures of
providing standard nursing care.

7 I always think carefully before deciding which .63 .498
equipment or things should be used for providing
nursing care for the service recipients to save
resources and for optimum benefits.

8 When I make a promise to the service recipients, .49 .454
I always keep it.

9 I consider fairness my first priority when .58 .494
providing nursing care.

10 I consider the service for the recipients’ benefit .64 .561
my first priority when providing nursing care.

11 Iam ready to sacrifice my own benefits forthe .47 .463
benefits of service recipients.

12 Talwaysobserve therules setby my organization. .58 .502

13 Ialways take nursing ethics into consideration .62 .585
before making decisions to provide nursing
care so that the service recipients can have
quality nursing care.

14 I always prioritize the privacy of the service .62 .540
recipients and their relatives.

15 T'am determined not to put service to recipients .56 .534
in a situation that can harm them when
providing nursing care.
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Table 2 The Result of EFA of TMIS and Reliability of Each Factor (n=502) (Con’t)

Items Contents Factor loadings Commonalities

Factor Factor Factor Factor

1 2 3 4

16 When providing nursing care that causes an .48 .567
uncomfortable situation or pain to the service
recipients, [ domy best torelieve such feeling or pain.

17 Talways follow up with the nursing care plans .49 .503
that have been provided for service recipients.

18 I insist on strictly following the rules even .61 .468
though some are relaxed or waived.

19 Iinsist on providing nursing care according to .74 517
nursing ethics guidelines even if it is difficult
to achieve.

20 I insist on achieving my nursing care plans .69 517
according to a professional standards and values.

21 I provide proper nursing care plans for service .64 .692

recipients according to their rights.

22 I am confident that the nursing care plans that I .54 .630
have provided to service recipients since I started
working at my organization follow the professional
standards and values which I always adhere to.

23 I always tell service recipients the truth even .68 .600
if it may hurts their feelings.

24 I am willing to let my colleagues receive .50 .697
praise or a reward from the assignment that
was accomplished mostly by me.

25 I will tell service recipients the truth even if .78 .622
some are against this.
26 When facing a difficult situation in providing .60 .669

nursing care, I am willing to be criticized by
the public rather than not strictly follow the
nursing ethics that I always adhere to.
27 I'am willing to accept negative attitudes from those .56 .493
who do not agree with me when I want to provide
nursing care according to the nursing ethics to which
I always adhere to with the service recipients.

Variance Explained (%) 18.13 11.23 16.05 10.57
Eigenvalue 10.75 1.21 2.13 1.03

Number of items in each factor 12 4 6 5
Cronbach’s Alpha of each item .86 .80 .83 .78
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tertiary care (350), secondary care (60), primary
care (59), and special care hospital (33). The
goodness of fit showed the following the chi-square
goodness of fit (non-significant), the ratio of the
chi-square/degree of freedom (< 2), the goodness
of fit index (GFI) (>.90), the adjusted goodness of
fit index (AGFI) (>.90), the standardized root mean
square residual (SRMR) and root mean square error

of approximation (RMSEA) values (<.05), and the
comparative fit index (CFI) and non-normed fit
index (NNFI) ( ».95).% The indicator loadings for
statistical significance were evaluated by t-value
(+1.96 for the .05 significance level). The squared
multiple correlations (R?) or the extracted variance
was utilized to verify the reliability of the item with
criteria equal to .50 or greater®® (Table 3).

Table 3 The Results of the CFA(1"order) of the TMIS (n=502)

Factor loadings

Items B SE t R? Factor scores regression
1 .31 .02 13.05 .39 .10
2 .43 .03 15.06 .58 .68
3 .38 .03 11.92 .50 .37
4 41 .03 13.58 .68 .95
5 .33 .02 13.52 .34 .18
6 .32 .02 13.71 .35 .21
7 .29 .02 12.75 .31 .09
8 .35 .03 11.67 .27 12
9 .31 .02 12.77 .31 .14
10 .33 .03 13.21 .34 12
11 .36 .03 13.67 .35 A7
12 .32 .03 11.83 217 .06
13 .37 .02 16.99 .49 .33
14 .37 .02 16.32 .45 .23
15 .31 .02 13.02 .32 .19
16 .26 .02 11.96 .27 .13
17 .33 .02 13.31 .33 .21
18 .38 .03 13.99 .38 .21
19 .39 .02 17.37 .51 .22
20 .43 .03 16.83 .49 .25
21 41 .03 16.14 .45 .30
22 .40 .02 17.83 .52 .33
23 .42 .05 8.96 .29 .23
24 .35 .03 10.12 .25 .14
25 .44 .03 14.11 .37 a1
26 .57 .03 21.77 .75 .74
27 .48 .03 18.76 .59 .38

