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Speaking Up About Patient Safety Questionnaire:
Turkish Adaptation, Validity and Reliability Study
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ABSTRACT

Aim: This study aims to adapt the Speaking Up About Patient Safety Questionnaire into Turkish and conduct a validity and reliability study.
Material and Methods: This study, which has a methodological design, was conducted from March to April 2022 with 333 healthcare professionals
working in a university hospital in Ankara. Demographic Data Form and the Speaking Up About Patient Safety Questionnaire were used to collect
data. Language, content, construct validity, and reliability coefficients were applied for data analysis.

Results: The content validity rate and total content validity index for all sub-dimensions of the Turkish Speaking Up About Patient Safety
Questionnaire were calculated as 1.00. The Kaiser-Meyer-Olkin value was good enough for both subscales (0,834 and 0,881, respectively).
Bartlett’s test of sphericity was significant. All factor loadings were above 0.3. The total variance explained was found to be 77. 856% for the Speak
Up—Related Behavior Scale, and 76,009% for the Speak Up Related Climate Scale. Cronbach’s alpha (a) values for all sub-scales ranged from 0.77
to 0.92. Test-retest reliability results (r=0.987 and r=0.991) were statistically significant (p<0.05). Based on the statistical analysis, none of the
items were removed from the questionnaire.

Conclusion: Turkish Speaking Up About Patient Safety Questionnaire adapted into Turkish, is a valid and reliable tool for measuring speak-up-
related behaviors in the context of health services.

Implication for nursing practice/management or policy: By using the scale, speak up-related behaviors of healthcare
professionals toward patient safety and the factors that affect the speak up-related climate can be determined and plans can be made to increase
patient safety.

Keywords: Healthcare, Malpractice, Nurse, Patient safety, Speak up

1 MSc, RN, Gazi University Faculty Of Medicine Training And Research Hospital Ankara, Tirkiye, E-mail: girgin7.seda@gmail.com, Tel: +905446914860, ORCID: 0000-
0002-9658-9088

2 Assoc. Prof., Mudanya University Faculty of Health Sciences Department of Nursing, Bursa, Turkiye, E-mail: senay.kilikcier@mudanya.edu.tr, Tel: : +90(224) 224 20
22, ORCID: 0000-0001-9220-5959

3 Professor, Hacettepe University, Faculty of Nursing, Department of Fundamentals of Nursing, Ankara, Tirkiye, E-mail: leylad@hacettepe.edu.tr, Tel: +90(312) 305
1580, ORCID: 0000-0001-7075-5343

Received: 17 August 2024, Accepted: 03 March 2025

Citation: Girgin Tezcan, S., Sarmasoglu Kilikgier, S., Ding, L. (2025). Speaking Up About Patient Safety Questionnaire:Turkish Adaptation, Validity and Reliability Study.
Global Nursing Insights, 12(2), 122-131.

Global Nursing Insights



123
Global Nurs. Insights 2025,12(2), 122-131

INTRODUCTION

Healthcare has a high-risk and complex structure (Ozer, Santas, Giin & Sentiirk, 2019). The primary goal of healthcare
professionals is to ensure patient safety by preventing errors during the care and treatment of patients (Friedman, 2020; Oksay,
Kiling & Sayhan, 2019). Open communication among the healthcare team can reduce risks and possible errors that may threaten
patient safety (Gaston, Short, Ralyea & Casterline, 2016; Korkmaz, 2018). However, there may be problems establishing open and
direct communication among healthcare professionals (Schwappach & Gehring, 2014a; Umoren et al., 2022). One of the
communication problems that healthcare professionals may experience is that when they encounter a situation that threatens
patient safety, they do not share it with other team members or express their thoughts verbally (Martinez et al., 2015; Okuyama,
Wagner & Bijnen, 2014).

Speaking up is “the verbal expression of ideas, information, and thoughts” (Schwappach & Niederhauser, 2019). In health services,
speaking up stands out as a crucial element for health professionals to effectively communicate in situations that cause concern
about patient safety. When health professionals have important information and ideas about patient safety, they often choose to
speak up or remain silent about it (Robbins & McAlearney, 2016; Niederhauser & Schwappach, 2022; Schwappach & Gehring,
2014b; Richard, Pfeiffer & Schwappach, 2021). Remaining silent in cases of medical errors (wrong diagnosis, wrong treatment),
violation of rules and failure to comply with standard protocols may threaten patient safety (Niederhauser & Schwappach, 2022).
Therefore, speaking up for patient safety concerns is increasingly acknowledged as a critical action to reduce risks (Szymczak,
2016).

