[image: image2.png]PREPARATION FOR
HIGHER EDUCATION




SCOTTISH WIDER ACCESS PROGRAMME (SWAPWEST)

Study Skills Supplement - Access to Nursing
Report Writing, Referencing and Plagiarism
Writing a Scientific Report
This section will help you with science writing at university, particularly science reports, which are an important element of Nursing degrees and diplomas.  It is important for you to develop your skills in written and oral communication throughout your academic study.  Learning how to write academically will help you in learning how to produce a good dissertation if you are required to write one as well as equipping you with valuable written communication skills for use in the workplace.

It’s worth also noting that these are general guidelines and your university or lecturer may have a procedure that they prefer.  Always consult your course handbook, look online or speak to your lecturer to find out how written work should be presented.  Additionally, make sure that you attend course inductions as you may learn this type of information here.

Also contained in this section is information on referencing and plagiarism; how to avoid it and adhere to standards of academic honesty.  It is important that your work is as accurate as possible and that other people’s work is properly acknowledged.  This will all come with practice! 

The following is a guide to writing science reports.  You can use this as a guide when writing non-science reports.   
Structure and Content of the Science report

Scientific reports have the same basic structure.  These are:

· Title

· Abstract

· Introduction

· Methods and Materials

· Results

· Discussion

· Conclusion

· Reference

It is worth bearing in mind that different lecturers may have a specific structure that they prefer, for example, a shorter report structure: (title), aims, methods, results, and discussion.  This is often referred to as AMRAD.  

The sections of a science report do not necessarily need to be attempted in order and are as follows:

· Title

This should accurately reflect the contents of the report and be as concise as possible.  The titles of science reports are purely descriptive.  For example: “The effects of pulsed ultraviolet light on pathogenic water-related microorganisms”.

· Abstract

This should be a summary of the whole report.  It should be brief, but contain all pertinent information.  It should say what you did, why you did it and what the outcome was.  As a rule of thumb, a passing reader should be able to find out what the research was and what the important results were just from the abstract.  Often the abstract takes longer than expected to write and is the hardest bit to get right.  Some people leave it until last to write.

· Introduction

This is to introduce the reader to the background and theory behind your experiment; put your work in context here.  What is the history of your work?  What was the point of doing the experiment?  What were you hoping to measure/find out?  How does this piece of work fit into what is already known.  This section is often replaced with an Aims section if your lecturer prefers a shorter report.

· Methods and materials

This is what you did, step by step.  What exactly were you measuring and how did you do it?  Did you vary some parameters?  Describe the experimental set-up as appropriate and remember the value of a diagram.  Give enough detail so that someone else would be able to reproduce it accurately.  This is usually the easiest section to write and can be a good place to start.

· Results

What are your results?  Again, the exact format will depend on the type of measurements you were making.  In general don’t give screeds of raw data unless they are particularly meaningful.  Sometimes one of the hardest aspects of doing research is deciding what to do with huge amounts of data.   Use tables and/or graphs, properly labelled, as appropriate and remember to refer to them in the body of the report and sum up in words too.  Do not be tempted to try to go into what your results mean.  This happens in the discussion.

· Discussion

This is where you describe what your results mean, for example, “The results show that the microorganisms were inactivated by the ultraviolet light”.  If there is more than one interpretation, then give both/all.  You may reason that one is more likely than the other, but you must say why you think that. 

How does this fit in with what is already known, does it agree/disagree with other research?  Can you think of why (if you can’t say so)?  Could you do anything to improve your future research and what are your recommendations for future research?  What would you want to find out next?

· Conclusion

Sum up your conclusions.  You shouldn’t be introducing any new thoughts or background at this point.  Just sum up the results and how well this agreed with or contradicted what you were expecting.

· References

You must cite all and any references that you use.  This is vital to permit the work to be academically verified.

On the following pages you’ll see a report from the Clinical Extra Archive of the Nursing Times.



Hand hygiene compliance: exploring variations in practice between hospitals

This observational study examined differences in hand hygiene practice between four acute hospitals
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Abstract 
Creedon, S.A. et al (2008) Hand hygiene compliance: exploring variations in practice between hospitals. Nursing Times; 104: 49, 32–35.