¥* = 266.32; df = 242; p = .136; GFI = 96; AGFI = .94; CFI = 1.0; RMSEA = .014.

Note: The number of items are the same as the number of items in Table 2.
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Step 8: Reliability testing aims to test the accepted norm is .70 or higher for a new scale.”® *°
reliability of the TMIS by testing internal consistency. The process of developing the TMIS was presented in
A Cronbach’s alpha for each dimension ranged from Figure 1.

.78 to .86, and for the entire instrument was .92; the

Phase I: Scale construction phase

Identifying construct definition
o TUsing intensive literature review/experts.
¢ Defining moral integrity in professional nurses.
o Clarification of it dimensions and attributes.

Generating an item
¢ Generating items pool based on definition themes of MI
¢ Selecting of an item format (5-Likert scale)

Examining content validity
¢ Determining of the content validity by CVI
(Using five experts)

!

Aszessing the clarity and readability of instrument
o Cognitive reviewing
(Using ten professional nurses)

Conducting preliminary item tryouts
¢ Evaluating internal consistency of the final draft of TMIS
{Using thirty professional nurses)

Phase II: Psychometric testing phase

Construct validity testing
o Identifying the dimension of TMIS based on set of items.
¢ Evaluating exploratory factor analysis (EFA)
{Using 302 professional nurses)
¢ Evaluating confirmatory factor analysis (CFA)
(Using 302 professional nurses)

!

Eeliability testing ¥
¢ Evaluating internal consistency reliability
{Using 302 professional nurses, the same group with CFA)

}

| Thai Moral Integrity Scale (TMIS) for professional nurses

Figure 1 The Process of Developing the TMIS

Vol. 24 No. 1

1% draft of TMIS
(34 items)

Final draft of TMIS
(27 items)

Final draft of TMIS
(27 items)
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Data Analysis

The Statistical Package for the Social Sciences
(SPSS for Windows version 18.0) was utilized for
descriptive statistics, reliability analysis and EFA.
LISREL version 8.72 was utilized for CFA analysis.

Results

All participants ages ranged between 22 to 60
years, with a mean age of 33 years (S.D. = 9.47),
the majority were female, and were of Buddhist
religion (97.319%), their experience in patient care
varied widely, from 1 to 39 years, with an average
experience of 10.79 years (S.D. = 9.51). the
majority of the participants had completed the
bachelor degree (89.94%). An income ranged from
15,000 to 65,000 Thai Baht per month. The result
of demographic characteristics and EFA was showed
in Table 1.

Factor 1 consists of items 5-16. It was
identified as “Express intention to follow the Thai
Code” These 12 items explained 18.13% of the
variance in the TMIS.

Factor 2 consists of items 1-4. It was labeled
as “Adhere to and follow the Thai Code”. The 4
items explained 11.23% of the variance in the TMIS.

Factor 3 consists of items 17-22. It was
identified as “Continue to follow the Thai Code”.
The 6 items explained 16.05% of the variance in the
TMIS.

Factor 4 consisted of items 23-27 which was
identified as “Show courage to act according to the
Thai Code’s tenets”. There 5 items explain 10.57%
of the TMIS variance. The total variance that the 27
items could explain was 55.98% of the TMIS. All
items were presented in Table 2.

The First Level Order of CFA

According to EFA, there were 4 factors which
consisted of 27 indicators. These indicators were
used to perform the CFA. This process was to
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examine whether a particular factor model provided a
good fit to the data. The model was modified by
allowing the error terms based on modification
indices and initial model.