The decisions of healthcare professionals to speak up or remain silent are affected by various variables (Richard et al., 2021;
Szymczak, 2016; Mawuena & Mannion, 2022; Etchegaray et al., 2020). These factors can be classified as personal, environmental,
and institutional, and affective characteristics; it is complicated to concretize (Okuyama et al., 2014; Etchegaray et al., 2020). On
the other hand, speaking up about patient safety has more abstract cognitive, social, psychological, and affective characteristics;
it is complicated to concretise and reveal through behavioral indicators (Nacioglu, 2016; Brennan & Davidson, 2019; Gray et al.,
2022). For example, when a healthcare professional fails to follow hand hygiene protocols, a team member who speaks up can
provide direct and real-time feedback to prevent infections (Etchegaray et al., 2020; Schwappach et al., 2018). However,
healthcare professionals often choose not to speak out due to various factors, including professional hierarchy, fear of negative
feedback, retaliation, and the presence of patients or relatives (Etchegaray et al., 2020; Nacioglu, 2016). For this reason, speaking
up for patient safety requires not only personal skills but also a supportive organizational climate that encourages healthcare
professionals to report safety concerns (Ahn & Kim, 2024). This situation justifies the efforts to measure speaking up effectively.

Ensuring patient safety and patient advocacy are universal responsibilities of healthcare professionals (Agency for Healthcare
Research and Quality [AHRQ], 2019). Healthcare professionals need to communicate and collaborate effectively to improve
patient safety and the quality of healthcare (Jones & Johnstone, 2019; Morrow et al., 2016; Westat et al., 2018). Therefore, it is
necessary to examine the behaviors of speaking up or remaining silent in situations related to patient safety.

A measurement tool is needed to systematically evaluate staff behaviors, experiences, and perceptions of speaking up in
healthcare organizations (Morrow, Gustavson & Jones, 2016). Similarly, Gencer (2020) stated that there is a need for an
independent measurement tool to measure speaking up in Turkey (Genger, 2020). When the literature on the subject was
reviewed, only one measurement tool focused on the health professionals’ speaking up about patient safety was found. The
Speaking Up About Patient Safety Questionnaire (SUPS-Q) was developed by Richard et al. (2021) in Switzerland to systematically
assess the frequency of physicians’ and nurses’ speaking up behaviors, the environment affecting speaking up, and its relation to
patient safety (Richard et al., 2021). The SUPS-Q systematically assesses the crucial aspects of speaking up about patient safety in
healthcare settings. In addition, the developers of this tool stated that adapting the tool to different languages and countries is
valuable in contributing to patient safety in an international dimension by providing the opportunity for cross-country evaluations
(Richard et al., 2021).

Aim

This study aimed to adapt the SUPS-Q, originally in German and developed by Richard et al., into Turkish and conduct a validity
and reliability study. This research sought an answer to the following question:

Is the Turkish version of the SUPS-Q a valid and reliable tool for measuring the voice behaviors of healthcare professionals?

MATERIAL and METHODS

Study Design

This study was conducted using a methodological design.

Study Sample

The research was conducted in a university hospital in Ankara with a bed capacity of 1.028 (960 active) and employed 857
physicians and 942 nurses. Physicians and nurses who had been actively working in the hospital for at least six months and who
voluntarily agreed to participate were included using convenience sampling. In the questionnaire adaptation studies, because it
was recommended to have 5-10 participants for each item in the questionnaire was recommended (Richard et al., 2021) and data
loss about 10% was anticipated during data collection, the minimum size was determined as 340. The study was completed with
333 voluntary participants (163 physicians and 170 nurses).
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Data Collection Tools

Demographic Data Form and the SUPS-Q were used for data collection.

Demographic Data Form: The SUPS-Q developers recommended using a Demographic Data Form to collect the participants'
introductory data. The form was reorganized by the researchers, literal to the original and according to the population
(professional title, a unit of work, etc., by adapting to the country’s requirements). The subsequent Demographic Data Form
consists of seven questions (for example, age, gender and weekly working hours that include patient care).

The Speaking Up About Patient Safety Questionnaire: The SUPS-Q, originally in German, was developed in Switzerland by Richard
et al. at the Swiss Patient Safety Foundation (Richard et al., 2021). The SUPS-Q consists of two scales [(the Speak Up-Related
Behavior scale (SURB-S) and Speak Up-Related Climate scale (SURC-S)] and two sections [Barriers Toward Speak Up section
(Barriers)] and [Hypothetical Situation section (Vignette)]. The SURC-S in the SUPS-Q includes three sub-dimensions consisting of
11 items in total. The SURC-S is a seven-point Likert-type scale. The SURB-S has three sub-dimensions, consisting of 11 items in
total. The SURB-S is a five-point Likert-type scale (Richard et al., 2021) (Figure 1). The Barriers section consists of six potential
barriers to speaking up. The Vignettes (VIG) section includes a potential situation that may occur during a patient visit (Richard et
al., 2021). It contains four items with seven options.