Background: The issue of 'centre' or 'hospital' as an independent variable has not been studied extensively in healthcare workers' hand-hygiene practices.

Aim: To investigate healthcare workers' compliance with hand-hygiene guidelines in four acute-care hospitals in Ireland and to examine factors that contributed to non-compliance.

Method: Data collectors observed healthcare workers in four hospitals.

Results: Data (n=1,737 observations) was drawn from a random sample of nurses, doctors, physiotherapists and HCAs (n=280 staff). Findings revealed that the individual hospital has a significant impact. Multivariate logistic regression analysis showed healthcare workers in centre 4 had a significantly higher likelihood of non-compliance than those in all other centres (p=0.003), irrespective of gender, discipline or area of work.

Conclusion: The findings make an important contribution to the study of healthcare workers' hand-hygiene behaviour and control of healthcare-associated infections. A possible explanation of the results may be related to variations in organisational support and hospital culture.
	Implications for practice 
· Healthcare workers' hand-hygiene practices remain suboptimal, and there is a significant need for improvement. 

· Staff hand-hygiene practices vary at hospital level. Hospitals differ in terms of organisational behaviour and culture. 

· There is a lack of research on links between organisational behaviour/hospital culture and hand-hygiene practices. Further research is needed.


Introduction
Infection control in Ireland's health services has achieved an unenviable consensus: nearly everyone is dissatisfied with it. Patients complain about the risks associated with hospital admission and healthcare workers' suboptimal infection-control practices. Health professionals – doctors, nurses and therapists – complain about heightened stress associated with trying to deliver care while worrying about litigation risks. Boards and managers view reports of staff members' lack of compliance with infection-control guidelines with a sense of perplexity, while health insurance companies and lawyers complain about the lack of quality control in this area.

In the wake of yet another national hygiene audit depicting mediocre practices in Ireland's hospitals, the media and the Health Information and Quality Authority are talking about the role of corporate management – within hospitals – on this issue. 
Some writers suggest that corporate management and organisational behaviour are synonymous. However, this is somewhat oversimplistic because there are many facets to management. Organisational behaviour does not encompass the whole of management; it is more accurately described as providing a behavioural approach to management (Mullins, 2006). 

Literature review
For an infection to be acquired, there must be a source of the infectious agent (such as the patient or healthcare staff) from which micro-organisms are spread. Most commonly, staff act as the source and spread the infection from patient to patient or from the environment to the patient (Pittet et al, 2006). Hand hygiene is the single most effective infection-control behaviour that stops the spread of infection (Larson, 1999). However, this simple behaviour remains stubbornly difficult to raise to acceptable levels nationally (Creedon, 2005) and internationally (Widmer et al, 2007).

A number of factors appear to affect healthcare workers' compliance with hand-hygiene guidelines. Perceptions of, and motivation for, compliance with guidance varies between professions. Nurses have a higher compliance rate than doctors (Eckmanns et al, 2006; Berhe et al, 2005). Randle et al (2006) identified that HCAs had the highest rate of hand-hygiene compliance. Doctors perceive their compliance with infection-control measures to be better than their peers (Berhe et al, 2005). 
Compliance also varies depending on the type of work activity. Pittet et al (1999) noted that non-compliance was higher before high-risk procedures, while Jenner et al (2006) and Pittet (2004) observed that full compliance with hand hygiene when care activity posed a high risk of cross-infection was poor.

Jenner et al (2006) identified similar findings while caring for patients with MRSA infection. Compliance is higher in general wards than ICUs, because of the high workload (Pittet, 2004). Furthermore, staff's hand-hygiene behaviour appears to vary significantly between different wards within the same institution, which suggests both individual and institutional/community influences play a central role (Pittet et al, 1999).

Hand-hygiene behaviour
Investigating compliance with hand-hygiene guidelines requires an understanding of what motivates such behaviour. For example, healthcare staff are generally aware of recommendations regarding hand hygiene but knowledge and education do not in themselves motivate hand-hygiene behaviour (Creedon, 2005). Self-reported and observed rates of compliance with hand hygiene differ (Jenner et al, 2006). There is also evidence that staff may be unaware of their poor compliance when their intention to perform hygiene is there (O'Boyle et al, 2001).