The results of the CFA show four factors in
testing the accuracy of the scale structure that
examines the specific factor models that provide data
that is suitable for the TMIS data. TMIS has mean
range between .37 to .47. The standard deviation is
between .02 to .04. The skewness between -1 and
.67 and kurtosis is between -.96 to 8.2. No
multicollinearity was noted, and the correlation of all
items was less than .85. This indicated that all data
were acceptable in the analysis with CFA. The high
inter—correlations across items above the upper .50’s
may mean that each item is not contributing a unique
concept, and there may be some overlap across the
items. According to the data which prepare for CFA,
itranged from .38 to .67. So, all items had acceptable
the communalities to carry out CFA. The correlation
coefficients ranged between .30 to .69. It showed
that the correlation matrix was not an identity matrix
and was reasonable for analysis with CFA.

Based on the findings, most indicators of the
model were acceptable. Xz — test equal to 266.32,
the goodness of fit index (GFI) equal to .96, degree
of freedom equal to 242, Root Mean Square Error of
Approximation (RMSEA) equal to .014, adjusted
goodness of fit index (AGFI) equal to .94, except
the significance of % *. Most of the model’s fit indices
were acceptable.

There was non-significance of TMIS in the y°
test. This means that the measured variable represents
and confirms the construct of TMIS. The results of
first level order of CFA were presented in Table 3.

The Second Level Order of CFA

In the first-order of CFA we observed variables
as indicators of the construct. In the second order
model, we further considered latent dimensions of
TMIS. There are four factors and 27 indicators in the
second level of the CFA. According to the acceptable
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Table 1 Demographic Characteristics of the Participants in EFA and CFA (n=1004)

Characteristics EFA CFA
Number Percent Number Percent

Gender

— Female 490 97.6 498 99.2

- Male 12 2.4 4 0.8
Age Level

_ 91 — 30 Years 310 61.8 266 53.0

— 31 — 40 Years 112 22.3 124 24.7

- 41 - 50 Years 54 10.7 80 15.9

- 51 - 60 Years 26 5.2 32 6.4
Religion

— Buddhist 493 98.2 484 96.4

- Christian 1 0.2 13 2.6

- Muslim 8 1.6 5 1.0
Marital Status

- Single 370 73.7 366 72.9

— Married 123 24.5 127 25.3

- Widowed/Divorced/Separated 9 1.8 9 1.8
Education Level

- Bachelor Degree Level 464 92.4 439 87.5

- Master Degree Level 38 7.6 63 12.5
Hospital Type

- Tertiary Care Hospital 350 69.6 350 69.7

- Secondary Care Hospital 60 12.0 60 12.0

- Primary Care Hospital 58 11.6 59 11.7

- Special Care Hospital 34 6.8 33 6.6
Department

- Outpatient Department 121 24.1 52 10.4

- Inpatient Department 381 75.9 450 89.6
Workplace

- Medical 162 32.3 141 28.1

- Surgical 147 29.3 111 22.1

- Emergency 22 4.4 16 3.2

- Gynecology 67 13.3 86 17.1

- Pediatric 91 18.1 99 19.7

- Operating Room 6 1.2 5 1.0

- Psychiatric 2 0.4 19 3.8

— ENT 3 0.6 16 3.2

- Home Health Care 2 0.4 9 1.8

Vol. 24 No. 1 111
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Table 1 Demographic Characteristics of the Participants in EFA and CFA (n=1004) (Cont.)

Characteristics EFA CFA
Number Percent Number Percent
Position
- Register Nurse 486 96.8 488 97.2
- Head Nurse 9 1.8 9 1.8
- Head of Department 7 1.4 ) 1.0
Occupational
- Government 96 19.1 100 19.9
- Employee 406 80.9 402 80.1
Experience
- 1-5 Years 238 47.4 194 38.6
-~ 6-10 Years 116 23.1 114 22.7
- 11-15 Years 49 9.8 55 11.0
- 16-20 Years 40 8.0 54 10.7
- 21-25 Years 28 5.6 43 8.6
- More than 25 Years 31 6.1 42 8.4
Income Level
- 15,000 - 25,000 Thai Bath 105 20.9 128 25.5
- 25,001 — 35,000 Thai Bath 261 52.0 206 41.0
- 35,001 — 45,000 Thai Bath 84 16.7 109 21.7
- 45,001 - 55,000 Thai Bath 43 8.6 40 8.0
- 55,001 - 65,000 Thai Bath 6 1.2 11 2.2
3 0.6 8 1.6

More than 65,000 Thai Bath

level of .05 t-test statistics must have 1.96 or more
before the hypothesis is rejected. The total regression
weight between the four structures and TMIS is
statistically significant at p <.05. It shows that four
factors of MI scale were the true predictors of TMIS.