SUB SCALES SECTIONS

Speak Up -Related

Behavior Scale (SURB-S) Barriers
Sub Dimensions Speaking up
Perceived Concerns- 3 barriers

items (PC)

Withholding Voice (WV)- 4
items

(1 item assessing 6
barriers to
speaking up)

(" Speak Up-Related Climate "\

Scale (SURC-S) .
Vignette
Sub Dimensions .
A vignette
Psychological Safety (PSS)- L i
1 5 items (1 simulated
behavior with 4
Encouraging Environment items)
(EE)- 4 items

\Resignation (RE)- 3 items

Figure 1: Structure of SUBS-Q

SUPS-Q’s scores evaluation is evaluated separately for all subscales (SURB-S-SURC-S) and subdimensions. The total score that can
be obtained from SURC-S is 77. Increasing scores SURC-S indicate that the levels of psychological safety, encouraging environment,
and resignation increase. The total score that can be obtained from SURB-S is 55. Increasing scores of SURB-S indicate that the
levels of perceived concerns, withholding voice, and speak up increase separately. The reliability coefficients of the subscales of
this scale are SURB-S (SU: 0.85, WV: 076, PC: 0.73) and SURC-S (RE: 0.73, PS: 0.84, EE: 0.74) respectively (Richard et al., 2021).
Procedure

The first step in adapting the SUPS-Q in Turkish and conducting a validity and reliability study was receiving permission (via e-mail)
from the developers of the original SUPS-Q. Then, the research procedure was carried out in two stages: cross-cultural adaptation
and data collection.

Cross-cultural adaptation

Within the scope of cross-cultural adaptation, translation—back translation and a Committee of Experts Review were conducted.
To translate the original SUPS-Q from German into Turkish (translation), two healthcare professionals fluent in both languages
and experienced in the subject of the study, and one linguist (sworn translator) did the first translations independently. Three
translations were compared with each other by the researcher (L.D.), who is fluent in both languages and has knowledge and
experience of the subject of the SUPS-Q. They were redacted into a single Turkish text. This SUPS-Q version was back-translated
into German by an independent sworn translator whose native language is Turkish. Finally, a faculty member specializing in
German language teaching reviewed a common form with all translations. Accordingly, necessary corrections were made to the
SUPS-Q. For the expert panel, a scoring chart with three-choice scoring (Lawshe, 1975) was created for the experts to evaluate
the items in the SUPS-Q in terms of linguistic equivalence, conformity to the Turkish language, grammatical structure, and
semantic compatibility. Six experts [intercultural communication (1), Fundamentals of nursing (2), history of medicine and ethics
(3)] were identified for the expert panel. Then, the experts’ opinions were taken, and the Turkish SUPS-Q was finalized by making
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the suggested corrections to the SUPS-Q items. To validate the SUPS-Q, the content validity ratio and content validity index were
calculated (Lawshe, 1975).

Data Collection

Data was collected from March to April 2022. The researcher, S.G.T., informed the healthcare workers about the study, and the
Demographic Data form and the SUPS-Q were applied face-to-face to 333 participants who volunteered to participate. Answering
the data-collection tools took an average of 10 minutes. Then, S.G.T. received the data-collection forms.

Data Analysis

The SPSS (Statistical Package for Social Sciences) for Windows 25.0 and AMOS software were used to analyze the study's data.
Descriptive statistics (percentage, number, min.—max., mean, and standard deviation) were used to evaluate the data.

Validity Analysis

The content validity index (CVI) was calculated for content validity. A factor analysis was conducted to evaluate the construct
validity of the Turkish form. The KMO test was applied before the factor analysis, and the Bartlett's sphericity test was used to
check whether the data came from a multivariate normal distribution. With the explanatory factor analysis, the percentage of the
total variability explained by the factors was calculated, and the total variance was determined. After determining the number of
factors with exploratory factor analysis, confirmatory factor analysis fit indices (IFI, GFI, AGFI, CFl, TLI, CMIN/Df, RMSEA) were
calculated separately for the SURB-S & SURC-S.

Reliability Analysis

For reliability, the internal consistency of the two scales and sub-dimensions in the SUPS-Q was evaluated by calculating
Cronbach’s Alpha coefficients and item analysis of item-total correlation. Pearson correlation analysis was calculated for test-
retest reliability. The test-retest results and the correlation coefficient between the two measurements were calculated to
determine the invariance of the SUPS-Q over time. The retest was conducted with 55 participants two weeks after the data
collection phase (Blyukoztiirk, 2018). Test-retest reliability results are statistically significant at p<0.05 (Blyukoztirk, 2018).
Ethical Considerations

This study was conducted following the principles of the Helsinki Declaration (Dinya Tip Birligi, 2025). Written approval was
obtained from the authors of the SUPS-Q to adapt the original SUPS-Q to Turkish. Ethics committee approval of the study was
obtained from a university's Non-Interventional Clinical Research Ethics Committee (number 19979). Written permission was
obtained from the University Administration where the study was conducted. Written informed consent was obtained from
healthcare professionals who voluntarily agreed to participate.

RESULTS

Cross-cultural Adaptation

The Turkish SUPS-Q's content validity ratio was 1.00 for all sub-dimensions, and the total content validity index of the SUPS-Q was
1.00. In line with these analysis results, it was determined that all the SUPS-Q items were necessary.

Cross-sectional and Descriptive Results

Demographic characteristics of participants

The ratio of nurses [51% (170)] and physicians [49% (163)] in the participant group of 333 volunteers was relatively similar. The
mean age of the participants was 33.99 + 7.74, and 69.7% were female. 25.5% of the participants had worked at the hospital for
6 months to 2 years, and 30.3% for 3-5 years. Most (85.6%) participants worked more than 40 hours per week in patient care.
Mean scores of the SUPS-Q

The overall mean score of the SURB-S was calculated as x=2.28; SD=0.47. The SURB-S sub-dimension mean score were calculated
as SU: x=2.83; SD=0.85 (highest score) and WV: x= 1.64; SD= 0.64 (lowest score).