Hand-hygiene behaviour results from a complex interaction of many factors and no single behavioural theory has, as yet, reliably predicted behaviour. Most interventions have targeted individual practitioners and been unsuccessful. Examples of theories used to underpin interventions include: PRECEDE (Predisposing, Reinforcing, Enabling, Constructs in Educational Diagnosis and Evaluation health education model) (Creedon, 2005); theory of planned behaviour (Clayton and Griffith, 2008); and role modelling (Lankford et al, 2003). None of these interpersonal/intrapersonal theories have been successful in raising compliance.

With the exception of Larson et al (2000), there is a paucity of research in relation to application of community/organisational behavioural theories related to hand-hygiene practices. Organisational behavioural theories focus on the associations between the following: active participation in organisations; development; social support; networks; and individual behaviours such as hand-hygiene practice.

Larson et al (2000) applied Schein's framework for changing organisational culture to design an interventional programme delivered in one of two hospitals. Hand-hygiene behaviour was measured by product usage (soap). While soap usage rose in both hospitals during the intervention period, it was more than double in the study hospital at six months' follow up. MRSA rates were similar in both hospitals but vancomycin-resistant enterococcus (VRE) rates were significantly reduced in the study hospital at six months (p=0.002).

The Geneva programme (Pittet et al, 2000), which reported a sustained increase in hand hygiene and reduced infection rates, encompassed a number of interventions likely to affect hand-hygiene behaviour, for example provision of alcohol handrub, posters and feedback on practice. However, the effective component may have been support from high-level administrators and clinicians, which led healthcare workers to actively identify with, and participate in, optimal hand-hygiene behaviour.

The Irish context
Despite the rise in attention paid to healthcare-associated infections (HCAIs) in Ireland, there is a paucity of published research around healthcare workers' hand-hygiene behaviour in Irish health settings.

There is evidence that patient outcomes, that is, prevalence of infection rates, differ even between hospitals caring for patients of similar acuity (Hospital Infection Society, 2007). For example, infection rates were in the 2–8% range in the regional/tertiary hospitals category (n=10). In general hospitals (n=28), rates were 0–13%. In specialist hospitals, rates were 0–7%.

Given the causal relationship between hand-hygiene behaviour and infection rates, it is reasonable to consider whether healthcare workers' behaviour differs at a hospital level. It is plausible to suggest that, if this behaviour does differ between hospitals, then such differences may very well have contributed to differences in infection rates in similar hospitals in the national survey reported in 2007.

Aims
This study's main aim was to examine healthcare workers' non-compliance with hand-hygiene guidelines in four hospitals in Ireland. A second aim was to identify predictors of non-compliance during routine care and a third was to examine whether the same predictors applied to each hospital.

Method
The study design was observational. Data was collected in four acute-care hospitals in Ireland. Ethical approval was received. 
Each hospital was publicly funded and operated on an equitable patient/staff care ratio as directed by the Health Service Executive of Ireland. Three were general hospitals (hospitals 2, 3 and 4) and one was regional (hospital 1). General and regional hospitals in Ireland provide many services such as ICU, A&E, medical, surgical and other services such as oncology or dialysis. They differ in that regional hospitals offer more specialist services on site.

The bed capacity for each hospital was:

· Hospital 1: 395 beds;

· Hospital 2: 94 beds;

· Hospital 3: 68 beds;

· Hospital 4: 88 beds.

Areas chosen were ICU, A&E and either dialysis or oncology. Choice depended on either (i) risks associated with HCAI in the area type or (ii) known predictors of non-compliance with hand-hygiene guidelines in that area. For example, prevalence of HCAI is higher in patients in ICU than in other areas because of risk factors such as use of invasive devices. Patients in oncology or dialysis units are at high risk due to levels of immunosuppression. Additionally, due to the type of care required in A&E, care may take precedence over hand hygiene.

Convenience sampling was conducted due to feasibility and economic constraints. Four publicly funded hospitals were chosen. Within the areas, random sampling of staff hand hygiene was conducted. Staff were observed as they were engaged in care, attending two or three beds randomly chosen for each observational period (approximately two hours). Observation occurred between 8am and 4pm.

