Received: 4 October 2021 Revised: 4 April 2022 Accepted: 17 April 2022
DOI: 10.1002/hsr2.631

ORIGINAL RESEARCH Health Science Reports — WILEY

Speaking up or remaining silent about patient safety concerns
in rehabilitation: A cross-sectional survey to assess staff
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healthcare workers' perception of organizational climate in rehabilitation clinics.

survey instrument (Speaking Up About Patient Safety Questionnaire [SUPS-Q]) was
adapted for this purpose. The instrument includes items on self-reported speak-up-
related behavior (perceived safety concerns, withholding voice, and speaking up),
anticipated speak-up behavior, barriers to speaking up, and speak-up-related climate
measures (psychological safety, encouraging environment, and resignation). Data
analysis included descriptive statistics, one-way analysis of variance for differences
between groups, multiple regression, and measures for validity and reliability of the
scales.

Results: Four hundred seventy-one individuals participated in the survey (response
rate of 32%). In the 4 weeks preceding the survey, 81% of respondents had specific
concerns about patient safety, 83% performed speak up and 41% remained silent in
one or more instances. Expected differences between professional groups were
confirmed, but surprisingly, we found no effect of hierarchical level on speaking up
behavior and perception of the speak-up climate. Factors that most frequently
prevented healthcare workers from speaking up were ineffectiveness (38%),
presence of patients (26%), and unpredictability of the actor's reaction (25%). The
psychometric evaluation of the adapted SUPS-Q showed acceptable results for
validity and reliability.

Conclusions: Healthcare workers in rehabilitation clinics frequently perceive safety
concerns. The study underlines the importance of promoting a culture of safety and
speaking up. The short survey instrument SUPS-Q can be used by rehabilitation
clinics to initiate discussions related to facilitators and barriers to speaking up and to

identify areas for improvement within the organization.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium,
provided the original work is properly cited.
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1 | INTRODUCTION

In clinical care, healthcare workers (HCWs) often encounter situa-
tions, which raise concerns about patient safety or require clarifica-
tion.? In these situations, open communication is crucial to prevent
errors from reaching the patient and causing harm.>> The act of
assertively voicing concerns, asking a question, or stating an opinion
when one becomes aware of a hazardous clinical situation has been
defined as “speaking up.”**’ In addition to avoiding adverse events,
speaking up in critical situations can prevent colleagues from making
mistakes with potentially serious emotional consequences.® Address-
ing safety concerns can also launch individual and organizational
learning processes that help ensure that future patients and HCWs
are not exposed to the same risks.”

Despite a strong motivation to protect patients from harm, many
HCWs have encountered situations in which they found it challenging to
speak up or where they even decided to withhold their concerns despite
the potential risks.>'*'* Different factors influence the decision to speak
up or remain silent. Personality traits, educational background, and
previous experiences of speaking up and its consequences factor in, as do
organizational factors such as hierarchical structures and visible
organizational and leadership support. The decision to speak up is also
influenced by contextual factors such as clarity or ambiguity of the clinical
situation and the perceived severity of harm to the patient.® While raising
safety concerns is usually associated with positive outcomes (i.e.,
preventing physical harm to patients), speaking up can also come with
costs to the individual (e.g., negative response from others) and is thus
antecedent by a personal trade-off between presumed benefits and
potential risks.”**

Effective team communication is crucial for the safe provision
of rehabilitation care. A review of interprofessional team
communication in rehabilitation found that teams with strong
communication demonstrated shared values and mutual trust and
respect, which includes the ability to openly express opinions
during clinical discussions.? It is, therefore, reasonable to assume
that patient safety in rehabilitation clinics can be enhanced by
encouraging and promoting speaking up in care teams. To our
knowledge, however, speaking up has not yet been the subject of
research in this healthcare setting.