The overall mean score of the SURC-S was calculated as %= 5.51; SD= 1.00. The SURC-S sub-dimensions’ mean scores were
calculated as PS : Xx= 5.62; SD= 1.07 (highest score) and EE: x=5.33; SD= 1.29 (lowest score)(Table 1).

Table 1. Mean score results of the subscales and sub-dimensions of the SUPS-Q.

SUB SCALES AND SUB-DIMENSIONS Min. Max. X SD

Speak Up- Related Behavior Scale 1.33 3.94 2.28 0.47
Speak Up 1.00 5.00 2.83 0.85
Withholding Voice 1.00 4.00 1.64 0.64
Perceived Concern 1.00 6.00 2.36 0.75
Speak Up- Related Climate Scale 1.78 7.00 5.51 1.00
Resignation 1.33 7.00 5.58 1.17
Psychological Safety 2.00 7.00 5.62 1.07
Encouraging Environment 1.67 7.00 5.33 1.29

Min: Minimum, Max: Maximum, X: Mean, SD:Standard Deviation
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Construct Validity

Table 2: The Sampling Adequacy for The Subscales and Sub-Dimensions in the SUPS-Q

126

SURB-S SuU wWv PC SURC-S PS EE RE
Su1 0.870 PS1 0.816
Ssu2 0.858 PS2 0.789
Su3 0.890 PS3 0.712
su4 0.869 PS4 0.713
wvi 0.832 PS5 0.790
wv2 0.878 EE1 0.849
wv3 0.884 EE2 0.841
wv4 0.868 EE3 0.832
PC1 0.837 RE1 0.785
PC2 0.877 RE2 0.816
PC3 0.873 RE3 0.820
Eigenvalues 3.705 3.394 1.465 Eigenvalues 6.131 1.167 1.063
Total Variance 28.471 28.059 21.326 Total Variance 30.835 23.456 21.717
Explained % Explained %
Total of Variance 77.856 Total of Variance 76.009
Kaiser-Mayer Olkin 0.834 Kaiser-Mayer Olkin 0.881
measure of sampling measure of
Adequacy sampling Adequacy
Barlett’s test of Chi-Square 2228.688 Barlett’s test of Chi-Square 2546.052
sphericity SD 55 sphericity SD 55

SURB-S: Speak Up -Related Behavior Scale, SURC-S: Speak Up-Related Climate Scale, SU: Speak Up, PS: Psychological Safety WV: Withholding, EE: Encouraging

Environment, PC: Perceived Concerns, RE: Resignation, , SD:Standard Deviation

SU: Speak Up, PS: Psychological Safety WV: Withholding, EE: Encouraging Environment, PC: Perceived Concerns, RE: Resignation

Figure 2. Multi-factor structure (path analysis) of the Speak up -Related Behaviors Scale (SURB-S) and
the Speak up-Related Climate Scale (SURC-S)

Global Nursing Insights



127
Global Nurs. Insights 2025,12(2), 122-131

Construct validity of the questionnaire was evaluated through exploratory factor analysis and confirmatory factor analysis
methods for both scales (SURB-S and SURC-S ), each of which includes a total of 11 items in 3 subscales.

KMO test results were 0.834 for the SURB-S and 0.881 for the SURC-S and were sufficient for both scales. Bartlett’s sphericity test
result was calculated as X%(55)= 2,228.688, p< 0.05 for the SURB-S and X%(55)= 2,546.052, p < 0.05 for the SURC-S. The total
variance explained was 77.856% for SURB-S and 76,009% for SURC-S. (Table 2). The eigenvalue of SURB-S was between 3.705 (SU)
and 1.765 (PC). The eigenvalue of SURC-S was between 6.131 (PS) and 1.063 (RE). The eigenvalue of all items on the scales is
above 1 (p<00.1) (Table 2). Confirmatory factor analysis results showed that the scale has an acceptable goodness of fit (Yashoglu,
2017) (Table 3). The path analysis found it to be an 11-item and three-factor structure of both the SURB-S and the SURC-S (Figure
2).

Table 3. Multilevel Confirmatory Factor Analysis fit indicates

Multilevel factor analysis fit indices SURB-S SURC-S Acceptable compliance”
CMIN/Df 1.387 1.978 0<x2/df<3
GFI 0.971 0.871 0.90<GFI
AGFI 0.954 0.786 0.90<AGFI
CFI 0.993 0.854 0.95<CFI
RMSEA 0.034 0.054 0<RMSEA<0.05
TLI 0.990 0.862 0.90<TLI
IFI 0.993 0.862 0.95<IFI

SURB-S: Speak Up -Related Behavior Scale, SURC-S: Speak Up-Related Climate Scale, (CMiN/df: chi-square/degrees of freedom), (GFI: Goodness of Fit indices), (AGFI-
Adjusted Goodness of Fit Index), (CFl: Comparative Fit Index), (RMSEA: Root Mean Square Error of Approximation), (TLI: Tucker-Lewis index), (IFI: incremental Fit
index) *(Yaslioglu, 2017)