Data collection
Data was collected using a modified version of a structured observational schedule validated by Creedon (2005) and based on guidelines provided by the Centers for Disease Control and Prevention (CDC) (Boyce and Pittet, 2002). Inter-rater reliability (two observers) was established at 0.88.

During observations, a separate checklist was used for each healthcare worker. On the checklist, an X was placed to show discipline, area and gender. If an indication for hand hygiene was noted, a tick was placed on the checklist next to the relevant guideline, under the column 'indication'. If hand-hygiene occurred, another tick was inserted in the column 'occurred'. If it did not occur, no insertion was made.

Results
A total of 1,737 observations were collected from 280 healthcare workers (nurses, student nurses, doctors, medical students, HCAs, physiotherapists, radiotherapists, porters and technicians).

Overall rates of non-compliance
Overall, non-compliance was 30% of indications. Non-compliance with specific guidelines varied: beginning/resuming patient care, 43%; before clinical procedures, 49%; after clinical procedures, 19%; after direct contact with body substances, 20%. Collectively, men had a higher rate of non-compliance than women: 38% versus 28%.

Overall non-compliance by discipline
Doctors and medical students had the highest rate of non-compliance at 41% of indications, followed by porters at 38%, technicians and physiotherapists at 33%, nurses and student nurses at 28% and HCAs at 21% (Fig 1).

Overall non-compliance by hospital
Collective rates of non-compliance were: hospital 1, 24%; hospital 2, 33%; hospital 3, 29%; and hospital 4, 44% (Fig 2).

Overall non-compliance by area 
Hand-hygiene behaviour differed depending on people's areas of work. Possible reasons for this may be levels of activity, patient care needs taking priority over hand hygiene, or a low staff:patient ratio. Staff who worked in A&E/trauma had the highest likelihood of non-compliance at 36%; those in ICU had the next highest level of non-compliance at 28%; staff in oncology/dialysis had the lowest likelihood of non-compliance, at 21% (Fig 3).

Logistic regression analysis
When the results were compared and each variable (gender, hospital, discipline and area) was analysed to determine its statistical significance (univariate analysis) on hand-hygiene behaviour, the findings showed that gender, discipline and hospital all significantly (p<0.05) affected behaviour (Table 1): 

· Male healthcare workers (irrespective of discipline) were less likely to comply with hand-hygiene guidelines than women; 

· Staff in hospitals 2 and 4 were less likely to comply with guidelines than their counterparts in hospitals 1 and 3; 

· Oncology and dialysis have a significantly lower likelihood of non-compliance compared with ICU, while A&E and trauma have a significantly higher likelihood of non-compliance than ICU;

· Irrespective of hospital, doctors/medical students were less likely to comply with hand-hygiene guidelines than nurses/student nurses.

Multivariate logistic regression analysis: Data was further analysed to determine whether any single variable had an overall impact on hand-hygiene behaviour. Findings revealed that, irrespective of gender, discipline and area, healthcare workers in hospital 4 were significantly (p=0.001) less likely to comply with guidelines. See Table 2 (multivariate logistic regression).  
  

Discussion
In Ireland, the most recent prevalence study of HCAIs found an overall rate of 5% (HIS, 2007). This depended on the type of hospital: regional/tertiary, 6%; general, 4%; and specialist, 2%. This variation can be explained by risk factors inherent in patients attending these hospitals. However, when infection rates are considered within similar hospital categories, the variation becomes wider. Individual hospital rates vary from 0–13% (see p33 for details). Clearly, a wide variation exists in relation to infection rates – and patient outcomes – across hospitals within the national public health system in Ireland.

Compliance with guidelines is poor nationally and internationally. In this study, the hospital with the highest rate of 
non-compliance overall (hospital 4, 44%) also had the highest rate of HCAIs in the national prevalence study out of the four hospitals involved.

Acquisition of an HCAI is generally regarded as an outcome of patient care, even though there is evidence of community acquisition (Moor et al, 2008). There is evidence the quality of patient care improves with higher nurse educational levels, richer nurse skill mix, and when nurses and doctors have good relationships (Laschinger and Finegan, 2005). There is also evidence that patient care improves when managers collaborate closely with, and foster, clinical autonomy in staff (Nedd, 2006).