The result of the 2™ order of CFA showed that
the standardized factor loading ranged from .51 to
.83. The average variance extraction of four indicators
was .49 (Table 4). The completely standardized factor
loading on the dimension of “continue to do follow
the Thai Code” was .94 could explain the variance of
TMIS which R® = 88%, that was the primary
indicator identified with the highest dimension that

explaining TMIS. The second indicator was “express
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intention to follow the Thai Code” was 0.91 could
explain the variance of TMIS which R* =83%. The
third and final indicators was “adhere to and follow
the Thai Code” and “show courage to act according
to the Thai Code’s tenets” were .69 could explain the
variance of TMIS which the same value of R® = 48%.
The measurement model had good fit the data with >
=232.87,df = 219, p = .248),)"/df = 1.06, GFI
=.97, AGFI = .94 CFI = 1.0, and RMSEA = .011
(Table 5).

The results showed that the normal distribution
of skewness -1.00 to 1.50 and kurtosis at -1.00 to
2.00. The item means were between 2.5 and 4.50.

Cronbach’s alpha coefficient was .92 with high
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Table 4 Factor Scores Regression of CFA (2nd order) of TMIS (n=502)

No of Items R? for second order indicator Factor scores
Adhere Express Continue Courage regression AVE
1 .63 - - - .39 0.49

2 .15 - - - .07

3 .70 - - - .49

4 .81 - - - .66

5 - .60 - - .36

6 - .59 - - .35

7 - .87 - - .32

8 - .54 - - .29

9 - .55 - - .30

10 - .57 - - .33

11 - .60 - - .36

12 - 51 - - .26

13 - 12 - - .52

14 - .68 - - .46

15 - .07 - - .33

16 - .52 - - .27

17 - - .58 - .33

18 - - .60 - .36

19 - - .71 - .50

20 - - .67 - .45

21 - - .66 - .44

22 - - .14 - .55

23 - - - .55 .30

24 - - - .59 .35

25 - - - .52 27

26 - - - .81 .66

27 - - - .83 .69

Note: The number of items are the same as the number of items in Table 2 and Table 3.
Table 5 The Result of the CFA (2"order) of TMIS (n=502)

Factors Factor loadings se t-value R®
1. Express intention to follow the Thai Code. 91 .07 12.91 .83
2. Adhere to and follow the Thai Code. .69 .07 9.52 .48
3. Continue to follow the Thai Code. .94 .07 12.54 .88
4. Show courage to act according to the Thai Code’s tenets. .69 .08 8.15 .48

Y% =232.87; df = 219; p = .248; GFI = 97; AGFI = .94; CFI = 1.0; RMSEA = .011.
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reliability. Therefore, the TMIS alpha coefficient is
more than acceptable at .70 for a newly developed

29, 35
tool.

The result found empirical evidence to
support TMIS which can be recognized as a valid and
reliable tool. The creation of factors of a TMIS

measurement model has been affirmed.

Discussion

The scope of this study was based on an
intensive literature review and content validation by
experts. There were three dimensions of TMIS that is
the conceptual framework of this study. After the
process of analysis by EFA, there were four dimensions
of the new scale that consisted of the construct of MI.

The interpretation of new dimensions of TMIS
that reflect MI in Thai was based on data. Previous
definitions of MI in the literature examined consist of
three dimension of discernment, consistent action,
and public justification which derived from the
literature review that based on western countries. The
Bartlett’s Sphericity test of EFA and CFA were both
significant. This indicates the appropriateness of the
data for factor analysis. After analyzing the data
based on Thai, the result of EFA were showed that
four factor were initial factors that could be explained
TMIS as follow.