Table 4. Factor Loading of SURB-S and SURC-S

SURB-S Factor Loading SURC-S Factor Loading
wv1 0.793 PS1 0.855
Wv2 0.856 PS2 0.932
wv3 0.878 PS3 0.850
wv4a 0.804 PS4 0.921
PC1 0.748 PS5 0.929
PC2 0.885 ES1 0.845
PC3 0.818 ES2 0.953
Ssul 0.849 ES3 0.940
Su2 0.829 RE1 0.882
Su3 0.846 RE2 0.860
sua 0.846 RE3 0.880

SURB-S: Speak Up -Related Behavior Scale, SURC-S: Speak Up-Related Climate Scale, SU: Speak Up, PS: Psychological Safety WV: Withholding, EE: Encouraging
Environment, PC: Perceived Concerns, RE: Resignation

Factor loadings were higher than 0.3 for both subscales and subdimensions. All factor loadings were found between 0.748 (PC1)
and 0.953 (EE2) (Table 4).

Reliability

The item-total correlation values for all sub-dimensions varied between 0.284 and 0.744. The Cronbach’s Alpha coefficient of the
SURB-S was 0.77. The reliability coefficients of the subscales of this scale were found at SU: 0.907, WV: 0.899, and PC: 0.856. The
SURC-S Cronbach’s alpha value was 0.919. The reliability coefficients of the SURC-S sub-dimensions with the lowest Cronbach’s
alpha value were 0.85 (RE: 0.850, PS: 0.888, EE: 0.905) (Table 5).

When the test-retest results were analyzed, it was found to be r = 0.987 for the SURB-S and r = 0.991 for the SURC-S. A high level
of correlation was obtained between the test-retest results. It was determined that there was a highly significant relationship
between the first and repeat measurements (Tavsancil, 2005) (Table 5).
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Table 5. Internal Reliability Results/ Test-retest reliability results

SCALES AND SUB DIMENSIONS Item total‘score Cronbach Alfa Test/ Re-test R - SD
correlations X
0.770 Test 2.28 0.49
SURB-S 0.987
Re-Test 2.38 0.47
su g'gi Test 2.83 0.87
0' 420 0.907 0.979
0.477 Re-Test 2.97 0.85
0.284
- 0319 - Test . 1.64 0.63
0.292 ' Re-Test '
0.315 1.67 0.64
g'ggz Test 2.36 0.85
PC ’ 0.856 0.977
0.528
Re-Test 250 0.80
Test 5.58 0.85
SURC-S 0.919 0.991
Re-Test 5.60 0.86
O'siz Test 5.58 1.03
RE 0. 0.850 0.986
0.741 Re-Test 5.59 1.02
0.661
0.623 Test 5.62 0.88
PS 0.659 0.888 0.997
0.676 Re-Test 5.71 0.88
0.677
0.721 Test 5.33 1.23
EE 0.654 0.905 0.992
0.732 Re-Test 5.50 1.25

X: Mean, SD: Standard Deviation, r: Pearson correlation coefficient,* p< 0,05
SURB-S: Speak Up -Related Behavior Scale, SURC-S: Speak Up-Related Climate Scale, SU: Speak Up, PS: Psychological Safety WV: Withholding, EE: Encouraging
Environment, PC: Perceived Concerns, RE: Resignation

DISCUSSION

When the multidimensional structure of the SUPS-Q was examined, it was observed that the climate and the behaviors of the
healthcare workers towards speaking up about patient safety concerns were examined in separate scales. Therefore, the SUPS-Q
was analyzed separately for the SURB-S and SURC-S assessments. The barriers toward Speaking Up section was not a Likert-type
scale, and the “hypothetical situation section (4 items)” was designed to examine a hypothetical event; it was not included in the
analyses (Richard et al., 2021).Content validity indicates the degree to which the content of a scale represents the structure being
measured and increases construct validity (Polit, 2015) It is recommended that the expert group selected to determine content
validity should be between 5 and 40 experts (Lawshe, 1975).

In this study, the content validity was provided as a result of the evaluation of six experts for content validity (CVI:1.00). The mean
scores of the SURC-S were similar to those in the study conducted by authors, and the mean scores in both studies were above
five points, especially for the PS sub-dimension (Richard et al.,2021) (Table 1). The results of our study were also similar, and it
was concluded that the results of the PS sub-dimension of the SURC-S were similar despite cross-cultural differences.

The adequacy of the sample for factor analysis is evaluated with the KMO and Bartlett’s sphericity test (Koyuncu & Kilig, 2019).
The KMO value above 0.60 is considered sufficient (Howard, 2016). The KMO test results (SURB-S: 0.834 and SURC-S: 0.881) were
sufficient for both scales. The statistical significance of Bartlett’s sphericity test confirmed the suitability of the scale for factor
analysis (Koyuncu & Kilig, 2019). Construct validity of the questionnaire was evaluated through exploratory factor analysis and the
confirmatory factor analysis method for both of the two scales (SURB-S and SURC-S). In exploratory factor analysis, each item with
an eigenvalue of 1 and above is accepted as a factor (Buyukozturk, 2018; Yaslhoglu, 2017). It was found suitable because all
eigenvalues were greater than 1. The lowest eigenvalue was found in the RE sub-dimension (1.063).