Among the best-known models for effective management in hospitals is the 'magnet hospital' model in the US. The essence of a magnet hospital stems from exemplary professional practice among its healthcare workers, particularly nurses. Strong leadership, exemplary practice and empowered professionals are vital building blocks for magnet recognised organisations (American Nurses Credentialing Center, 2008). Outcomes of patient care, organisational outcomes and worker outcomes are measured to attain 'magnet' status, conferred by the ANCC. Better patient outcomes associated with magnet hospitals are: lower mortality (Rafferty et al, 2007) and mortality in ICU (Baggs et al, 1992); reduced nosocomial infections (Laschinger and Leiter, 2006), increased patient satisfaction (Donahue et al, 2008) and fewer medication errors (Laschinger and Leiter, 2006).

Research on magnet hospital characteristics have identified that hospitals that support unit-based decision-making, have a powerful nursing executive and promote professional nursing practice are more likely to provide superior patient care (Aiken et al, 2000). Lake (2002) identified aspects of the nurses' work environment that define magnet hospital nursing settings: nurse participation in hospital affairs; nursing foundations for quality of care; nurse manager ability, leadership and support of nurses; staffing and resource adequacy; and collegial nurse–physician collaboration.

Findings from this study make an important contribution to the knowledge surrounding healthcare workers' hand-hygiene practices. The factor that affected behaviour most significantly was the environment/hospital in which they worked. As these hospitals were organised on a similar basis by the Health Service Executive of Ireland, a range of factors may need to be considered to explain why one hospital was different from the others in terms of hand-hygiene practices. These factors include inter-hospital differences in healthcare staff perceptions of institutional support, autonomy, interdisciplinary collaboration, organisational behaviour and hospital culture.

Interpersonal and intrapersonal behavioural theories have been unsuccessful in predicting healthcare workers' hand-hygiene behaviour. Community/organisational behavioural theories may be more successful, especially given the positive relationship between concepts such as institutional support, autonomy, interdisciplinary collaboration, organisational behaviour, hospital culture and patient outcomes. Kanter's organisational behavioural theory encompasses these concepts (Kanter, 1977) and has been used in many studies to investigate these relationships, for example those by Laschinger and Leiter (2006) and Davies et al (2006).

A follow-on study is planned to investigate the relationship between healthcare workers' perceptions of support, hospital culture, hand-hygiene practices and infection rates in Ireland.

Study limitations
A limitation of this study was the Hawthorne effect as healthcare workers were conscious of the data collector's presence and the study's purpose. While every attempt was made for data collectors to be in the unit for as long as possible before the start of data collection to help healthcare workers become comfortable with their presence, the study's duration was constrained by funding. Nevertheless, any conclusions drawn are consistent with true findings as it is expected that, due to the study's observational nature, compliance rates of all staff in all centres and areas were systematically affected by roughly the same proportion by the Hawthorne effect. Therefore, the conclusions hold.

Conclusion
The variable that contributed most significantly (p=0.003) to healthcare workers' non-compliance was the hospital they worked in, irrespective of gender, discipline or area of work. Not much has been written on the impact that hospital organisational behaviour/culture may have on healthcare workers' hand-hygiene practices.

It may be timely to investigate whether a relationship exists between organisational behaviour/hospital culture, staff hand-hygiene practices and infection rates. The central question is whether hospital-based healthcare workers who perceive they are working in a supportive environment comply more fully with hand-hygiene guidelines and, whether, as a consequence, those hospitals report lower infection rates.
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Graphs, charts and tables

To best present the data gathered during any experiments, you may need to construct graphs, charts and tables.  This will enable a reader to understand and view your results easily.  Graphs and charts can be drawn by hand but most students choose to do this on a computer.  All graphs and tables should be labelled accordingly and referred to in the text of your report.