The “Speaking Up About Patient Safety Questionnaire” (SUPS-Q)
is a short survey instrument developed for acute care hospitals. It
allows organizations to assess staff behaviors, experiences, and
perceptions related to speaking up.'® With this study, we aimed to
adapt and pilot the SUPS-Q in rehabilitation clinics, to gain insights as
to how often HCWs perceive safety concerns, how often they chose
to speak up or remain silent, and how they perceive organizational

climate relevant for speaking up in their organization.

2 | METHODS

The SUPS-Q has been validated for use in acute care hospitals.*® To make
it accessible to other healthcare settings, we conducted two studies with
identical designs to adapt the instrument for inpatient rehabilitation and
psychiatric hospitals. In this present paper, we report results for the
adaptation of inpatient rehabilitation clinics. Results for the adaptation of

psychiatric hospitals have recently been reported.™*

2.1 | Survey instrument

In the first section of the SUPQ-Q, three scales with a total of 11 items
assess respondents' self-reported perceived safety concerns and fre-
quency of withholding voice and speaking up. All items are rated on a 5-
point scale from “never” (O times in the past 4 weeks) to “very often” (>10
times in the past 4 weeks). Higher frequencies of past behaviors result in
higher mean scale values. The second section includes one multiple-
choice item covering six predefined barriers to speaking up. The third
section surveys respondents' perception of speak-up-related climate at
their workplace. The 11 items are organized into three subscales
addressing psychological safety (five items), encouraging environment
(three items), and resignation (three items). All items are rated on a 7-point
Likert scale, where the margins were labeled “strongly disagree” and
“strongly agree.” Higher mean scale values indicate higher levels of
perceived psychological safety, higher levels of perceiving an encouraging
work environment, and higher levels of resignation towards speaking up.
Lastly, the questionnaire includes a vignette to assess the respondents’
anticipated behavior. After reading a hypothetical situation, respondents
are asked to rate the realism of the situation, the expected risk for patient
harm, their own likelihood to speak up, and their discomfort with
speaking up in such a situation on a 7-point response scale.

Fourteen health professionals with various backgrounds were invited
to join a working group to discuss the necessary changes to make the
SUPS-Q applicable to rehabilitation clinics. The group suggested some
changes to the wording of questions and response items to make them
more comprehensible for rehabilitation staff. However, no items from the
original questionnaire were removed or altered in content and no new
items were added. There were some controversies over the vignette.
While some group members judged the situation described in the
standard SUPS-Q version (a missed hand hygiene before wound
inspection during daily rounds) to be realistic, others suggested that a
missed hand hygiene situation related to a patient placed in isolation
would more adequately depict safety concerns in their area of work. As
no consensus could be reached, it was decided to test both options (see
Table 4 for wording). Participants randomly received a questionnaire with

either vignette 1 or 2.
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2.2 | Study population and procedures

The online survey was administered in five rehabilitation clinics in
Switzerland (convenience sample) in October-November 2018. Partici-
pating clinics ranged in size from 34 beds to 250 beds. All clinics provided
inpatient services after hospital discharge. Al HCWs with direct patient
contact were invited to participate in the survey. Local study coordinators
at each site were responsible for identifying eligible staff members and
sending an e-mail invitation with the link to the anonymous online
questionnaire. HCWSs could choose not to participate and survey
completion was considered informed consent. Participants were informed
that the results of the survey would be used for research purposes to
validate the adapted version of the SUPS-Q and that they would be
notified about the results for their respective clinics. The online survey
could be accessed for 4 weeks, one or two reminders were sent at

each site.