It is emphasized that the variance explained as a result of exploratory factor analysis should exceed 50% of the total variance, and
it is reported that this value is an important criterion in terms of content validity (Yaslioglu, 2017).
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Total explained variance values were sufficient for both subscales (SURC-S: 77.856% and SURBS: 76.009%). In the original study in
which the questionnaire was developed, the total explained variance values were calculated as SURC-S: 65% and SURBS: 60%
(Richard et al., 2021).

With confirmatory factor analysis, in the SURC-S, there was a poor fit in terms of two indices(AGFI and TLI) (Yashoglu, 2017). In
the study conducted by Niederhauser et al.(2022), in evaluating the fit indices of the SUPS-Qs’ SURC-S, the CFl value showed good
fit (0.95) and the RMSEA value showed inadequate fit (0.079) (Niederhauser & Schwappach, 2022).0ur study found CFI (0,85) and
RMSEA (0,055) values to be an acceptable fit (Yaslioglu, 2017).Because the acceptable lower limit of AGFl and TLI values is 0.80, it
was observed that the SURC-S showed a low fit in terms of the two indices. However, because this value was close to the limit
value (Table 3), it was concluded that the fit indices were generally acceptable. The structure path analysis confirmed the 11-item
and three-factor structures of both the SURB-S and the SURC-S (Figure 2). Factor loadings were higher than 0.3 and all items were
accepted. The factor analyses confirmed the construct validity of the subscales of the SUPS-Q (Table 4).

In this study, the SURC-S Cronbach’s alpha value of 0.919 was highly reliable (Tavsancil, 2005). The reliability coefficients of the
SURC-S sub-dimensions were quite high, with the lowest Cronbach’s alpha value of 0.85 (RE: 0.850, PS: 0.888, EE: 0.905) (Table
5). In the original study in which the questionnaire was developed, Cronbach's alpha values for SURB-S (SU: 0.85, WV: 0.76, PC:
0.73) and SURC-S (RE: 0.73, PS: 0.84, EE: 0.74) were found to be similar to this study (Richard et al., 2021).In our study, when the
item total score correlations of the questionnaire were examined, no item was below 0.20, which is the minimum value required
for item total correlation (Bandalos & Finney, 2018). In the study conducted by Niederhauser et al. with SUPS-Q, it was found that
the item total correlation coefficients were higher than 0.6 for all sub-dimensions of SURB-S and higher than 0.4 for all sub-
dimensions of SURC-S except for two items (Niederhauser & Schwappach, 2022).

When the item-total score correlations of the SUPS-Q were examined, similar to previous studies, there was variation between
sub-dimensions (Niederhauser & Schwappach, 2022). It was observed that the test-retest method was not used in studies in which
the SUPS-Q was developed and used. Test-retest results confirmed that repeated measurements were related to each other and
were consistent in the intervening time.

Strengths and limitations

The strengths of this study include the fact that it is the first tool that can easily and quickly measure speaking up about patient
safety. The validity and reliability of this tool have been ensured by being adapted to the Turkish. The fact that speaking up about
patient safety has become increasingly important in recent years may allow the SUPS-Q to be used in future studies.

A criterion-related validity study is not conducted because no other measurement tool measures this variable. Because the original
SUPS-Q was developed recently, its comparison with similar studies is limited. The fact that the SUPS-Q still needs to be adapted
to different languages, cultures, and countries supports the importance and necessity of this study.

Recommendations for further research

The Turkish version of SUPS-Q can be used to determine healthcare professionals' speak-up-related behaviors toward patient
safety. Adapting the SUPS-Q to Turkish and verifying its validity and reliability will enable it to be compared in different countries
and cultures. Using the SUPS-Q, speak-up-related behaviors of healthcare professionals toward patient safety and the factors that
affect the speak-up-related climate can be determined, and plans can be made to increase patient safety. Through the SUPS-Q,
healthcare professionals’ thoughts, attitudes, and behaviors when faced with situations that may threaten patient safety can be
evaluated. The systematic evaluation of speaking up will enable the identification of situations that may affect patient safety. In
this way, it guides the planning of the necessary interventions following the factors to increase speaking up and contribute to
increasing patient safety. The adaptation of standardized measurement tools for speaking up about patient safety in different
cultures and testing their validity and reliability will provide valid, comprehensive, and reliable information that is internationally
comparable.

Implication for nursing practice/management or policy

The Turkish Speaking Up About Patient Safety Questionnaire (SUPS-Q) can be used to determine the speak up-related behaviours
toward patient safety of healthcare professionals.

By using the scale, speak up-related behaviours of healthcare professionals toward patient safety and the factors that
affect the speak up-related climate can be determined, and plans can be made to increase patient safety.

The adaptation of standardised measurement tools for speak up-related patient safety to different cultures and testing their
validity and reliability will provide valid, comprehensive and reliable information that is internationally comparable.

CONCLUSION

The SUPS-Q was adapted to Turkish as the first measurement tool to assess health professionals’ speaking up on patient safety,
and its validity and reliability were verified.