Factor 1: Express intention to follow the Thai
Code; this was the same meaning as public justification
in the original concept that means the ability of
persons to be confident in their knowledge and thinking
with clarity, doing right and sharing their belief with
others.*’

Factor 2: Adhere to and follow the Thai Code;
this was close to the meaning of discernment that is
the ability to think and weigh the values involved and
decide what the most deeply felt beliefs are, and do
the right thing.* ° Nurses have to accept responsibility
for what needs to be done. Which is to act according

to the tenets of the profession.
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Factor 3: Continue to follow the Thai Code;
this was the same meaning as taking consistent
action, whereby the person acts according to beliefs
in a reliable manner. Nurses have to follow the Thai
Code or the rule of organization when providing nursing
care to patients.>®

Factor 4: Show courage to act according to the
Thai Code’s tenets, in a public way, even under
difficult conditions. This factor is an integration
between the courage to make decisions and to show
the actions to others on a consistent basis.** '

From the previous definition of MI in the
literature that has been examined, there are some
similarities in the meaning of the dimensions of
courage in expression and actions according to ethical
principles in moral courage is an element of MI that
responds to current threats or challenges that are
currently accepted in the past and anticipated in the
future.”” Moral courage means the individual must
speak out and do the right thing today and in the
future. It may involve confrontational situations
which the person must be able to handle in a
professional manner.

This discovery is consistent with the previous
studies in which the meaning of MI is identical to the
courage to express words or actions by an RN.***"
Different dimensions of MI can change from a variety
of cultural backgrounds, with different views or
backgrounds of different areas and cultures.*® yet, as
the above discussion demonstrates, there are similarities
across Western and non—western cultures with regard
to underlying concepts.

In the psychometric testing including accuracy
and reliability testing this tool recognizes the construct
validity by using CVI scores assessed by five experts,
with S-CVI close to 1.00 and internal consistency
using Cronbach’s alpha is over than .80. This is well

L. 26, 32
within acceptable norms for a new scale.
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Limitation and Future Research

This study should be replicated with group
from all areas of Thailand prior to generalized use of
the instrument. Instrument development is an iterative
process, and in order to be confident of the results of
psychometric work reported here, additional and
larger samples should be used for broader testing.

MI should be supported in organizations, such
as for providing opportunities for MI, providing
opportunities to examine moral situations in clinical
teaching, and holding small group discussions. Nurse
educators need to be especially mindful in helping
novice nurses get in the habit of critical examination
and thought on ethical matters. Other variables should
be studied, such as hospital environments, hospital care
systems, working time, relationships with other health
providers in the environment, and satisfaction of Rn.
The connection between MI and demographic characteristics,
for example, knowledge, morality, experience, status,
age, sexual, and moral opinions need to be examined.

Conclusions

TMIS was developed in two phases of testing
for formative and psychometric properties. The final
version of the 27 items has four factors with a 5-point
Likert-type scale. The four factors of the TMIS were:
(1) Express intention to follow the Thai Code, (2)
Adhere to and follow the Thai Code, (3) Continue to
follow the Thai Code, and (4) Show courage to act
according to the Thai Code’s tenets. The study indicated
an adequate reliability and validity for the TMIS.

Implication for Nursing Practice

The expression of quality of nursing care that
emanates from good thoughts and feelings are based
on MI principles as well as scientific knowledge on
which nursing practice is based. The results of this
study provide alternative ways of evaluating MI. The
results and insights can be used in planning
recruitment and orientation programs for clinical

Vol. 24 No. 1

settings. This applies both for nursing staff and nurse
leaders. Such an assessment could help to better
understand nurses’ thinking, feelings, and perspectives.

Moreover, it could be helpful in assessing the
MI of nurses at baseline that can then be measured for
change over time. The nursing administrators could
use the information to help support nurses to maintain
MI and promote the development of ethical behavior
of nurses on a consistent basis. Preparation of nurses
for relevant scientific knowledge can help them as they
evaluate ethical problems and the alternative choices
they face. This is especially critical as new technologies

emerge, presenting a new challenge to health care.
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