How to construct a simple table:
· Click on “Table” on the Microsoft Word menu at the top of the page

· Then click on Insert table, then select the number of columns and rows

· You can customise your table by clicking on AutoFormat

· Click OK to insert table (adjust column with by clicking and dragging)

Table 1: Sample number and concentration of glucose

	Sample
	Glucose concentration (g/ml)

	0
	0

	1
	5

	2
	10

	3
	15

	4
	20

	5
	40



How to construct a graph or chart:
· Open Microsoft Excel

· Enter the data on the grid (as in the table above, but with no headings)

· Highlight all numbers with the mouse, then click on Chart Wizard

· Follow steps 1 to 4  then copy and paste graph into word document
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Figure 1: Graph of glucose concentration for samples 1 to 5

After completing your graph, whilst still in the Excel programme, you can edit and alter your graph by double clicking on the different areas of the graph.  You can also edit the graph once you have pasted it into a word document if you have pasted it as an Excel object.  Use the paste special function to select what you would like to paste your object in as.    

Here are some further tips on presenting tables/graphs in your work: 

· Tables and figures should be numbered sequentially 

· The title of a table or figure should usually be placed above it and should be brief, but fully describe the information contained in it

· Pay attention to the font type and size within the table of graph

· Headings and subheadings should be concise with columns and rows of data centred below them  

· Generally, the data presented in tables should not be repeated in figures  

· If your graph has a legend, it is often most practical to place this at the bottom of the figure if possible

· Check with the style of plotting your lecturer prefers.  Some prefer a best fit line through points, XY scatter or line through every point etc.  
As you use Excel more, you will learn to use the package more extensively and confidently.  If you have any problems; you can use the help function, ask a fellow classmate or search Google for tutorials.  Furthermore, your university should run courses on using Excel for students.
Referencing

When writing your essay or report you will refer to books, various types of articles and journal papers for the information used within your work.  Check whether you will be required to summarise and reword (paraphrase) or if it is acceptable to quote in inverted commas.  It will be useful to practise both methods.

When you cite information from external sources, you should refer to the source in your text and provide a references section (bibliography) at the end of your work.  
 Learning to use referencing in your academic writing is important for a number of reasons:

· to support your arguments and add credibility to them

· to acknowledge the source of the ideas or information

· to allow the reader to trace your sources

· to avoid accusations of plagiarism 

· to gain better marks in essays, reports and exams.

There are two main systems used for the citation of references, so check with your department for their preference. The two main systems are Harvard (alphabetical author and date system) and Vancouver (a numerical system). 

· Harvard 

Sources are listed alphabetically by author and date in the references section and in the body of the text when using the Harvard section.  All sources should be listed alphabetically in your references section at the end of your essay or report.

Within text
Smith (2007) performed experiments to assess the effects of pulsed electric fields on different types of bacteria.  

Gram positive bacteria have thicker cell walls than Gram negative bacteria (Thomson, 2006).

Reference section

(Journal)
Smith M (2007) Effect of Pulsed Electric Fields on Bacteria, Journal of Bacteriology, Volume 55, pp1-10.

(Book)
Thomson W (2006) Microbiology, Oxford Press, ISBN 122890998, Chapter 2, p3-4.
· Vancouver

In the Vancouver system, a number is given to each reference as it is used (even if the author is named in your text). The number of the reference is used each time the reference is cited in the text. The first reference you cite will be numbered [1] and the second reference you cite will be [2] and so on. If you refer to 1 again, you will cite it [1] throughout the text.  List all sources in numerical order in your references section.

Within text
Pulsed electric fields were shown to be lethal to all bacteria [1] but more so to Gram negative bacteria.  This may be because Gram positive bacteria have thicker cell walls than Gram negative bacteria [2].  

Reference section

(Journal)
1. Smith M, Effect of Pulsed Electric Fields on Bacteria, Journal of Bacteriology, 2007, Volume 55, pp1-10.

(Book)
2. Thomson W, Microbiology, Chapter 2, Oxford Press, ISBN 122890998, 2008.

Using the internet

Other than books and paper copies of journals, you may also use the internet as a resource for finding the information you might need for your university work.  However, you must bear in mid the reliability of these sources.  For example, references using Wikipedia are discouraged, although you may use this type of website as a starting point for your research.  You should use websites of reputable agencies, government organisations or publications online instead. 