Ethics Committee Approval: Ethics committee approval of the study was obtained from Hacettepe University Non-Interventional
Clinical Research Ethics Committee (number 19979).

Conflict of Interest: “None declared”

Funding: This research did not receive any specific grant from funding agencies in the public, commercial, or not-for-profit sectors.
Exhibitor Consent: Written informed consent was obtained from those who agreed to participate.

Global Nursing Insights



130
Global Nurs. Insights 2025,12(2), 122-131

Author contributions

Study design: SGT, SSK, LD

Data collection: SGT, SSK, LD

Literature search: SGT, SSK, LD

Drafting manuscript: SGT, SSK, LD

Acknowledgement: The authors would like to thank all participants who participated and supported the study.

REFERENCES

Agency for Healthcare Research and Quality. (2019). Patient safety 101. https://psnet.ahrg.gov/primer/patient-safety-101

Ahn, S., & Kim, D. (2024). Adaptation and validation of a Korean version of the Speaking Up About Patient Safety Questionnaire
(KSUPS-Q). BMC Nursing, 23, 293. https://doi.org/10.1186/s12912-024-01891-3

Bandalos, D. L., & Finney, S. J. (2018). Factor analysis: Exploratory and confirmatory. In G. R. Hancock, L. M. Stapleton, & R. O.
Mueller (Eds.), The reviewer’s guide to quantitative methods in the social sciences (2nd ed., pp. 98—122). Routledge.

Brennan, P. A., & Davidson, M. (2019). Improving patient safety: We need to reduce hierarchy and empower junior doctors to
speak up. BMJ, 366, 14461. https://doi.org/10.1136/bmj.14461

Bulyukoztirk, S. (2018). Sosyal bilimler icin veri analizi el kitabi (24. Baski). Pegem Akademi Yayincilik.

Diinya Tip Birligi. (2025). Helsinki Bildirgesi: insanlar Uzerinde Yapilan Tibbi Arastirmalarla ilgili Etik ilkeler [Cevrim ici belge]. Erisim
adresi: Diinya Tip Birligi Helsinki Bildirgesi (1) _503451c2-7793-4cc1-84¢9-d4dd185d099b.pdf

Etchegaray, J. M., Ottosen, M. J., Dancsak, T., et al. (2020). Barriers to speaking up about patient safety concerns. Journal of Patient
Safety, 16(4), e230—e234. https://doi.org/10.1097/PTS.0000000000000334

Friedman, A. H. (2020). The difficult talk: Speaking with patients and families after medical error. Progress in Pediatric Cardiology,
59, 101311. https://doi.org/10.1016/j.ppedcard.2020.101311

Gaston, T., Short, N., Ralyea, C., & Casterline, G. (2016). Promoting patient safety: Results of a TeamSTEPPS® initiative. Journal of
Nursing Administration, 46(4), 201-207. https://doi.org/10.1097/NNA.0000000000000333

Genger, O. (2020). Onkoloji hemsirelerinin dillendirme davranisiari ve belirleyicisi olarak érgiitsel giiven ve yapisal giiclendirme
algilari [Yiiksek lisans tezi, Hacettepe Universitesi Saglik Bilimleri Enstitsi].

Gray, M. M., Rosenman, E., Best, J. A., Menzel, B., Berger, G., Ehrmantraut, R., Napolitano, P., Umoren, R., & Kim, S. (2022).
Deliberate practices of speaking up and responding skills: The Speak-PREP e-learning module for healthcare
professionals. BMJ Leader, 6(2), 136—139. https://doi.org/10.1136/leader-2021-000524

Howard, M. C. (2016). A review of exploratory factor analysis decisions and overview of current practices: What we are doing and
how can we improve? International Journal of Human—Computer Interaction, 32(1), 51-65.
https://doi.org/10.1080/10447318.2015.1087664

Jones, A., & Johnstone, M.-J. (2019). Managing gaps in the continuity of nursing care to enhance patient safety. Collegian, 26(1),
151-157.

Korkmaz, A. C. (2018). Gegmisten giinimiize hasta giivenligi. inénii Universitesi Sadlik Hizmetleri Meslek Yiiksekokulu Dergisi, 6(1),
10-19.

Koyuncu, i., & Kilig, A. F. (2019). The use of exploratory and confirmatory factor analyses: A document analysis. Education and
Science, 44(198), 361-384.

Lawshe, C. H. (1975). A quantitative approach to content validity. Personnel Psychology, 28(4), 563-575.