2.3 | Data analysis

For all items, scales, and subscales, descriptive statistics were
calculated. Missing values were excluded pairwise. To measure
internal consistency, Cronbach's a was calculated for the scales and
subscales. A value of >0.7 was considered to indicate acceptable
consistency. Convergent and divergent validity was assessed by
examining the correlation between items and scale scores. A
confirmatory factor analysis (CFA) using maximum likelihood
estimation methods was conducted to test the defined three-
factor structure of the speaking up climate data. Model fit was
tested using comparative fit index (CFI) (acceptable fit 0.90-0.95,
good fit 20.95), root mean square error of approximation (RMSEA)
(good fit <0.06) and standardized root mean squared error (SRMR)
(good fit <0.08).">"'” One-way analysis of variance was used to
determine differences in mean scores between professional groups
(nurses, physicians, therapists) and levels of hierarchy (high/low).
Respondents' managerial function (yes/no) was used to determine
the level of hierarchy. We expected climate scores to be higher for
physicians and staff with managerial function, as compared to
nurses and staff without managerial function, respectively.’® In
addition, we hypothesized that staff members frequently caring for
patients requiring acute medical care (e.g. wound care, high-risk
medication) had higher levels of safety concerns and withholding voice
than their colleagues. Necessity to speak up is often perceived in
situations where norms or standards are violated." It seems likely that
with the increased provision of acute medical care in rehabilitation clinics,
the number of rules and standards related to high-risk care increase, and
concerns for safety gain relevance. Lastly, we used multiple regression to
analyze the relationship between anticipated likelihood to speak up and
perceived risk of harm, hierarchical level, and professional group.*® 2° For
all analyses, p <0.05 was considered statistically significant. All analyses
were performed with Stata 14.1.

Open Access

3 | RESULTS

Of the 1494 eligible HCWs, 471 (32%) participated in the survey
(range between facilities: 26%—49%). Table 1 summarizes the
characteristics of the study sample.

TABLE 1 Details of the study sample (n =471).
n %
Facility A (34 beds) 72 15
B (96 beds) 94 20
C (250 beds) 103 22
D (244 beds) 123 26
E (170 beds) 79 17
Gender Female 369 78
Male 79 17
Missing 23 5
Age (years), mean (SD) 39.8 (12.0)
Missing 85 18.0
Profession Nurse 199 42
Physician 24 5
Therapist® 134 28
Other 76 16
Missing 38 8
In education Yes 32 7
No 427 91
Missing 12 3
Hierarchical level High 115 24
Low 322 68
Missing 12 7
Weekly work hours in patient <10 52 11
care () 10-24 117 25
25-39 162 34
>40 110 23
Missing 30 6
Years working in hospital, 7.2 (6.8)
e (521 Missing 95 20

Frequency of care for patients Rarely or never 150 32

requiring acute medical care
q & Frequently or 300 64

sometimes

Missing 21 4

®The category “therapist” includes: physical therapist, occupational
therapist, other medical-therapeutic staff, therapy expert.
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3.1 | Psychometric evaluation of survey instrument
For the behavior-related items, Cronbach's a indicated good internal
consistency for all three scales (Table 2). All items had a correlation
coefficient with the score of their own scale greater than 0.6 and a
correlation coefficient with the score of their own scale greater than
with other scales. In regard to the climate-related scale, all but two of
the 11 items had a correlation coefficient with the score of their own
subscale greater than 0.4 and a correlation coefficient with the score
of their own subscale greater than with other subscales. Cronbach's a
shows good internal consistency of the total climate scale and
moderate to good internal consistency for the three subscales. Factor
loadings were high (>0.6) for seven items and moderate (>0.4) for
four items. Results of the confirmatory factor analysis revealed mixed
results. The CFl showed good fit (0.95), the RMSEA unsatisfactory fit
(0.079), and the SRMR good fit (0.048).