Journals online

If you use a journal paper online as a source, you should site the reference like this:

Masci I, Kenya: Population Growth in the Light of Its Adopted Policies, International Journal of Anthropology, Volume 21 (3), 2006, pp 165-180. http://www.springerlink.com/content/masciI, Accessed 1/1/09.

Articles on websites

If you use an article on a (reliable) website you should cite the reference like this:

“What is an Autism Spectrum Disorder” National Autistic Society, http://www.autism.org.uk/nas/jsp/polopoly.jsp?d=1009&a=2227, Accessed 1/1/09.

More information on referencing can be found on your University website and you can also contact your Effective Learning Service or Centre for Academic Practice for more information and workshops.

Plagiarism
Some of the following notes on plagiarism are taken from Glasgow Caledonian University’s website.

Plagiarism means ‘passing someone else’s work off as your own. This includes material from books, journals and the web, as well as from your friends.’
Examples of plagiarism include: 

· the extensive use of another person's material without reference or acknowledgement, 

· the summarising of another person's work by simply changing a few words or altering the order or presentation without acknowledgement, 

· the substantial and unauthorised use of the ideas of another person without acknowledgement of the source, 

· copying the work of another student with or without that student's knowledge or agreement, 

· deliberate use of commissioned material presented as the student's own work. 

The penalties for plagiarism are severe.  You could fail your unit at best or be expelled from the university at worst.   Having said this, please don’t worry unduly.   These strict measures are in place to stop people cheating by plagiarising (and this includes buying essays from eBay or copying a friend’s work).  The main thing you need to be concerned about is ensuring that you don’t plagiarise by mistake and that is where practice will help.
Before you do the exercises on the following page please look at the examples of plagiarising on the following web pages.  You will see that plagiarism isn’t just ‘forgetting’ to put quotes around something you have taken from a book, it can also be the failure to acknowledge somebody’s ideas or paraphrasing something a little too closely to the original (using similar sentence structure).  

http://www.gcu.ac.uk/student/coursework/regulations/plagiarism/
Self-test: http://www.gcu.ac.uk/library/SMILE/hot%20pots/plagiarism_st.htm 

http://www.strath.ac.uk/media/ps/cs/gmap/academicaffairs/policies/student-guide-to-academic-practice-and-plagiarism
http://www.essex.ac.uk/plagiarism/index.html (If you click on ‘Test’ after you’ve read through the guide you’ll be able to test your understanding of what plagiarism is and how it can be avoided.)

Four students read the following text and used it in their essays in slightly different ways. Which would count as plagiarism?
Elaine Tyler May's (1997), ‘Barren in the Promised Land : Childless Americans and the Pursuit of Happiness’. Harvard University Press.
‘Because women's wages often continue to reflect the fiction that men earn the family wage, single mothers rarely earn enough to support themselves and their children adequately. And because work is still organized around the assumption that mothers stay home with children, even though few mothers can afford to do so, child-care facilities in the United States remain woefully inadequate’ 
	Student A wrote:
Since women's wages often continue to reflect the mistaken notion that men are the main wage earners in the family, single mothers rarely make enough to support themselves and their children very well. Also, because work is still based on the assumption that mothers stay home with children, facilities for child care remain woefully inadequate in the United States. 
	Do you think this is plagiarism (yes/no). Why or why not?

Your verdict:



	Student B wrote:
By and large, our economy still operates on the mistaken notion that men are the main breadwinners in the family. Thus, women continue to earn lower wages than men. This means, in effect, that many single mothers cannot earn a decent living. Furthermore, adequate day care is not available in the USA because of the mistaken assumption that mothers remain at home with their children.

	Your verdict: 



	Student C wrote:
As Elaine Tyler May (1997, p.588) points out, ‘women's wages often continue to reflect the fiction that men earn the family wage’. Thus many single mothers cannot support themselves and their children adequately. Furthermore, since work is based on the assumption that mothers stay home with children, facilities for day care in this country are still ‘woefully inadequate.’
	Your verdict: 

	Student D wrote:
Women today still earn less than men — so much less that many single mothers and their children live near or below the poverty line. Elaine Tyler May (1997, p.588) argues that this situation stems in part from ‘the fiction that men earn the family wage’ May further suggests that the American workplace still operates on the assumption that mothers with children stay home to care for them.
	Your verdict: 