Martinez, W., Etchegaray, J. M., Thomas, E. J., Hickson, G. B., Lehmann, L. S., Schleyer, A. M., Best, J. A., Shelburne, J. T., May, N.
B., & Bell, S. K. (2015). 'Speaking up' about patient safety concerns and unprofessional behaviour among residents:
Validation of two scales. BMJ Quality & Safety, 24(11), 671-680. https://doi.org/10.1136/bmjgs-2015-004253

Mawuena, E. K., & Mannion, R. (2022). Implications of resource constraints and high workload on speaking up about threats to
patient safety: A qualitative study of surgical teams in Ghana. BMJ Quality & Safety, 31(9), 662-669.
https://doi.org/10.1136/bmjgs-2021-014287

Morrow, K. J., Gustavson, A. M., & Jones, J. (2016). Speaking up behaviours (safety voices) of healthcare workers: A metasynthesis
of  qualitative research studies. International ~ Journal  of  Nursing  Studies, 64, 42-51.
https://doi.org/10.1016/j.ijnurstu.2016.09.014

Nacioglu, A. (2016). As a critical behavior to improve quality and patient safety in health care: Speaking up! Safety in Health, 2(1),
10. https://doi.org/10.1186/s40886-016-0021-x

Niederhauser, A., & Schwappach, D. L. B. (2022). Speaking up or remaining silent about patient safety concerns in rehabilitation:
A cross-sectional survey to assess staff experiences and perceptions. Health Science Reports, 5(3), e631.
https://doi.org/10.1002/hsr2.631

Oksay, A., Kiling, M., & Sayhan, M. (2019). Saglk c¢alisanlarinda hasta glvenligi kulttirt algisinin degerlendirilmesi Uzerine bir
arastirma. Bolu Abant izzet Baysal Universitesi Sosyal Bilimler Enstitiisii Dergisi, 19(2), 455—475.

Okuyama, A., Wagner, C., & Bijnen, B. (2014). Speaking up for patient safety by hospital-based health care professionals: A
literature review. BMC Health Services Research, 14, 61. https://doi.org/10.1186/1472-6963-14-61

Global Nursing Insights



131
Global Nurs. Insights 2025,12(2), 122-131

Ozer, 0., Santas, F., Giin, C., & Sentiirk, S. (2019). Hemsirelerin hasta giivenligi tutumlarina iliskin algilarinin degerlendirilmesi.
Acibadem Universitesi Sadlik Bilimleri Dergisi, 2, 161-168. https://doi.org/10.31067/0.2019.139

Polit, D. F. (2015). Assessing measurement in health: Beyond reliability and validity. International Journal of Nursing Studies,
52(11), 1746-1753. https://doi.org/10.1016/j.ijnurstu.2015.07.002

Richard, A., Pfeiffer, Y., & Schwappach, D. D. L. (2021). Development and psychometric evaluation of the Speaking Up About
Patient Safety Questionnaire. Journal of Patient Safety, 17(7), e€599-e606.
https://doi.org/10.1097/PTS.0000000000000415

Robbins, J., & McAlearney, A. S. (2016). Encouraging employees to speak up to prevent infections: Opportunities to leverage
quality improvement and care management processes. American Journal of Infection Control, 44(11), 1224-1230.
https://doi.org/10.1016/j.ajic.2016.03.007

Schwappach, D. L. B., & Niederhauser, A. (2019). Speaking up about patient safety in psychiatric hospitals: A cross-sectional survey
study among healthcare staff. International Journal of Mental Health Nursing, 28(6), 1363-1373.
https://doi.org/10.1111/inm.12664

Schwappach, D. L., & Gehring, K. (2014a). “Saying it without words”: A qualitative study of oncology staff’s experiences with
speaking up about safety concerns. BMJ Open, 4(5), e004740. https://doi.org/10.1136/bmjopen-2013-004740

Schwappach, D. L., & Gehring, K. (2014b). Trade-offs between voice and silence: A qualitative exploration of oncology staff’s
decisions to speak up about safety concerns. BMC Health Services Research, 14, 303. https://doi.org/10.1186/1472-
6963-14-303

Schwappach, D., Sendlhofer, G., Hasler, L., Gombotz, V., Leitgeb, K., & Hoffmann, M., et al. (2018). Speaking up behaviors and
safety climate in an Austrian university hospital. International Journal for Quality in Health Care, 30, 7017.
https://doi.org/10.1093/intghc/mzy089

Szymczak, J. E. (2016). Infections and interaction rituals in the organisation: Clinician accounts of speaking up or remaining silent
in the face of threats to patient safety. Sociology of Health & lliness, 38, 325-339. https://doi.org/10.1111/1467-
9566.12371

Tavsancll, E. (2005). Tutumlarin él¢iilmesi ve SPSS ile veri analizi. Nobel Basimevi.

Umoren, R., Kim, S., Gray, M. M., Best, J. A., & Robins, L. (2022). Interprofessional model on speaking up behaviour in healthcare
professionals: A qualitative study. BMJ Leader, 6(1), 15—19. https://doi.org/10.1136/leader-2020-000407

Westat, R., Sorra, J., Famolaro, T., Dyer, M., Khanna, K., & Nelson, D. (2018). Hospital survey on patient safety culture: 2018 user
database report. Agency for Healthcare Research and Quality.

Yaslioglu, M. M. (2017). Sosyal bilimlerde faktér analizi ve gecerlilik: Agiklayici ve dogrulayici faktdr analizi kullanimi. istanbul
Universitesi isletme Fakiiltesi Dergisi, 46, 74—85.

Global Nursing Insights


https://doi.org/10.1136/bmjopen-2013-004740
https://doi.org/10.1186/1472-6963-14-303
https://doi.org/10.1186/1472-6963-14-303