3.2 | Speak-up behavior

In the 4 weeks preceding the survey, 81% of respondents had
perceived specific concerns about patient safety in one or more
instances. During the same time span, most participants (83%) had
voiced their concerns at least once. Yet, many also stated that there
had been at least one or more instances where they had decided not
to bring up concerns (41%), keep important information (23%), or not
address rule violations (40%) (Table 2). Comparing mean scale sores,
there were no significant differences in the frequency of perceiving
concerns between physicians, nurses, and therapists (mean,,.s 2.3,
meanpnys 1.9, meanger 2.2; p=0.06). Nurses and therapists had
higher mean scale scores for withholding voice than physicians
(meanpyes 1.6, meanpnys 1.1, meanyer 1.6; p = 0.003). Among the three
professional groups, nurses had the highest mean scale scores for
speaking up (meanpys 2.5, meanynys 1.9, meanger 2.2; p < 0.001).
Contrary to expectations, we found no differences in mean scale
scores for perceiving concerns (mean 2.2 vs. 2.1, p = 0.33), withhold-
ing voice (mean 1.4 vs. 1.5, p=0.15) and speaking up (mean 2.3 vs.
2.2, p=0.35) for staff of higher and lower levels of hierarchy.
Respondents who frequently provide acute medical care had
significantly higher mean scale scores for perceiving concerns (mean
2.3 vs. 1.8, p < 0.001), withholding voice (mean 1.6 vs. 1.3, p < 0.001),
and speaking up (mean 2.5 vs. 1.8, p < 0.001) as compared to those

rarely caring for patients requiring acute medical care.

3.3 | Speak-up climate

Total climate scores were significantly lower for nurses and therapists
compared to physicians (Table 3). In particular, their scores were less
positive for items assessing resignation towards speaking up. Climate
ratings between hierarchical levels did not significantly differ for any
individual item (data not shown), nor for the total climate score (mean

4.9 vs. 4.9, p = 0.76). For staff frequently caring for patients requiring

acute medical care, climate scores were significantly lower for 6 out
of 11 items (data not shown) and for the total climate score (mean 4.8

vs. 5.2, p < 0.001), as compared to their colleagues.

3.4 | Barriers to speaking up

The most frequently reported barrier to speaking up was
ineffectiveness (38%), followed by the presence of patients (26%)
and the unpredictable reaction of the person causing concerns (25%).
The assessment of the barriers differed in part between professional
groups (Figure 1). Ineffectiveness was reported more frequently as an
important barrier by both nurses and therapists as compared to
physicians (p =0.006), as was the unpredictable reaction of the
person causing concerns (p = 0.01). For therapists, the unclear risk in
a situation represented more often a barrier than for nurses and

physicians (p = 0.01).

3.5 | Anticipated behavior

Two hundred thirty-one (49%) participants responded to vignette 1
and 240 (51%) responded to vignette 2. In both vignettes, scores for
the anticipated likelihood of speaking up in the given situation
differed significantly between professional groups and hierarchical
levels (Table 4). For vignette 1, regression analysis showed that
professional group, higher hierarchical status, and perceiving a high
potential for harm in the situation were positively associated with the
self-reported likelihood to speak up (physicians compared to nurses:
unstandardized coefficient 0.40, p =0.57/therapists compared to
nurses: unstandardized coefficient -1.05, p = 0.001, hierarchical level:
unstandardized coefficient 0.85, p = 0.02, perceived risk of harm for
the patient: unstandardized coefficient 0.24, p = 0.03). Similarly, for
vignette 2, professional group (physicians compared to nurses:
unstandardized coefficient 1.16, p =0.03/therapists compared to
nurses: unstandardized coefficient -0.59, p = 0.047), higher hierar-
chical status (unstandardized coefficient 0.64, p =0.048) and per-
ceiving a high risk of harm for the patient (unstandardized coefficient
0.36, p=0.003) were positively associated with the self-reported
likelihood to speak up.