Now compare your verdicts with the answers below: 
	Student A wrote:
Since women's wages often continue to reflect the mistaken notion that men are the main wage earners in the family, single mothers rarely make enough to support themselves and their children very well. Also, because work is still based on the assumption that mothers stay home with children, facilities for child care remain woefully inadequate in the United States. 
	Verdict: Plagiarism.
There is too much direct borrowing of sentence structure and wording. The writer changes some words, drops one phrase, and adds some new language, but the whole text closely resembles May's. There is no acknowledgment (citation) of May’s work. 
Even if May were acknowledged this is still plagiarising because the lack of quotation marks indicates that it has been put into the students' own words.

	Student B wrote:
By and large, our economy still operates on the mistaken notion that men are the main breadwinners in the family. Thus, women continue to earn lower wages than men. This means, in effect, that many single mothers cannot earn a decent living. Furthermore, adequate day care is not available in the USA because of the mistaken assumption that mothers remain at home with their children.

	Verdict: Plagiarism. 

It shows good paraphrasing of wording and sentence structure, but does not acknowledge May's original ideas. Some of May's points are common knowledge (women earn less than men, many single mothers live in poverty), but May uses this to make a specific and original point.

	Student C wrote:
As Elaine Tyler May (1997, p.588) points out, ‘women's wages often continue to reflect the fiction that men earn the family wage’. Thus many single mothers cannot support themselves and their children adequately. Furthermore, since work is based on the assumption that mothers stay home with children, facilities for day care in this country are still ‘woefully inadequate.’
	Verdict: Borderline plagiarism. 

Although the writer now cites May, this still borrows too much language.

	Student D wrote:
Women today still earn less than men — so much less that many single mothers and their children live near or below the poverty line. Elaine Tyler May (1997, p.588) argues that this situation stems in part from ‘the fiction that men earn the family wage’ May further suggests that the American workplace still operates on the assumption that mothers with children stay home to care for them.
	Verdict: No plagiarism. 

The writer makes use of the common knowledge in May's work, but acknowledges May's original conclusion and does not try to pass it off as his or her own. The quotation is properly cited, as is a later paraphrase of another of May's ideas.


(Thanks to the Effective Learning Service, Glasgow Caledonian University)
 

On Teenage Pregnancy

Part of the Netherlands’ success in reducing the teenage birth rate is attributed to what is seen as a more open culture surrounding teenage sexuality, which allows schools and parents to talk about issues without embarrassment.  
Teenage pregnancy: whose problem?

Nursing Times

24 January 2002
Exercise: 

Either paraphrase this paragraph or quote from it, remembering to reference the source accordingly. 
Infection Control
Nurses have said for some time that the problem arose (healthcare-associated infections) because of high bed occupancy rates, low staffing levels and A&E targets, which all prevented proper infection control. The Department of Health has made various efforts in this area including launching the Matron’s Charter in 2004, which said nurses and infection control teams should be involved in drawing up cleaning contracts and could withhold payment for poor cleaning services.  
Infection Control

Nursing Times
13 December 2007

Exercise: 

Either paraphrase this paragraph or quote from it, remembering to reference the source accordingly. 

Children: Why is it necessary to communicate with children differently?
Children have not had the same life experiences as adults and therefore, when faced with health needs, understand the world and what is happening to them differently. 

Key Questions – Children’s Health

Nursing Times, 24 October 2008
Exercise: 

Either paraphrase this paragraph or quote from it, remembering to reference the source accordingly. 

Mental Health: What is meant by dual diagnosis?
There is no common understanding about what is meat by dual diagnosis. To answer this question it will be defined as the co-existence of mental health and substance misuse problems.
Dual diagnosis can suggest that there are only two problems. In fact many people have multiple needs. These might include one or more medical problems and a range of social issues such as housing, income, employment and social isolation.

The term dual diagnosis does not specify the disorders and so could potentially apply to a person with any two conditions, for example a learning disability and a mental health problem

Key Questions – Mental Health
Nursing Times, 16 November 2007

Exercise: 

Either paraphrase this paragraph or quote from it, remembering to reference the source accordingly.  (You can use all or part of the text)
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