4 | DISCUSSION

In this study, we used an adapted version of the SUPS-Q to assess
staff perceptions and experiences with speaking up in rehabilitation
clinics. We found that HCWs in rehabilitation clinics frequently
observe errors or are concerned about incidents that threaten patient
safety in their clinical practice. This indicates that there is a high
potential for avoiding adverse events if HCWs are encouraged and
feel free to speak up when noticing errors, unsafe behaviors, or
violations of safety rules. Encouragingly, a majority of HCWs had
already performed speak up when needed to prevent safety
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FIGURE 1 Relative frequencies of self-reported barriers to
speaking up, by professional group.

incidents. However, many participants also reported having remained
silent in situations that might have warranted voicing concerns. The
main barriers to speaking up were ineffectiveness, that is, expecting
no productive response even after voicing concerns, the presence of
patients, and an unpredictable reaction of parties involved. In our
study, respondents provided moderate to high scores on items
assessing the speak-up climate in their organization. Participants
indicated feeling comfortable voicing concerns without having to fear
inappropriate reactions from colleagues and supervisors. However,
they did not perceive strong encouragement from their environment
to speak up and sometimes experience resignation when nothing
changes after having voiced concerns.

Expected differences between professional groups were con-
firmed. Nurses speak up more frequently, but they also decide to
remain silent more often than physicians. Qualitative studies suggest
that nurses may be hesitant to speak up due to perceived lack of
support, instances of being ignored, and experiences of being
disrespected.’’ The feeling of resignation can foster withholding
voice. This is reflected in our results where ineffectiveness was the
main barrier reported by nurses and therapists. Compared to acute
care, rehabilitation care is characterized by greater involvement of
therapeutical staff such as physical or occupational therapists. In our
survey, we found that response patterns from therapists were
comparable to those of nurses, that is, they speak up, but also
withhold their voice frequently. Therapists oftentimes face clinical
situations that require an intervention to prevent potential harm but
may be insecure about the risk of harm or wary that their concerns
may not be heard. By training and supporting them to effectively
communicate within the care team, their role as important agents for
patient safety can be acknowledged and fostered.

Surprisingly, we found no effect of hierarchical level on speaking
up behavior and perception of speak-up climate in our sample.

Previous studies in the hospital setting have concluded that status
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TABLE 4 Mean vignette ratings by subgroups.

Vignette ratings,” mean (SD)

Discomfort
Situation is  Perceived Likelihood with
realistic risk of harm to speak up speaking up

Vignette 1 (n=231)

You are on a daily round as part of an interdisciplinary team (physicians, nurses,
therapists). The senior physician greets a patient with a handshake. He wants
to examine the patients' wounds. However, the senior physician does not use
gloves and he did not disinfect his hands again.

Total 3.7 (2.1) 5.3(1.5) 4.3 (2.0) 4.0 (2.1)
Professional <0.001 0.002 0.003 0.005
group, p°
Nurses 4.4 (1.9) 5.3(1.4) 4.6 (2.1) 4.0 (2.2)
Physicians 2.3 (2) 3.5(1.7) 5.0 (2.2) 2.5(1.8)
Therapists 3.4 (1.8) 5.4 (1.3) 3.6 (1.7) 4.6 (1.7)
Hierarchical 0.65 0.54 0.004 0.001
level, p°
Low 3.7 (2.0) 5.3(1.4) 4.1 (2.0) 4.2 (2.1)
High 3.8 (2.3) 5.1(1.8) 5.0 (2.0) 3.2 (2.0)
Acute medical <0.001 0.66 0.99 0.23
care, p°
Rarely 3.1 (2.0) 5.2 (1.5) 43(2.1) 3.8 (2.0
Frequently 4.1 (2.0) 5.3 (1.5) 4.3 (2.0) 4.1 (2.1)

Vignette 2 (n = 240)

You are on a daily round as part of an interdisciplinary team (doctors, nurses,
therapists) with a patient who had been placed in isolation due to a Norovirus
infection. The senior physician greets the patient with a handshake. He does
not wear gloves. When entering the next patient's room, you notice that the
senior physician did not disinfect his hands again.

Total 3.5 (2.0 6.1 (1.3) 5.3 (2.0 3.5(2.2)
Professional 0.01 0.38 0.01 <0.001
group, p”
Nurses 4.0 (2.0) 6.1(1.2) 5.5(1.9) 34(2.2)
Physicians 2.9 (2.1) 5.8(1.2) 6.7 (0.7) 1.9 (1.4)
Therapists 3.2 (1.9) 6.2 (1.1) 5.0 (2.0) 4.1 (1.9)
Hierarchical 0.13 0.70 0.008 0.005
level, p”
Low 3.4 (2.0 6.0 (1.3) 51(2.1) 3.7 (2.1)
High 3.8(2.1) 6.1(1.2) 59 (1.7) 2.7 (2.1)
Acute medical 0.07 0.60 0.81 0.27
care, p°
Rarely 3.1 (2.0 6.0 (1.5) 53(2.1) 3.2(2.2)
Frequently 3.7 (2.1) 6.1(1.2) 5.3 (2.0 3.6 (2.2)

2All ratings were measured on a 7-point scale. Higher mean values
indicate higher levels of realism of the situation, perceived risk of harm,
anticipated likelihood to speak up, and discomfort with speaking up.
POne way analysis of variance for differences in mean ratings between
respondents of different professional groups and hierarchical levels.
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asymmetry greatly affects speaking up behavior and perception of
safety climate,?>?? but these dynamics were not predominant in our
sample. This may result from bias due to self-selection of participants
less susceptible to power dynamics. Greater proximity of leaders to
clinical work, moderate-sized teams, and stronger social skills among
leaders in rehabilitation care may also help to explain our findings.
More research is needed to understand how authority gradients
affect speak-up behavior in rehabilitation care as compared to acute
care hospitals.

Finally, we found that HCWs frequently caring for patients
requiring acute medical care had higher frequencies of safety
concerns, speaking up and withholding voice, and less positive
climate scores than their colleagues. This supports our hypothesis
that speaking up is of high—and probably growing—relevance for
HCWs in rehabilitation clinics. A study in Australia found that
between 2007 and 2016, patients admitted to inpatient rehabilitation
became more complex and dependent.’® The increased provision of
acute medical care has implications for the delivery of rehabilitation
services and the skills required of HCWs to provide these services.
There is little evidence that rehabilitation clinics in Switzerland have
seen similar changes in patient population, however, there are some
reports suggesting that patients are discharged from acute to post-
acute care sooner and are admitted to rehabilitation clinics with an
increased need for acute medical care. Statistical data shows that
during the years 2000 and 2017, length of stay of elderly patients has
decreased by 3.1 days in acute hospitals and by (additional) 3.2 days
in rehabilitation clinics in Switzerland, indicating a trend toward
“quicker and sicker” transfers.”*?> It is conceivable that these
changes have substantial implications for patient safety and should
be examined in future studies to identify potential threats, as well as
appropriate measures to address patient safety risks in rehabilitation.

An adapted version of the SUPS-Q was piloted in this study. The
advantages of this short instrument are that it can be self-
administered by rehabilitation clinics to evaluate speak-up behavior
and climate in their organization or to monitor changes over time.
Clinics can use the survey results to identify areas for improvement
and emphasize their commitment to an encouraging speak-up
environment. The disadvantages of the instrument are that it relies
on self-reported data and that it cannot capture the complexity of the
individual decision-making processes that characterize this act of
communication. The psychometric evaluation of the adapted SUPS-Q
showed acceptable results for validity and reliability. The results
confirmed expected differences in scores between professional
groups, but, surprisingly, not for hierarchical groups. Convergent
and divergent analyses showed high correlations between items and
subscale scores. All scales showed good internal consistency. The
three-factor structure of the speaking up climate data was
moderately supported by the CFA. From these initial results, several
issues for further improvement of the instrument emerge. Items
could be reworded or replaced, and new items could be added to
increase the internal reliability of scales. The factor structure of the
climate scale could be revised based on exploratory factor analysis to

potentially better fit the data from the rehabilitation setting. While all

these options are straightforward and would probably lead to a more
specific instrument for the rehabilitation setting, it would come at the
cost of losing comparability with other settings. Our main intention
with the adaption of the survey instrument was to provide a measure
applicable to different settings to allow for system-wide studies and
inspection of similarities and differences. With this trade-off in mind,
we make two recommendations for future study and application. The
instrument could be applied under stringent and strict design
considerations in a sample of staff from various settings, for example,
paying attention to selection and nonresponse bias. Results would
confirm or rebut whether the instrument indeed performs poorer in
nonacute settings and whether any adaptions could be made to
account for this while retaining the generic character of the
measures. Until this clarity has been reached, results could be
analyzed on the single item level or the total climate scale rather than
its subscales to avoid problems associated with scale reliabilities and
factor structure. Results for the two vignettes tested for the adapted
SUPS-Q differed primarily in the level of the perceived risk of harm.
However, for both vignettes, regression analysis confirmed the
hypothesized associations between anticipated likelihood to speak up

18.19.26 \ve found that

and risk of harm. In line with previous studies,
the personal perception of harm for the patient and the respondent's
hierarchical status are strong predictors of the likelihood to speak up.
Both vignettes are thus suitable to survey anticipated speak-up
behaviors and we cannot provide a conclusive recommendation for
either scenario. Users of the adapted SUPS-Q are encouraged to
include the vignette that better represents a typical situation
triggering safety concerns in their clinical context. Again, comparabil-
ity with other settings may be an important criterion for this decision.

5 | LIMITATIONS

The study has some limitations. The response rates ranged from low
(26%) to good (47%) between the clinics. We cannot exclude
selection bias in this study. Staff members' willingness to participate
in the survey may have been affected by past positive or negative
experiences of speaking up. As there was no data about nonrespon-
dents available, we could not assess the representativeness of the
study sample. We relied on self-reported measures to examine the
extent of speak-up behavior among HCWs, making our results
susceptible to response and recall bias. Single experiences of patient
safety incidents may be overrepresented in individuals' memory,
which could result in higher frequencies of reported behaviors.
However, due to its spontaneous nature, it is difficult to objectively
measure speak-up behavior in practice. More importantly, withhold-
ing voice is a “nonbehaviour” not easily accessible to observation.
New methodologies, such as analyzing verbatim transcripts of speak-
up interactions or designing simulation experiments have been
proposed to overcome some of the methodological limitations of
self-reported data.”?’

Finally, the results of the regression analysis may be subject to
common methods bias (CMB) as both predictor and outcome
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variables were obtained within the same survey.?® We asked for only
a few personal data and ensured participants their anonymity at
various instances (invitation, start of the survey, etc.) to minimize
social desirability bias as one source of CMB. Other recommended
procedural remedies, for example, separating predictor and outcome
variable measurements by a time lag, seem not appropriate in a
vignette study design in which outcome and predictor ratings need to
be organized closely around the vignette. The relevance of CMB has
been questioned recently and ex post statistical control of CMB, such
as marker variable approaches, have not been recommended for

general application.?”°

6 | CONCLUSIONS

Using a previously validated short survey instrument adapted to the
rehabilitation setting, we were able to demonstrate the importance of
promoting a culture of safety and speaking up. We found that safety
concerns occur frequently, but HCWs may be hesitant to voice their
concerns in specific situations or are tired of not being heard. The
increasing provision of acute medical care in rehabilitation clinics could
accentuate the importance of speaking up to avoid rule violations and
adverse events related to high-risk care. The adapted survey instrument
can be a useful tool for rehabilitation clinics to initiate discussions related
to facilitators and barriers to speaking up and to identify areas for
improvement within the organization. Future studies should focus on
understanding the nature of safety concerns, the dynamics between
professional and hierarchical groups, as well as cultural and contextual
factors influencing decisions to speak up in rehabilitation clinics.
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